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Abstract

Around the world, members of racial/ethnic minority groups typically experience poorer health

than members of racial/ethnic majority groups. The core premise of this article is that thoughts,

feelings, and behaviors related to race and ethnicity play a critical role in healthcare disparities.

Social psychological theories of the origins and consequences of these thoughts, feelings, and

behaviors offer critical insights into the processes responsible for these disparities and suggest

interventions to address them. We present a multilevel model that explains how societal,

intrapersonal, and interpersonal factors can influence ethnic/racial health disparities. We focus our

literature review, including our own research, and conceptual analysis at the intrapersonal (the

race-related thoughts and feelings of minority patients and non-minority physicians) and

interpersonal levels (intergroup processes that affect medical interactions between minority

patients and non-minority physicians). At both levels of analysis, we use theories of social

categorization, social identity, contemporary forms of racial bias, stereotype activation, stigma,

and other social psychological processes to identify and understand potential causes and processes

of health and healthcare disparities. In the final section, we identify theory-based interventions that

might reduce ethnic/racial disparities in health and healthcare.
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Across a broad spectrum of mental and physical illnesses, members of socially

disadvantaged groups typically experience poorer physical and mental health than members

of socially advantaged groups. This is a persistent social problem in at least 126 countries,

which include 94.4% of the world’s population (Dorling, Mitchell, & Pearce, 2007). There

are two general classes of explanations of this pervasive public health problem. The first is

that these differences reflect biological and genetic differences in the populations to which
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the different groups belong. Given that biology and genes clearly play important roles in

people’s mental and physical health (Chase, (2012; Vogelstein, & Kinzler, 2002), there is

certainly some merit to this explanation. The second explanation is that the differences

reflect a social problem, health disparities. Health disparities (or inequalities) refer to

systematic variations in the mental or physical well-being of members of different social

groups that specifically result from inequitable economic, political, social, and psychological

processes (Braveman, 2006). This article only considers health disparities. However, these

two kinds of explanations are not mutually exclusive; indeed, recent research strongly

suggests that genetic and social factors have a reciprocal relationship as they affect health

and a host of other outcomes (e.g., Cole, 2009).

One influential contributor to health status disparities is healthcare disparities, which are

inequalities in access to and/or the quality of medical care among different social groups. In

other words, it is posited that members of socially disadvantaged groups experience poorer

health than their counterparts from socially advantaged groups because they receive poorer

healthcare. In this article, to limit the scope of this review, we primarily focus on how social

psychological processes, specifically those related to intergroup relations and intergroup

bias, can produce healthcare disparities. However, we note that there are other literatures on

how some of the same kinds of social psychological variables may more directly affect

people’s health. For example, there is a large body of research on how perceived and actual

discrimination directly affect the physical and mental health of members of target groups

(e.g., Brondolo, Hausmann, et al., 2011; Fuller-Powell, Evans, & Ong, 2012; Hagiwara,

Penner Gonzalez, & Albrecht in press; Penner & Hagiwara, in press).

Until relatively recently, healthcare disparities have been primarily studied by social

epidemiologists, public health researchers, health economists, and political scientists. These

scholars have mainly focused primarily on societal and structural causes of this social

problem, such as differences in health insurance coverage and access to comparable medical

facilities. These remain important and useful approaches to understanding healthcare

disparities. Nevertheless, in the last decade or so reports in the United States (US) and

Europe (e.g., Institute of Medicine [IOM], 2003; Nazroo & Karlsen, 2001; Shavers, Fagan,

Jones, Klein, Boyington, Moten & Rorir, 2012) on the role of bias and discrimination in

healthcare disparities have brought increased attention to the relevance of social psychology

and related disciplines to the study of healthcare disparities. This review presents an

overview of our own and other researchers’ social psychological analyses of healthcare

disparities.

In the review, we focus on healthcare disparities among members of racial/ethnic minorities

because this is the focus of the clear majority of research on healthcare disparities (Shavers

et al., 2012). However, race/ethnicity is not the only group characteristic that has been

linked to healthcare disparities. For example, patients who have lower socioeconomic status

(SES) have developmental, mental or physical disabilities, are elderly, are members of

certain religions, and/or are gay, lesbian, bisexual, or transgendered all experience

healthcare disparities (Daponte-Codia et al., 2008; Dilley, Simmons, Boysun, Pizacari, &

Stark, 2010; Lahelma & Lunberg, 2009; Linehan, Walsh, Van Schrojenstein Lantman-de

Valk, Kerr, & Dawson, 2009; Mobaraki & Söderfeldt, 2010; Obeidat et al., 2010). Because
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we base our analysis on generalizable psychological processes and intergroup dynamics, we

believe that most of the models and theories we present can be readily applied to these other

forms of bias and healthcare disparities beyond those involving race/ethnicity.

Our review also primarily presents research conducted in the US. This is because in the US:

substantial differences in the health status of Whites and of racial/ethnic minorities,

especially those who self-identify as Black and/or African/Afro-Caribbean American have

been very well documented (see National Center for Health Statistics, 2011); racial

healthcare disparities have received relatively more attention in both the medical and

psychological literatures than in other countries; and there has been a long-standing interest

in racial bias in social psychological research (Allport, 1954; Dovidio, 2001).

The attention given to healthcare disparities in the US has led some health researchers to

suggest that serious healthcare disparities are largely confined to countries in which

healthcare systems are primarily privately financed, such as the US. There is, indeed, ample

evidence that structural differences in the healthcare systems and how they are financed

affect patients’ access to healthcare and the quality of care provided (IOM, 2003). However,

research clearly shows that throughout the world racial/ethnic minorities typically receive

poorer healthcare than members of racial/ethnic majority groups. For example, racial/ethnic

healthcare disparities are found in countries with government supported healthcare systems,

such as Canada (Frohlich, Ross, & Richmond, 2006), Israel (Nakash, Saguy, & Levav,

2012), New Zealand (Harris et al., 2006), Sweden (Rostila, 2010), the United Kingdom

(UK; Bécares, Stafford, & Nazroo, 2009), Serbia (Sujoldžić, Peternel, Kulenvoić, & Terzić,

2006), and in many Latin American countries (Casas, Dachs, & Bambas, 2001). In

summary, healthcare disparities among racial/ethnic minorities and majorities represent a

ubiquitous multinational problem.

In our review of healthcare disparities, we begin by considering some factors other than

racial bias and discrimination that might covary with membership in a racial minority and

affect the quality of healthcare people receive. We readily acknowledge the importance of

these other factors, but a core argument of this article is that even when these factors are

controlled, racial-minority patients’ and non-minority physicians’ race-related thoughts,

feelings, and behaviors can each influence the quality of the healthcare members of racial

minorities receive and thus produce disparities in health status. This argument is presented

in a three-level model of the causes of healthcare disparities that can lead to health status

disparities. The levels of analysis -- societal, intrapersonal, and interpersonal -- are clearly

interrelated and overlap with one another, but for the purpose of organizational clarity we

consider them separately. After presenting the model, we suggest interventions at each of

these levels for addressing racial disparities in healthcare.

Causes of Racial Healthcare Disparities

As Bhopal (2007) rightly pointed out in his discussion of racial health and healthcare

disparities in the UK and Europe, “[t]he causes of the inequalities in health status and

quality of healthcare that are so easily demonstrable by ethnicity and race are complex and
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difficult to disentangle” (p. 238). However, several factors have been identified as major

contributors to healthcare disparities.

Socioeconomic Status

One major potential source of racial1 healthcare disparities is socioeconomic status (SES).

In many countries SES strongly covaries with race, such that racial minorities on average

have lower SES than racial majorities. Low SES is an environmental stressor and has direct,

deleterious affects on people’s health (e.g., Fuller-Powell et al., 2012), but here we are

concerned with SES and healthcare disparities. Research has shown that healthcare

providers often provide poorer care to low SES individuals (Hall, Roter, & Katz, 1988)

perhaps in part because, relative to high SES patients, low SES patients may be seen as

having poorer self-control, and less likely to adhere to treatment recommendations (van Ryn

& Burke, 2000). Other potential causes of poorer healthcare for low SES individuals may be

that many people with low SES are not able to take time off work to seek medical help or

afford health insurance and/or copays. However, racial healthcare disparities exist across all

levels of SES and are evident even among the most affluent groups (De Lew & Weinick,

2000; Elster, Jarosik, VanGeest, & Fleming, 2003; McGuire, Alegria, Cook, Wells, &

Zaslavsky, 2006). Statistically controlling for differences in SES reduces but does not

eliminate healthcare disparities between racial groups (Saha, Arbelaez, & Cooper, 2003).

Thus, SES is an important cause of healthcare disparities but, by itself, is not a sufficient

explanation of the racial healthcare disparities reported throughout the world.

Language Proficiency

Research in several different countries has shown that language barriers faced by

immigrants often play a role in healthcare disparities among racial minorities. For instance,

in the US, limited English language proficiency is associated with decreased utilization of

preventive healthcare services (Linsky, McIntosh, Cabral, & Kazis, 2010), longer hospital

stays (John-Baptiste et al., 2004), poorer health control (Fernandez et al., 2010), and

increased medical errors (Divi, Koss, Schmaltz, & Loeb, 2007; see Norredam et al., 2004 for

similar findings from Denmark). However, the fact remains that in many countries,

healthcare disparities commonly occur among members of racial minorities comprised

almost exclusively of native language speakers (Kirby, Taliaferro, & Zuvekas, 2006),

suggesting that language barriers only explain a portion of healthcare disparities.

Health Literacy

Health literacy is the degree to which individuals have the capacity to obtain, process, and

understand basic health information and services they need to make appropriate health

decisions (Nielsen-Bohlman & Panzer, 2004). Health information provided to the lay public

may include complex and unfamiliar terms; individuals with limited health literacy may

experience difficulty processing such information and become so discouraged or intimidated

that they may become reluctant to seek healthcare. In the US, there is a strong association

1Because so much of the research to be reviewed focuses on healthcare disparities among Black patients, we will primarily use the
term, racial minority, for the remainder of this paper. Racial minority, as it is used here, describes a social construction of race as a
meaningful category rather than a description of a group’s genetic characteristics.
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between level of health literacy and race (Cooper, Hill, & Powe, 2002; Paasche-Orlow,

Parker, Gazmararian, Nielson-Bohlman, & Rudd, 2005); thus some health researchers argue

that health literacy rather than social variables is a major cause of racial healthcare

disparities. Indeed, studies in the US sometimes find that when differences in health literacy

are controlled, the size of healthcare disparities between racial minorities and Whites in the

US is reduced (Osborn, Paasche-Orlow, & Wolf, 2007). However, evidence of healthcare

disparities tyoically remains even after controlling for health literacy (e.g., Franks, Muennig,

Lubetkin, & Jia, 2006; Williams, Mohammed, Leavell, & Collins, 2010).

Although health literacy may be a unique cause of healthcare disparities, in practice it may

be hard to disentangle the role of health literacy in racial healthcare disparities from the

effects of racial attitudes and beliefs. For example, physicians may be less accurate in

judging the health literacy of Black than White patients (Kelly & Haidet, 2007), suggesting

that health literacy’s impact on medical interactions may, in part, be moderated by

physicians’ racial attitudes or cultural competence. Also, health literacy levels among Blacks

may be influenced by the fact that they have a much higher level of distrust of physicians

and the medical system than Whites (Dovidio et al., 2008), which in turn may cause them to

seek medical information less often than Whites and to be less accepting of the information

they obtain. Such reactions would serve to reduce a person’s health literacy.

Taken together, there is substantial evidence that SES, language proficiency and health

literacy contribute to inequalities in the relative quality of healthcare different racial groups

receive. However, these explanations, which primarily focus just on the attributes of racial

minority-group members, do not provide a sufficient explanation of racial healthcare

disparities. Social psychological processes also play an important role.

An increasing number of public health researchers and government officials have begun to

focus on how race-related thoughts, feelings, and actions may relate to racial healthcare

disparities. For example, in their article in the European Journal of Public Health,

Agyemang, Seeleman, Suurmond, and Stronks (2007) argued that “the time is right to take

discrimination in health and welfare services more seriously in Europe” (p. 241). Research

reports in the UK, New Zealand, the US, and Sweden have made similar arguments (IOM,

2003; Nazroo & Karlson, 2001; New Zealand Ministry of Health, 2002; Shavers et al., 2012;

Swedish National Institute of Public Health, 2006). In the next section, we provide

explanations of how and why racial-related phenomena contribute to healthcare disparities

and then some possible solutions to the problem.

Multilevel Processes of Healthcare Disparities

The model presented in Figure 1 presents causes of healthcare disparities (and thus health

status disparities). The model considers three separate but clearly interrelated processes that

might be associated with healthcare disparities: societal, intrapersonal, and interpersonal

processes. For purposes of clarity, the three levels in the model are discussed separately, but

as the bi-directional arrows in Figure 1 indicate, there are interrelationships and

complementary influences among the levels. In this section, we briefly describe each level

of analysis. Then, in the next section, we more fully examine specific processes within the
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intrapersonal and interpersonal levels. In the exposition of these parts of the model, we use

social psychological theory and research on explicit and implicit social cognitions, social

identity and categorization, and related intergroup processes to help us better understand

how racial bias and discrimination may produce healthcare disparities and thus disparities in

the health of members of minority groups. Because our focus is on social psychological

processes rather than societal/structural processes responsible for racial healthcare

disparities, we give much more emphasis to the latter two levels than to the societal/

structural one.

Societal-Level Processes

The first level of analysis, the societal or structural level, focuses on how race-related social

environments, institutional practices, and attitudes that characterize a particular society,

region, or specific community affect healthcare disparities. At this level of analysis, the

presumed causes of healthcare disparities are not primarily psychological processes

occurring within and between individuals. Rather, healthcare disparities are presumed to be

manifestations of widespread racial bias and/or discrimination. More specifically, they are

race-related historical, societal, economic, and structural factors that result in certain racial

minority groups experiencing persistent and widespread unfair treatment and institutional

discrimination in a variety of realms.

One consequence of societal-level processes is that racial minorities may live in difficult

social environments, characterized by, for example, less mobility, greater isolation from

other segments of the population, fewer treatment options available to them, less exposure to

treatment innovations, and fewer high quality medical facilities within close proximity

(IOM, 2003; Saldana-Ruiz, Clouston, Rubin, Coleen, & Link, 2013). These challenging

social environments may prevent racial minorities from receiving the same quality of

healthcare as people living in better-resourced neighborhoods.

Bias and discrimination at a societal or structural level may also be related to healthcare

disparities in other, less direct, but important ways. Recent research by Reid, Dovidio,

Ballester, and Johnson (2013) illustrates this process. Reid et al. examined how community

level stigma may affect the efficacy of health interventions directed at minority group

members. The interventions, conducted in various communities around the US, were

intended to increase condom usage among Black Americans. In their meta-analysis of 70

separate studies, Reid et al. found that interventions were most effective when Whites in the

community had positive attitudes toward Blacks and residential segregation was low. Reid

and colleagues posit that Blacks living in communities with widespread negative attitudes

toward Blacks and high levels of residential segregation may feel they are the targets of

discrimination and stigmatization and as a result, trust members of outgroups less. When

outgroup members offer Black community members health-related interventions, they may

be less likely to accept them.

Finally, as already noted, feelings of being the target of discrimination may serve as a life

stressor for racial minorities, increasing the physiological load on their bodies and thus their

susceptibility to various diseases. For example, Sims et al. (2012) found in large sample of
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Black adults a significant association between exposure to discrimination and the prevalence

of hypertension (also see Major, Mendes, & Dovidio, 2013).

Our model therefore posits that at the societal level, racial/ethnic bias and discriminatory

norms, policies, and practices can create social environments and conditions that can

directly lead to healthcare disparities. Further, it also appears that bias and discrimination at

a societal level may create psychological environments that can also produce healthcare

disparities among members of a stigmatized target group.

There is considerable overlap between the next two levels of the model, intrapersonal and

interpersonal processes; however as noted, we believe that to best understand the

psychological processes that underlie healthcare disparities we need to consider them

separately. For the purposes of this article, the intrapersonal level concerns what is “within”

a person – that is, thoughts and feelings that operate at both explicit and implicit levels and

affect people’s reactions to a socially defined group in the absence of direct contact with a

member of that group and/or in situations where they actually encounter a person perceived

to be a member of that group. Specifically, the intrapersonal level of the model concerns

how the race-related thoughts and feelings of minority patients and of non-minority

physicians affect healthcare related thoughts, feelings, and actions. For example, Black

patients’ feelings about past racial discrimination may affect things such as the kind of

medical care they seek, what they think of the care they receive, the health behaviors in

which they engage and perhaps most importantly their reactions to interactions with

healthcare providers. In a similar fashion, racial bias and stereotyping among physicians

may affect diagnosis and treatment decisions, and perhaps most importantly their reactions

to racial minority patients.

The interpersonal level in the model focuses on medical interactions between patients from

one ethnic/racial group and physicians from another racial group. At this level, the analysis

concerns what patients and physicians say and do during these interactions and how each

reacts to the other’s words and actions. This is an important aspect of racial healthcare

disparities in the US (and elsewhere) because racial minority patients are much more likely

than racial majority patients to engage in racially discordant medical interactions (e.g., Black

patient, White physician). For example, in the US approximately 75% of Black patients see

non-Black physicians when they seek medical help (Chen, Fryer, Phillips, Wilson, &

Pathman, 2005). This statistic also reflects the dramatic under representation of racial

minorities in medical school and medical practice (Nunez-Smith et al., 2012). For instance,

in the US, where Blacks are about 12% of the population only about 4% of all physicians

self-identify as Black; this percentage has been the same for about the last 30 years

(O’Reilly, 2013).

Although we use the term interpersonal to describe this level of the model, one might quite

reasonably also use the term intergroup contact to describe racially discordant medical

interactions. In primary care interactions, patients and physicians may often be, at most, only

minimally acquainted with one another prior to their interaction. Thus, while the physician

and patient are in a face-to-face interaction that involves considerable dialogue, in a racially

discordant medical interaction they may react to one another more as representatives of a
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(different) group than as individuals. From this perspective, such interactions may represent

one of the kinds of intergroup contact described by Brown and Hewstone (2005).

Specifically, a racially discordant medical interaction may often be an instance of intergroup

contact in which intergroup differences are salient and important, but it is also interpersonal

because the patient may provide sensitive, personalized information to the physician.

As already noted, the race-related thoughts and feelings patients and physicians bring with

them to racially discordant medical interactions have an extremely important influence on

what transpires during the interaction. Specifically, these intrapersonal processes influence

what each party says and does during the interaction, which, in turn, shapes what the other

says/does during the interaction and, thus, the quality of communication in the medical

interaction. However, as we discuss, there are other interpersonal (or intergroup) processes

that can affect communication between the participants and we shall consider them as well.

Whatever the cause, the quality of communication can affect the quality of treatment

decisions each party makes and, in the case of the patients, also influence how likely it is

that they will adhere to these treatment decisions.

Social Psychological Theory and Racial Healthcare Disparities

In this section, we review social psychological research on how the ways people think about

and respond emotionally to others (intrapersonal processes) and how people interact with

each other (interpersonal processes) can result in healthcare disparities.

Intrapersonal-Level Processes

A core assumption of our approach to health disparities is that, as the IOM (2003) report

posited, race-related attitudes and beliefs play a critical role in healthcare disparities and

thus are responsible for disparities in health status. Race-related stereotyping and attitudes

can be conscious or explicit; that is, people are aware of their thoughts and feelings and can

manage them consciously. However, as the result of over-learned racial associations,

stereotypes and attitudes can also be automatic, nonconscious or implicit (Greenwald &

Banaji, 1995); that is people may not be aware of these feelings and thoughts (Dovidio &

Gaertner, 2004; Gaertner & Dovidio, 1986; Wilson, Lindsey, & Schooler, 2000). The

intrapersonal level of the model concerns processes through which an individual’s own race-

related thoughts and feelings affect their healthcare-related thoughts, feelings, and

behaviors. While these intrapersonal processes obviously have social origins and

consequences, in this section we consider instances where their impact on healthcare

disparities is substantially independent of the thoughts, feelings and actions of another

person. We consider these intrapersonal processes in patients and physicians separately.

Racial minority patients—Black patients prefer to see Black physicians (Chen et al.,

2005) and report higher quality care and greater satisfaction with their medical care when

the physician is Black than when the physician is White (Cooper et al., 2003; Garcia,

Paterniti, Romano, & Kravitz, 2003). Importantly, racial minority individuals’ negative

perceptions of physicians are directly linked to their healthcare-related behaviors. For

example, Black patients are more likely to schedule and keep appointments with Black than

White physicians (LaVeist, Nuru-Jeter, & Jones, 2003). Additionally, racial minorities (at
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least in the US) are more likely to delay or fail to seek mental healthcare (Kessler et al.,

1996; Sussman, Robins, & Earls, 1987; Zhang, Snowden, & Sue, 1998) and terminate

treatment prematurely (Sue, Zane, & Young, 1994), compared to racial majorities.

These racial minority patients’ negative perceptions of physicians may be at least partially

due to lack of trust. When compared to members of majority racial groups, members of

racial minority groups are more likely to experience mistrust of and dissatisfaction with their

medical care (Boulware, Cooper, Ratner, LaVeist, & Powe, 2003; Halbert, Armstrong,

Gandy, & Shaker, 2006) and to believe they are mistreated by healthcare providers

(Thorburn & Bogart, 2005). Furthermore, individuals who are less trusting of physicians are

less likely to use preventive services (Carpenter et al., 2009; Thompson, Valdimarsdottir,

Winkel, Jandorf, & Redd, 2004) and adhere to physicians’ recommendations (Bogart,

Wagner, Galvan, & Banks, 2010; et al., 2013; Penner et al., 2013; Saha, Jacobs, Moore, &

Beach, 2001).

This relationship is illustrated in data that we collected from a primary care clinic in a large

US city (Detroit) (Hagiwara et al., 2013). This study is one of a series of studies conducted

in this setting, which is described in more detail in a later section. Immediately before Black

clinic patients (n = 80) had their appointment with a non-Black physician we measured how

much they trusted physicians in general, using two items taken from Dugan, Trachtenberg,

and Hall’s (2005) Interpersonal Trust in a Physician short form: (a) “I completely trust the

doctors’ decisions about which medical treatments are best,” and “All in all, I trust doctors

completely.” Sixteen weeks after their appointment with the doctor in the clinic, these

patients received a mail survey about their adherence to their own physician’s treatment

recommendations (using items from the RAND Health’s Medical Outcomes Study; Hays et

al., 1994; e.g., “I followed my doctor’s suggestions exactly; I found it easy to do the things

my doctor suggested I do.”). Figure 2 presents a scatter plot of the relationship between the

Black patients’ trust of physicians prior to racially discordant medical interactions and their

adherence to their own physician’s recommendations 16 weeks after the interactions. There

was a significant positive relationship (r (45) = .43, p=.003) between general trust and

specific adherence.

Although our emphasis is on social psychological explanations of these thoughts and

feelings, one cannot consider the attitudes and feelings of racial minority patients without

first placing them in a social and historical context. A substantial portion of racial

minorities’ mistrust of medical care and preference for racially concordant physicians very

likely has its origins in the general levels of racism and racial discrimination that are part of

the past (and sometimes the present) history of many western industrialized countries.

Embedded in this history is the dismal legacy of racist beliefs and practices in the medical

profession (Byrd & Clayton, 2000). For example, in the US and Europe, polygenism—the

theory that human races were separate biological species—dominated scientific theory from

the early 17th century until perhaps as recently as the early 20th century (Byrd & Clayton,

2000; 2002). Blacks, Latinos, and other socially disadvantaged racial minority groups were

also frequently used as participants in dangerous medical experiments without their willing

consent and with little regard for their welfare (Byrd & Clayton, 2000). Thus, it cannot be

overlooked that some of racial minorities’ mistrust of general medical care (and even of
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their individual physicians) is rooted in harsh and potentially traumatic historical realities

(Earnshaw, Bogart, Dovidio, & Williams, 2013). This mistrust may represent a rational

response to a system that has ill-served racial minority patients in the past. However, we

believe there are other more basic social psychological processes at work as well.

Social categorization and social identity (Tajfel & Turner, 1979; see also Abrams & Hogg,

2010) also play important roles in what racial minority patients think and feel about their

medical care and their healthcare related behavior. Because human beings are constantly

required to process large amounts of complex information, they develop strategies to reduce

cognitive effort and preserve cognitive resources by using categorization and generalization

of information (Macrae, Milne, & Bodenhausen, 1994). Categorization and application of

social categories to evaluations, perceptions, and treatment of others clearly help people

function more effectively in everyday life. However, the process of social categorization

inevitably makes a person’s social identity more salient and provides the basis for intergroup

bias (Otten & Moskowitz, 2000).

In addition, according to Social Identity Theory (Tajfel & Turner, 1979), when people’s

group membership is salient, their feelings of esteem are closely tied to their group’s status

and they respond in ways that promote their group’s distinctiveness and enhance its status.

People generally assume that ingroup members share their attitudes and beliefs (Robbins &

Krueger, 2005), and they expect outgroup members to have a contrasting perspective

(Mullen, Dovidio, Johnson, & Copper, 1992). Minority-group members are particularly

vigilant to cues of bias from outgroup members (Vorauer, 2006). These psychological

processes systematically influence the perceptions and behavior of minority patients. In this

context, their identity as a member of a racial minority group that has been the target of

prejudice and discrimination is highly salient.

Expectations of prejudice/discrimination among minority patients play an important role in

intergroup encounters generally, and in medical interactions, specifically. Richeson and

Shelton (2007) demonstrated that when Blacks interact with Whites, they often worry they

will be the target of prejudice and/or confirm negative stereotypes associated with their

racial groups. Thus, one source of racial minority patients’ possible negative reactions to the

healthcare system may be expectations they will experience stereotyping, prejudice, or

discrimination in their medical care. Related to this, Burgess, Warren, Phelan, Dovidio, and

van Ryn (2010) argue that racial minority patients in racially discordant medical interactions

may experience stereotype threat, which involves the activation of cultural stereotypes about

one’s group and triggers stereotype-confirming behavior. This may have particularly

detrimental effects on the responses of racial minorities to healthcare interventions that

might reinforce these stereotypes. For example, some Black patients could be reluctant to

participate in classes that provide health information (e.g., cancer screening, diabetes care,

prenatal care) because they may fear this would reinforce stereotypes about their intellectual

abilities and educational achievements.

However, such feelings are probably not uniform across racial minority group members;

there are clearly individual differences in recognition and expectations of racial bias.

Theories such as stigma consciousness (Pinel, 1999) or race-based rejection sensitivity

Penner et al. Page 10

Eur Rev Soc Psychol. Author manuscript; available in PMC 2014 October 04.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



(Mendoza-Denton, Downey, Purdie, Davis, & Pietrzak, 2002) concern the chronic affective

and cognitive consequences of being the target of stereotyping, prejudice, and

discrimination. According to these theories, individuals who score high on stigma

consciousness or race-based rejection sensitivity often expect to be the target of prejudice.

Research has shown that individuals who expect to be the target of prejudice evaluate

intergroup interactions more negatively (Butz & Plant, 2006) and make efforts to avoid them

(Mendoza-Denton, et al., 2002; Shelton & Richeson, 2006; Swim & Hyers, 1999). In

addition, it has been shown that when individuals expect to be a target of prejudice and

discrimination, they become vigilant for signs of prejudice and discrimination (Major &

Townsend, 2010; Shelton & Richeson, 2006), resulting in a confirmation of their negative

expectations.

In the healthcare context, heightened sensitivity to discrimination and prejudice due to past

experiences may influence how racial minority patients perceive their physicians and thus

healthcare related decisions. For example, Greer (2010) found that Black hypertension

patients who perceived their physicians to be racially biased were less likely to make future

appointments than patients who did not perceive their physicians in this way. Importantly,

general expectations of prejudice and discrimination that are not directly related to

healthcare or specific healthcare facilities/personnel can also affect patients’ health-related

attitudes and behaviors. Benkert, Peters, Clark and Keves-Foster (2006) reported that the

more racism Blacks perceive in the world around them, the less trust they have in the

healthcare system.

Perceptions of general discrimination – including experiences of bias outside the medical

encounter and in everyday life – can also affect reactions to individual medical interactions.

We (Penner et al., 2009) used a larger sample (n=142) of Black patients at the same inner-

city clinic employed in the Hagiwara et al. (2013) study (described earlier) to examine the

impact of perceived discrimination. Immediately prior to the meeting with the doctor, we

assessed patients’ general experiences with discrimination. To do this, we used items from

Brown’s (2001) Self-Perceived Racial and Ethnic Discrimination Scale, in which

respondents were asked whether they had ever experienced unfair treatment in each of seven

social domains: jobs, education, medical treatments (added to Brown’s original list), job

applications, police encounters, housing, and dealing with neighbors. In our sample, the

majority of patients (56.4%) reported they had experienced discrimination in the past at least

in one domain. In mail surveys, sent 4 and 16 weeks after their appointment with the doctor,

patients reported on their adherence to the doctor’s recommendations (Hays et al., 1994), as

well as their self-reported health using the 20-Item Short Form Health Survey (Ware,

Sherbourne, & Davies, 1992), which assesses physical functioning, role functioning, social

functioning, mental health, pain, and current general health status.

We found that, when compared to Black patients who reported experiencing relatively little

past discrimination, those who reported experiencing high levels of past discrimination

expressed significantly less satisfaction with their medical interactions and closeness with

the physician they had just seen. Black patients who experienced higher levels of

discrimination were also less likely to adhere to their physician’s recommendations four

weeks after the visit, and this lower adherence, in turn, was associated with poorer health
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status among these patients 16 weeks after the visit. Casagrande, Gary, LaVeist, Gaskin, and

Cooper (2007) also found that experiences with discrimination were associated with delays

in seeking medical care and poor medical adherence even when controlling for medical

mistrust.

Racial minority patients’ negative health-related attitudes and behaviors may not always be

the result of negative perceptions of physicians and medical care. They may also sometimes

be the result of strong identification with their own racial group and consequent identity-

based motivations. According to the Identity-Based Motivation Model (Oyserman, Fryberg

& Yoder, 2007), in order to maintain their social identity, people tend to engage in behaviors

that are perceived to be what other ingroup members typically do, regardless of whether the

behaviors have objectively positive or negative consequences for them (see also Rostila,

2010). Thus, if individuals perceive that exercising and maintaining a healthy diet is the

norm for their social group, they are apt to engage in regular exercise and healthy eating

habits. In contrast, if individuals believe that many fellow ingroup members smoke and/or

value smoking, they are likely to smoke even if they recognize the negative consequences of

smoking.

Oyserman et al. (2007) have shown that racial minorities (i.e., Black Americans, Mexican

Americans, and Native Americans) viewed health promotion behaviors, such as exercising,

getting enough sleep, and eating fruits and vegetables, as outgroup-defining behaviors and

unhealthy behaviors as ingroup-defining behaviors. Oyserman et al. (2007) also investigated

the effects of increasing the salience of racial identity among racial minorities. When the

minority participants’ social identities were made salient (via contrasting them to a White

middle-class social identity), they expressed more feelings of fatalism about improving their

health and had more difficulty correctly identifying health-related knowledge.

Non-minority physicians—There is more than ample evidence that racial minorities

receive less appropriate and aggressive healthcare than members of racial majorities.

Disparities have been found in the general level of care Black and White patients receive

(Harris, Andrews, & Elixhauser, 1997; Lee, Gehlbach, Hosmer & Baker, 1997) and in the

treatment of specific diseases. These disparities cut across specific mental and physical

diseases, and healthcare settings (IOM, 2003). Regarding mental health, racial minorities are

less likely to receive mental healthcare and receive poorer quality care when they are treated

(DHHS, 2001; Wang, Berglund, & Kessler, 2000; Young, Klap, Sherbourne, & Wells,

2001). For example, Mallinger and Lamberti (2007) studied Black and White patients with

schizophrenia who were receiving antipsychotic medications. They found that Black patients

were less than likely than White patients to receive other medications to control the ancillary

symptoms of schizophrenia. Mental healthcare disparities remain even when SES and

relevant demographic factors are controlled (Snowden, 2003).

Turning to physical health, racial disparities are also found in the treatment of cardiac

disease and many different cancers, including breast, lung, prostate, colorectal and other

gastrointestinal cancers (e.g., Berger, Lund, & Brawley, 2007; Griggs, Sorbero, Stark,

Heininger, & Dick, 2003; Lin & Virgo, 2013; Morris et al. 2008; Shavers et al., 2004;

Underwood et al., 2004). One might expect that in situations in which swift and decisive
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action is required racial healthcare disparities might disappear, but treatment disparities also

exist in emergency room settings. For example, racial minorities with symptoms of a heart

condition are less likely than White patients to receive analgesics, and their myocardial

infarctions are more likely to be missed. These disparities exist even when one controls for

levels of disease severity and factors such as SES, demographic characteristics and

insurance availability (Pope et al., 2000; Todd, Deaton, D’Adamo, & Goe, 2000; Todd, Lee,

& Hoffman, 1994; Todd, Samaroo, & Hoffman, 1993). Finally, healthcare disparities can be

found in pediatric practices as well. In a study of over one million medical encounters,

Gerber et al. (2013) found that physicians were significantly less likely to give antibiotics to

their Black than their White patients, and if antibiotics were given to Black children they

were less likely to be broad spectrum drugs.

It would be an oversimplification to attribute these and a host of other treatment disparities

simply to physician race-related thoughts and feelings. Treatment disparities are a complex

social problem with multiple causes, many of which are likely at the societal level of

explanation, and of course, patient preferences and decisions play important roles in what

treatments are provided. In this section, we only consider those treatment disparities that

theory or empirical evidence suggest may be due to race-related intrapersonal processes

among physicians. As was the case with patient effects, we rely heavily on theories that have

their origins in social categorization and social identity processes. These include stereotype

activation, contemporary racial bias, and cognitive load.

Stereotype activation, stemming from social categorization among physicians, may at least

partially explain the apparent contradiction between the widely expressed condemnation of

bias in medical care by healthcare professionals and the well-documented treatment

disparities that continue to exist. van Ryn and her colleagues (van Ryn, 2002; van Ryn,

Burgess, Malat, & Griffin, 2006) have proposed a social-cognitive model that uses social

categorization processes to explain how patients’ race influences physicians’ diagnosis and

treatment decisions. According to this model, physicians more or less automatically

categorize their patients into social groups based on race, which is often the most salient

social group cue. Upon categorization, stereotypes and prejudice associated with racial

groups in which the patient is categorized are activated.

These activated stereotypes then influence physicians’ perceptions of patients and

expectations about patient adherence, which in turn affect physicians’ treatment decisions.

For instance, it has been shown that physicians stereotype Black patients as poorer, less

educated, less intelligent, less trustworthy, more likely to engage in risky health behaviors,

and less likely to comply with medical recommendations than White patients (e.g.,

Moskowitz et al., 2011; Sabin, Rivara, & Greenwald, 2008; Street, Gordon & Haidet, 2007;

van Ryn & Burke, 2000). These negative stereotypes and expectations about Blacks may

further influence physicians’ treatment decisions, such that they may be less likely to

recommend an appropriate treatment for Black than White patients (Bogart, Catz, Kelly, &

Benotsch, 2001; van Ryn et al., 2006). For example, van Ryn et al. (2006) examined

physicians’ decisions to recommend coronary bypass surgery for Black and White patients

with the same cardiac conditions. They found that physicians were more likely to

recommend this procedure to Whites than Blacks, but this effect was fully mediated by the
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physicians’ perceptions that the Black patients were less educated and had a less active

lifestyle. Moskowitz et al. (2011) have also shown that physicians trust non-White patients

less than White patients when prescribing opioid analgesics; this occurs despite the fact that

rates of illicit use and opioid analgesic misuse between these two groups are similar.

Stereotypes activated by social categorization also influence how people interpret others’

behaviors and intentions (Duncan, 1976). Explicit and implicit stereotypes associated with

social categories may therefore also influence physicians’ diagnostic assessments. As an

example, Hirsh, Jensen, and Robinson (2010) found that nurses evaluate pain expressed by

patients differently based on their beliefs and expectations as to how individuals with certain

social characteristics would react to pain. More recently, Moskowitz, Stone, and Childs

(2012) used a priming paradigm and found that White doctors were faster to recognize

diseases and conditions such as HIV, drug abuse, obesity, and stroke after being

subliminally primed with a Black face (compared to a White face). Moskowitz et al. thus

concluded that physicians’ initial reactions to patients may be influenced by racial/ethnic

stereotypes about the frequency of certain diseases (including behavior disorders such as

drug abuse) among Blacks relative to Whites. This stereotyping may lead to misdiagnoses

and inappropriate treatments. Importantly, in neither the Hirsch et al. or Moskowitz et al.

study did the participants have any conscious awareness of their biases. These findings

suggest that healthcare professionals may be biased “even in the absence of the

practitioners’ intent or awareness” (Moskowitz et al., 2012, p. 996).

No study to date has systematically examined how accurate physicians’ negative stereotypes

about racial minority patients are. However, as noted above, racial minorities are indeed less

likely to adhere to physicians’ medical recommendations (Bogart et al., 2010; Saha et al.,

2010) and keep appointments (LaVeist et al., 2003). Thus, as with any other stereotypes,

there may be some basis to some of physicians’ expectations about racial minority patients.

Nevertheless, the major problem with stereotype activation is that negative expectations

based on stereotypes are generalized to the entire social group regardless of whether

particular individuals actually possess stereotypical characteristics. Furthermore, when

physicians act on their negative expectations about racial minority patients, the patients may

ultimately confirm the negative expectations by acting in accord with these negative

stereotypes (i.e., self-fulfilling prophecy; Merton, 1948), thus resulting in a vicious circle.

For example, physicians who expect their minority patients to be less adherent to their

medical recommendations may devote less time to discussing the condition and treatment

with minority patients, which then leads minority patients to understand the

recommendation less well. This lack of understanding the doctor’s recommendation, in turn,

may produce less adherence – creating the self-fulfilling prophecy in the medical encounter

(see also Perloff, Bonder, Ray, Ray, & Siminoff, 2005).

Within the medical profession, explicit expressions of racial bias are especially rare, and

behavior that might represent such bias in medical care is widely and vigorously condemned

(Green et al., 2007; Penner Albrecht, Orom, Coleman & Underwood, 2010; Penner, Eggly,

Griggs, Orom, & Underwood, 2012). Despite this, there is evidence of more subtle, perhaps

often unintentional, contemporary racial bias. The majority of physicians show a moderate

to strong implicit preference for Whites relative to Blacks (Sabin, Nosek, Greenwald &
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Rivara, 2009; Sabin et al., 2008). Moreover, such biases do affect treatment decisions. For

example, in a vignette study, Green et al. (2007) found that implicit racial bias affected

physician recommendations for Black patients with acute coronary syndromes. As implicit

racial bias increased, so did the likelihood that physicians would treat a White patient more

aggressively and appropriately than a Black patient. More recently, Sabin and Greenwald

(2012) used vignettes involving pediatric patients and found that as physicians’ pro-White

bias increased, their willingness to prescribe narcotics for Black children with pain due to

surgery decreased.

Theories of contemporary racial bias, such as Aversive Racism Theory (e.g., Dovidio &

Gaertner, 2004; Gaertner & Dovidio, 1986), Symbolic Racism (Kinder & Sears, 1981), and

the Justification-Suppression Model (Crandall & Eshleman, 2003), would lead us to expect

that such discriminatory actions are most likely to occur when a situation allows people to

rationalize that their actions toward racial minorities are not due to racism but due to

something else. In the health context, one situation in which this may occur is when the

guidelines or cues for appropriate medical decisions are somewhat ambiguous. For instance,

few guidelines for treating pain exist because many patients’ reports of pain are diffuse,

nonspecific, and difficult to empirically verify and quantify (Green et al., 2003). Studies

have shown that, as predicted by these theories, across a variety of different kinds of pain

and medical settings, racial minority patients are more likely to be undertreated for pain than

Whites (e.g., Burgess, van Ryn, Crowley-Metoka, & Malat, 2006; Green et al., 2003).

Burgess et al. (2006) argued that implicit stereotypes about Blacks (e.g., less accurate in

their self-reports, more likely to abuse drugs) may cause physicians to either underestimate

the seriousness of the pain or overestimate the likelihood a patient might abuse pain

medications. However, importantly, in this situation, physicians could also rationalize the

under-treatment of Blacks by using other factors that are much more justifiable and

apparently nondiscriminatory (e.g., patients’ inability to accurately describe pain;

differences in ability to tolerate pain) than their bias against Blacks. Trawalter, Hoffman,

and Waytz (2012) found that people believe that Blacks and individuals from lower SES feel

less pain when injured than White upper SES individuals. Such biased perceptions may also

be held by physicians.

Finally, we consider some circumstances in which physicians may be more likely to make

less appropriate diagnosis and treatment decisions for racial minority patients than racial

majority patients. The cognitive load that physicians experience when making their

decisions may be a significant factor in their responses to minority, relative to majority,

patients. A depletion of cognitive resources due to increased cognitive load is likely to

increase the probability that people will engage in automatic rather than controlled cognitive

processes because they need to prioritize multiple cognitive processes. When one encounters

a member of an outgroup, the activation and application of social categories are rather

automatic and require minimum cognitive efforts, whereas individuation of that person

requires conscious efforts (Brewer, 1988; Fiske, Lin & Neuberg, 1999). Therefore, when

people are under high cognitive load, they are more likely to rely on social categories and

stereotypes as opposed to individuating information (Bodenhausen & Wyer, 1985).
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As mentioned earlier, Richeson and Trawalter (2005) showed that racially discordant

interactions often activate Whites’ need to self-regulate their behaviors in order to avoid

appearing to be racist. This engagement in self-regulation depletes their cognitive resources.

Because contemporary physicians are encouraged to act and treat all patients in the same

way, they are likely to engage in self-regulation which in turn results in depletion of

cognitive resources. Additionally, among physicians, such effects may be exacerbated by

their workload. In most industrialized countries, caseloads and work demands on physicians

have increased dramatically (Shirom, Nirel, & Vinokur, 2006). Thus, physicians may be

more inclined to rely on stereotypes associated with their patients’ racial groups as they

make diagnostic and treatment decisions in higher-stress clinical situations.

In summary, intrapersonal processes in the form of explicit and implicit race-related

thoughts and feelings affect what minority patients and their physicians think and do in

regard to healthcare. Although some of the theories and models we have presented have not

been directly tested in healthcare settings, those that have provided substantial evidence for

the utility of social psychological theory for an understanding of how intrapersonal

processes can help us understand racial healthcare disparities.

Interpersonal-Level Processes

As already discussed, there is a high probability that when a member of a racial minority

group sees a physician, the physician will not be a member of this group (Nunez-Smith et

al., 2012). These racially discordant medical interactions are usually qualitatively different

from racially concordant medical interactions. It has been shown, for example, that, relative

to racially concordant medical interactions, racially discordant interactions are shorter in

length (Cooper et al., 2003), less patient-centered (Johnson, Saha, Arbelaez, Beach, &

Cooper, 2004), less positive (Cooper et al., 2003; Johnson et al., 2004; Street et al., 2007),

and involve fewer attempts at relationship building (Siminoff, Graham, & Gordon, 2006).

Furthermore, White physicians spent significantly less time planning treatment, providing

health education, engaging in informal conversation, and answering questions with Black

than White patients (Oliver, Goodwin, Gotler, Gregory, & Strange, 2001).

We have explored interpersonal-level processes in medical interactions in cancer treatment

settings. We collected data over five years at two large comprehensive cancer centers in

different regions of the US, one in Detroit, Michigan and the other in Tampa, Florida. At the

center of this research are analyses of 235 video recordings of discussions between cancer

patients eligible for clinical trials and their oncologists (see Albrecht, et al., 2008).

Although, one might think the video recording of these interactions would affect the

behavior of patients and physicians, in fact, we have found that after the first minute or so of

the discussions, they pay almost no attention to the camera (Penner, Orom, Albrecht, Franks,

Foster, & Ruckdeschel, 2007)

A portion of these discussions (about 30%) were racially discordant medical interactions

between Black patients and their non-Black physician (either medical oncologists or

oncological surgeons). Our analyses of these interactions focus primarily on communication

between the parties. The studies we describe here do not contain data on either patient or

physician race-related thoughts or affect. They do, however, speak to healthcare disparities.
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For example, we have conducted two separate kinds of analyses to compare how much

information physicians provide to Black and White patients when they discuss clinical trials.

In one study (Penner, Eggly, Harper, Albrecht, & Ruckdeschel, 2007) coders watched the

video and used a checklist to record how many of a list of potential drug side effects were

discussed with patients. Physicians were almost twice as likely to mention any side effects

with White than Black patients (75% versus 45%) and, if side effects were discussed,

Whites had more of them described to them than did Blacks. (The two groups of patients did

not differ in education.)

Eggly, Barton, Winckles, Penner, and Albrecht (in press) conducted a discourse analysis of

discussions of clinical trials with two matched (on SES) small samples of Black and White

patients. In the discourse analysis, transcripts were made of all the conversations. Topic

areas (a set of coherent related utterances about a main idea) were identified from the

transcripts, and then the words spoken by the physician about each of these topics were

counted. Overall the physicians used more words in the discussions with Whites than with

Blacks, and said more words specifically about clinical trials (1867 versus 1090 words;

effect size (d) = 1.06). Furthermore, physicians spoke more about the study purpose and

about risks to White than Black patients (risk: 390 versus 211 words (d = .65).

We have also found that Black cancer patients are less likely than White cancer patients to

receive important general information in oncology settings. Eggly et al. (2011) studied the

frequency of direct questions (that is, questions that directly place the burden on the

physician to respond, such as, “Will I lose my hair if I have chemotherapy?”) and indirect

questions (e.g., “My sister’s hair fell out when she received chemotherapy.”). Eggly et al.

found that Black cancer patients, as compared to White cancer patients, asked fewer

questions, and a smaller proportion of these were direct questions (also see Gordon, Street,

Sharf, Kelly, & Souchek, 2006). These findings point to the fundamentally different nature

of the interpersonal exchange that occurs in racially discordant than racially concordant

medical interactions.

We now consider some of the social psychological processes that may explain these effects.

Because the behavior of patients and physicians is highly interdependent in medical

interactions, we discuss the influence of social psychological processes on the patient-

physician interaction rather than on patients and physicians separately.

Social identity—As previously discussed, the process of social categorization, which

conserves cognitive resources, makes social identity more salient and provides the basis for

intergroup bias (Otten & Moskowitz, 2000). According to Social Identity Theory (Tajfel &

Turner, 1979), when group membership becomes salient, as often occurs in racially

discordant medical interactions, people derive their self-image from the social categories to

which they perceive themselves as belonging. Thus, they strive to achieve or maintain

positive social group images.

Group membership is very likely to be salient in racially discordant medical interactions as

racial membership (i.e., racial minorities vs. racial majorities) is one of the most frequently

used features for categorizing people into different social groups. Consistent with this,
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Street, O’Malley, Cooper and Haidet (2008) reported that patients feel more personal and

ethnic shared identity with their physician in racially concordant than racially discordant

medical interactions. Several processes are associated with social identity and attempts to

achieve or maintain positive social group images. We posit that these processes may

contribute to racial disparities in the quality of medical interactions. Communication across

group lines is often less effective than within groups not only because people are generally

less accurate at perceiving expressions of emotion displayed by outgroup than ingroup

members (Elfenbein & Ambady, 2002; Young & Hugenberg, 2010), but also because they

are biased in their misperceptions. For instance, people are more likely to perceive a hostile

face as belonging to an outgroup member (Dunham, 2011) and to misinterpret neutral facial

expressions as conveying anger for outgroup than ingroup members (Hugenberg &

Bodenhausen, 2004).

One way to achieve or maintain positive images of one’s own social group is to perceive,

evaluate, and treat ingroup members more positively than outgroup members (i.e., ingroup

favoritism) and/or outgroup members more negatively than ingroup members (i.e., outgroup

derogation; see Dovidio & Gaertner, 2010). At the same time, ingroup members tend to see

members of outgroups as homogeneous (Boldry, Gaertner, & Quinn, 2007) and are less

trusting of them than members of their own group (Foddy, Platow, & Yamagishi, 2009). In

addition, they also expect that outgroup members will be biased against them as well (Judd,

Park, Yzerbyt, Gordijn, & Muller, 2005). These differential responses to ingroup versus

outgroup members are likely to affect the quality of racially discordant medical interactions.

Because both patients and physicians are likely to strive to achieve or maintain their positive

racial group images, they may engage in ingroup favoritism, outgroup derogation, or both.

As a consequence, healthcare disparities based on ingroup favoritism would likely reflect

particularly positive affect toward ingroup patients/physicians, whereas healthcare

disparities based on outgroup derogation would reflect negative affect toward outgroup

patients/physicians.

Divergent interaction goals—Another way to achieve or maintain positive social group

images is to present oneself in a positive manner. Shelton, Richeson and their colleagues

(e.g., Bergsieker, Shelton & Richeson, 2010; Shelton, Richeson, Salvatore, & Trawalter,

2005) propose that in interracial interactions, individuals’ salient social identities are each

associated with different or even conflicting interaction motives or goals. Specifically, in

such interactions, participants from racial majority groups may be concerned with not

appearing to be prejudiced, while racial minority participants may be equally concerned with

not being the target of prejudice or discrimination (Richeson, Trawalter, & Shelton, 2005;

Shelton et al., 2005) and/or not confirming racial stereotypes (Bergsieker, et al., 2010). In

support of this latter proposal, Bergsieker et al. (2010) found that Latinos and Blacks, but

not Whites, were much more concerned with being respected and seen as competent when

they were in racially discordant dyads than in racially concordant ones. These divergent

interaction goals of majority and of minority participants may undermine effective

communication between them. For example, in a recent analysis of physician-patient

interdependence in racially discordant medical interactions Hagiwara, Kashy and Penner

(under review) found that non-Black physicians’ perceptions of the extent which they and
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their Black patients were working as a team during a medical interaction were essentially

orthogonal to the patients’ perceptions of “teamness.” This kind of lack of convergence in

perceptions of the interaction is seen by many researchers as a major cause of disparities in

minority use of healthcare services (Ashton et al., 2003).

Additionally, when individuals are concerned with self-presentation, they often engage in

self-regulation. As described above, self-regulation requires cognitive resources as

individuals try to monitor for undesirable behaviors while executing more desirable

behaviors during medical interactions. Because cognitive resources are limited, individuals

engaging in self-regulation often are unable to attend to other tasks (Engle, Conway,

Tuholski, & Shisler, 1995; Hartley & Adams, 1974; Muraven & Baumeister, 2000). This

self-focus may result in individuals appearing to lack interest in their interaction partners.

For instance, Shelton et al. (2005) found that when Whites self-regulated their behaviors,

apparently to avoid appearing biased, Blacks interpreted this excessive self-regulation as a

lack of interest in them. These findings suggest that divergent interaction goals of minority

patients and majority physicians and their attempts at self-regulation to attain these goals

could result in ineffective communication during medical interactions. Poor communication

during the medical interaction, in turn, could also result in more negative feelings after a

medical interaction, even if these feelings did not exist prior to the interaction. Some

empirical support for this conjecture comes from Gordon et al. (2006), who studied trust

among Black and White lung cancer patients. Gordon and colleagues reported that while the

two groups did not differ on trust of the oncologists prior to the interaction, Black patients

had lower post-visit trust than White patients. Patient perceptions of how the physician

communicated with them (e.g., how informative, how supportive the physician was)

predicted post-visit trust.

Intergroup anxiety and stress—Intergroup anxiety and stress is another process that

may also shape racially discordant medical interactions. The theory of intergroup anxiety

proposed by Stephan and Stephan (1985) also provides a possible explanation for why the

quality of racially discordant medical interactions is often poorer than that of racially

concordant ones even when physicians and patients may not hold negative attitudes toward

and/or perceptions of one another. According to the intergroup anxiety theory, people’s

expectations that their interactions with outgroup members can go wrong can often result in

intergroup anxiety. This general negative arousal, in turn, may result in a desire to minimize

interactions with outgroup members or even in hostility toward outgroup members (Islam &

Hewstone, 1993).

However, as already noted, physicians and patients often cannot avoid racially discordant

medical interactions. Thus, racially discordant interactions may often be awkward,

threatening, and distressing (Trawalter, Richeson, & Shelton, 2009; Shelton, West, & Trail,

2010). Indeed, Trawalter et al. (2009) propose that people’s behavior in racially discordant

interactions can be understood as “initial stress reactions and subsequent coping responses”

(p. 243). Under such circumstances, the choice of how to cope with this stressor depends on

whether the person sees the situation as a challenge or a threat (Blascovich, Mendes, Hunter,

Lickel, & Kowai-Bell, 2001). If people feel they have enough resources to cope with the

stressor, they are likely to perceive the stressor as a challenge and respond in an effective,
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productive manner. By contrast, if people believe they do not have enough resources to cope

with the stressor, they see it as a threat and their response is likely to lead to a negative and

unproductive interaction. Threatened individuals may, depending on perceived resources,

antagonize their partner, psychologically withdraw from the interaction, or as suggested

above, overcompensate (Trawalter et al., 2009). All of these responses are consistent with

the descriptions of racially discordant medical interactions provided earlier in this section.

Explicit and implicit attitudes—Much of our own recent research has focused on the

influence of physicians’ implicit attitudes, both directly and in combination with their

explicit attitudes, on the interpersonal-level dynamics of medical encounters. As we have

already discussed, race-related thoughts and feelings can affect non-Black physician and

Black patient healthcare-related thoughts, feelings, and actions independent of actual

interactions between them. In this section, we consider how race-related affect and

cognitions can affect the quality of racially discordant medical interactions. We illustrate

several of these processes with our own research in this area, which highlights the

distinction between explicit and implicit racial bias. As already noted, although there is

typically an association between explicit and implicit processes, this association is often

rather small. Furthermore, explicit and implicit racial bias can influence behaviors in

different ways (Bargh, 1999; Dovidio & Fazio, 1992; Fazio, 1990). More specifically,

explicit bias generally predicts deliberative, controllable behaviors, whereas implicit bias

generally predicts spontaneous behaviors that are hard to monitor and control (Chen &

Bargh, 1997; Dovidio, Kawakami, & Gaertner, 2002; Wilson et al., 2000). Thus, individuals

may not be able to self-regulate undesirable behaviors stemming from implicit bias, which

would affect their interactions with people who are the object of this bias.

The impact of implicit physician bias on racially discordant medical interactions has been

the focus of much of our research on health disparities. Earlier, in the section on

intrapersonal-level processes, we briefly discussed two findings from our research at the

primary care clinic showing that if Black patients report experiencing more racial

discrimination in their everyday life (Penner et al., 2009) and/or feeling less trust in

physicians (Hagiwara et al., 2013), they are less likely to adhere to a non-Black doctor’s

medical recommendations. In this section, we discuss a series of studies related directly to

interpersonal-level processes that draw on various measures in the longitudinal database

collected on this sample of Black patients and their physicians at the clinic. Thus, we offer

more details of the social environment and research procedures to provide a context for the

work.

The clinic is in the inner city of Detroit, Michigan. The great majority of Detroit residents

self-identify as Black/African American, and Detroit is one of the most racially segregated

cities in the US (US Census: http://www.census.gov/2010census/). Over two years, we

recruited 156 Black patients at the clinic. (There were three non-Black patients at the clinic

during this time, and their data were excluded from the analyses). The sample was

predominantly female (76%), and all patients had health insurance. Participants were of

quite low SES: 45% had annual family incomes of less than $20,000 USD, which is below

the official US government “poverty level” for a family of four (US Census http://

www.census.gov/hhes/www/poverty/data/threshld/). Another 30% had family incomes of

Penner et al. Page 20

Eur Rev Soc Psychol. Author manuscript; available in PMC 2014 October 04.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

http://www.census.gov/2010census/
http://www.census.gov/hhes/www/poverty/data/threshld/
http://www.census.gov/hhes/www/poverty/data/threshld/


less than $40,000, and almost 30% had less than 12 years of formal education (i.e., did not

graduate from an American high school). There were no systematic effects for patient SES

across our studies, perhaps in part due to the limited range of income in the patient sample.

The physicians were 19 medical residents. Most were East Asian, which is quite common in

the US for primary care clinics in low SES minority communities (IOM, 2003). Ten of the

physicians were women.

Patients were approached by a Black research coordinator when they arrived for a scheduled

medical appointment; 73% agreed to participate. After being consented, patients provided

demographic information and completed the measures that have already been described (i.e.,

experience with discrimination, Brown, 2001; trust in physicians, Dugan, et al. 2005; past

adherence with physicians’ recommendations, Hays et al. 1994; and self-reported health,

Ware et al., 1992) before they saw their physician.

Patients then interacted with the physician. One hundred and thirty-six of these interactions

were video recorded. Immediately following the interaction, patients completed several

measures, including a 14 item measure of the extent to which they believed the physician

was patient-centered (e.g., “How much did the doctor seem interested in you as a person”;

Stewart et al., 2000), and their perceptions of physician warmth/coldness, and their

satisfaction with the encounter (“Overall how satisfied were you with today’s visit with the

doctor?”). The patients also answered items about trust in the physician they had just seen

(e.g. “All in all, I have complete trust in this doctor,” Dugan et al. 2005) and two items that

measured team perceptions (“The doctor and I worked together as a team to solve our

medical problems”; “I felt like the doctor and I were members of the same team trying to

solve my medical problems.”)

As already noted, four and sixteen weeks after the interaction, we sent patients mail

questionnaires asking them about their health (Ware et al., 1992) and their adherence to their

own physician’s recommendations (Hayes et al., 1994). Patients also received the measures

of physician-specific and general trust (Dugan et al., 2005). (Attrition across all the data

collection points was relatively low (about 35%) and controlling for attrition did not change

any findings that we report.

When the physicians enrolled in the study, they provided demographic information, and 15

of them completed measures of explicit racial bias (a combination of racial attitude items

from scales by Brigham, 1993, and McConahay, 1986) and a race-based Implicit

Association Test (IAT; Greenwald, Nosek, & Banaji, 2003). Immediately after the

interactions, physicians completed two team items parallel to those completed by the

patients.

To examine the dynamics of the interpersonal-level processes in these medical interactions,

we (Hagiwara et al., 2013) used the video recorded interactions to examine the amount of

time physicians and patients each talked during the interactions; then they computed ratios

of physician to patient talk time (i.e., physician-patient talk time ratio). Relative talk time

was chosen for several reasons. First, relative talk time is considered a valid measure of

participants’ motivation to dominate an interaction (Dovidio, Brown, Heltman, Ellyson, &
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Keating, 1988; Mast, 2002). Second, there is clinical significance to the relative amount of

time patients and physicians talk during medical interactions because it is believed to be

related to health care outcomes, such as patient satisfaction and adherence. For example,

according to the Patient-Centered Communication Model (Stewart et al., 2000), greater

physician talk time is associated with less patient satisfaction and adherence, while greater

patient talk time is associated with more satisfaction adherence (e.g., Hahn, 2009).

(However, as Hagiwara et al. noted, these relationships have not been specifically tested in

racially discordant medical interactions.) And third, people are better at self-regulating how

explicit racial bias is manifested in more planned behaviors than they are at regulating how

implicit racial bias is manifested in more spontaneous behaviors (Dovidio & Gaertner,

2004). Thus, how much time physicians talk (a relatively spontaneous behavior that nay not

be strongly self-regulated) may systematically reflect physicians’ implicit racial bias.

Overall physicians talked more than patients. In addition, as expected, we (Hagiwara et al.,

2013) found that physicians’ implicit, but not explicit, levels of racial bias influenced the

physician-patient talk time ratio. The higher the level of physicians’ implicit racial bias, the

more they talked relative to physicians with lower levels of implicit bias (see Figure 3a).

That is, more implicitly prejudiced physicians dominated the medical interaction more

verbally. Cooper et al. (2012) reported convergent findings for a separate sample of medical

interactions. Hagiwara et al. (2013) speculated that physicians with higher levels of implicit

bias harbor negative attitudes toward and stereotypes about Black patients (as discussed

earlier, they may see Black patients as less compliant and trustworthy), which might lead

them to want to exert more control during interactions with them. This is manifested in the

association between their implicit bias and how much they talked relative to their patients.

In the same study, we also examined the impact of patients’ reports of previous experiences

of discrimination by Whites on physician-patient talk time ratio. As seen in Figure 3b, the

greater perceived past discrimination patients reported, the smaller was the physician-patient

talk time ratio; that is, participants who reported experiencing high levels of previous

discrimination talked more than those who reported experiencing low levels of

discrimination. The same pattern was observed for trust—the less the trust, the more the

patients talked. At first glance, these findings seem inconsistent with a patient-centered

perspective on medical interactions (Epstein & Street, 2007; Hahn, 2009). In attempting to

explain this inconsistency, Hagiwara et al. argued that greater patient talk time may not

always reflect positive patient reactions to medical interactions. Specifically, we proposed

that in racially discordant medical interactions Black patients may fear that, based on their

prior experiences with bias and mistrust of the physician, they may become the victims of

discrimination. They therefore attempt to assert more control in their medical interactions to

achieve higher quality care. Indeed, consistent with this interpretation of greater talk-time

among Black patients, we found that the smaller the ratios (i.e., more patient talk time

relative to the physicians), the less they subsequently adhered to physician recommendations

(see Hagiwara et al., 2013).

We acknowledge that patient-centeredness is a valid and desired goal for all medical

interactions, but propose that the behaviors associated with patient-centeredness may differ

between racially concordant and racially discordant medical interactions. As, Shelton, West,
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and Trail (2009) have shown, sometimes exactly the same behaviors may be viewed in

different, frequently opposite, ways in same-race interactions and different-race interactions.

Thus, our research further highlights the importance of recognizing and understanding how

the distinctive dynamics of racially concordant and discordant interactions can affect

medical encounters and outcomes.

Physicians’ racial prejudice, implicit and explicit, can have a direct negative impact on the

experience of Blacks in medical encounters, and ultimately on the quality of care that Blacks

receive. For example Cooper et al. (2012) found that higher implicit physician bias was

associated with less positive affect and poorer ratings of interpersonal care from Black

patients. Similarly, Blair et al. (2013) found that higher physician implicit bias was

significantly associated with lower patient-centered care as reported by Black patients.

(Interestingly this relationship was not found among Latino patients.)

In our own work, we have examined how the interaction between explicit and implicit bias

may affect Black patients’ reactions in racially discordant medical interactions. This study

again uses data from participants in the primary care clinic, specifically the 15 physicians

who completed the measures of explicit and implicit racial bais and the patients they saw.

This work was based on Aversive Racism Theory (Dovidio & Gaertner, 2004; Gaertner &

Dovidio, 1986). Aversive racism theory proposes that racial majorities often hold positive

explicit, conscious thoughts about and feelings toward racial minorities that are consistent

with their egalitarian values. However, at the same time they also hold negative implicit,

nonconscious thoughts about and feelings toward these minorities, resulting in discomfort

from the dissociation between their explicit egalitarian values and their implicit negative

feelings toward racial minorities and their fear of appearing to be a racist.

In order to alleviate their discomfort and fear, individuals characterized by aversive racism

(i.e., low explicit-high implicit bias) tend to avoid or disengage from racially discordant

interactions, often without conscious awareness of the reasons for their behavior (Dovidio &

Gaertner, 2004; Gaertner & Dovidio, 1986). However, people often cannot avoid certain

racially discordant interactions. Once engaged in these interactions, people who fit the

profile of an aversive racist may display inconsistent behaviors because they can self-

regulate deliberate behaviors that are usually associated with explicit attitudes (e.g., verbal

behaviors) while they have difficulties self-regulating automatic behaviors that are usually

associated with implicit attitudes (e.g., nonverbal behaviors). These inconsistent behaviors

may elicit negative reactions from members of racial minority groups (Dovidio et al., 2008).

Although the phenomenon of aversive racism was first demonstrated in the context of White

Americans’ response to Blacks, it has subsequently been found with other target minorities

in countries such as Canada, the UK, and the Netherlands (Hodson, Hooper, Dovidio, &

Gaertner, 2005; Kleinpenning & Hagendoorn, 1993; Son Hing, Chung-Yan, Hamilton, &

Zanna, 2008).

The negative consequences of aversive racism may be especially relevant to racially

discordant medical interactions, because for legal and ethical reasons, physicians cannot

typically avoid racially discordant medical interactions. Research on Blacks’ reactions to

racially discordant social interactions (Dovidio et al., 2008; Hebl & Dovidio, 2005) led us to

Penner et al. Page 23

Eur Rev Soc Psychol. Author manuscript; available in PMC 2014 October 04.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



examine whether physicians who fit the profile of an aversive racist may elicit negative

reactions from racial minority patients. In this study (Penner et al. 2010b), we used the

scores on the explicit and implicit racial bias measures described above (i.e., the racial

attitudes scale and the IAT) to identify physicians who, relative to other physicians, showed

the aversive racism profile – that is, low explicit and high implicit bias. We also computed a

composite measure of patients’ perceptions of the patient-centeredness of the interaction,

including the items about patient satisfaction and perceived doctor warmth. We then

compared differences in patients’ experiences in the interactions with physicians reflecting

the four configurations of explicit and implicit physician bias: (a) high explicit/high implicit

(i.e., high prejudiced physicians), (b) high explicit/low implicit, (c) low explicit/high

implicit (i.e., aversive racists), and (d) low explicit/low implicit (i.e., low prejudiced

physicians).

We found that physician explicit bias affected their own perceptions of being on a team with

the patients (i.e., higher bias, less perceived teamness), but had no impact on patient

reactions. However, as can be seen in Figure 4, Black patients who interacted with the

aversive racist physicians were less satisfied with the interaction and felt less positive about

and close to their physicians than Black patients who interacted with other physicians,

including physicians who were high on both explicit and implicit bias. We have also found,

using just the patients who completed the trust measures, that patients trusted the “aversive

racist” physicians significantly less than the other physicians.

Turning to the issue of the role of patient attitudes, we know that patient behavior affects

how physicians communicate with them; for example, contentious patients elicit contentious

communication from their physician (Street et al., 2007). We know of no published work on

how patient race-related attitudes/beliefs may affect physician reactions to them; however a

subsequent analysis of our original patient-physician data (Hagiwara et al., under review)

suggests there may be such a relationship. In this analysis of physician-patient

interdependence in the racially discordant medical interactions, we examined the impact of

patients’ experience with discrimination on their physician’s reactions to the interaction. We

found the more past discrimination patients reported, the less likely their physicians were

see the two of them as a team.

To summarize, at the interpersonal level, racially discordant, relative to racially concordant,

medical interactions are typically characterized by poorer communication and more negative

affect. Social identity theory may provide a general theoretical framework in which to place

many of these negative outcomes. Social identity processes can influence the quality of

racially discordant medical interactions through several paths. People tend to engage in

ingroup favoritism and/or outgroup derogation, which may explain why racial majorities are

more likely than racial minorities to have positive medical interactions. Theories of how

individuals self-regulate their behaviors to achieve interaction goals as well as how

individuals cope with the stress associated with interracial interactions may provide further

insight into why these interactions often have less than positive outcomes even in the

absence of obvious intergroup bias. Contemporary research on explicit and implicit racial

attitudes suggests that these attitudes affect the quality of these interactions and, indeed, our

own work provides substantial support for this. Perhaps the most intriguing finding in this
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regard is that although we currently do not know exactly what behaviors they are reacting to,

Black patients are very good at detecting implicit bias among their physicians and react

negatively to it. Their dissatisfaction and distrust are directly negatively linked to the

likelihood they will adhere to the treatment recommendations their physicians make

(Hagiwara et al., 2013; Penner et al., 2013) and thus how much they may benefit from a

medical interaction.

Thus, as was true with intrapersonal processes, social psychological theories of processes

that occur at the interpersonal (or face-to-face intergroup) level seem to be quite useful in

understanding racial healthcare disparities. In the final section of this article we consider

how these theories may be used to develop effective interventions to reduce these

disparities.

Social Psychological Approaches to the Reduction of Healthcare

Disparities

In this section we consider ways to address healthcare disparities at the intrapersonal and

interpersonal levels. We acknowledge that interventions at the societal level (e.g., increasing

the number of racial minority physicians) are critical and necessary to fully address

healthcare disparities. However, discussion of these societal-level interventions is beyond

this review’s scope. Following a key distinction in our model (depicted in Figure 1), this

section is divided into interventions at the intrapersonal and interpersonal levels. In other

words, we consider interventions based on social psychological theory and research that may

effectively improve the quality of racially discordant medical interactions. At the outset, we

must acknowledge the relative dearth of interventions that specifically target racially

discordant medical interactions. We shall present these and where appropriate also discuss

possible interventions that draw on social psychological theory and research. We discuss

two general kinds of interventions. One kind is interventions that target negative stereotypes

and attitudes towards all members of some racial minority. The goals of such interventions

we describe are to produce general changes in physicians and patients that might affect

healthcare disparities. The other kind is interventions that target a specific racially

discordant interaction. Their goal is to improve the outcome of these interactions by

reducing the impact of negative race-related thoughts and feelings of the specific patient

and/or physician participating in the interaction. One might hope that these effects might

generalize beyond this interaction, but our primary goal is much more modest. We simply

want to reduce healthcare disparities in that interaction.

Intrapersonal Level Processes

In this section we focus on potential interventions that target the race-related thoughts and

feelings patients and physicians may bring to racially discordant medical interactions. First

we consider the racial minority patients.

Racial minority patients—Interventions with racial minority patients have focused on

both cognitive and motivational processes. Specifically, these interventions have addressed

patients’ expectations of bias and the health consequences of identity-based motivations.
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Members of both racial majority and minority groups approach interracial interactions

guardedly and with negative expectations (Mallett, Wilson, & Gilbert, 2008). When racial

minority members expect to be treated unfairly by a majority group member in racially

discordant interactions, they experience negative moods and/or interaction anxiety and may

become defensive during the interactions (Butz & Plant, 2006; Shelton et al., 2005).

Therefore, one target for interventions is to reduce the impact of these expectations on

racially discordant medical interactions.

As noted earlier, Burgess and colleagues (2010) proposed that one manifestation of racial

minority patients expecting to be the target of prejudice and discrimination is the activation

of stereotype threat, wherein minority group patients may worry that their physicians may

negatively stereotype them. Thus, minority patients may not fully and actively participate in

the interaction, lest they engage in behaviors that might reinforce these stereotypes.

Recently, Havranek et al. (2013) tested the impact of an intervention intended to reduce

stereotype threat among minority patients on the patients’ reactions to racially discordant

medical interactions. In this study, patients were randomly assigned to either a treatment

group, in which they engaged in a values-affirmation exercise shortly before they met with

their physician, or to a control group. Values-affirmation exercises encourage people to

identify personal values that are important to them. Such exercises have been shown to

reduce stereotype threat, presumably due to the positive impact on the self (Burson, Crocker,

& Mischkowski, 2012). The interactions were audio recorded. Patients who engaged in the

values affirmation exercise asked for more information about their medical condition during

the interactions and reported a less negative mood after the interactions, as compared to

patients in the control group. Additionally, independent coders rated these patients as more

friendly and responsive during the interactions.

The goals of medical interactions extend beyond accurate diagnosis and the best treatments.

Today, most medical facilities also emphasize steps that people can take to prevent diseases.

Indeed, there is already a very large public health and communication literature on

persuasive messages that target and attempt to change health-related beliefs and behavior

(Thompson, Dorsey, Miller, & Parrott, 2008). Recently, communication researchers have

proposed that health messages should be tailored based on the target’s social identity

(McQueen & Kreuter, 2010). This approach is based primarily on classic models of

persuasive communication (e.g., increasing source credibility and/or the relevance of the

persuasive message).

We would suggest another approach based on Oyserman and colleagues’ report of their

efforts to change identity-based motivations in middle school students. Oyersman, Bybee,

and Terry (2006) targeted racial minority students’ self-concepts, social identity, and

academic achievement. They developed classroom exercises aimed at connecting students’

“possible selves” (i.e., how they see themselves in the future) and their social identity.

Specifically, the classroom exercises encouraged minority students to see their “possible

selves” as congruent with a social identity that was associated with academic success. The

primary means to do this was to have students think about another student and/or adult with

whom they identified, who provided a model of their academically successful possible self.

This intervention was successful and had substantial long-term academic consequences for
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the students. For example, relative to comparable students who did not receive the

intervention, the targeted students had fewer school absences and higher grades and scores

on standardized tests. Moreover, these effects persisted over time. It would seem useful to

explore whether similar interventions that target self-concept and social identity might be

developed for health-related behaviors among racial minorities.

Physicians—At both explicit and implicit levels, non-minority physicians tend to harbor

negative feelings towards members of racial minorities and hold negative stereotypes about

minority patients. Thus, interventions that target these attitudes and beliefs might serve to

reduce healthcare disparities.

These interventions target people’s general stereotypes and attitudes that affect reactions to

some target group, including their thoughts, feelings, and actions when they interact with

members of that group. Burgess and colleagues (Burgess, van Ryn, Dovidio, & Saha, 2007)

argued that changes in physician training will reduce the impact of ingroup bias and race-

related stereotypes and attitudes on healthcare. Most medical schools (at least in the US)

now require training in “cultural competency”—“a set of attitudes, skills, behaviors and

policies enabling individuals to establish effective interpersonal and working relationships

that supersede cultural differences” (Price et al., 2005, p. 578). The term cultural

competency training covers a host of different approaches, but in the training models that

have been empirically evaluated, do not directly address intergroup relations or racial bias

(Lie, Lee-Ray, Gomez, Bereknyei, & Braddock, 2010). Burgess et al. (2007) recommended

teaching medical trainees about the nature of stereotyping, thus increasing their

understanding that even negative stereotypes are a pervasive social phenomenon that can

unintentionally shape medical decision making and interactions. This type of training should

help them to devise strategies to counteract stereotypes rather than try to deny or suppress

them. At a conceptual level, we would agree that such an approach has value. In fact, this

approach is consistent with findings from the social psychological literature showing that,

with some practice, people can develop strategies to counteract the influence of implicit

racial bias on their explicit thoughts, feelings, and actions (e.g., Monteith, Arthur, & Flynn,

2010). However, given the other demands on medical education to prepare trainees for the

current rapidly-changing healthcare environment, these kinds of programs will need to be

integrated into already crowded medical curricula, which may make them less feasible or

effective.

Although it may be difficult to directly address medical trainees’ race-related thoughts and

feelings through special training, it might be possible to modify the training experience in

ways that reduce racial stereotypes and the anxiety and uncertainty that often accompanies

interracial interactions. Allport’s (1954) classic contact hypothesis suggests some strategies.

Repeated positive and constructive contact between ingroup and outgroup members can

often reduce implicit and explicit negative attitudes and beliefs about members of an

outgroup, as well as negative affective reactions (e.g., anxiety, discomfort, uncertainty) that

often accompany interacting with members of the outgroup; and thus improve intergroup

relations (Brewer & Miller, 1984, Tausch & Hewstone, 2010; Voci & Hewstone, 2003). So,

one way to reduce physicians’ negative race-related feelings during racially discordant

medical interactions is to provide them with multiple opportunities to interact with minority
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patients during their training. This could be done in the context of a widely used training

tool in medical schools--interactions with “standardized patients” (i.e., actors hired to play

the role of patients). That is, one possible way to give medical students experience with

minority patients is simply to increase the diversity of the standardized patients they see, and

provide feedback that specifically addresses those aspects of the interaction that concern

intergroup relations.

It might also be useful to provide students with behavioral scripts before these interactions.

This approach is suggested by a study by Avery, Richeson, Hebl, and Ambady (2009) that

found providing Whites with behavioral scripts to follow before their interactions with

Blacks significantly reduced their anxiety during the interactions. This might serve to

desensitize non-minority physicians to minority patients early in their medical training.

It would also be beneficial to provide non-minority medical students with naturally

occurring contact with equal or higher status individuals from racial minorities, such as

minority medical students or medical school faculty. However, only a small portion of

medical students are from racial minorities, and minorities are also substantially under

represented on medical school faculties (Nunez-Smith et al., 2012). One possible reason is

for this is that, at least in the US, minority medical school faculty members have

significantly lower promotion rates than White faculty (Nunez-Smith et al., 2012). This

limits the opportunities for White students and faculty to have contact with equal or higher

status minority group members.

Other interventions might attempt to reduce physicians’ reliance on racial stereotypes when

they interact with racial minority patients. For example, one might attempt to reduce the

cognitive load of physicians whose practices involve a high percentage of racial minority

patients. Laboratory studies of racially discordant interactions suggest that Whites under low

cognitive load are less likely to engage in social categorization and more able to individuate

their interaction partner than those under high cognitive load (Bodenhausen & Wyer, 1985).

Thus, interventions might be developed to increase physicians’ cognitive resources by

reducing the stress and anxiety associated with their clinical practice. This might involve

organizational interventions, such as reducing patient caseloads through the use of nurses or

other physician “extenders.” Of course, given the fiscal realities of medical practice in the

21st century in almost all countries, it seems that such changes in organizational practice will

not be easy to achieve.

Interpersonal Level Processes

We have argued that one major reason for the less productive and positive communication in

racially discordant medical interactions involves the social biases that physicians bring,

often without conscious awareness, to these formal encounters. Basic social psychological

research and theory can help guide the development of interpersonal-level interventions to

reduce healthcare disparities. In this section, we consider strategies for structuring racially

discordant medical interactions and reshaping social categorization processes to enhance the

effectiveness of racially discordant medical interactions.
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Creating equal status in racially discordant medical interactions—A meta-

analysis conducted by Pettigrew and Tropp (2006; see also Pettigrew & Tropp, 2011) testing

Contact Theory reveals that intergroup contact, and particularly under conditions of equal

status, common goals, acquaintance potential, and support of authorities, has beneficial

effects on intergroup attitudes. Within medical contexts, the Patient-Centered

Communication Model of physician communication (Stewart et al., 2000), which is widely

taught in North American and European medical schools (Mead & Bower, 2000), may serve

to promote these facilitating conditions, especially equal-status relations. Whereas

physician-patient interactions have traditionally reflected marked status distinctions, the

Patient-Centered Communication Model stresses the need for physicians to understand the

patient’s perspective, consider the patient’s psychological and social context, reach a shared

understanding of the patient’s problem and its treatment, and offer patients meaningful

involvement in treatment decisions (Epstein & Street, 2007). A central goal of patient-

centered physician communication is to empower patients to participate actively in medical

interactions. Research shows that patient-centered medical interactions produce more patient

involvement and more positive outcomes (Epstein & Street, 2007).

However, as we have already noted, the effects of patient-centered communication have not

been systematically examined in the context of racially discordant medical interactions.

Moreover, our own research suggests that greater patient participation may not always

reflect physicians empowering patients. Recall that Hagiwara et al., (2013) found that Black

patients who perceived greater past discrimination and reported less trust talked more in

their medical interactions with non-Black physicians. This suggests that this behavior may

have reflected negative rather than positive affect. As a consequence, in these racially-

discordant interactions, greater talk-time by patients predicted less subsequent adherence to

the doctor’s recommendations. Thus, while patient-centered communication may have value

in improving the outcomes of racially discordant medical interactions, it needs to be

empirically evaluated before being implemented as a remedy for the problems associated

with these interactions.

One intriguing, but as yet untested, idea for an intervention to create optimal conditions for

racially discordant medical interactions is to try interventions modeled on Aronson’s Jigsaw

Technique (see Aronson, 2008). The Jigsaw Technique was designed to reduce intergroup

conflict in small groups and emphasizes the importance of each individual’s participation

and of the information each has in the solution of a problem of mutual interest. This

technique can create equal status among the participants. Although this technique was

originally developed to improve diverse classroom environments, it might be meaningfully

modified for medical interactions. For example, framing the medical interaction as one in

which each party has valuable information that the other one needs to solve the “problem”

(i.e., find the correct diagnosis and best treatment plan) might engender a more equal status,

cooperative interaction than is the norm in racially discordant interactions. It would seem

worthwhile to explore this approach to improving racially discordant medical interactions.

The optimal conditions identified by Contact Theory and the dynamics of the Jigsaw

Technique operate to reduce intergroup bias by altering the ways people in these interactions

socially categorize others2. As already discussed, because of the importance of race and
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ethnicity in social relations generally, people automatically and often unconsciously respond

to others primarily based on their race or ethnicity, which can negatively affect racially

discordant medical interactions. Thus, one possible avenue to prevent such outcomes in

interactions is to reduce the likelihood that participants automatically categorize themselves

as members of two different groups. Specifically, positive intergroup contact and

cooperative interdependence, as identified by Contact Theory and the Jigsaw Technique, can

alter physician and patient perceptions of membership in an ingroup and in an outgroup

based on race/ethnicity to more individuated perceptions of one another and/or to

recognition of a shared identity within the context of a specific medical interaction.

To the extent that social categorization processes are a critical factor biasing perceptions and

interpersonal-level processes in racially discordant medical encounters, interventions

targeted more directly at changing the nature of social categorization can help eliminate

healthcare disparities. In the remainder of this section, we discuss interventions designed to

create more individuated impressions or common-group representations (versus different

racial/ethnic categories) in medical encounters.

Individuation of participants in racially discordant medical interactions—
Several models of intergroup relations (e.g., Brewer, 1988; Fiske, et al., 1999) posit that

people do not categorize others into specific social categories when they are provided with

rich individuating information about target individuals. For instance, Turner, Hewstone, and

Voci (2007) have shown that self-disclosure among members of different groups is

associated with an increase in positive attitudes and more heterogeneous perceptions of

members of the outgroup. Consistent with these research findings, Burgess and colleagues

(2007) specifically argued that individuation of a minority patient is an effective way to

reduce the impact of race-related thoughts/feelings on physician reactions to that patient.

We are currently testing an intervention (Eggly et al., 2013) that is partially intended to help

individuate racial minority cancer patients in the eyes of their oncologists. Prior to meeting

the oncologist, minority patients are provided with a list of questions they might ask their

non-minority oncologists during discussions of their treatment and given advice on the best

way to ask them. We believe that patients asking more questions about their specific

condition and treatment will activate more individuated impressions of minority patients

during the interactions. In addition, asking these questions provides an example of an

engaged, interested patient that contrasts with documented physician expectations that

minority patients are unintelligent, uninterested or uncooperative (Green et al. 2007; Sabin,

et al., 2008; van Ryn & Burke, 2008). The patient may be seen as an exception to the social

category, thus diminishing the impact of pre-existing stereotypes on the oncologists’ views

of the patient. As a result, treatment decisions will be more likely to be based on the

particular characteristics of this patient than stereotypes about the group to which he/she

belongs.

2We thank the editor for suggesting the potential usefulness of the Jigsaw Technique in interventions that address healthcare
disparities.
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In the same vein, previous research reveals that minority cancer patients typically receive

less information from their oncologist (Eggly et al., 2011), which may reinforce minority

patients’ stereotypes about nonminority physicians as not interested in or biased against

them (Johnson et al., 2004). Thus, we posit that this intervention will have cascading

positive influences on racially discordant medical interactions. Helping patients to ask more

questions is expected to elicit greater responsiveness from oncologists, which, in turn,

should (based on the psychological literature) undermine patients’ negative stereotypic

perceptions, at least with respect to this particular healthcare provider. That is, greater

responsiveness in the encounter by oncologists may serve to individuate the oncologists to

the patients and thus reduce the impact of the patients’ race-related thoughts and feelings on

the interaction itself and the treatment decisions patients make. Note that this intervention

would not really address the general attitudes and stereotypes that either oncologists or

patients bring to the interactions, but it might reduce the relevance of these feelings and

thoughts to communication during their immediate interactions and the decisions each party

makes.

Of course, one could simply provide physicians and patients with large amounts of

information about one another prior to the interactions, which might also serve to

individuate them. However, promoting individuation by providing patients and physicians

detailed information about one another may not be practical. Physicians may not be willing

or able to invest great amounts of their very limited time exchanging individuating

information with their patients; similarly, patients may not be willing or able to learn about

their physicians as individuals. Furthermore, the stressful aspects of racially discordant

interactions (Richeson & Shelton, 2007) and the time pressures and heavy workload for

many physicians who treat minority patients may increase the cognitive load on such

physicians.

Under these conditions attempts at individuation via increased information may actually

have counterproductive effects. For example, Phillips, Northcraft and Neale (2006) studied

homogeneous and diverse groups working on a complex problem. They found that

individuating members of diverse groups with information about similar attitudes and values

did not increase attraction among them and, in fact, actually resulted in poorer performance

relative to diverse groups that did not receive this information3. These findings suggest that

one might be cautious in providing large amounts of individuating information during

already cognitively taxing racially discordant medical interactions because this information

may further increase the cognitive load. Under such circumstances, physicians may actually

fall back onto racial stereotypes to reduce the cognitive load.

Creating a common identity in medical interactions—Another, possibly more

productive, way to improve the outcomes of racially discordant medical interactions might

be to try to change patients’ and physicians’ perceptions of one another as “us” versus

“them.” Social psychological research has shown that it possible to do this by creating a

common group identity, in which members of disparate groups are induced to focus on their

common interests and goals they share in common (e.g., Gaertner & Dovidio, 2009;

3We thank an anonymous reviewer for pointing out the relevance of Philips et al. (2006) to our argument.
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Gaertner, Dovidio, & Houlette, 2010). The creation of a common group identity has been

found to reduce intergroup bias and increase intergroup trust.

In a recent study (Penner et al., 2013), we attempted to improve the outcomes of racially

discordant medical interactions by creating an intervention to promote common group

identity between the low SES Black patients and their non-Black physicians in our samples

in the Detroit clinic. Prior to their appointment with their primary care physicians, 72 Black

patients completed all the baseline measures described above (e.g., general trust, adherence)

and then were randomly assigned to a treatment group or control group. The 42 patients in

the treatment group received written instructions that introduced the concept of being on a

team with their doctor. They were asked to sign a contract stating that they would be

“partners in a team that is working to solve your medical problems.” To reinforce this

message, treatment-group patients were given buttons and pens with the team name and

team colors. Patients also received 10 suggestions for being part of a team, which were

posted on the wall of the room in which the treatment-condition patients saw their physician.

The 30 patients in the control group received their usual standard of care. The 7 physicians

randomly assigned to the treatment condition received similar instructions at the beginning

of the study and wore the same kind of buttons during the interactions. Each physician

interacted with multiple patients across the course of the study. Patients completed the

measure of physician specific trust and the two team items immediately after the interaction;

4 and 16 weeks later they completed the trust measures again and the adherence measures.

In all the tests of treatment- control differences, we controlled for baseline trust and

adherence measures.

As illustrated in Figure 5, we found that relative to the control group, patients who received

the common identity manipulation showed increased trust in their physicians and in

physicians in general at four and 16 weeks after the interactions. Perhaps more importantly,

16 weeks after the interactions, members of the intervention group adhered to physician

recommendations significantly more than did members of the control group. These findings

reveal the important role of changing the way physicians and patients think of each other

during their medical interactions – from “us” and “them” based on their racial or ethnic

group memberships to “we” in terms of their relationship in this medical context – on

healthcare success. Understanding the psychological mechanisms that underlie intergroup

bias can thus help guide the development of interventions to improve the effectiveness of

medical encounters in ways that particularly benefit minority-group patients, thereby

reducing healthcare disparities.

As we close this section, we might consider which of the two kinds of interventions holds

the greatest promise for reducing healthcare disparities. Ultimately, of course, it is those

interventions that target general negative race-related thoughts and feelings. However, for

the immediate future it may well be most practical and efficacious to target specific medical

interactions and focus attention on improving interactions between racial minority patients

and their physicians. Thus, the most practical and realistic goal is to reduce the impact of

race-related thoughts and feelings on how patients and physicians interact with one another

and, thus improve the outcome of these interactions.
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Summary and conclusions

Around the world, members of racial/ethnic minorities almost invariably experience poorer

mental and physical health than do racial/ethnic majorities. Racial/ethnic disparities in

healthcare play an important role in these disparities in the health of different racial/ethnic

groups. Societal, intrapersonal, and interpersonal level processes involving race-related

thoughts, feelings, and actions play important roles in healthcare disparities. We presented a

social psychological analysis in the exposition of the healthcare disparities model. To do

this, we focused more on processes at intrapersonal and interpersonal levels than on the

societal level, and primarily considered the impact of these processes on racially discordant

medical interactions. At both levels, we saw that a social psychological analysis provides

considerable insight into the reasons why these interactions are typically less positive and

productive than racially concordant interactions. While healthcare disparities have a long

history and are pervasive throughout the world, they are not inevitable and can be reduced, if

not eliminated.

Social psychological theories have much to offer in this regard. Some healthcare disparity

interventions, directly derived from social psychological theories, have already been tested

and seem to hold great promise of improving both communication during and the outcomes

of racially discordant medical interactions. Moreover, there are other untested interventions,

also derived from social psychological theory that hold promise as means to address

healthcare disparities. We believe there is a special benefit to developing such theory-driven

interventions. Presently, many of the interventions directed at healthcare disparities are

largely atheoretical and may often simply apply an intervention that was shown to be

effective in one context to another context, without much consideration of why it was

successful. One important practical drawback of such approaches is that if the intervention

succeeds (or fails), it is very difficult to identify the mechanisms responsible for the

outcomes. Thus, the investigator has little guidance on how to improve the intervention or

apply it to other settings. However, theory-driven interventions which specify and test the

presumed causes of the expected outcome and the mediational processes associated with the

outcomes, are likely to provide valuable heuristic and practical information for future

efforts, whether or not the specific intervention is successful.

We note that there are two excellent reasons for bridging social psychological theory and

racial and ethnic disparities in health and healthcare. First, this pervasive social problem

provides an exciting natural laboratory in which to test theories of intergroup relations and

racial bias. At the same time, psychologists have a potentially important role to play in

applied, practical research intended to reduce health disparities. Thus, this article represents

an argument for a melding of basic and applied research. Thus, addressing the problem of

healthcare disparities may be another example of Kurt Lewin’s (1951) well-known axiom,

“Nothing is as practical as a good theory.”
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Figure 1.
A multi-level model of the causes of healthcare and health status disparities
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Figure 2.
The association between patient trust and subsequent adherence. Copyright © 2013 Elsevier.
Racial attitudes, social control, and adherence in racially discordant medical interactions.

Hagiwara, N. et al., Social Science and Medicine, 87, 123–131.
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Figure 3.
Figure 3a Physician Implicit Bias and Ratio and Patient to Physician Talk Time Ratio*.

Copyright © 2013 Elsevier. Racial attitudes, social control, and adherence in racially

discordant medical interactions. Hagiwara, N. et al., Social Science and Medicine, 87, 123–

131.

Figure 3b Patient Perceived Past Discrimination and Patient to Physician Talk-Time Ratio*.

Copyright © 2013 Elsevier. Racial attitudes, social control, and adherence in racially
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discordant medical interactions. Hagiwara, N. et al., Social Science and Medicine, 87, 123–

131.

Figure 3 Caption Overall physicians talked more tan patients (ratio >1); the larger this ratio,

the more physicians talked relative to patients.
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Figure 4.
Physician Aversive Racism and Black Patients’ Positive Reactions to Medical Interaction*.

Copyright © 2010 Elsevier. Aversive racism and medical interactions with Black patients: A

field study. Penner, L. A., et al., Journal of Experimental Social Psychology, 46, 436–440.

*Figure 4 Caption Patient reactions is a composite of patient satisfaction and perceptions of

their physician (e.g., warm, friendly).
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Figure 5.
Effects of Common Ingroup Identity Intervention on Patient Trust* Journal of General

Internal Medicine.

Copyright © 2013 Springer. A social psychological approach to improving the outcomes of

racially discordant medical interactions. Penner, L. A., et al., General Internal Medicine (e-

pub ahead of print).

*Figure 5 Caption: Black Patients’ Trust of Physicians at baseline and then 4 and 16 weeks

after medical interactions.
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