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ABSTRACT
PURPOSE Few studies have attempted to link patients’ beliefs about racism in the
health care system with how they use and experience health care.
METHODS Using telephone survey data from a national sample of 1,479 whites,
1,189 African Americans, and 983 Latinos, we explored patients’ beliefs about racism, their preferences for the race and ethnicity of their physician, and their satisfaction with that physician. A scale was developed to reflect patients’ beliefs about
racism. Race-stratified analyses assessed associations between patients’ beliefs,
racial preferences for physicians, choice of physician, and satisfaction with care.
RESULTS Among African Americans, stronger beliefs about racial discrimination

in health care were associated with preferring an African American physician
(P <.001). Whereas only 22% of African Americans preferred an African American physician, those who preferred a African American physician and had an
African American physician were more likely to rate their physician as excellent
than did African Americans who preferred a African American physician but had
a non–African American physician (57% vs 20%, P <.001). Latinos with stronger
beliefs about discrimination in health care were more likely to prefer a Latino
physician (P <.001). One third of Latinos preferred a Latino physician. Though
not statistically significant, those who preferred and had a Latino physician rated
their physician higher than Latinos who preferred a Latino physician but had a
non-Latino physician (40% vs 29%).
CONCLUSIONS Many African Americans and Latinos perceive racism in the health

care system, and those who do are more likely to prefer a physician of their own
race or ethnicity. African Americans who have preferences are more often satisfied
with their care when their own physicians match their preferences.
Ann Fam Med 2005;3:138-143. DOI: 10.1370/afm.282.
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acial and ethnic disparities are a major problem in the US health
care system.1 Racial differences have been documented in access to
care, receipt of needed medical care, preventive services, and lifesaving technologies.2-7 There is, however, considerable uncertainty around
the factors that contribute to racial disparities in health care.8 Although
disparities can be explained in part by differences in access to care, socioeconomic conditions, or even bias from health care physicians, the role of
patients’ beliefs and preferences remains unclear.9,10
What is the connection between patients’ racial beliefs and biases and
their preferences for the race of their health caregivers? Shared language,
social experiences, and cultural beliefs may drive some preferences.4,11,12
At the same time, the dubious experience of American medical research
in minorities has fostered racial suspicions among some groups.13 Several
studies have examined patients’ racial preferences toward their health
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caregiver.14-16 Although some have documented
patients’ preferences for clinicians of the same race and
a subsequent association with patient satisfaction, the
factors that contribute to patients’ preferences remain
unclear.15-22
Using a national survey of African Americans,
Latinos, and whites, we examined the link between
patients’ beliefs about racism, their racial and ethnic
preferences for their own physicians, and their satisfaction with health care. We sought to answer the question: Are patients’ beliefs about racism in the health
care system associated with their preference for the
race or ethnicity of their physician, and subsequently
their satisfaction with that physician?

METHODS
Conceptual Framework
We sought to test a model that links individual patients’
beliefs about racism in the US health care system,
specific racial or ethnic preferences for their personal
physician, the race of their regular physician, and their
satisfaction with that physician. For this study, racism
was defined as “people being treated worse than others
because of their race or ethnicity.”23 We hypothesized
that minority patients who believe there is discrimination in the US health care system would prefer minority physicians. We also hypothesized that minority
patients with these preferences who had a race- or
ethnicity-concordant physician would report greater
satisfaction with their physicians than patients in a
race-discordant relationship.
Survey Data
We analyzed data gathered by the 1999 Kaiser Family Foundation Survey of Race, Ethnicity, and Medical
Care: Public Perceptions and Experiences. The survey
was based on a national sample of 3,884 telephone
interviews with adults 18 years old and older, including
1,479 whites, 1,189 African Americans, and 983 Latinos.23 African Americans and Latinos were purposely
oversampled during the data collection, and interviews
were conducted in either English or Spanish.23 Among
eligible sampled telephone numbers, the response rate
was 49%. The primary focus of the survey was to assess
public awareness and perceptions of racism in health
care. The original survey analysis did not examine how
respondents’ perceptions of racism affected their preferences or satisfaction.
Respondents’ preference for the race of their physician was assessed with a single survey item which
asked, “If you had to choose, would you prefer to be
treated by a doctor or nurse of your own race or ethnic
group, or not?” Respondents were given the option of
ANNALS O F FAMILY MEDICINE
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preferring their own race, not preferring their own race,
or “doesn’t matter.” Respondents who reported having
a regular physician or health care clinician were asked
to identify the race of that clinician. These respondents
were also asked to rate their satisfaction with that physician, using a letter-grade rating ranging from A for
excellent to F for failing. Because patient satisfaction
ratings tend toward the positive, we chose to characterize patient satisfaction as patients rating A or excellent
vs all other ratings.
Although there were specific survey items for racial
preference and physician satisfaction, there was no
single item that characterized patients’ beliefs about
racism in health care. Consequently, the 5 authors independently identified survey items that they believed
reflected patients’ beliefs about racism. Through an iterative consensus process, 9 survey items were identified
and combined into a summated discriminatory belief
scale. The 9 items are displayed in the Supplemental
Table (which can be found online only at http://
www.annfammed.org/cgi/content/full/3/2/138/
DC1). These items focused on various aspects of racism in health care, including unfair treatment, access to
services, quality of care, and cost. We sought a measure
of patients’ belief about racism in the health care system as a whole; therefore, we did not explore specific
patient-physician interactions. All of the items were
scaled with either 3 or 4 Likert categories. The raw
scale score ranged from 9 to 30. The scores were then
transformed by subtraction from the maximum score,
so that higher scale values signify perceptions of greater
racial discrimination in health care. The discriminatory
belief scale showed robust reliability for both African
Americans and Latinos (Cronbach ␣ = .806 and .776,
respectively). The scale was not created for white
respondents because whites were asked only about
racism in health care toward African Americans and
Latinos, not whites; therefore, whites’ responses to these
items reflected only beliefs about discrimination toward
other races and did not fit the conceptual framework for
the discriminatory belief scale.
Analysis
We performed race-stratified analyses to assess associations between the discriminatory belief scale and racial
preferences; between racial preferences and reported
race and ethnicity of patients’ personal physicians;
and between patient-physician racial concordance and
patients’ satisfaction. Pearson χ2 tests were used to
examine bivariate comparisons of racial preferences,
concordance, and patients’ satisfaction ratings. The
discriminatory belief scale scores were analyzed using
one-way analysis of variance. Some items in the survey
questionnaire were asked only to a random one half of
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only secondary data and was
exempted from review by the
University of North Carolina
at Chapel Hill Committee on
the Protection of the Rights of
Human Subjects.

Table 1. Characteristics of Survey Respondent

Characteristic
Male

Percent
African
American
n = 1189

Percent
Latino
n = 983

Percent
White
n = 1479

41

44

45

18-44

63

78

52

45-65

27

18

31

>65

10

4

17

Age, years

RESULTS

Scale Score

Characteristics of survey respondents are displayed in Table 1.
Household Income >$25,000
57
43
71
Among African Americans in
Education ≥ high school diploma
81
64
84
the survey, only 22% preferred
Self-rated health excellent
27
24
31
Have a regular doctor
85
68
83
an African American physician,
Discriminatory belief scale (range 0-21)
12.4
11.0
n/a
and 65 % had no racial prefer13
34
22
Prefer same race physician
ence. Thirteen percent of African
11
19
13
Prefer different race physician
Americans preferred a non–Afri76
47
65
No preference in race of physician
can American physician. Among
Racial concordance with physician
27
35
76
Latinos, 34% preferred a Latino
Physician rated as excellent
47
45
50
physician, and 47% had no prefern/a = not available.
ence. Nineteen percent of Latinos
specifically preferred a non-Latino
physician. Only 13% of whites
Figure 1. Associations between Discriminatory Belief Scales scores
preferred a white physician and
and the preferred race/ethicity of one’s doctor.
three-quarters of whites had no
preference for the race of their
Prefer same race MD
No preference
Prefer different race
physician.
16
By mean discriminatory belief
14.4*
scale scores, African Americans
14
had stronger beliefs about racial
12.6*
discrimination in health care than
11.8
12
11.3
Latinos (12.4 vs 11.0, P <.001).
10.7
More importantly, the scores of
9.9
10
the discriminatory belief scale
were strongly associated with
8
patients’ racial preferences for
their physician. African Ameri6
cans who preferred an African
American physician had stronger
4
beliefs about racial discrimination
in health care than African Ameri2
cans who had no preference (mean
scores, 14.4 vs 11.8, P <.001).
0
African Americans who preferred
African Americans
Latinos
non–African American physicians
* P <.01 compared with no preference.
had similar discriminatory belief
scores as those who did not have a
the sample population. As a result, regression analyracial preference. There was a similar pattern of associases using individual respondents’ characteristics were
tions among Latinos (Figure 1).
not performed. In addition, the random half-sampling
Patients’ racial preferences were associated with the
resulted in small cell sizes in some comparisons and
race of the patients’ regular physicians. Among African
precluded the use of weights and design effects in the
Americans, 39% who preferred an African American
analysis. All analyses were performed with SPSS verphysician had a African American physician, while
sion 11.5 (SPSS, Inc, Chicago, Ill). This study used
only 27% of those without a preference had an AfriANNALS O F FAMILY MEDICINE
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Figure 2. Percentage of African Americans and Latinos rating their physicians as “excellent,”
by racial and ethnic preferences and concordance.
60
57*

52

52
50

49

50

51
46

% Rating "excellent"

46
40

40

29

30

20

39

20

10

0
Prefer Same Race/Ethnicity
Doctor

No Preference

Prefer Different
Race/Ethnicity Doctor

African American doctor

Non-African American doctor

Latino doctor

Non-Latino doctor

* P <.001 when compared with African Americans who prefer a same race doctor but have a non-African American doctor.

can American physician (P = .03) and 21% of African
Americans who preferred a non–African American
physician had an African American physician (P = NS,
compared with no preference). Similarly, Latinos who
preferred a Latino physician were more likely to have a
Latino physician (47% vs 31%, P = .005). Thirty-seven
percent of Latinos who preferred a non-Latino physician had a Latino physician (P = NS, compared with
no preference). For whites there was no significant relationship between preference and race.
Finally, there was a strong relationship between
patient preference, racial concordance, and patient
satisfaction. African Americans who preferred an African American physician and had an African American
physician were nearly 3 times more likely to rate their
physician as excellent than were African Americans
who preferred an African American physician and had
a non–African American physician (57% vs 20%, P
<.001). African Americans with no racial preference
rated their satisfaction with their physicians similarly,
regardless of whether their physicians were African
American (49% vs 50%, P = NS). African Americans
ANNALS O F FAMILY MEDICINE

✦

who preferred non–African American physicians rated
their satisfaction with African American physicians similarly to African Americans who preferred non–African
American physicians and did not have African American physicians (46% vs 52%, P = NS) (Figure 2).
Latinos who preferred a Latino physician and had
a Latino physician were no more likely to rate their
physician as excellent than Latinos who preferred a
Latino physician but had a non-Latino physician (40%
vs 29%, P = NS). Latinos who did not have a racial
preference and had a Latino physician rated their
physicians similarly to Latinos who did not have a
Latino physician (52% vs 51%, P = NS). Latinos who
preferred non-Latino physicians rated their Latino physicians similarly to patients who had non-Latino physicians (39% vs 46%, P = NS) (Figure 2).
Among whites, the number of white patients who
preferred a white physician but did not have one was
small, making up less than 2% of the entire sample.
Regardless, a similar relationship was found, with 54%
of whites who preferred and had a white physician rating their physicians as excellent compared with only
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29% of whites who preferred a white physician but had
a nonwhite physician (P = .03). Whites who did not
have a racial preference rated their physicians similarly,
regardless of race.

DISCUSSION
This study reveals an association between patients’
beliefs about discrimination in health care and specific
preferences for the race or ethnicity of their physician.
Patients’ preferences for a same-race or same-ethnicity
physician were also associated with a greater likelihood
of race-concordant patient-physician relationships. In
turn, patients who had racial preferences for their physicians were more likely to rate their regular physician
highly if they were in a race-concordant relationship.
Importantly, nearly one quarter of African Americans
and one third of Latinos preferred that their personal
physician was of their same race or ethnicity. For these
patients, racial beliefs and preferences may affect the
quality of their interaction with their physician, and
may be a factor in racial disparities in health care. It is
possible that patients with strong racial preferences who
are in race-discordant relationships may trust their physicians less, be less likely to follow their physicians’ recommendations, may not understand their physician, and
may be less likely to develop an otherwise therapeutic
relationship. On the other hand, it bears emphasizing
that not all minority patients want or need minority
physicians. One challenge for work in racial and ethnic
health care disparities is determining which patients
have strong beliefs about discrimination in health care.
These results shed light on an association between
patient preferences, racial and ethnic concordance, and
patient satisfaction, but the true mechanisms at work in
these relationships have only begun to be elucidated.
A recent study by Cooper et al showed that racially
concordant visits were longer and had more positive
communication characteristics.22 While these patientoriented factors may be a component to understanding
racial disparities in health care, the solutions deriving
from this work are not readily apparent. Although these
data could not show whether patients were able to act
upon their beliefs or preferences, providing patients
with better information about physicians and improving mechanisms for patients to choose their own physicians may be potential policy solutions.
As with any study, there are limitations to this analysis. Foremost, all of the results show associations, and
no temporal relationship can be discerned from these
data. For example, it is plausible that African American
patients may have developed strong beliefs about racism
based on experiences with a white physician. We are
reassured, however, by the uniformity of these results
ANNALS O F FAMILY MEDICINE
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among all 3 racial groups and the strength of the associations that confirmed our a priori hypothetical model.
In addition, the concordance and preference results are
consistent with previously published work.11,14,18,19,22
It is also important to note that, although the results
have been presented in terms of personal physicians,
the survey questionnaire asked respondents about their
“physician or other health care provider.” This distinction does not affect the findings but rather broadens the
scope of patients’ preferences and satisfaction. The race
and ethnicity of physicians and clinicians was reported
by patients and might not always be accurate. On the
other hand, it can be argued that in studies of patients’
racial and ethnic preferences, it is precisely the patient’s
perception that matters most. It is also possible that
minority patients might feel pressured to report greater
satisfaction with their minority physicians, although
satisfaction ratings were similarly high for all racial
groups. Finally, although the survey response rate (49%)
was only slightly lower than previously reported rates,
nonresponse bias is a potential limitation of our study.24
Data on nonresponders were not available for analysis.
Although most evidence suggests that racial and
ethnic health disparities are primarily related to social
and economic causes, the contributions of bias, discrimination, and stereotyping can not be ignored. Our
findings help to illuminate the role of patients’ beliefs
and preferences upon the nature of their relationship
with their physician and their satisfaction with the care
they receive. The sources of patients’ beliefs about racism and discrimination are deep-seated and complex
and will require similarly thoughtful and multifaceted
solutions. The solutions for racial and ethnic disparities
in health will need to go beyond increasing the number
of minority physicians and attempting to teach cultural
competence; rather, addressing discrimination in the
health care system, increasing access to minority physicians, and improving the ways for patients to choose
physicians may be more potent options for reducing
racial disparities.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/cgi/content/full/3/2/138.
Key words: Delivery of health care; health services research; ethnic
groups; minority groups; prejudice; patient satisfaction
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