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There is increasing evidence that racial and ethnic mi-

nority patients receive lower quality interpersonal care

than white patients. Therapeutic relationships consti-

tute the interpersonal milieu in which patients are di-

agnosed, given treatment recommendations, and

referred for tests, procedures, or care by consultants

in the health care system. This paper provides a review

and perspective on the literature that explores the role

of relationships and social interactions across racial

and ethnic differences in health care. First, we examine

the social and historical context for examining differ-

ences in interpersonal treatment in health care along

racial and ethnic lines. Second, we discuss selected

studies that examine how race and ethnicity influence

clinician-patient relationships. While less is known

about how race and ethnicity influence clinician-com-

munity, clinician-clinician, and clinician-self relation-

ships, we briefly examine the potential roles of these

relationships in overcoming disparities in health care.

Finally, we suggest directions for future research on

racial and ethnic health care disparities that uses a re-

lationship-centered paradigm.
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W ebster’s Dictionary defines ‘‘relationship’’ as ‘‘the state

of being . . . connected through mutual interests or in-

volvement.’’1 Therapeutic relationships are the central inter-

personal milieu in which patients are diagnosed, given

treatment recommendations, and referred for appropriate

tests, procedures, or care by consultants in the health care

system. Yet, in health services research, relatively few studies

focus on the role of interpersonal relations and social interac-

tions in explaining racial and ethnic disparities in health.2

Relationship-centered care, an important new framework for

conceptualizing health care, is founded upon 4 principles: (1)

that relationships in health care ought to include the person-

hood of all participants; (2) that emotions and their expression

are important components of these relationships; (3) that

all relationships occur in the context of reciprocal influence;

and (4) that the formation and maintenance of genuine rela-

tionships in health care is morally valuable.3 While relation-

ship-centered care shares many of the same principles as

patient-centered care (care that is closely congruent with and

responsive to patients’ values, needs, and preferences),4 it is a

broader conceptualization of health care, in that it considers

the unique experiences, values, and perspectives of patients,

clinicians, and all other participants in the health care proc-

ess. It also focuses on the relationships between and among

these participants at several levels: clinician-patient, clinician-

community, clinician-clinician, and clinician-self (awareness

of the clinician’s own attitudes and experiences and their

impact on interactions with others in the context of health

care).

This paper provides a review and perspective on the liter-

ature that explores the role of relationships and social inter-

actions across racial and ethnic differences in health care. Our

discussion is mainly focused on the clinician-patient relation-

ship as it has been studied the most. However, we acknowledge

that race and ethnicity also impact clinician-community, cli-

nician-clinician, and clinician-self relationships and that

these relationships in turn influence disparities in health care

quality (Fig. 1). We provide a brief discussion of the potential

role of relationship-centered care in overcoming racial and

ethnic disparities in health care and conclude with directions

for future research on racial and ethnic disparities in health

care using a relationship-centered paradigm.

The Social and Historical Context for Disparities in
Health Care

Racial and ethnic disparities in health care quality have been

extensively documented.5 Much of this literature has focused

on technical aspects of health care, such as whether or not

patients receive appropriate tests, procedures, or medications.

However, there is also increasing evidence that racial and eth-

nic minority patients receive lower quality interpersonal care

than white patients.6 In 2002, the Institute of Medicine report

Unequal Treatment7 confirmed that racial and ethnic dispar-

ities in health care are not entirely explained by differences in

access, clinical appropriateness, or patient preferences, and
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suggested that disparities in health care exist in the broader

historical and contemporary context of social and economic

inequality, prejudice, and systematic bias.

Perhaps because of their lengthy presence in American so-

ciety, health and health care disparities are most documented

for African Americans relative to whites.8 However, the literature

that documents disparities in health and health care for other

ethnic minority groups has also grown. To the extent that the

term ethnicity describes national origin and language in addi-

tion to culture and social status, its role in producing disparities

may be distinct from that of race. The latter term has been used

throughout U.S. history to de-humanize African Americans in

particular.9–11 For example, while there is evidence that lan-

guage proficiency, socioeconomic status, and acculturation can

explain disparities in health and health care for many Hispanic

populations,12 racial disparities for African Americans

persist despite adjusting for factors such as socioeconomic po-

sition.12 Nevertheless, the consistency of patterns of disparity in

different aspects of society supports the argument that a com-

mon underlying set of mechanisms exists through which

race and ethnicity affect inequalities in health care and health

status.13–15

The social environment is one such set of mechanisms. It

includes socioeconomic factors (e.g., employment and educa-

tion), physical surroundings (e.g., neighborhood and work

conditions), social relations within one’s community and/or

workplace, and power arrangements (e.g., political empower-

ment, individual and community control, and influence).14 A

detailed examination of the myriad of ways in which the social

environment might impact race relationships in health care is

beyond the scope of this paper. However, there is substantial

evidence to suggest that the social meaning attributable to

race and ethnicity within a given societal context is at the root

of its largest effects on health and health care.16–18 We submit

that race and ethnicity are both socially constructed and have

unique societal and individual meanings, and that the health

implications of race and ethnicity result primarily from their

effects on social interactions rather than on biology.

Race/Ethnicity and the Clinician-Patient
Relationship

To guide our selection of the aspects of interpersonal care that

might be most relevant to clinician-patient relationships

across racial and ethic differences, we reviewed 2 conceptual

articles. First, we reviewed van Ryn’s model of hypothesized

mechanisms through which clinician factors might influence

racial and ethnic disparities in patient care. This model incor-

porates clinicians’ beliefs about patients as antecedents to cli-

nicians’ interpersonal behavior; it also incorporates patient

cognitive and affective factors as antecedents of patient be-

havior and outcomes of clinicians’ interpersonal behaviors in

encounters.19 Second, we reviewed the conceptual framework

proposed by Stewart et al.20 for understanding interpersonal

processes of care in diverse populations from the patient’s

perspective. This framework distinguishes 3 dimensions, each

with multiple domains: communication, decision making, and

interpersonal style. With these dimensions in mind, we fo-

cused on studies of the impact of race or ethnicity on the fol-

lowing attitudes and behaviors reflected in interpersonal care:

communication, partnership, respect, knowing, affiliation or

liking, and trust. Additionally, as concordance (whether de-

fined as a state of agreement or as shared identities between

persons) is often a core aspect of successful relationships, we

also briefly reviewed findings from studies of racial or ethnic

concordance in clinician-patient relationships.

Communication. All relationships are made possible through

communication between and among participants, and com-

munication is the behavioral action through which the other

features of relationships are observed. Few studies have used

direct observation of physician communication behaviors to

examine how patient race and ethnicity influence physician

interpersonal behaviors.21–23 In their interactions with Afri-

can-American patients, physicians have been shown to exhibit

less nonverbal attention, empathy, courtesy, and information

giving,21 to adopt a more ‘‘narrowly biomedical’’ communica-

tion style,22 to spend a lower proportion of time intervals pro-

viding health education, chatting and answering questions,23

and to be more verbally dominant and exhibit more negative

emotional tone24 than with white patients. These studies are

consistent with social cognition studies that document nega-

tive interpersonal behaviors in interracial interactions.25,26

Because reciprocal influences exist in communication, it is

not surprising that African-American patients have been

shown to ask physicians fewer questions, provide less infor-

mation when asked questions, seek less clarification of infor-

mation provided by physicians,27 and exhibit less positive

emotional tone in their visits with physicians.24 With a few ex-

ceptions,28–30 data regarding communication between physi-

cians and Hispanic and Asian Americans are limited to patient

and physician reports of language barriers and abilities or

physicians’ inattentiveness.31–33 A recent national survey of

household respondents showed that a higher percentage of

African Americans, Asians, and Hispanics than whites report-

ed at least 1 communication problem when seeing a physi-

cian.34

Partnership. A partnership between patient and clinician is a

union that recognizes and values the unique perspective,

knowledge, and opinion of each participant. Strong evidence

links partnership (participatory or shared decision making) to

positive patient outcomes such as adherence, satisfaction, and

improvements in health status.35 Racial/ethnic minority pa-

tients are less actively engaged in partnerships with their phy-

sicians. In 1 small study, Latina mothers of developmentally

disabled children expressed that physicians ignored their own

FIGURE 1. Dimensions of relationship-centered care with a poten-

tial link to racial and ethnic health care disparities.
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expertise about their children and treated them as if they did

not know anything.36 Similarly, large studies of primary care

patients have found that ethnic minority patients rate their

physicians as significantly less participatory than do white

patients.34,37,38 Participatory decision making is strongly and

significantly related to satisfaction across all racial and ethnic

groups, suggesting that all patients of all racial and ethnic

groups would like physicians to allow them to participate in

medical decision making.38

Respect. Respect for persons, defined as the recognition of

each person’s inherent value, might be considered the corner-

stone of all human interactions. Disrespect, devaluing, and

biased treatment have historically occurred and continue to be

directed at persons of racial/ethnic minority backgrounds.

Given this broader societal context, it is not surprising to find

that racial/ethnic minority patients perceive themselves as

being treated with disrespect in health care settings. In a small

study, Latina mothers felt that professionals pathologized

their children and did not recognize the children’s unique

strengths and abilities (something the mothers considered es-

sential for establishing a good relationship). Mothers also com-

plained that professionals were rude, rushed them through

meetings, and treated them ‘‘like dirt’’ and as if they were

wasting their time.36 The Commonwealth Fund’s 2001 Health-

care Quality Survey found similarly that African Americans

and Hispanics were the most likely to feel that they had been

treated with disrespect and Asian Americans were the most

likely to feel they had been looked down on by health profes-

sionals.34 Even after controlling for potential confounders,

Hispanics, Asians, and African Americans were all more like-

ly than whites to believe that they would have gotten better

care if they belonged to a different race/ethnic group and that

medical staff judged them or treated them unfairly based on

their race.39

Knowing. To know another person is to be familiar with them

and their unique life story. To be in relationship with someone,

one must know them to some degree. Knowing in the patient-

physician relationship is important; in a large study of outpa-

tients, patients’ perception that their physician ‘‘knows them

as a person’’ was more highly correlated with patient adher-

ence to medical treatment than any other dimension of care

measured.40 Stereotyping, in which group characteristics are

ascribed to individuals, is a cognitive shortcut that one takes

precisely when one does not know another person as an indi-

vidual. Stereotyping is more likely to be used as a cognitive

shortcut in busy clinical settings when time is short. Given the

concern about stereotyping of racial/ethnic minorities, the cli-

nician’s ‘‘knowing’’ of a patient may be a particularly important

aspect of relationships in health care for racial/ethnic minority

patients. In 1 study, physicians rated African-American pa-

tients more negatively with regard to intelligence and educa-

tional level, and likelihood to comply with medical advice and

to abuse alcohol or other drugs, even after controlling for pa-

tients’ self-reports of many of these same variables.41 In the

study of Latina mothers described earlier, mothers had the

pervasive belief that professionals were often lacking in inti-

mate personal knowledge of the child and family and could not

really be helpful.36 In the Commonwealth Fund’s 2001 Health-

care Quality survey, Asian Americans, but not African Amer-

icans or Hispanics, were less likely than whites to feel that

their doctor understood their background and values.34,42

Affiliation/Liking. Affiliation is the degree to which a person

feels a shared identity with another person. Liking, a related

but distinct concept, is often based on the degree to which a

person produces pleasure or enjoyment and is dependent on

the subjective whim of the person who likes. Few studies have

examined liking and affiliation in the context of the patient-

physician relationship.43,44 We are only aware of 1 study that

examined physician liking and affiliation (using a measure

that seems to combine the 2 concepts) between patients and

clinicians of different races and found, after controlling for

other patient characteristics, that physicians were less likely

to rate black compared with white patients as someone with

whom they could see themselves as friends.41 This is concern-

ing for the quality of relationships and for health care dispar-

ities, as patients who are not liked by their physicians have

received differential treatment decisions45 and poorer medical

care.46,47

Trust. Interpersonal trust, a fundamental component of all re-

lationships, depends on the degree to which people see one

another as competent, responsible, caring, tactful, and ethi-

cal.48 It also includes other dimensions such as fiduciary re-

sponsibility, confidentiality, and trustworthiness.49,50 Trust in

one’s physician has been linked to satisfaction, adherence to

recommended treatment, use of preventive services, continuity

of care, and self-rated health.40,51–55 Many studies show that

racial and ethnic minorities have less trust in physicians, re-

searchers, and in the health care system.34,55–59 In 1 small

qualitative study, African-American patients with positive car-

diac stress test results expressed a preference for building a

relationship with physicians (trust) before agreeing to an in-

vasive cardiac procedure, and consistently complained that

trust was lacking.60 Although some studies fail to show such

an association,34,42,61 the fact that other important elements

of the patient-physician relationship are impacted negatively

for racial and ethnic minority patients makes it possible that

trust is also impaired.

Racial and Ethnic Concordance. Ethnic minority patients are

frequently treated by professionals who differ from them in

racial or ethnic background in the so-called ‘‘race-discordant’’

relationships. The term ‘‘concordance’’ has been used to indi-

cate shared identities between patients and clinicians.62,63

There are visible demographic characteristics (age, gender, so-

cial class, ethnicity, race, language) and relatively invisible

characteristics below the surface or tip of the ‘‘cultural iceberg’’

(beliefs, attitudes, values, preferences, and role orientations)

across which patients and clinicians may have concordance

(Fig. 2). Researchers have developed a new line of inquiry that

seeks to understand how patients and physicians relate with

each other across these similarities and differences.

Several studies suggest that racial/ethnic concordance be-

tween patients and physicians is positively related to partner-

ship, respect, and communication. A telephone survey of over

1,800 adult managed care enrollees attending primary care

practices in a large urban area found that patients in race-

concordant relationships with their physicians rated their

physicians as significantly more participatory than patients

in race-discordant relationships.38 A nationally representative

survey study found that black respondents with black physi-
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cians were more likely than those with non-black physicians to

rate their physicians as excellent in treating them with respect,

explaining problems, listening, and being accessible to

them.64 Another study showed that patient-provider racial

concordance accounted for the gaps in ratings of respect and

satisfaction between whites and African Americans.65 A recent

study that used measures of actual communication behaviors

of physicians and patients found that race-concordant visits

were longer and had higher ratings of patient positive affect by

independent observers than race-discordant visits.66 In this

study, patients in race-concordant visits were also more sat-

isfied and rated their physicians as more participatory.66 Sim-

ilarly, in a European study, researchers showed that patient-

provider ethnic discordance was associated with less social

talk and less positive physician affect, lower patient ratings of

mutual understanding with physicians, satisfaction, and self-

reported compliance.67 Most promising for the future is a

study that showed communication problems attributed to race

discordance to be diminished over time when there was con-

tinuity in the patient-provider relationship.68 However, to our

knowledge, there are no data to address whether an associa-

tion exists between concordance and feelings of affiliation, lik-

ing, knowing, and trust.

Race/Ethnicity and the Clinician-Community
Relationship

The nature of health care providers’ relationships with the

communities that they serve remains largely unexplored. How-

ever, a significant body of literature examines the individual

characteristics of primary care clinicians who provide care to

underserved communities. These studies have shown that cli-

nician race/ethnicity, family background, training, and eco-

nomic factors are related to care of ethnic minority

communities. Ethnic minority physicians are more likely to

care for patients of their own race or ethnic group, to practice

in health care manpower shortage or underserved areas, to

care for poor patients, patients with Medicaid insurance or no

health insurance, or to care for patients who report poor health

status and use more acute medical services such as emergen-

cy rooms and hospital care.69–75 Additionally, physicians who

expressed a strong interest in practicing in an underserved

area prior to medical school and who grew up in an under-

served (inner city or rural) area themselves are more likely to

provide care to underserved populations.76 In some studies,

international medical graduates are also more likely to provide

primary care in urban poor and rural underserved areas.77–80

This literature suggests that a systematic commitment from

educational programs and health care organizations is needed

to produce activated clinicians, teachers, and researchers who

can work collaboratively with communities for a more just and

egalitarian medical system.

Race/Ethnicity and the Clinician-Clinician
Relationship

America’s health professional workforce is dominated by white

and upper- or middle-class individuals. Until the mid-1960s,

health professional schools and organizations remained seg-

regated. Even today, substantial literature documents the dis-

proportionate underrepresentation of African Americans,

Hispanics, and American Indians among physicians, nurses,

dentists, and other health care providers.81 Relatively less re-

search explores how race/ethnicity affects interactions among

members of the health care team such as clinician-clinician

relationships. However, there is historical and current evi-

dence that racial and ethnically based biases affect opportu-

nities and practice conditions of health professionals who are

members of ethnic or racial minorities.18,82 In 1 study, more

than 99% of African-American physicians reported some de-

gree of racial discrimination in the practice of medicine includ-

ing peer review, obtaining practice privileges at hospitals,

hospital staff promotions, Medicaid and Medicare reimburse-

ments, malpractice suits, private insurance oversight and re-

imbursements, and referral practices of white colleagues.83 In

another study, physicians treating black patients were more

likely to report that they were unable to provide high-quality

care and that they faced greater difficulties in obtaining access

to high-quality subspecialty care and services and elective

hospital admission for their patients.84 These studies suggest

that in addition to structural barriers of inequality, physicians

caring for ethnic minority patient populations may also expe-

rience interpersonal biases that impact upon their ability to

provide patient care.

Race/Ethnicity and the Clinician-Self Relationship

The clinician-self relationship may be characterized as the de-

gree to which an individual clinician is aware of his or her own

background, attitudes, and values, and their impact upon be-

haviors and interactions with others in the context of health

care. Perhaps the least is known about this level of relation-

ships in health care. We found 1 small study, in which physi-

cians were trained to identify previously unrecognized,

negative attitudes that interfered with learning patient-cen-

tered interviewing skills.85 This study showed that increasing

self-awareness led to improvement of physicians’ interviewing

skills. The impact of race on the clinician-self relationship has

not been extensively studied. In cultural competence training,

the sensitivity/awareness approach uses educational exercis-

es and techniques that promote self-reflection to help clini-

cians increase their awareness of their own beliefs, values,

experiences, and behaviors (including subconscious biases).86

These programs are designed to improve clinicians’ interac-

tions with patients and colleagues across cultural differences

FIGURE 2. Iceberg concept of culture applied to race relations in

health care.
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and are promising strategies for overcoming racial and ethnic

disparities in health care; at the same time, however, evidence

for the effectiveness of cultural competence training programs

is limited, largely because of the lack of overall methodological

rigor in these studies and the paucity of valid and reliable

measures of clinician’s attitudes and their impact on intercul-

tural interactions or patient outcomes.87,88

The Theoretical Potential of Relationship-Centered
Care to Reduce Disparities

Few studies examine whether the quality of relationships ex-

plains disparities in health service use or outcomes.66,89 How-

ever, we believe that relationship-centered care has the

theoretical potential to reduce disparities in care in a variety

of ways. Relationship-centered care directly addresses many of

the hypothesized mechanisms by which patient race/ethnicity

impacts clinician behaviors.19 First, physicians have been

shown consciously or unconsciously to exhibit bias toward

patients based on race/ethnicity.19 Although stereotyping be-

havior is often unconscious, relationship-centered care em-

braces the notion put forth first by proponents of patient-

centeredness—that is, the goal that each person should be

viewed as ‘‘a unique human being.’’90 Second, physicians

make differential medical decisions based on patient race.19,91

As relationship-centered care has the goal of equalizing power

between patients and doctors, relationship-centered care can

aim to reduce disparities in clinical decisions by increasing

patient involvement. Finally, physicians have differential in-

terpersonal behavior, characterized by more affective distance

(less warmth and empathy), when interacting with racial/eth-

nic minorities.21,24,67 Here, too, relationship-centeredness

places emphasis on improving these qualities of the patient-

physician relationship.

In addition to improving the interactions between patients

and clinicians in a way that could reduce disparities in inter-

personal care, relationship-centered care also emphasizes the

importance of the clinician’s relationships with other clinicians

and with the community. A physician who does not know or

understand the patients’ multiple communities formed by

families, neighborhoods, cultures, work groups, and circum-

stances cannot possibly offer the best medical care. This as-

pect of relationship-centered care is particularly important

when the patient and the physician come from different com-

munities. Finally, through promotion of self-reflection of one’s

values and biases, relationship-centered care holds promise

for reducing clinicians’ engagement in stereotyping behavior

directed toward ethnic minority patients. Clinician-patient,

clinician-community, clinician-clinician, and clinician-self re-

lationships are all targets of cultural competence training.

Summary

In summary, the existing literature demonstrates several rela-

tional aspects that are influenced by the race and/or ethnicity

of participants in health care. A growing number of studies

document racial differences in the quality of clinician-patient

relationships and differences in communication and partner-

ship between race-concordant and race-discordant clinician-

patient pairs. Several studies show that ethnic minority and

foreign-born physicians, as well as physicians from under-

served areas or with an early interest in caring for underserved

populations, are more likely to deliver care in ethnic minority

communities. Recent work suggests that minority physicians

and physicians who care for predominantly ethnic minority

patient populations experience structural barriers and inter-

personal biases from other clinicians in delivering care to their

patients. Finally, although limited, new evidence from the

medical education literature suggests that clinicians’ self-

awareness may promote behaviors that indicate cultural com-

petence, and that enhancing the clinician-self relationship is a

promising strategy for improving the quality of other relation-

ships in health care across racial and ethnic differences.

Directions for Future Research

Future research should use a relationship-centered paradigm

to explore how clinicians interact with patients, other clini-

cians, and the communities they serve, and how they examine

and act upon their own beliefs in the context of race/ethnicity.

There is a need for more empirical studies of the role of clini-

cian-community, clinician-clinician, and clinician-self rela-

tionships in overcoming racial and ethnic disparities in

health care. These studies should focus on dimensions of

relationship-centeredness associated with race/ethnicity in

clinician-patient relationships, including communication, part-

nership, respect, affiliation/liking, knowing, trust, and concord-

ance. With regard to clinician-patient relationships, more

studies are needed to identify the underlying mechanisms by

which race concordance or discordance influence health care

processes and outcomes. For example, little is known about

how concordance or discordance across other dimensions in-

fluences race-concordant and race-discordant relationships.

Another interesting question relates to the relative importance

of concordance with regard to more visible demographic char-

acteristics and characteristics that are below the surface or tip

of the ‘‘cultural iceberg’’ (Fig. 2). It may also be important to

examine common understanding (a concept related to concord-

ance) across racial and ethnic differences and its contribution

to health care disparities. Common understanding may be re-

flected by mutuality in perceptions of partnership, respect,

knowing, liking, and trust, or by perceived similarities between

clinicians and their patients, other clinicians, and the com-

munities they serve. Studies of the role of implicit attitudes or

biases (those that are ‘‘below the surface’’) held by clinicians,

patients, and the communities they come from are also need-

ed, and will require collaboration among clinicians and be-

havioral scientists, including social psychologists. Through an

enhanced understanding of these important dimensions of re-

lationship-centered care across racial and ethnic lines, this

research will provide new knowledge that informs the devel-

opment of health systems, health professions education, and

community-based interventions to reduce racial and ethnic

disparities in health care and outcomes.

This work was supported by a research grant from the Fetzer
Institute through its Relationship-Centered Care Research Net-
work.
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