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ABSTRACT 
 

This exploratory ethnographic and phenomenological study examined hospital cultures, primarily 

emergency rooms, and the lived experiences of patients interacting with healthcare professionals in the 

United States. The salient themes that emerged from the thematic analysis of the narratives shared by a 

woman living with asthma in conjunction with the lived experiences articulated by five other patients 

coming to emergency rooms for stomach pain/pregnancy, arthritis/joint pain, leg injury, depression, etc., 

were: 1) Long wait times, 2) Poor and Unprofessional Attitude, 3) Neglect, 4) Feeling Rushed, 5) Having to 

Ask for Care, 6) Discrimination, and 7) Support from Hospital Patient Advocates and Other Patients. While 

the patients in this study endured marginalization and microaggressions, those challenges often were 

overcome with assistance from hospital patient advocates as well as other patients. Ultimately, patients in 

this study empowered themselves to achieve their healthcare goals. 

 

INTRODUCTION 
 

        While health is always a priority for some people, COVID-19 probably has individuals around the globe 

reexamining their health and rethinking many of the daily decisions they make in order to sustain healthy 

lifestyles. As COVID-19 went into full swing, people everywhere went into crisis mode as societies tried to 

understand what was happening while attempting to adhere to shelter-in-place orders. The COVID-19 crisis 

sent some people into a panic, and individuals with preexisting conditions, such as asthma, emphysema, and 

heart disease, were especially concerned because COVID-19 tended to be more deadly for people who 

already were managing illnesses, according to Gupta et al., (2021). 
 

        COVID-19 certainly placed great stress on healthcare facilities, magnifying their existing problems. 

One salient challenge that emerged as a problem was prioritizing the demands for medical attention. 

Healthcare professionals were forced to determine how, with limited resources, to meet the demands of a 

society facing      a health crisis. These circumstances resulted in some people not getting the care they wanted 

and deserved. When time and other resources were limited, healthcare professionals made tough business 

decisions, choices that historically placed some non-dominant racial groups at a disadvantage (Funk, 2022; 

Nix, 2023). 
 

        One group that historically has endured compromised healthcare was African Americans/Blacks 

(Duncan et al., 2022). “Black patients have experienced centuries of mistreatment and violence at the hands 

of the medical system, which has made the medical system untrustworthy” (2022, p. 520). Nix (2023) 

substantiated this claim as well. Banerjee and Sanyal (2012) also found that women were less trustful of 

doctors, compared to men, when it came to their care. Funk (2022) also echoed the sentiment that African 

Americans/Blacks were subjected to marginalization in healthcare systems. 
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Less access to quality medical care is the top reason Black Americans see contributing to generally 

worse health outcomes for Black people in the U.S. Large shares also see other factors as playing a 

role, including environmental quality problems in Black communities and hospitals and medical 

centers giving lower priority to the well-being of Black people…A majority [of African Americans] 

(56%) say they have had at least one of several negative experiences, including having to speak up to 

get the proper care and being treated with less respect than other patients (Funk, 2022). 
 

Research by Funk (2022) revealed that African American/Black women more frequently than other groups 

had negative experiences with healthcare professionals. Studies revealed that African American/Black 

women: 1) Had to speak up to get help, 2) Believed pain was not taken seriously, 3) Felt rushed by 

healthcare professionals, 4) Felt like they were treated with less respect than other patients, 5) Felt that their 

quality of care was less than what other patients received, 6) Were judged due to weight, and 7) Found that 

health concerns were not taken seriously. However, they indicated that quality of care was better when 

African American/Black healthcare professionals treated them, which was consistent with research by 

Snyder et al., (2023). However, many healthcare facilities did not have much diversity among their 

personnel, resulting in African American/Black patients relying on cross-cultural communication with 

Caucasian/White healthcare professionals and other races for care. 
 

       The Centers for Disease Control and Prevention (2023) also suggested that African Americans/Blacks, 

as well as other traditionally disenfranchised groups, had experiences with healthcare systems that were less 

than stellar, suggesting that a more profound examination into the ways in which healthcare professionals 

have been socialized (Gates, 2009, 2023a; 2023b) into organizations that treat patients is warranted. 

Specifically speaking: 

A growing body of research shows that centuries of racism in this country have had a profound and 

negative impact on communities of color. These conditions—often referred to as social determinants 

of health—are key drivers of health inequities within communities of color, placing those 

within these populations at greater risk for poor health outcomes (Centers for Disease Control and 

Prevention, 2023). 
 

The systems that rendered certain social groups marginalized may have impeded the ability of some 

individuals to manage and recover from illnesses as well as their Caucasian/White counterparts recovered. 

Heredity, lifestyle choices, and other factors also influence the health of African Americans/Blacks, but 

clearly, people from non-dominant racial groups seem to experience disease and death more frequently than 

Caucasians/Whites, according to the Centers for Disease Control and Prevention (2023). People from non- 

dominant racial groups, such as African Americans/Blacks and Latinos, experience higher rates of illness 

and death than Caucasians/Whites, and asthma was among the many illnesses from which they died. 
 

Rationale 
 

        Given the reliance of African Americans/Blacks, as well as other racial groups, on emergency rooms 

and other healthcare facilities for treatment, scholars and practitioners may benefit from enhancing their 

comprehension of how African Americans/Blacks experience healthcare. The health disparities within the 

United States have rendered African Americans/Blacks seeking healthcare marginalized, and it is imperative 

to address the matter. “To build a healthier America for all, we must confront the systems and policies that 

have resulted in the generational injustice that has given rise to racial and ethnic health inequities,” 

according to the Centers for Disease Control and Prevention (2023, p. 1). 
 

        This paper will discuss the dynamics between healthcare professionals and patients as these 

interactions          have shaped the perceived quality of care from healthcare professionals. It is crucial to address 

the disparities in healthcare because people from non-dominant racial groups receive compromised  

https://www.rsisinternational.org/journals/ijriss/
https://www.rsisinternational.org/journals/ijriss/
http://www.rsisinternational.org/


INTERNATIONAL JOURNAL OF RESEARCH AND INNOVATION IN SOCIAL SCIENCE (IJRISS) 

ISSN No. 2454-6186 | DOI: 10.47772/IJRISS |Volume VIII Issue II February 2024 

Page 66 

www.rsisinternational.org 

 

 

 
 

 

care in  many instances. Moreover, African Americans/Blacks are dying at a faster rate than their 

Caucasian/White counterparts, according to the Centers for Disease Control and Prevention, in part 

because the quality of care from healthcare professionals has been substandard. 
 

Problem 
 

         According to the Centers for Disease Control and Prevention (2023), nearly 25 million Americans are 

living with asthma as of 2021. Of those 25 million people, about 14 million are women or girls, and over 4 

million of the people with asthma in the United States are African American/Black. Moreover, more 

than 4.8  million physician office visits in the United States during 2019 were due to asthma, according to the 

Centers for Disease Control and Prevention (2023). Similarly, the National Center for Health 

Statistics (2023)  reported that the number of visits to emergency rooms in the United States in 2021 

for asthma as the primary diagnosis, excluding chronic obstructive asthma, was 939,000. Therefore, nearly 

one million emergency room visits and almost five million doctor visits were due to asthma (Center for 

Disease Control and Prevention, 2023; National Center for Health Statistics, 2023). Finally, a total of 3,517 

people in the United States died of asthma in 2021 (Centers for Disease Control and Prevention, 2023), 

which suggests  that more information about how healthcare professionals interact with asthma patients and 

treat asthma could help healthcare professionals enhance care. 
 

        With so many people experiencing asthma in the United States (Centers for Disease Control and 

Prevention, 2023), it might help to make sense of the lived experiences of an asthma patient as well as other 

patients, particularly individuals from traditionally marginalized groups. Relative to other studies, fewer 

studies tend to focus on how a woman of Native American and African descent experiences healthcare 

facilities. The         need for more research in this area justifies an exploratory ethnographic and 

phenomenological study  examining the interactions among healthcare professionals and patients. This topic 

is relevant today because past research has suggested that people from traditionally marginalized groups, 

such as women and African Americans/Blacks, do not enjoy the same quality of care as people who are 

Caucasian/White Americans  (Fix et al., 2022; Funk, 2022). The present study illuminates the obstacles a 

particular woman encountered  on her journey to combat asthma and encompasses a cursory view of the 

lived experiences of five other patients. 

 

LITERATURE REVIEW 
           
        Research addressing the interaction between healthcare professionals and patients has covered a 

plethora of topics, and some of the salient themes that emerged from that research had to do with the 

length of wait  times (Karaduman et al., 2023; Spechbach et al., 2019), attitude or professionalism 

(Karaduman et al., 2023; Ming et al., 2019), and discrimination (Alvarez et al., 2019; Bird et al., 2021; 

Haywood et al., 2014; John et al., 2021). The forthcoming paragraphs will address long wait times, poor 

attitudes, lack of professionalism, and discrimination within healthcare. 
 

Long Wait Times 
 

       A primary concern regarding healthcare was long wait times (Acar, 2018; Karaduman et al., 2023). 

Patients were typically willing to wait an hour or two, but anything longer than that was deemed excessive 

(Spechbach et al., 2019). One population that tended to struggle with long wait times was people living with 

mental illness. Emergency room boarding of psychiatric patients is too long (Alakeson et al., 2010). Patients 

who need inpatient beds spend too much time waiting for care in the Emergency Department waiting room, 

hallways, and restrooms. Some leave healthcare facilities before treatment (Alakeson et al., 2010). Delivery 

systems that provide mental health support need to be enhanced to reduce emergency room stays and to 

prevent jail time as these individuals in distress re-enter communities where they end up getting arrested, or 

they become victims of suicide due to an ongoing lack of treatment. Community-based support, as well  
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as reduced waiting times for appointments, can be helpful. Because emergency rooms can be noisy and 

stressful, sometimes the environment can exacerbate the mental episode (Alakeson et al., 2010). Long wait 

times can be problematic, and the stress of long wait times can be compounded by poor attitudes, which will 

be discussed next. 

 

Poor Attitudes 
 

           Karaduman et al., (2023) said poor attitudes compromised perceived quality of care. In a study of 

approximately 1385 complaints, patients had concerns about healthcare professionals, primarily about poor 

attitudes and long wait times. Complaints filed in 2019 against doctors and other healthcare professionals 

were processed by a department overseeing patient rights in Turkey. In another study, Ming et al., (2019) 

reviewed complaints against nurses at a university-sponsored hospital in China. Results indicated that 

“uncompassionate attitudes, unprofessional communication, disrespect of patient rights, and unsatisfactory 

quality of nursing care” were the salient themes emerging from complaints. Poor attitudes and disrespectful 

conduct can undermine the perceived quality of care. 

 

Discrimination 
 

          Discrimination in healthcare has been a problem for decades. In the infamous syphilis studies, which 

started in 1932, researchers convinced doctors not to treat African American/Black men for the disease, so 

they could study it (Nix, 2023). The doctors knew that penicillin could easily cure the disease, but they 

neglected to give it to the patients. Instead of medicine, the men were given aspirin and mineral water. As a 

result, many men died of syphilis, and others infected their loved ones with the disease. Some had children 

who were born with the illness. The disastrous outcomes could have been prevented if healthcare 

professionals and researchers had been more ethical. Nix (2023) explained: 

Health workers monitored the men but were only given placebos such as aspirin and mineral 

supplements, even though penicillin became the recommended treatment for syphilis in 1947, 

some 15 years into the  study. PHS researchers convinced local physicians in Macon County not 

to treat the participants, and  instead, research was done at the Tuskegee Institute (p.1). 

 

The Tuskegee studies, whereby African American/Black men were denied treatment so the disease could be 

studied, inspired a lack of trust in the healthcare system. Many African Americans became distrustful of 

healthcare professionals, the use of vaccinations, and the appropriateness of medication prescribed for them. 

This distrust, coupled with other anti-African American/Black rhetoric/actions from healthcare 

professionals, has compromised the care of many African Americans/Blacks (Nix, 2023). 

 

         Does this distrust of healthcare professionals have anything to do with why African Americans/Blacks 

and Latino Americans often do not have primary care physicians (Berthelot et al., (2020)? African 

Americans/Blacks and Hispanic Americans often did not have primary care physicians, and they tended to 

use emergency rooms for services they could have easily obtained with primary care physicians, according to 

Berthelot, Lang, and Messier (2020) as well as Shea et al., (1992). The patients in the study by Shea et al. 

(1992) were from New York, and they did not regularly check their blood pressure because they were not 

seeing their primary care physicians where it could be done. As a result, these patients ended up in 

emergency rooms with issues stemming from blood pressure problems. Sometimes, they were not taking 

their medication as prescribed (Shea et al., 1992). Today, patients can easily check their blood pressure at 

home or at their local pharmacies, but a low commitment to doing this may result in more emergency room 

visits. Alternatively, when patients discover problems with blood pressure, they go to emergency  

rooms, not their primary care providers, because it is often faster to go to emergency rooms. When patients 

discover that their blood pressure is too high, waiting weeks to see a primary care physician is not the most 

prudent approach to tackling the problem. Most patients want immediate care, which can most likely be  
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found in an emergency room, not the small offices of primary care physicians who lack the adequate 

equipment to treat patients in crisis. While many patients may go to emergency rooms because they do not 

have primary care physicians, others elect to go to emergency rooms because that is the fastest way to see a 

doctor. 

 

           Primary care physicians often are more accessible than one might assume. Even impoverished 

people can  get state insurance via Medicaid and locate a primary care physician unless they do not like 

their options.  Not all healthcare professionals accept Medicaid, and some patients may not want to be 

partnered with the healthcare professionals from which they must choose. The distrust of primary care 

physicians could be one reason people do not have a personal doctor, or patients perceive that they cannot 

afford a doctor. Astronomical healthcare costs can preclude some people from accessing good doctors. 

 

          The prevalence of marginalization within the field of healthcare may spur some patients to rethink 

their healthcare choices, as Kyerematen et al. (2023) assert that anti-Black racism is prevalent in the field of 

medicine even today. Empathy and inquiry tended to be approaches healthcare professionals employed to 

address anti-racism. However, this was not enough. A more comprehensive approach to combatting racism 

in the healthcare industry is warranted. The authors recommend accountability and allyship to help eradicate 

racism. Anti-racism communication strategies need to be employed to promote equality for African 

American/Black patients. Promoting racial justice and health equity in treating African American/Black 

patients is vital to adequate care (Kyerematen et al., 2023). 

 

          Women also felt marginalized within healthcare systems, which may be part of the reason they were 

found  to be less trustful of doctors relative to other patients. Banerjee and Sanyal (2012) found differences 

across genders in the perception of treatment from healthcare professionals with women being less trustful of 

doctors than men. Research also showed that doctors did more partnership building with male patients than 

they did with women (Banerjee & Sanyal, 2012). These researchers also suggested that “language and 

culture, alternative medicines, commercialization of medicine, and crowding at specialist and super- 

specialist clinics [were other] barriers to a good doctor-patient relationship” (Banerjee & Sanyal, 2012). 

Future research needs to determine if these findings are still prevalent today. 

  

          John, Curry, and Cunningham-Burley (2021) studied pregnant women, whom the authors 

classified as Black, Asian, and minority ethnic women. The findings were categorized as “communication, 

interactions with healthcare professionals, racism, and the pandemic effect.” While the pregnant women 

appreciated      some aspects of their care, they noticed bias. They perceived that they were discriminated 

against based on their language and accents, and they also asserted that language barriers were the primary 

cause of miscommunication. The women perceived that once a woman’s accent was heard, she was not 

taken  seriously. Cultural dissonance was a barrier to communication between pregnant women and 

healthcare providers. 

 

         The pregnant women welcomed respectful communication, continuity of care, empathy, and informed 

decision-making. Empathy was appreciated. However, when doctors hurry the women, they feel uncared for 

and unappreciated (John et al., 2021). When healthcare professionals were deemed indifferent toward 

patients, the women stated that they felt hurried, unheard, and uncared for, which negatively shaped 

perceptions about care (John et al., 2021, p. 4). John et al. (2021) asserted: 

Institutional racism was highlighted as a significant issue in pregnancy care by most of the 

participants. Some of the participants expressed distrust in maternal healthcare due to their concerns 

that medical research and treatments are tailored for their White counterparts. Participants who had 

experienced institutional racism were also likely to perceive barriers to accessing healthcare 

compared with White     women (p.5). 
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Overall, pregnant women were marginalized in healthcare systems and sought respectful interactions. 
 

           Negative differential treatment in healthcare has not always been about race or gender. In addition to 

race-based discrimination, patients living with Sickle Cell Disease felt discriminated against by healthcare 

providers due to their illness (Alvarez et al., 2019). The stigma of having certain illnesses can cause 

healthcare professionals to mistreat patients. Consequently, marginalization is exacerbated when people 

from non-dominant racial groups have a disease. Patients felt disenfranchised due to their illness and again 

because of the intersection of their race and gender. Ultimately, the health inequities and systematic 

differences were noted by patients. However, other research examined how healthcare professionals 

experienced the complaints (Glera, 2019), which will be addressed in the following section. 
 

Managing Complaints 
 

           While much of the extant research has assessed patient complaints against healthcare professionals, 

other studies focus on how healthcare professionals experience those complaints. Glera (2019) said the 

complaints are stressful for healthcare professionals in London, and some healthcare professionals have 

taken their own lives as a result of complaints filed against them. Organizations need to comprehend the 

influence complaints have on the mental health of providers. As a result, complaint codes might be one way 

to help minimize the impact complaints have on doctors. Glera stated: 

A serious complaint can take years to pass through the regulatory system, leaving the doctor stuck in a 

confusing matrix of fear, uncertainty, and anxiety. The complainant has a tried and tested framework 

that everyone involved—managers, clinicians, organizations—must follow. Those complained about 

have no similar framework. A serious complaint can take years to pass through the regulatory system. 
 

Moreover, 70 percent of complaints against healthcare professionals in Iran were deemed unmerited, 

according to Alimohammadi et al., (2019). Therefore, healthcare organizations need systems in place to 

launch investigations prior to taking action against healthcare professionals, and disciplinary actions need to 

be deemed fair, according to Dyer (2023). Hospitals should also be cognizant that complaints against 

healthcare professionals can be stressful (Glerada, 2019) as doctors fear losing their jobs or having their 

medical licenses revoked. Workplace stress can be traumatizing and entice employees to contemplate 

leaving organizations (Gates, 2023b) or to determine how best to manage the stress (Gates, 2010; 2023b). 

While complaints against healthcare professionals can be stressful for doctors and other employees, these 

grievances do have some utility. 
 

           Patient complaints can be used as feedback to focus on improvements (Grandizio et al., 2022). They 

should not automatically be regarded negatively. Instead of seeing complaints as a personal attack on 

healthcare professionals, organizations can reframe complaints as patient input to make improvements 

(Grandizio et al., 2022). Patient-centered care requires healthcare professionals to understand the cultures and 

concerns of patients in order to provide optimal care. Perhaps healthcare professionals need to be 

socialized (Gates, 2009; 2023a; 2023b) to reframe complaints as feedback designed to help them remain 

patient-centered so they can enhance patient care. 
 

          Recent trends in healthcare regarding the quality of interactions between healthcare professionals and 

patients, as well as equal access to healthcare, warrant greater examination. Scholars and practitioners need 

a more in-depth analysis of these interactions, particularly given the prevalence of marginalization and 

microaggressions endured by patients from non-dominant racial groups. The prominence of racism within 

the healthcare industry suggests that a more profound focus on the communication between healthcare 

professionals and patients may help leaders devise plans to eradicate racism. This dynamic deserves more 

attention because many of the patients coming to hospitals and emergency rooms for treatment are from non- 

dominant racial groups, and they are not getting the quality of care they need. Organizations must 
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identify the systems that engender marginalization in healthcare so they can create strategies to promote 

equality for all patients. Future research must analyze the perspectives of patients on communication 

practices by healthcare professionals that promote anti-racism (Duncan et al, 2022; Kyerematen et al., 

2023). While past research has focused on the experiences of patients from various backgrounds, the present 

ethnographic and phenomenological study will explore the encounters of people from traditionally 

marginalized groups as they interact with healthcare professionals. 
 

Research Questions 

1) How do patients experience healthcare professionals? 

2) How do patients from traditionally disenfranchised groups experience emergency room cultures? 

3) What tactics can patients in this study employ to combat marginalization within healthcare systems? 

 

METHODS 
 
           The impetus for this study was an unusually long wait time in the emergency room to be treated for 

asthma  at a hospital in the United States. Four women of African and/or Native American descent, one man 

of African descent, and one openly gay, Caucasian/White man all happened to be in the same hospital at the 

same time. They did not previously know each other, but they collectively complained about the long wait 

times in the emergency center. As the patients compared notes, those shared experiences prompted additional 

inquiry into hospital wait times and experiences in emergency rooms in general. 
 

          The author utilized ethnography and phenomenology as qualitative research methods to conduct an 

exploratory study examining the lived experiences of a woman from a non-dominant racial group as well as 

the hospital cultures in which the woman interacted with five other patients and various healthcare 

professionals (Creswell, 2013; 2015; Creswell et al., 2011; Creswell & Plano Clark, 2011; Levitt et al., 

2018; Lindlof & Taylor, 2011). This approach to the present research was appropriate because 

eethnography started as an attempt to study and describe social actions  within cultures; ethnographers 

sought to identify how people interacted within a given culture (Spradley, 1979, 1980). Phenomenology, on 

the other hand, investigates the lived experiences of people, making sense of their unique perceptions of their 

realities (Creswell, 2013; 2015). This paper seeks to understand social actions within hospital emergency 

rooms as they relate primarily to a patient with asthma as well as other patients with various other health 

conditions such as pregnancy, depression, arthritis, leg injury, etc. This study, comprised of a mini 

ethnography (Spradley, 1979, 1980) and phenomenological inquiry (Creswell, 2013; 2015), is limited in 

scope in that it focuses primarily on a single patient as she experiences emergency rooms at three different 

hospitals with acknowledgment of how five other patients said they felt about their lived experiences in one 

of the same emergency rooms as the asthmatic patient discussed in this paper. 
 

         This qualitative approach to research is consistent with other studies looking at the lived and cultural 

experiences of people from traditionally disenfranchised groups, according to Levitt et al. (2018), who also 

maintain that qualitative research is appropriate when focusing on issues that are “contradictory, 

problematic, or ill-fitting for a subpopulation.” Qualitative research enables scholars to address societal 

injustices and give voice to groups traditionally disenfranchised (Levitt et al., 2018). 
 

         The study started with ethnographic fieldwork, which entailed the asthma patient going to the hospital 

for legitimate medical concerns, such as breathing problems, and conducting participant observations. In 

addition to conversing with other patients, the asthmatic patient interacted with various hospital staff such as 

trauma nurses, doctors, lab assistants, physician assistants, medical interns, receptionists, triage nurses, 

charge nurses, patient advocates, hospital CEOs, security, paramedics, etc. During and after her visits, the 

asthma patient worked with patient advocates to assess the hospital cultures and make sense of encounters 

within those cultures. These advocates explained the procedures and helped her determine if she received 

adequate care. Participant observations enabled the patient to comprehend the cultural norms of each 
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hospital and to study the social interactions while she also was being treated for asthma. Because she was 

required to wait so long to see a provider, she had ample time to interact with other patients and to notice 

additional communication taking place in the respective emergency waiting rooms. 

 

           Consequently, the present qualitative study entailed personal observations (Creswell, 2013; Fix et al., 

2022) and in-depth interviews (Creswell, 2013) with a female asthmatic patient in conjunction with 

conversations/interviews with five other patients from the United States. This ethnographic and 

phenomenological work entailed multiple visits to hospitals and several interactions with healthcare 

professionals. While the adult asthmatic patient started being treated for asthma during her childhood well 

over 30 years ago, the bulk of the interactions discussed in the present paper focus on her interactions with 

healthcare professionals from 2020 to 2023. The patient, who is of Native American and African descent, 

discussed emergency room visits over 30 years, with the most salient experiences addressed in this paper 

encompassing interactions within the last three years. This woman went to the emergency rooms of different 

hospitals in the United States. She explains what transpired in three different emergency rooms: Hospital 

One, Hospital Two, and Hospital Three. 

 

          The asthma patient, serving as a participant observer, visited Hospital One three times over a three-

year period, but only her most recent visit is addressed in this study. She had a single visit to Hospital Two 

and Hospital Three, and the salient themes from those visits are discussed below. Because the patient only 

went  to the hospital when she actually was sick, she only had one visit to Hospital Two and Hospital Three, 

allowing her to authentically experience and discuss being a patient at each facility. However, subsequent 

communication with hospital staff about her visits took place by phone or email shortly after the respective 

visits. These conversations and interviews with hospital staff allowed her to ask questions about her visits 

while the issues were still fresh in her mind. Therefore, the patient ascertained greater insight about the 

respective cultures of the emergency rooms via interactions with hospital staff and other patients. 

Ultimately, involving stakeholders in ethnographic research offers a unique perspective on the social 

phenomenon (Watts-Englert et al., 2014). Watts-Englert et al. (2014) maintain that collaborating with 

stakeholders during ethnography in corporate research can enable human-centered innovation and lead to 

better ways of working together. 

 

During data collection, personal observations were documented. This methodology is consistent with 

approaches taken with similar research. Fix et al., (2022) maintained that: 

Observation can elucidate phenomena germane to healthcare research questions by adding unique 

insights. Careful selection and sampling are critical to rigor. Phenomena like taboo behaviors or rare 

events are difficult to capture. Observation provides unique information about human behavior related 

to healthcare processes, events, norms, and social context. Behavior is difficult to study; it is 

often unconscious or susceptible to self-report biases. Interviews or surveys are limited to what 

participants share. Observation is particularly useful for understanding patients’, providers’, or other 

key communities’ experiences because it provides an ‘emic,’ insider perspective and lends itself to 

topics like patient-centered care research. 

 

Notes from personal observations and thick interview descriptions were analyzed until no new themes 

emerged. The goal was to identify the salient themes that captured how the individuals depicted in this study 

experienced healthcare professionals, illuminating the organizational communication that transpired so 

scholars and practitioners could make sense of those encounters. A qualitative research methodology was 

appropriate for this study, given that this approach was employed in similar studies (Creswell, 2013). After 

careful analysis, patient encounters were categorized and explained. 

FINDINGS 
 
          The purpose of this study was to answer the following research questions: 1) How do patients  
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experience  healthcare professionals? 2) How do patients from traditionally disenfranchised groups 

experience hospitals and/or emergency room cultures? 3) What tactics can patients in this study employ to 

combat marginalization within healthcare systems? All of those research questions are addressed in this 

section. 
 

        Thematic analysis revealed that the asthmatic woman had a history of encountering marginalization 

from healthcare professionals. From childhood into adulthood, she was delayed in getting the medical 

assistance she needed. Her efforts to secure healthcare services were frequently met with resistance. 
 

Background 
 

        A woman of Native American and African descent was born on the South Side of Chicago. She and her 

family resided in a few different homes in Chicago, but one particular home they occupied overlooked a 

lake. She lived in a high-rise apartment on the lakefront, and her family enjoyed a beautiful view of Lake 

Michigan. The view from her parents’ bedroom was the best one in the house. However, her memory of 

the warm and cozy condo was about more than just the great view. She recalled the many asthma attacks 

she   and her siblings suffered while living there. 
 

        During her childhood, she and her siblings constantly had asthma attacks. When her parents dialed 911 

to request an ambulance, to their dismay, the ambulance never came to their front door. The driver 

consistently parked several blocks away from their home because the Caucasian/White paramedics were 

terrified of entering the predominately African American/Black community on the South Side of Chicago. 

The 911 operator instructed the family to go outside to look for an ambulance. The ambulance driver was so 

afraid to be in the area that he turned his lights off, hiding from would-be predators, which made the 

ambulance more difficult for the sick child and her parents to find in the middle of the night. 
 

        On two separate occasions, when ambulances were called to the residence because the children were 

having asthma attacks, the paramedics failed to come to the front door. The family was expected to walk 10 

to 15 minutes, looking for a parked ambulance with lights out. Most people take for granted the privilege of 

being able to call an ambulance and arrive at the designated destination promptly. This family was 

appalled that  the paramedics feared their community, so the parents stopped dialing 911 when the 

children suffered      asthma attacks. It was faster for the parents to take turns taking the children to the hospital 

in the family car. Over the years, that family made numerous trips to Michael Reese Hospital in Chicago. 
 

        Research suggests that the adverse experiences this family had with healthcare professionals are not 

unusual. Snyder et al. (2023) revealed that treatment from healthcare professionals tended to be better when 

healthcare professionals shared and understood the culture and values of the patients. In other words, 

African American/Black patients tended to live longer and enjoy higher quality care when treated by 

African American/Black doctors, according to Snyder et al., (2023). The Caucasian/White paramedics who 

were dispatched to treat the asthmatic little girl had such a negative view of the neighborhood in which the 

family resided that their perception of the community compromised their ability to provide adequate care. 

Perhaps African American/Black and/or Native American paramedics should have been sent. If the 

children  had died of asthma, the family could have sued the ambulance company for failure to render 

services during an emergency. The paramedics were not in imminent danger. There was no threat precluding 

them from providing service to children of African and Native American descent. They sat outside for 

15 minutes    before announcing themselves. On one occasion, the child’s mother saw them down the street 

parked with their lights off, but she did not realize they were there for her child because they were so far 

away. The mother dialed 911 again to ascertain how long she needed to wait for an ambulance. That is 

when she learned that an ambulance had already been dispatched and that she needed to go outside with her 

asthmatic child and walk 10 to 15 minutes in the cold to locate the vehicle. The ambulance was not  
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reasonably close, and the parents contemplated driving their child to the ambulance. Once, when the 

ambulance parked too far away, the parents canceled the ambulance and drove the child to the 

hospital themselves. During her  childhood, this little girl made several trips to the hospital due to asthma, 

broken bones, and other minor issues. 
 

         Now, more than 30 years later, this child, who was born in Chicago, is a grown woman living with 

asthma. From time to time, she continues to suffer asthma attacks that require a trip to the emergency room. 

Her ongoing need for emergency care is consistent with the findings of Hargreaves, et al., (2019), who 

suggested that patients with adverse childhood experiences or traumas spent more time in emergency rooms 

during adulthood. The impact of trauma seemed to have long-term impacts on health. Moreover, these 

patients  came to emergency rooms because they often lacked sustained relationships with primary care 

providers. 
 

         Nevertheless, from 2020 to 2023, this woman went to the emergency rooms of a few different 

hospitals in  the United States. In each instance detailed below, the healthcare providers neglected her, 

ignored her, or discriminated against her in some fashion. Below is her account of what transpired in three 

different  emergency rooms: Hospital One, Hospital Two, and Hospital Three. 
 

Hospital One 
 

         Due to shortness of breath, the patient, who has historically suffered from asthma, used her inhaler, and 

she tried to go and see a doctor. The patient first attempted to visit a primary care doctor and an urgent 

care    center before being told she needed to visit an emergency room where they were better equipped to treat 

her. The primary care doctor and the urgent care center manager maintained that they did not have the tools 

to care for her adequately. They informed her that they would have to send her to another facility for 

examinations and testing and that her results would not be ready for several days. Therefore, the primary 

care physician urged the patient to go directly to the emergency room, where she could enjoy a more timely 

and comprehensive examination and treatment. Taking the advice, the woman made her way to the nearest 

emergency room. 
 

         The asthmatic patient entered Hospital One early that evening, but it would be more than 15 hours 

before she actually got to see a doctor. Most of her time was spent in the waiting room, feeling ignored and 

neglected. Other patients were coming and going, but she sat there hour after hour, waiting for care. She 

could barely breathe, so she tried to talk as little as possible. She relied on text messages as well as paper and 

pencil to communicate because it allowed her to conserve her oxygen. She knew she was probably having an 

asthma attack, but she wanted to be seen by a doctor just in case something else was wrong. It was the time 

of year when asthmatic people tended to get sick. According to the Asthma and Allergy Foundation of 

America (AAFA), “Asthma attacks spike throughout September because it is high ragweed season, with 

ragweed pollen from 17 species of the wild, green plant filling the air… Ragweed can also trigger asthma 

attacks” (Asthma and Allergy Foundation of America, 2020). She suffered asthma attacks in September and 

October, which landed her in the emergency room. 
 

         This hospital visit started with the emergency room nurse taking her vitals. When she complained of 

chest pains and difficulty breathing, the nurse immediately ordered a COVID-19 test, a chest x-ray, an 

electrocardiogram (EKG), a test that helps to assess the health of one’s heart, and other tests. The nurse 

wanted to rule out a heart problem, which had never been an issue for the patient in the past. In addition to 

the EKG, the nurse took multiple blood samples and urine, all of which were sent to the lab for testing. 

Then, the patient was sent back to the lobby to wait to see a doctor. Hours went by, but still no doctor. The 

patient thought she had been forgotten, so she went to the nurse’s station to inquire about the status of her 

care. She was told that no doctor had signed up to see her. The nurse explained that patients were prioritized 
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based on the severity of their illnesses and the time spent waiting in the hospital. However, this patient had 

been waiting hours, and she had difficulty breathing. The inability to breathe is typically regarded as a 

serious problem. Nevertheless, the patient, who contemplated leaving the hospital due to neglect, continued 

to wait. 
 

         The asthmatic patient observed other patients entering and leaving the emergency room before she did. 

She was discouraged by what seemed to be negative differential treatment, but she found solace in a group of 

other patients also sitting in the waiting room. One small group of African American/Black women sat 

together comparing notes. The African American/Black patients collectively determined that they were 

waiting  longer than other patients entering the emergency room. Out of curiosity, they started inquiring about 

the nature of other people’s visits. When they got to the asthmatic woman, she told them she was there due to 

difficulty breathing. An African American/Black woman in her 30s said her stomach was hurting and that 

she had an obstructed bowel. She later learned while at the hospital that she was pregnant. Another African 

American/Black woman in her 50s had issues with arthritis and her joints. An African American/Black man 

had a leg injury. An elderly African American/Black woman did not sit near the asthma patient, but that 

senior citizen and the asthma patient encountered each other leaving the hospital, which is discussed later in 

this paper. (The elderly lady complained of a long wait and no treatment.) An openly gay, Caucasian/White 

man in his 30s was there suffering from depression stemming from an unwanted divorce. He said the 

breakup took him by surprise. He was visibly upset because his marriage, which lasted less than one year, 

had ended. The depressed man needed to talk, so he befriended the African American/Black women sitting 

next to him, including the asthmatic woman. He had been there at the hospital less time than anyone, but 

he got to see   the doctor first. He was in and out in no time. When his visit was over, he came and sat by 

the women he  had befriended before seeing the doctor, keeping them company while they waited. He 

said his visit was  short and that the doctor prescribed him an antidepressant and encouraged him to see a 

counselor. Anyway, several people were waiting to see a doctor, but the Caucasian/White patients 

seemed to be treated first,   even when they entered the hospital after patients of other races. 

 

          The nicely dressed asthmatic woman kept going to the nurse’s station every few hours to inquire about 

how much longer she needed to wait. She was told that her test results were ready, and that the hospital 

needed a doctor to see her. However, none of the doctors took her case, which the triage nurse and front desk 

clerk explained. The triage nurse had properly classified her care as a high-priority asthmatic case, but that 

designation did not expedite the patient’s care. The hours kept going by as she watched other patients come 

and go, most of whom were Caucasian/White. The other patients did not look as sick as she was, but who 

knows why they were in the emergency room. A layperson cannot adequately assess people’s health by 

merely looking at them as they sit in the emergency room. 
 

         The nurse at the nurse’s station tried to expedite the care for the asthmatic woman by going back there 

and reminding the doctors that an asthmatic woman was waiting. However, that did not help. The asthmatic 

patient continued to wait several more hours. More than 15 hours had passed, and she still had not seen a 

doctor. She sat in the emergency room overnight, waiting for a doctor to see her while her Caucasian/White 

counterparts were coming and immediately getting help. 
 

          After spending the night in the waiting room, the doctor finally called the patient after she had 

expressed concern about being neglected. The patient was then put on a gurney in the crisis unit, where she 

waited another hour and a half to two hours to see the doctor. At least now she could stretch out and nap 

a little   while waiting. When the doctor finally entered the room, his attitude was negative, and his staff 

members were rude. The doctor who came in to see the asthma patient rushed her. He and his intern spent 

only a few minutes talking to her before returning to the office across the hall. They never discussed the 

results of her EKG. They did not give her the lab results even though the nurse told her the results were 

ready. After the doctor and his intern left the asthmatic patient, they could be heard gossiping about the 
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patient, who was still across the hall on the gurney. The doctor said the patient looked fine to him and that 

he did not know why    she was there. This physician also was heard commenting about whether the patient 

was some auditor who was there to check up on the hospital. The asthmatic patient was not an auditor. She 

was there because she was sick. The doctor released the patient without treating her. The comment was made 

by his staff that “He didn’t want to treat a nigger.” 
 

          It was clear that the doctor knew how the patient looked prior to calling her back for care. The doctor 

could see a picture of the patient next to her name on the portal used to track patients. The patient 

noticed that   when she went up to the nurse to inquire about how much longer she needed to wait. When the 

nurse pulled up the patient’s name, her picture appeared. The picture of the patient was taken from her 

government- issued identification provided during registration. Therefore, the healthcare professionals knew 

exactly what their patients looked like before treating them, and they scanned hospital bracelets before 

conducting all  tests to help ensure that test results were properly assigned to the right patients. This action 

enabled    healthcare professionals to see in person and via computer-mediated communication who they were 

treating or would be treating. The disadvantage of having the photos beside the patients’ names was that it 

more readily allowed healthcare professionals to discriminate against patients based on appearance, such as 

race, gender, or something else. 
 

        After the doctor left the asthmatic patient, he and his intern could be heard gossiping. In 

addition to  erroneously assuming the asthmatic patient was a hospital auditor, he made unsolicited remarks 

about the depressed, gay, Caucasian/White man who had already left the hospital at that point. The doctor 

said if his spouse had left him, he would not give his spouse the satisfaction of seeing him cry about it. He 

said he would be on Facebook kissing someone else. He also spoke of the fact that the man had only been 

married less than one year, yet he was crying like he’d lost a lifelong friend. The doctor seemed to be 

insinuating  that the gay patient who was grieving the loss of his husband due to divorce was too sensitive. 

Gossiping about that patient might be deemed a violation of his rights. While the doctor did not discuss the 

patient’s diagnosis, which would definitely be a violation of the Health Insurance Portability and 

Accountability Act (HIPPA), commenting about a patient within earshot of another patient is unethical 

and incites distrust     among patients who hear the gossip. 
 

        The asthma patient was still sick even though the doctor had cleared her to leave. The hospital 

demanded  that she make room for another patient on the gurney, but her care was incomplete. Before 

discharging the asthma patient, a healthcare specialist wanted to make sure that she knew how to properly 

administer albuterol, her asthma medication, from the inhaler with a spacer to help ensure that more of the 

medicine entered her lungs. When a nearby nurse overheard the healthcare professional instructing the 

patient on how to utilize the spacer correctly, the offending nurse started making jokes about the patient. The 

nurse laughed at the patient and asserted that someone who has had asthma her entire life should already 

know how to use an inhaler and a spacer. The patient knew how to use an inhaler. The device that was 

relatively new to her was the spacer she now needed to enhance the effectiveness of the inhaler. 

Nevertheless, the offending nurse attempted to create a hostile environment for the asthma patient by 

blatantly laughing at her and making demeaning remarks. Laughing at a patient in the emergency room was 

rude. 
 

        As the asthma patient collected her things to leave, the nearby nurse said, “Sorry about the racism.” 

Another nurse who entered the room told the patient that she was a nurse and that she was not supposed to 

give EKG results to a patient but that she had noticed some abnormalities on the EKG. The patient’s heart 

was not getting enough oxygen, which explained the shortness of breath. The asthma attack had caused an 

abnormal EKG, which the doctor failed to address. The nurse also said she saw other issues from the EKG 

results. The patient was deficient in vitamins, such as potassium, needed for her heart to function properly. 

The doctor never mentioned this. Another nurse came in and listened to the asthmatic patient’s lungs, and he 

reported hearing wheezing. The doctor failed to address this as well. The nurse who heard the wheezing  
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pointed out that he was not a doctor and did not have the authority to diagnose her, but he acknowledged that 

it was evident that the patient was sick. Consequently, the patient asked for a breathing treatment for 

asthmatics, something she had been accustomed to getting at Michael Reese Hospital during her childhood in 

Chicago. This treatment required the nurse to place a mask over the patient’s face and administer asthma 

medicine from a machine. The treatment was immensely helpful, but the patient had to ask for it. Had she 

not suggested it,    the breathing treatment would not have been administered. 
 

         The doctor pretended the patient was fine, so he did not have to treat the asthmatic woman. Some of the 

nurses apologized for his rudeness and racism. It also was evident that the doctor did not appear devoted to 

caring for the asthmatic patient. Moreover, as the patient was on the gurney, she could hear the doctor 

chitchatting with his intern about matters unrelated to patient care. They did not appear to be in a rush to see 

other patients, so the doctor could have taken the time to discuss test results and care with the asthma 

patient. The healthcare professionals had sufficient time to treat the patient, but it was not a priority for 

some of them. Many of the staff members back there were standing around not doing much. Some were 

seen surfing the Internet. Appalled by what she was witnessing and experiencing, the patient asked the 

healthcare provider, “Why did it take so long to see a doctor? I have been sitting in the waiting room since 

yesterday, waiting for you.” 
 

          Not everybody was rude. The male nurse administering the asthma treatment was kind to the patient. 

The patient spoke to him about the rude nurse laughing at her and talking about her. The male nurse 

explained to the patient that the nurse harassing her had a certain rare skill that the hospital needed, which 

was why they had tolerated her unprofessional conduct for so long. He said she had a history of being rude to 

patients who were not Caucasian/White. The male nurse said the disrespectful nurse was known for 

trying to start   disputes with African American/Black patients so that she could get them trespassed from the 

hospital. Fortunately, the asthmatic patient never spoke directly to the rude nurse. She merely commented 

about the offending party to the male nurse helping the patient. 
 

         Then, when the asthmatic lady was about to leave the hospital, she requested a letter documenting her 

illness to explain why she had been away from her normal duties for over 24 hours. These notes are 

customary in  the healthcare profession, but the doctor told the nurse to tell the patient he was refusing to 

provide one. This prolonged the patient’s stay because she appealed the doctor’s refusal to provide a note. 

The asthmatic woman waited patiently while the doctor and his team gave the patient her discharge papers 

and a doctor’s note. Only after the asthmatic patient said she wanted to speak with a manager or chief of staff 

did a nurse finally enter the room and offer to provide a note. The patient wanted the doctor’s note to indicate 

when she arrived at the hospital and when she left, but the hospital refused to document that. The note only 

documented the day the patient left the facility. It failed to show that the patient had been in the hospital 

since the previous day, waiting for treatment. 
 

          As the asthmatic patient was exiting the premises of the hospital, she encountered a dark-skinned, 

elderly African American/Black woman who was on her way back home. The woman said she had left the 

hospital without help. She said they refused to treat her and that they also refused to provide her with 

medical    records from previous visits. This woman said she was in pain. She said hospital staff threatened to 

trespass her if she kept asking for help. She said they would not answer her questions or address any of her 

medical issues. The woman, who appeared to be in her 70s, relied on public transportation, and she had 

elected to go to that particular hospital because it was the closest one to her house. That patient sought 

emotional support from the asthmatic patient as they were leaving the hospital. After a long wait, the elderly 

woman said she was denied care by the hospital, and she conveyed those concerns to the patient with asthma. 

The asthma patient asked the woman if she thought a patient advocate from the hospital would be of 

greater assistance  to her. The elderly woman said she intended to call the hospital when she got home, so she 

could speak to one. 
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           While the asthmatic patient may have been neglected by hospital staff, the other patients from the 

waiting room were quite attentive. The other patients offered emotional support. They exchanged phone 

numbers in the hospital and started texting each other about their care or topics to discuss with hospital staff. 

For example, that patients would go and get nurses for each other. In another instance, one patient 

encouraged the    asthmatic woman to request food or snacks given her long wait because other patients 

had been given  snacks. When a patient got something from hospital staff, such as water or a snack, that 

person would return to the waiting room and encourage other patients to request the same. The patients also 

made space for each other in the waiting room to stretch their legs on multiple chairs. The asthmatic patient 

and a man with a leg injury obtained extra legroom, which allowed them to be more comfortable while they 

waited. The patients interacted with hospital staff on behalf of the asthmatic patient by asking for minor 

favors, such as a blanket to stay warm while they waited. Sometimes, they asked how long they needed 

to wait to see a doctor.     Finally, after leaving the emergency room, the patients checked to see if each 

other made it home safely  from the hospital. Some contacted each other after the visit to offer additional 

emotional support. 

 

Hospital Two 

  

          While at Hospital Two, the asthmatic patient spent very little time waiting in the emergency room 

before initial contact with healthcare professionals. She went to the hospital due to difficulty breathing, 

which stemmed from allergies and asthma. She was taken back and given initial care within minutes of 

arriving at the hospital. Then, the triage nurse sent her back to the waiting room before the hospital had her  

return to staff for subsequent care. After the initial contact, the patient waited an extended period of time in 

the emergency room for follow-up care. While in the waiting room another African American/Black woman, 

who was coughing profusely and not wearing her mask, sat near the asthmatic patient. The woman informed 

the asthmatic patient of her struggles with the hospital. She said she’d been there several times trying to 

get  care, but nobody knew what was wrong with her. She had returned to the hospital numerous times for 

treatment to no avail. Due to the woman’s coughing, the asthmatic patient relocated to a more comfortable 

seat with less pollution, and she continued to wait for her name to be called by the doctor. 

 

         This hospital also did lab work on the patient, which was bizarre. One nurse stuck a needle in the 

patient’s arm for what felt like an eternity. This nurse kept sticking the patient with a needle like she was 

practicing  on her, so the patient asked for a different healthcare professional. After the arduous task of 

collecting her blood, the nurse dropped the vial of blood. According to hospital policy, once blood 

work has been improperly   handled, it has to be discarded. However, the nurse picked it up and was going 

to attempt to use it. From the looks of it, had the patient not requested a new specimen, the bad one may 

have been used. Fortunately, the hospital collected   a second sample at the patient’s request. 

  

          The patient returned to the waiting room to await the test results. This time, the wait was longer. Then, 

a nurse called the patient’s name. As the patient collected her things to follow the nurse who had called 

her,   the nurse got angry and walked away hastily, leaving the patient. The patient could barely slide beyond 

the heavy security doors, which required a key to access. Once back there, the asthmatic patient did not know 

where to go because the nurse had left her. The nurse was mad because the patient moved too slowly for the 

fast-walking nurse. 

 

           Uncertain of where to go, the patient approached the nurse’s booth and asked for assistance. They 

located  the nurse who had called the patient. When the nurse arrived, she approached the patient and 

abruptly cut  off the patient’s hospital identification bracelet. The patient was baffled because the doctor had 

not yet seen her, nor had she been given her test results. The nurse accused the patient of being a reporter. 

The patient maintained that she was not a reporter. That hospital was in litigation with someone, and the 

nurse thought the patient was there to covertly investigate. The patient had no idea about the legal battle and  
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was at the hospital because she was sick. She was not there as a reporter.  

 

         The patient was legitimately sick, so a healthcare professional prescribed some allergy medicine for 

her. However, the prescription was written for the wrong pharmacy. When the patient noticed this, she asked 

for help from the same nurse’s station she had gone to for directions earlier. However, a Caucasian/White, 

male nurse behind the desk replied, “I do not have to answer your questions anymore because you have 

been released.” The male nurse   refused to help the patient, and he did not want to call the previous nurse 

back over either. Only after the patient asked to speak with a manager or the chief of staff did the 

nurses suddenly decide to assist the  patient by correcting her prescription. Overhearing that the patient 

wanted to file a grievance, a patient advocate rapidly approached the patient to ensure she had what she 

needed. 

 

         Part of the problem with this hospital visit was that the nurse was in such a rush that she 

prematurely  released the asthmatic patient. The patient was released prior to the completion of her care. 

She had been  told before going back to the waiting room after an examination and testing that she would see 

a doctor, but the nurse released the patient before the patient saw the doctor. The patient advocate offered to 

readmit the patient, but they were able to conclude their business without that. 

 

        As the patient was getting ready to leave the hospital, she scanned her release papers, looking at her test 

results. Some of the tests the healthcare professional had ordered should have been reported. It turned out 

that the technicians had “forgotten” to order some of the tests the physician’s assistant had instructed them 

to perform. Had they neglected her intentionally, or was this an honest oversight? 

 

        The Asian physician’s assistant who treated the patient told the patient he thought some nurses were 

jealous of her. He told the patient she was pretty and that he overheard the technicians who had been 

instructed to complete her lab work debating on what her race must be. They were commenting about her 

pretty hair, trying to determine her race from her hair texture. Given all the blood they took from her, they 

could have determined her race from blood test results, but they forgot to test her blood. The technicians 

forgot to perform some of the tests the healthcare professionals ordered. As a result, the patient was waiting 

for lab results from tests that had never been conducted. They took her blood, but they did not run the tests. 

Consequently, she left the hospital without test results. This failure to complete tests compromised the 

quality of care the hospital provided. Overall, Hospital Two rushed and neglected the asthmatic patient, 

but the hospital’s patient    advocate mitigated the damages by immediately offering support when the patient 

asked for it. 

 

Hospital Three 
 

         Hospital Three did not have an unusually long waiting time for initial emergency room care. Within an 

hour of arriving, the patient was taken back and given a chest x-ray and an EKG, blood work, and other tests. 

The patient knew she was experiencing allergies and asthma, but the doctors still examined her 

thoroughly to  rule out other illnesses. While the patient knew what was wrong with her, the doctor still had 

to follow protocol for care just in case the patient was wrong. 

 

         The treatment at this hospital started off fine. However, in their haste to treat the patient, they lost the 

first two vials of blood drawn from her. Then, they asked the patient to give subsequent samples after she 

had already been waiting a long time for the analysis from the first test. This time, they took seven or eight 

vials of blood for simple tests, which usually require one or two vials. The request for additional blood 

raised a  red flag for the patient. Her first question was whether something was wrong. However, they 

quickly explained to her that the lab indicated that her blood samples never made it to them. Therefore, 

she needed  to give new samples. It seemed as if these healthcare professionals just wanted her blood. 
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The Asian doctor who treated the patient told her he was going to have a cardiologist check her out, but he 

later canceled that request. He had intended to run some tests, but after the good EKG results, he declined to 

run any subsequent tests on the patient’s heart. He determined that her heart was not the problem. Asthma is  a 

lung disease, and it does not currently appear to be having an adverse influence on her heart. At this point the 

patient merely needed to wait for test results, so she could be cleared to return home, but those results  did 

not arrive in a timely manner. 
 

        The patient’s primary complaint about this hospital was that they were slow to post lab results, and she 

was unsure why they needed so much of her blood. The patient experienced some uncertainty because the 

healthcare providers did not adequately explain their actions. Her first question was why they needed so 

much blood given the simple tests they were performing. There was talk of a third party wanting her blood, 

but nobody ever obtained her consent to give her blood to a third party. When she later asked the hospital 

president about the matter, he commented that his team always complied with the demands of law 

enforcement. However, nobody presented a search warrant or told the patient that anyone wanted her blood. 

It was a violation of HIPPA for the hospital to give the patient’s blood to a third party if that is actually what 

transpired. Now, the patient was concerned that her blood had not been lost earlier but that she was being 

manipulated by a third party who wanted it. 

 

        When the patient inquired about the test results, she was told that no news was good news. When 

something is wrong, the hospital contacts patients immediately. If they did not contact you, then nothing 

about your results alarmed them. However, the actual results offered more peace of mind to the patient. 

The EKG  results were good, and all other labs were good. However, the hospital needed to provide 

information faster. The tests are only meaningful if patients know the results. 

 

        The hospital’s tardiness in providing test results compelled the patient to speak with a patient advocate 

and the hospital’s CEO as suggested by hospital staff. These administrators collaborated to ensure that the 

patient’s results were provided to her long after she had already been released from the hospital. The 

president told the patient that the delay was due to an external audit that caused them to be understaffed. He 

said his team was normally more attentive, but the audit required so much time that it took his team longer 

to complete simple tasks. Overall, Hospital Three was slow to follow up with the patient, but the CEO and a 

patient advocate helped expedite the process days after the patient had gone home. 

 

THEMATIC ANALYSIS 

 

        After analyzing the asthmatic patient’s visit to three different emergency rooms, the patient’s 

experiences  can be classified into the following categories: 1) Long wait times, 2) Poor and Unprofessional 

Attitude / Disrespectful Communication, 3) Neglect, 4) Feeling Rushed, 5) Having to Ask for Care, 6) 

Discrimination, and 7) Support from Patient Advocates. 

 

Long wait times 
 

         At Hospital One, the asthmatic patient had to wait overnight for treatment that should have been 

rendered immediately upon entering the hospital. The asthmatic patient said, “What is taking so long? I’ve 

been waiting overnight to see a doctor?” The inability to breathe is a severe medical emergency that 

warranted    the prompt attention of healthcare professionals. Other patients with less severe healthcare 

challenges were treated prior to her. The other hospitals were slow to offer medical test results. 

 

        This finding was consistent with research by Ehrler et al., (2016). The time spent in an emergency 

waiting room before care can shape how patients perceive care. Patients are satisfied when healthcare 

professionals offer updates about wait times. If hospitals can tell people approximately how long they may 

have to wait before being treated, this may reduce uncertainty, according to Ehrler et al., (2016). 
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         Long wait times can be a barrier to treatment as some people do not have the patience to wait long. 

Hoyer et al., (2019) stated that the door-to-doctor duration was the primary reason neurological patients with 

headaches, seizures, or other issues left emergency rooms prematurely. Some patients left before the start of 

care, and others left before care was completed due to long wait times in emergency rooms. One hour was 

deemed to be the golden wait time for patients. Waiting longer than an hour or two for care was considered 

excessive (Spechbach et al., 2019), based on a study of 500 patients. 

 

         Finally, the openly gay, Caucasian/White man had a shorter wait time than the patients who were 

African American/Black. However, given the level of anxiety and depression the Caucasian/White man 

seemed to  be experiencing, it’s possible that the hospital wanted to intervene as early as possible to prevent a 

possible suicide or to treat him before he left the hospital without seeing someone for his illness. This is 

consistent with the research of Alakeson et al., (2010) who asserted that mentally ill patients often 

left hospitals  without treatment because of long wait times in emergency rooms. While the patient depicted 

in the present study did not mention suicide in the waiting room, suicide, unfortunately, is sometimes what 

results from severe depression that goes untreated. Long wait times can be a barrier to care, and the extended 

stays in emergency rooms can diminish the perceived quality of care from hospitals. 

 

Poor and Unprofessional Attitude / Disrespectful Communication 
 

        The asthmatic patient encountered poor and unprofessional attitudes as healthcare professionals 

indicated   that they did not want to “treat a nigger.” A nurse apologized to the patient for the racism she 

suffered. Moreover, the patient was teased by a Caucasian/White, female nurse for needing to be told how to 

properly use a spacer, which is a device that is attached to her inhaler, to ensure that more of her medicine 

enters her lungs. These attitudes were congruent with the findings of Ming et al., (2019). Ming et al. (2019) 

indicated that “uncompassionate attitudes, unprofessional communication, disrespect of patient rights, and 

unsatisfactory quality of nursing care” were the salient themes emerging from complaints by patients. When 

patients are not treated with dignity, they tend to have a problem. Patients expect respectful communication. 

 

       Another example of poor and unprofessional attitudes and/or disrespectful communication emerged 

from the unsolicited communication about an openly gay Caucasian/White man. This male patient said, “I 

was so happy,” as he cried about the shock of his relationship ending. He didn’t see the divorce coming. He 

came to the hospital because the breakup was causing him to have difficulty concentrating at work because 

he was so distraught. However, hospital staff could be heard gossiping about him. They made comments 

about his extreme level of distress given that he had been  married less than one year. The doctor also 

stated what he would have done if his spouse had left him. The attitude of the doctor toward the patient could 

have been more professional. Fortunately, the patient was not present to witness the negative remarks. 

However, other patients overheard healthcare professionals talking about him. 

 

Neglect 
 

        When patients are in excruciating pain or suffering from breathing problems, they tend to feel 

neglected    when they have to wait overnight for care. In this way, long wait time can cause patients to 

perceive that   they are being neglected. A man with a leg injury was in a lot of pain at Hospital One, and he 

frequently complained about the long wait as he rolled around the waiting room chairs in agony. Similarly, 

the asthma patient at Hospital One was left overnight in the waiting room unattended with a diminished 

capacity to breathe, which felt like neglect. The only benefit to the extended stay in the emergency room was 

that she made friends with other patients who came and sat by her in the emergency room. The other 

patients kept   her company and made requests to healthcare professionals on her behalf. For example, one 

patient beside   her helped her with small tasks, such as asking for water or a blanket. Therefore, while the 

patient may have felt neglected by hospital staff, she was comforted by other patients who offered support. 
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        The failure of hospitals to conduct tests that were ordered by doctors can easily be construed as neglect. 

Healthcare professionals neglected to perform tests that were ordered, or they misplaced the patient’s vials 

of blood, requiring healthcare professionals to request subsequent blood tests after the patient had already 

waited hours for the first tests to be processed. This kind of interaction compromised the care offered to the 

asthmatic patient. It also extended her wait time as the hospital would have to call her back to conduct 

additional testing, which they forgot to perform the first time. The good news is that they did retest the 

patient or take a second sample when they lost something. Re-testing merely prolonged the patient’s wait 

time and added to perceptions of neglect. 
 

         Finally, the patient was neglected by the doctor at Hospital One, who had medical information about 

her that he failed to share, such as the results of her EKG and chest x-ray. She learned of her results from a 

person at the hospital who was unauthorized to share the information. She also ascertained more 

insight into her health from the discharge papers containing EKG and other test results. This enabled her to 

study the numbers to help determine her level of health. 
 

        The other patients complained of neglect. An elderly African American/Black woman, who was leaving 

the hospital around the same time the asthma patient did, was profoundly disappointed in the hospital for 

failing to treat her. She said: “Girl, they wouldn’t even see me. They didn’t do anything for me. And they 

said they would trespass me if I didn’t leave and quit trying to get admitted.” The older woman complained 

of how poorly she was treated there. She said they refused to treat her and failed to provide medical 

records from   past visits, which she formally requested multiple times. This type of neglect has been reported 

by Ryan et al., (2011), who maintained that elderly patients tend to experience more adverse treatment and 

negative outcomes than younger patients. Emergency rooms need to be safe spaces for elderly patients. 
 

         Finally, patients must not be ignored in emergency rooms. Patients die there all the time, and healthcare 

professionals need to be prepared to care for them before they expire, according to Kongsuwan et al., 

(2016). This neglect could be due, in part, to poor triage or assessments of health when patients first enter 

emergency rooms (Spechbach et al., 2019). Because patients are prioritized based on the urgency of their 

needs, the level of care required, and the length of time they have been waiting in the hospital, poor 

assessments can cause patients to be given too high or too low a priority. When patients in critical care are 

deemed to be a low priority, these patients are delayed in getting the care they need. When marginalization 

is factored into the equation, wait times can be longer. 
 

Feeling Rushed 
 

        After waiting in the emergency room overnight, the patient had to ask for an asthma treatment after she 

was finally called back to see the doctor at Hospital One. The doctor was in such a rush that he neglected to 

address the primary reasons for the visit. He should have informed her of the chest x-ray and EKG results, 

which staff said only a doctor was authorized to convey. He had medical information about her that she 

needed, but he neglected to offer it. After the doctor left, the patient felt hurried by the staff who tried to 

rush her out of the hospital before treating her. While the patient breathes normally today, at the time of her 

visit, she was alarmed by the inability to function as usual. “I don’t have enough oxygen to talk normally,” 

she explained. She notified the doctor of her inability to breathe well, but he tried to release her even though 

her test results showed a lower-than-normal oxygen level. Because of the diminished breathing capacity, the 

patient asked for and was given a breathing treatment by the nurse long after the doctor left the room and 

tried to discharge the patient without treatment. Healthcare professionals also tried to rush the patient out of 

the door without a doctor’s note, but the patient insisted on having one before she left the premises.  
 

        Similarly, the nurse at Hospital Two was in such a hurry that she angrily left the patient. Then, she 

provided the patient with discharge papers prior to the completion of her care. These papers had the wrong  
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pharmacy information, and it was evident from the papers that certain test results needed to be included. The 

patient said feeling rushed was an understatement, and the same concern was articulated by other patients 

(John et al., 2021). Feeling rushed was a theme that emerged in the research of John et al., (2021), who 

studied pregnant women. Ultimately, patients had more negative perceptions about their quality of care when 

they felt rushed by healthcare professionals or when healthcare professionals seemed indifferent about caring 

for them. 
 

Having to Ask for Care 
 

          The asthmatic patient was having difficulty breathing, and EKG results from Hospital One indicated 

that the patient’s heart was not getting enough oxygen. The doctor should have done something about this, 

but he ignored the patient’s concerns. He did not take her complaints about the inability to breathe seriously, 

or perhaps he did not care. “May I have a breathing treatment,” the patient asked. The patient asserted herself 

and requested a breathing treatment, which the nurse administered. Patients at all three hospitals had to 

assert themselves to get the treatment or service they wanted. For example, the patients went up to the 

nurse’s station to find out what was taking so long. They asked for food, water, blankets, expedited care, etc. 

Some services, such as asthma treatment, may not have been rendered had they not been requested. 

 

DISCRIMINATION 
 
          Discrimination was a theme that emerged. The doctor from Hospital One reportedly did not want 

to “treat a nigger,” so he ignored the patient’s  inability to breathe. Moreover, a Caucasian/White female 

nurse tried to antagonize the patient with harassing comments designed to provoke her to do something that 

would get her trespassed. The Caucasian/White, male nurse who administered the patient’s breathing 

treatment informed the patient that this particular Caucasian/White, female nurse was known for starting 

disputes with African American/Black patients, so she could get them trespassed from the hospital. 

Harassment and microaggressive behavior have been noted in the work of others (Johnson & Johnson, 2019; 

South et al., 2020). South et al. (2020) asserted that African American/Black providers and patients were 

subjected to microaggressions in healthcare, and most of those encounters went unreported. Harassment 

and derogatory name calling were implied as some  of the insults and dismissals Harvard University 

psychiatrist Chester Pierce, who coined the term microaggressions, said were regularly inflicted upon 

African Americans/Blacks by people who are non-African American or non-Black (Johnson & Johnson, 

2019). South et al., (2020) recommended accountability systems for reporting racism so meaningful 

feedback and intervention could help inspire  better conduct. They also urged healthcare professionals to 

reevaluate policies to ensure that they are not inherently racist. Reorganize organizational power structure to 

eradicate racism. Appoint leaders to oversee anti-racist efforts. Launch training to teach anti-racist conduct. 

Empower people to address racism. 
 

          The asthmatic patient, whose test results revealed that her oxygen levels were too low, was made to 

wait an unusually long time as her Caucasian/White counterparts were treated prior to her for illnesses that 

appeared to be less severe. For example, a Caucasian/White man suffering from depression came to the 

emergency room after the asthmatic woman and was treated long before she was. While depression can be a 

major illness, the man presenting with depression, stemming from a recent breakup with his husband, did not 

appear to be having problems breathing. However, he was immediately treated and released. To the 

hospital’s credit, patients suffering from mental distress need to have reduced wait times so that they do not 

leave the hospital prior to being treated (Alakeson et al., 2010). This decreases the likelihood that they would 

leave the hospital and kill themselves or end up in jail for something (Alakeson et al., 2010). It is possible 

that the hospital prioritized his care because they did not want to take a chance on him killing himself or 

going into greater distress as he sat in the noisy waiting room. 
 

          This finding was consistent with the assertions of Kyerematen et al., (2023), who indicated that anti- 
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Black  racism was prevalent in the field of medicine. Anti-racism communication strategies need to be 

employed to promote equality for African American/Black patients. Some healthcare professionals have 

created a communication tactic to promote greater equality in response to the racism against African 

American/Black patients. “Presence 5 (P5)” is a communication framework designed to promote 

meaningful connections with patients through five practices: Prepare with Intention, Listen Intently and 

Completely, Agree on What Matters Most, Connect with the Patient’s Story, and Explore Emotional 

Cues.” (Duncan et al., 2022).     Clearly, “Clinician adoption of anti-racism communication language may 

promote racial justice in clinical interactions and positively influence patient care and health outcomes 

through meaningful yet challenging dialogue on the impact of racism on patients’ health” (Duncan et al, 

2022). Because racism compromises the health of African American/Black people in general, not just 

patients (Bird et al., 2021), conscientious healthcare professionals may want to consider adopting 

communication strategies that promote greater  equality. 
 

Support From Hospital Patient Advocates and Other Patients 
 

           The final theme that emerged was that the asthma patient got better care when she relied on 

patient     advocates or when she asked to speak with an advocate. The patient got used to saying: “May I speak 

to a manager or the chief of staff.” She essentially was requesting an advocate. At one of the hospitals, 

the  patient worked directly with a patient advocate assigned by the hospital to get what she needed. 

For  example, when the hospital discharged the patient prematurely at Hospital Two, a patient advocate 

helped  the patient send her allergy prescription to the correct pharmacy. The advocate also invited the patient 

to be readmitted so she could speak directly to a doctor, but she was able to get what she needed without 

being re-admitted. At Hospital Three, the patient advocate and hospital CEO ensured that the patient’s 

test results    were released to her. The results were ready but had yet to be distributed to the patient. The CEO 

said the hospital’s tardiness in getting the results to the patient was due to an audit requiring the hospital’s 

immediate attention. 
 

          In addition to the bonafide patient advocates provided by the respective hospitals, the asthmatic 

patient in  the current study got support from other patients in the emergency room. At Hospital One, the 

other patients offered her emotional support. They encouraged her to ask for food and water because she had 

been waiting so long to see a doctor. The patient made space for her to stretch her legs out and relax on 

multiple chairs. They interacted with hospital staff on her behalf by asking for a blanket for her to stay warm, 

and they called healthcare professionals over so she could ask how much longer it would be before she 

would have an opportunity to see a doctor, etc. The patients checked to see if each other made it home safely 

from the hospital. They contacted each other after the visit to offer additional emotional support. 
 

         Overall, the salient themes that emerged in this study were: 1) Long wait times, 2) Poor and 

Unprofessional Attitude / Disrespectful Communication, 3) Neglect, 4) Feeling Rushed, 5) Having to Ask 

for Care, 6) Discrimination, and 7) Support from Hospital Patient Advocates and Other Patients. These 

findings from the present study parallel those of Funk (2022), who revealed the following about African 

American/Black patients: 1) They had to speak up get help, 2) Pain was not taken seriously, 3) Felt rushed 

by healthcare professional, 4) Felt like they were treated with less respect than other patients, 5) Felt that 

their quality of care was less than what other patients received, 6) Judged due to weight, and 7) Health 

concerns were not taken seriously. Arguably, the health concerns of the asthmatic patient in the present study 

were not taken seriously by the doctor at Hospital One because he left without treating her. She had to ask 

a nurse to give      her an asthma treatment. Essentially, many of the themes in the study by Funk (2022) were 

prevalent among interactions for the asthmatic patient and other patients in this study. 
 

          Clearly the cultures of the emergency rooms in this study rendered patients from traditionally 

disenfranchised groups marginalized. For example, treatment of the African American/Black women in this 

study was delayed or denied. In other instances, the women had to ask for service that should have been a 
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customary part of the care, such as with the asthmatic woman needing to ask for a breathing treatment. 

Moreover, the derogatory comments and blatantly disrespectful conduct exhibited by hospital employees 

toward African American/Black women subsequently compromised their perceived quality of care. As for 

the openly gay, Caucasian/White man, he was promptly treated when he entered the emergency room. 

However, healthcare professionals could be heard gossiping about him and making fun of him for being 

distraught by the loss of his husband. The doctor may have been in violation of HIPPA by openly discussing 

this patient, or at the very least the doctor’s actions were in poor taste. Ultimately, the hospital cultures 

depicted in this study may not offer patients from historically marginalized groups the best possible 

experience. The values espoused by the hospital employees and leaders reflected in this study suggested that 

little regard was placed on the quality of care of the patients represented in the current study. Hospitals 

either did not take the concerns of patients seriously or they did not care. Even when medical professionals 

had scientific evidence of illness, such as low oxygen levels as revealed by EKG results, doctors still 

attempted to deny care or diminish the quality of treatment. Future research needs to ascertain if similar 

findings are present within other populations or with other individuals from traditionally disenfranchised 

groups. Subsequent research should also explore how healthcare professionals are socialized (Gates, 2009; 

2023a). 
 

          One place to start the conversation about socializing healthcare professionals might be with the 

work of  Gates (2009; 2023a; 2023b). She discussed the socializing experiences of nearly 150 professionals 

and the role communication played in the ongoing process of learning the ropes. Coleman (2023) also 

emphasized  the importance of clear communication to overcome racial inequities in healthcare, which 

remains a concern. Extrapolating from the organizational socialization model by Gates (2009; 2023a; 

2023b), as  shown below, socialization may play a pivotal role in how healthcare professionals interact 

with patients    and other healthcare professionals. If healthcare professionals are taught to treat certain 

segments of the population differently, these differences could render some patients as well as certain 

members of the healthcare profession marginalized. Perhaps future research could explore how healthcare 

professionals are socialized into healthcare organizations and how healthcare professionals are socialized to 

interact with patients. Additional research also could examine how patients are socialized into healthcare 

organizations, identifying strategies to enhance their experiences. It’s imperative to explore how patients are 

socialized into healthcare organizations because many patients need more effective tactics to overcome 

marginalization in healthcare. People entering healthcare professions for treatment need training on what to 

do and where to go when their rights are violated. Future research could focus on other segments of the 

population within healthcare to spur more effective socialization of healthcare professionals to help eradicate 

the  marginalization of patients. 
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CONCLUSION 
 
            From ethnographic and phenomenological perspectives, this exploratory study examined the 

encounters of a woman from a non-dominant racial group as she interacted with healthcare professionals at 

three different hospitals in conjunction with making sense of the lived experiences articulated by five other 

patients who were treated at Hospital One during the same time the asthma patient was there. The hospital 

cultures reflected in this study rendered patients from traditionally disenfranchised groups marginalized. 

Treatment for patients from non-dominant racial groups was delayed or denied, and in the case of an openly 

gay, Caucasian/White male, healthcare professionals made fun of his situation, which conveyed a lack of 

professionalism. 
 

           Experiences reflected in this study were consistent with the lived experiences of other 

disenfranchised  groups (Karaduman et al., 2023; Ming et al., 2019). Patient concerns with healthcare 

professionals can be classified into the following categories: 1) Long wait times, 2) Poor and Unprofessional 

Attitude, 3) Neglect, 4) Feeling Rushed, 5) Having to Ask for Care, 6) Discrimination, and 7) Support from 

Hospital Patient Advocates and Other Patients. While the asthmatic patient in this study contended with a 

few challenges at each hospital, she often overcame them with assistance from other patients and/or patient 

advocates provided by the respective hospitals. The various advocates helped ensure that healthcare 

professionals adhered to hospital standards and upheld the rights of patients. 
 

          This study is limited. It cannot be generalized to other populations because it relied primarily on the 

self- report data from one patient living with asthma and her accounts/interviews with five other patients in 

the same emergency room as the asthmatic patient. While memories are not 100 percent accurate, people 

tend to recall critical incidents that played a pivotal role in their care. More importantly, the detailed accounts 

of the patients’ lived experiences with healthcare professionals in three different hospitals offer enough 

context for readers to ascertain if transferability is possible. Finally, thematic analysis in the present study is 

consistent with other research results, and these findings substantiate a need for subsequent reflection on how 

people from traditionally disenfranchised groups experience healthcare systems. Moreover, a more in-

depth analysis  of how healthcare professionals are socialized into organizations (Gates, 2023a) that treat 

patients may be an opportunity to identify areas for healthcare professionals to augment their skills when it 

comes to interacting with patients. While limited, this study adds value to the extant research on 

communication with healthcare professionals. 
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