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Objectives. We examined the association between patient race/ethnicity and
patient–physician communication during medical visits.

Methods. We used audiotape and questionnaire data collected in 1998 and
2002 to determine whether the quality of medical-visit communication differs
among African American versus White patients. We analyzed data from 458 Af-
rican American and White patients who visited 61 physicians in the Baltimore,
Md–Washington, DC–Northern Virginia metropolitan area. Outcome measures
that assessed the communication process, patient-centeredness, and emotional
tone (affect) of the medical visit were derived from audiotapes coded by inde-
pendent raters.

Results. Physicians were 23% more verbally dominant and engaged in 33% less
patient-centered communication with African American patients than with White
patients. Furthermore, both African American patients and their physicians ex-
hibited lower levels of positive affect than White patients and their physicians did.

Conclusions. Patient–physician communication during medical visits differs
among African American versus White patients. Interventions that increase phy-
sicians’ patient-centeredness and awareness of affective cues with African Amer-
icans patients and that activate African American patients to participate in their
health care are important strategies for addressing racial/ethnic disparities in
health care. (Am J Public Health. 2004;94:2084–2090)
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would experience poorer-quality medical-visit
communication than White patients.

METHODS

Study Design and Population
We compiled data from 2 brief cohort stud-

ies conducted between July 1998 and June
1999 and between January 2002 and Novem-
ber 2002. Data collection for the 1998 study
has been described in detail elsewhere.21 The
study procedures were reviewed and approved
by the institutional review board of the Johns
Hopkins Medical Institutions. Physicians were
recruited from group practices and from feder-
ally qualified health centers that served both
managed care and fee-for-service patients in
the Baltimore, Md/Washington, DC/Northern
Virginia metropolitan area. After meetings with
practice leaders, physicians who delivered pri-
mary care to patients at least 30 hours per
week were invited to participate in the studies
via letters and follow-up telephone calls. Both
studies attempted to target practices that had a
high percentage of African American physi-

cians and patients. Hispanic and Asian physi-
cians were not included in the 1998 study,
which focused specifically on issues of patient–
physician race concordance and communica-
tion, but they were included in the 2002
study, which examined the association be-
tween race/ethnicity and patient–physician
communication in broader terms.

Patient recruitment took place over an aver-
age of 1 to 2 days for each physician. Research
assistants attempted to approach all patients
during each recruitment day, with a target of
10 patient participants per physician. Patients
were eligible to participate if they (1) were
aged 18 years or older, (2) were seeing their
physician on the recruitment days, and (3) self-
identified their race/ethnicity as White or Af-
rican American. When patients appeared or
reported themselves to be too acutely ill or
cognitively impaired to participate in the in-
terview, they were not recruited.

Data Collection
Patients and physicians provided informed

consent and were told that the goal of each

The existence of racial/ethnic health dispari-
ties in health care in the United States is
largely undisputed.1 However, the mecha-
nisms through which race/ethnicity con-
tribute to these disparities are complex and
are often obscure.2 The Institute of Medicine
report Unequal Treatment3 confirmed that racial/
ethnic disparities in health care are not en-
tirely explained by differences in access to
care, clinical appropriateness, or patient pref-
erences. Studies have documented differential
receipt of technical aspects of care, such as
tests, therapies, and procedures, among racial/
ethnic minorities compared with Whites, even
after control for insurance status and access
to a regular primary care provider.2,3 Access
to appropriate treatments and screening tests
is less than optimal among all patients who
navigate the complex US health system4;
however, such deficits are magnified among
racial/ethnic minorities.1,2,5,6

Access to and receipt of appropriate diag-
nostic, preventive, and therapeutic services
and modalities are not the only measures of
health care quality. A 1999 report by the In-
stitute of Medicine7 included patient-centered
care prominently among indicators of health
care quality. One indicator of patient-centered
care—patient–physician communication—has
been postulated as a mechanism for racial/
ethnic health disparities.3 It has been associ-
ated with patients’ perceptions of finding
common ground with their physicians8 and
with better health outcomes.9-11

Racial/ethnic minorities rate the quality of
interpersonal care by physicians and within the
health care system in general more negatively
than Whites.5,12–20 However, research that
uses objective measures of patient–physician
interactions, rather than patient reports, is
lacking. We conducted a study in which
patient–physician communication during pri-
mary care visits of African American and
White patients was directly observed. We hy-
pothesized that African American patients
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study was to learn more about how doctors
and patients communicate with one another.
Patients in both cohorts completed a 5-
minute survey that included questions about
health status and demographics. Research
assistants set up a tape recorder in the physi-
cian’s office, started the recording, and left
the room; physicians and patients were in-
structed that they could turn off the tape
recorder or pause the recording at any time
during the visit. Physicians in both studies
completed a background questionnaire about
their demographics and a post-visit question-
naire that included a question about how well
the physician knew a given patient.

Audiotaped medical visits were coded with
the Roter Interaction Analysis System (RIAS),
a widely used coding system for medical en-
counters that has documented reliability and
predictive validity.22–24 The RIAS provides a
framework for understanding the communica-
tion dynamics between patients and physi-
cians during a medical visit. The 37 exhaus-
tive and mutually exclusive RIAS categories
capture a complete thought that is expressed
by either the patient or the physician (re-
ferred to as an utterance or unit of talk). These
categories group elements of exchange that
reflect socioemotional communication (i.e.,
positive, negative, emotional, partnership
building, and social exchanges) and task-
focused communication (i.e., asking questions,
giving instruction and direction, and giving in-
formation).25 In this way, the system captures
4 primary functions of the medical visit: data
gathering, patient education and counseling,
responding to patient emotions, and partner-
ship building.22 In addition to the categoriza-
tion of verbal communication, coders are
asked to rate the global affect (emotional con-
text) of the patient and the physician on each
audiotape across several dimensions on a nu-
meric scale of 1 (low/none) to 6 (high).

The same 2 experienced RIAS coders were
responsible for coding all medical-visit data
collected between 1998 and 1999 and dur-
ing 2002. The coders, both of whom were
White women, were not told the race/ethnicity
of patients or physicians, but they may have
made assumptions about race/ethnicity and
other characteristics on the basis of auditory
cues. In all cases, they were unaware of the
study hypotheses and did not have access to

questionnaire data or demographics about pa-
tients or physicians.

Reliability for the RIAS coding was as-
sessed separately for the 2 studies. Intercoder
reliability for talk categories and percent
agreement for affect ratings in the 2002 study
were similar to those for the 1998/99 study.21

The overall average intercoder reliability
across all categories was 0.88 for physician
talk (range=0.32–1.00) and 0.79 for patient
talk (range=0.06–1.00). Only communication
categories that occurred at low frequencies
(i.e., with an average of <1 statement per
visit) had reliability coefficients that fell below
0.70. Coder agreement within 1 point on
each dimension of patient and physician posi-
tive affect (9 dimensions for patients and 8 for
physicians) ranged from 78% to 100%.

Measures of Communication
Patient–physician communication during

medical visits was the main study outcome
and was assessed with measures derived from
analysis of RIAS-coded audiotape data. We
evaluated 3 aspects of the medical visit (mea-
sures are listed in parentheses): (1) overall
process (duration of visit and average speech
speed), (2) patient-centered orientation (physi-
cian verbal dominance and physician patient-
centeredness scores), and (3) overall emo-
tional tone (patient and physician positive-
affect scores).

Visit duration was the amount of time in
minutes that transpired from the start of the
medical visit until its conclusion. Speech speed
reflected the average number of complete
statements expressed per minute and was cal-
culated by dividing the total number of pa-
tient and physician statements by the dura-
tion of the medical visit in minutes.

The physician verbal dominance score was
calculated by dividing the total number of
physician statements by the total number of
patient statements.23,24 A value greater than
1 denoted relatively more physician than pa-
tient talk, while a value less than 1 denoted
relatively more patient than physician talk.
The physician patient-centeredness score was
calculated by dividing the total amount of
socioemotional talk and questions asked by
the patient by all the biomedical elements of
talk during the course of a medical visit. So-
cioemotional talk included all partnership-

building, emotional, and psychosocial ele-
ments of exchange (i.e., physician open-ended
questions and psychosocial information and
counseling and relationship building, positive
talk, negative talk, and social talk by physi-
cians and patients), while biomedical talk re-
flected the task-oriented elements of the ex-
change (i.e., physician and patient talk aimed
at conveying biomedical information and
counseling, statements of orientation, and
physician closed-ended questions).24,26

Positive-affect scale scores were calculated
by summing coders’ ratings for patients and
physicians (separately) on several dimensions.
The patient positive-affect score was the sum
of coders’ ratings of dominance/assertiveness,
interest/attentiveness, friendliness/warmth,
responsiveness/engagement, and sympathy/
empathy exhibited by the patient during the
visit. The physician positive-affect score was the
sum of coders’ ratings of interest/attentiveness,
friendliness/warmth, responsiveness/
engagement, and sympathy/empathy exhib-
ited by the physician during each medical
visit and the degree to which the physician
sounded hurried or rushed was subtracted.
Interitem reliability (Cronbach α) for both
scales was high (patient positive affect α =
0.83; physician positive affect α =0.91).

Patient and Physician Characteristics
The independent variable in our study was

patient race/ethnicity. While patients self-
identified as a member of 1 of 6 racial/ethnic
groups (Asian, Latino/Latin American or His-
panic, Native American/American Indian or
Indigenous People, Pacific Islander, Black/
African American, and White), there were in-
sufficient numbers of patients who identified
themselves as anything other than White or
Black/African American for meaningful statis-
tical analysis, and those patients were ex-
cluded from the final sample (n=21). Several
demographic characteristics of both patients
and their physicians were identified for inclu-
sion as possible covariates in multivariate
analyses. Patient characteristics included age,
gender, educational attainment, self-rated
health status (a 1-item question adapted from
the Medical Outcomes Study Short-Form),27

and whether the patient was part of the 1998
or the 2002 cohort. Physician characteristics
included age, gender, race/ethnicity, medical
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specialty, location of medical school training
(US vs international), time since completing
postgraduate training (i.e., residency training
and fellowship training, if applicable), re-
ported exposure to communication skills
training, and the physician’s appraisal of how
well he or she knew a patient.

Statistical Analysis
We performed exploratory analyses that

associated all covariates with outcome vari-
ables. We then performed univariate and
multivariate linear regressions to determine
the degree to which patient race/ethnicity
was associated with medical-visit communica-
tion. To identify potential confounders, we
performed descriptive analyses with χ2 tests
for categorical variables and with analyses of
variance for continuous variables to associate
all patient and physician characteristics with
patient race/ethnicity; univariate linear re-
gression analyses were performed to associ-
ate all characteristics with outcome measures.
Patient and physician characteristics were in-
cluded in the multivariate models if they
were statistically significantly associated with
patient race/ethnicity and at least 1 of the
outcome measures or if there was substantial
evidence from the existing literature that
these factors were potential confounders of
the relationships under investigation.

We used the generalized estimating equa-
tion method for correlated data28 in all re-
gression analyses to account for nonindepen-
dence across observations, because the same
physician was involved in several patients’
audiotaped medical visits. An exchangeable
correlation structure was assumed with
strongly consistent estimation, which was
likely to yield more accurate or valid coeffi-
cient estimates, even if the correct correla-
tion structure was specified incorrectly.29

There were 29 sites that had an average of
only 2 physicians per site, and some physi-
cians practiced at more than 1 site. There-
fore, analyses were designed to account for
intraclass correlation within physicians but
not within sites. We present 1 multivariate
model that included both physician and pa-
tient demographic characteristics as covari-
ates, because models in which these charac-
teristics were entered in separate blocks
yielded similar results.

RESULTS

Recruitment and Sample
Characteristics

Of the 132 physicians invited to participate
in the 1998 and 2002 studies, 63 (48%)
agreed to do so. Two physicians (3%) were
dropped from the study because of schedul-
ing and patient recruitment difficulties. Data
were collected for 30 White, 21 African
American, 9 Asian or Indian American, and
1 other race/ethnicity physicians (n=61).

Seven hundred and eighty-nine patients
were approached in physician waiting rooms,
22 (3%) of whom were ineligible. Of the 767
eligible patients, 197 (26%) declined partici-
pation or were too ill to complete the survey.
Of the 570 (74%) patients who were eligible
and who were willing to participate, 70 (12%)
had inadequate or missing audiotape data, 21
(4%) were missing data for 1 or more ques-
tionnaires, and 21 (4%) reported their race/
ethnicity to be other than African American
or White and thus were excluded from analy-
ses (n=112).

Data for 458 patients who were seen by 1
of 61 physicians recruited during the 1998
(n=252 patients, n=31 physicians) and 2002
(n=206 patients, n=30 physicians) studies
were included in our analyses (Table 1). The
mean age of patients was approximately 50
years. The mean educational attainment was
roughly equivalent to receiving a high school
diploma. Two thirds of study patients were
female; two thirds reported their health sta-
tus as good, very good, or excellent; more
than one third visited male physicians; half
visited White physicians; 72% visited in-
ternists; 78% visited US medical graduates;
and half visited physicians who reported hav-
ing some communication skills training. On
average, patients visited physicians who had
finished training more than 9 years before
the study period.

There were statistically significant differ-
ences between the White and African Ameri-
can patients. Compared with White patients,
African American patients were younger,
more likely to be seen by female and family
physicians, and less likely to see physicians of
their same race/ethnicity. African American
patients also were more likely to be seen by
physicians who had less experience (i.e.,

fewer years since completing training)
(Table 1).

Quality of Medical-Visit Communication
Table 2 shows the results, associating pa-

tient race/ethnicity with measures of medical-
visit communication (visit duration and speech
speed), patient-centered orientation (physician
verbal dominance and patient-centeredness
scores), and emotional tone (physician and
patient positive-affect scores).

Communication process. There were no sta-
tistically significant differences in duration or
speech speed when medical visits of African
American and White patients were compared.

Patient-centered orientation. Physicians were
more verbally dominant with African Ameri-
can than with White patients; they talked
43% (95% confidence interval [CI]=34, 53)
more than African American patients and
only 24% (95% CI=16, 32) more than
White patients. Similarly, physicians’ medical
visits with African American patients were
less patient-centered than their visits with
White patients (1.02 [95% CI=0.89, 1.14]
for African Americans vs 1.31 [95% CI=
1.02, 1.60] for Whites). Racial/ethnic differ-
ences in physician verbal dominance re-
mained statistically significant after we con-
trolled for patient and physician demographic
characteristics and how well the physician
knew the patient (1.73 [95% CI=1.20,
2.26] for African American patients vs 1.50
[95% CI=0.98, 2.01] for White patients).
Racial/ethnic differences in the patient-
centeredness of medical visits showed the
same pattern in both adjusted and unadjusted
analyses (patient-centeredness score=1.91
[95% CI=0.76, 3.07] for White patients vs
1.58 [95% CI= 0.68, 2.48] for African
American patients) but were not statistically
significant (P=.08) after adjustment for de-
mographic characteristics.

Emotional tone. In the univariate analyses,
coders’ average ratings of positive affect for
African American patients were lower than
those for White patients (16.50 [95% CI =
16.09, 16.92] vs 17.59 [95% CI = 17.23,
17.96], respectively). Similarly, coders rated
physicians’ affective tone as less positive
during medical visits with African American
patients than with White patients (11.90
[95% CI = 11.26, 12.55] vs 12.68 [95%
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TABLE 1—Patient and Physician Demographics by Patient Race/Ethnicity: Baltimore,
Md–Washington, DC–Northern Virginia Metropolitan Area, July 1998–June 1999 and
January–November 2000

Total White Patients African American 
(N = 458)a (n = 202)a Patients (n = 256)a P b

Time of medical visit and questionnaire completion

1998 cohort (%) 252 (55) 110 (54) 142 (55)

2002 cohort (%) 206 (45) 92 (46) 114 (45) .83

Patients

Mean age (SD) 49.26 (16.53) 53.03 (17.77) 46.56 (15.04) <.01

Gender (%)

Male 152 (33) 72 (36) 80 (31) .32

Female 306 (67) 130 (64) 176 (69)

Mean years of education (SD) 12.39 (2.62) 12.61 (2.79) 12.22 (2.47) .11

Self-rated health status (%)

Poor/fair 138 (30) 52 (26) 86 (34) .16

Good 180 (39) 87 (43) 93 (36)

Very good/excellent 138 (30) 62 (31) 76 (30)

How well physician knows patient (%) 

Very well 167 (44) 83 (46) 84 (41) .57

Somewhat 144 (38) 63 (35) 81 (40)

Not at all (new patient) 72 (19) 33 (18) 39 (19)

Physicians

Gender (%)

Male 176 (38) 94 (47) 82 (32) <.01

Female 282 (62) 108 (53) 174 (68)

Race/ethnicity (%)

White 234 (51) 141 (70) 93 (36) <.01

African American 157 (34) 35 (17) 122 (48)

Asian 63 (14) 26 (13) 37 (14)

Other 4 (1) 0 (0) 4 (2)

Specialty (%)

Internal medicine 313 (72) 153 (78) 160 (66) <.01

Family practice 124 (28) 42 (22) 82 (34)

Location of medical training (%)

United States 310 (78) 142 (83) 168 (75) .07

International 86 (22) 30 (17) 56 (25)

Has had communication skills training

Yes 230 (53) 103 (53) 127 (52) .94

No 207 (47) 92 (47) 115 (48)

Mean (SD) time since completed training (y) 9.5 (8.1) 11.21 (8.27) 8.48 (6.76) <.01

a The sample sizes reflect the total number of patient participants. The actual sample size was lower for certain
characteristics because of patient nonresponse (patient age, educational attainment, and self-rated health status) and
physician nonresponse (previous communication skills training, time since completing training, location of medical school
training, and self-rated appraisal of how well physician knows a patient).
b Differences across patient groups were analyzed with χ2 statistics for categorical variables and with analysis of variance for
continuous variables. Some numbers may not add up to the total number owing to missing data for certain variables.

CI = 11.91, 13.45], respectively). Even after
we controlled for demographic characteris-
tics, the overall positive affect of African

American patients was rated lower than that
of White patients (15.77 [95% CI = 13.47,
18.06] vs 16.65 [95% CI = 14.31, 18.99],

respectively), and the overall positive affect
of physicians was rated lower when they
were with African American patients than
when they were with White patients (13.19
[95% CI = 10.56, 15.82] vs 14.12 [95%
CI = 11.48, 16.75], respectively).

DISCUSSION

Our study showed objective differences in
the quality of physician–patient communica-
tion among African American and White
patients that mirror previously documented
differences in patients’ perceptions of their
quality of health care.5,12–20 Physicians were
more verbally dominant and tended to be less
patient centered in their approach with Afri-
can American patients than with White pa-
tients. Previous studies have shown that both
verbal dominance and patient centeredness
are sensitive markers of interaction dynamics;
patient-centered visits are more consistently
marked by active patient participation in the
medical dialogue and by less physician verbal
dominance.23,30 Our study suggests that pa-
tient engagement and participation, rather
than overall time spent, during medical visits
may be contributing to health disparities. Cur-
rent concerns about the ever-increasing time
pressure on physicians make this our finding
particularly relevant.31

Our finding that visits with African Ameri-
can patients showed less positive affect—on
the part of both patients and physicians—than
visits with White patients provides some in-
sight into the subtle nature of emotional re-
ciprocation. Affect is conveyed primarily
through voice tone and can be considered the
unspoken subtext of the medical dialogue.32

A 2002 study in the Netherlands similarly re-
ported lower levels of positive affect among
both patients and physicians during the visits
of racial/ethic minority patients compared
with the visits of native-born Dutch patients.33

Patient-centered communication, including
greater patient input into the medical dia-
logue, has been associated with better pa-
tient recall of information, treatment adher-
ence, satisfaction with care, and health
outcomes.11,23,25 While less is known about
the association between medical-visit affective
tone and health outcomes, there is evidence
that global affect ratings are a reliable indica-
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TABLE 2—Association Between Patient Race/Ethnicity and Medical-Visit Communication Quality:
Baltimore, Md–Washington, DC–Northern Virginia Metropolitan Area, July 1998–June 1999
and January–November 2000

White Patients African American 
(n = 202)a Patients (n = 256)a

Mean (95% CI) Mean (95% CI) Pb

Medical-visit communication process measures

Duration of visit, minutes

Univariate model 15.91 (14.36, 17.47) 15.27 (13.84, 16.71) .46

Multivariate modelc 9.64 (2.01, 17.28) 9.01 (1.97, 16.05) .59

Speech speedd

Univariate model 23.22 (22.17, 24.28) 22.81 (12.71, 23.90) .38

Multivariate modelc 19.91 (14.96, 24.86) 19.90 (15.08, 24.72) .98

Measures of patient-centered communication

Physician verbal dominancee

Univariate model 1.24 (1.16, 1.32) 1.43 (1.34, 1.53) <.001

Multivariate modelc 1.50 (0.98, 2.01) 1.73 (1.20, 2.26) <.001

Physician patient-centerednessf

Univariate model 1.31 (1.02, 1.60) 1.02 (0.89, 1.14) <.05

Multivariate modelc 1.91 (0.76, 3.07) 1.58 (0.68, 2.48) .08

Measures of medical-visit affective tone

Patient positive-affect score

Univariate model 17.59 (17.23, 17.96) 16.50 (16.09, 16.92) <.001

Multivariate modelc 16.65 (14.31, 18.99) 15.77 (13.47, 18.06) <.001

Physician positive-affect score

Univariate model 12.68 (11.91, 13.45) 11.90 (11.26, 12.55) .02

Multivariate modelc 14.12 (11.48, 16.75) 13.19 (10.56, 15.82) .02

Note. CI = confidence interval.
a The sample sizes reflect the number of observations included in most univariate analyses (to within 1%). Multivariate
analyses included approximately 28% fewer cases than univariate analyses.
b Derived from generalized estimating equations.
c The multivariate model included patient demographics (age, gender, years of education, and self-rated health status) and
physician demographics (gender, race, time since completing training, and self-rated appraisal of how well physician knows
a patient) as covariates.
d Speech speed was computed by summing the total number of patient and physician utterances and dividing by the length of
the visit in minutes.
e Verbal dominance score was a ratio of amount of physician talk to amount of patient talk.
fPatient-centered interviewing score was a ratio of amount of psychosocial and socioemotional talk to amount of biomedical talk.

tor of the emotional context of the medical
visit. Furthermore, these ratings are associ-
ated with patient satisfaction and return
visits.32 Positive affective evaluations of physi-
cian behavior also have been associated with
mutual liking33 between the physician and
the patient and with a lower likelihood that a
patient would consider changing physicians
over a 1-year period.34

There are some potential limitations to our
study. First, the generalizability of the physi-
cian and patient populations may be limited.
Approximately 50% of the recruited physi-
cians participated, and these physicians may

be different from their peers in important
ways. Compared with a statewide sample of
primary care physicians in Maryland (in
which minorities were oversampled), the phy-
sicians in our study were similar with regard
to practice settings but were younger, had
fewer years in clinical practice, were some-
what more likely to be trained in the United
States, and were more likely to be women.35

The second potential limitation is that only
patients who were willing to complete ques-
tionnaires and have their medical visit audio-
taped participated in the study. Although re-
search assistants attempted to recruit all

patients who presented for care from partici-
pating physicians on recruitment days, differ-
ent information might have been obtained if
all the patients of a practice had been en-
rolled. To the extent that findings from our re-
search are consistent with other work that has
associated patient race/ethnicity with mea-
sures of health care quality, our confidence
that the findings reflect truly observed phe-
nomena was increased. Furthermore, insofar
as one might expect patients and physicians
who are willing to participate in this type of
research to be more interested in communica-
tion issues or to be more likely to have had
positive experiences with the health care sys-
tem in the past, it is possible that disparities
evident under “best scenario” conditions
would be even greater among the general
population of patients and physicians.

The third potential limitation is that it is
possible that confounding by demographic
characteristics of physicians (i.e., specialty), pa-
tients (i.e., reason for visit), or audiotape
coders (i.e., race/ethnicity) could account for
our findings. Although African American pa-
tients in our sample were more likely than
White patients to see family physicians, physi-
cian specialty was not related to any of the
communication outcomes. One recent study
showed that family physicians were more pa-
tient-centered with minority patients than gen-
eral internists were; however, a bias based on
specialty in our sample would act to diminish
the observed difference between African
American and White patients rather than en-
hance it.36 We did not collect information
about the reason for each medical visit;
however, we did control for patients’ self-
reported health status, which likely minimized
any communication differences associated
with the reason for medical visits. Finally, au-
diotape coders’ interpretation of auditory cues
may have introduced systematic bias into af-
fect ratings or categorization of communica-
tion content. Both coders were White women
who may not have been sensitive to cultural
differences in expressions of positive affect by
the racial/ethnic minority patients or the phy-
sicians. The demonstrated interrater reliability
in our study—and across studies that have
used the RIAS—and the fact that the coders
were not aware of the study hypotheses mini-
mizes the likelihood of such bias.
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Our study is among the few23,37 that have
assessed the association of patient race/
ethnicity with the empirical measures of
communication during medical visits in pri-
mary care practices. Our findings show that
racial/ethnic differences are evident within
communication domains that have been asso-
ciated with clinical outcomes in previous
studies. Therefore, racial/ethnic differences in
these processes of care may contribute to dis-
parities in health. However, this question will
be better addressed when researchers can
better quantify the effect of medical-visit
communication differentials on clinical out-
comes among racial/ethnic minority and
White patient populations.

Our study also demonstrates the need for
further examination of the mechanisms
through which race/ethnicity has an impact
on communication during medical visits. For
example, future research should identify im-
portant similarities between physicians and
patients on the basis of the social and per-
sonal meaning attributed to race/ethnicity.
Such research should employ novel methods
for evaluating the role of physician bias and
should include measures of patient expecta-
tions, beliefs, and preferred roles. Future re-
search also should include assessments of na-
tionally representative samples of patients
and physicians and should be expanded to in-
clude adequate numbers of Hispanic, Asian,
and other racial/ethnic minority patients and
physicians.

Our study also has implications for the ed-
ucation and training of health care profession-
als and the interventions targeted at patients.
Along with previous studies, our findings
show that communication skills programs for
medical students, residents, and practicing
physicians that focus on patient-centeredness
and affective dimensions of care (i.e., building
rapport) will benefit patients in general and
racial/ethnic minority patients in particular.
We have built on previous research that has
associated patient activation with improved
health outcomes,11 and our work suggests
that empowering African American patients
through interventions that build confidence
and competence for active participation in
health care may be an important strategy for
overcoming racial/ethnic disparities in health
care and, subsequently, in health status.
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As the first of its kind, this book provides a comprehen-
sive approach to help public health practitioners in both

the public and private sector to improve their ability to com-
municate with different audiences. Covering all the various
modes of communication, each chapter provides practical,
real-world recommendations and examples of how to com-
municate public health information to nonscientific audiences
more effectively. The knowledge and skills gleaned from this
book will assist with planning and executing simple and com-
plex communication activities commonly done by public
health practitioners.
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