
Healthcare Stereotype Threat in Older Adults in the Health and 
Retirement Study

Cleopatra M. Abdou, PhD1, Adam W. Fingerhut, PhD2, James S. Jackson, PhD3, and Felicia 
Wheaton, PhD4

1Davis School of Gerontology and Department of Psychology, University of Southern California, 
Los Angeles, California

2Department of Psychology, Loyola Marymount University, Los Angeles, California

3Institute for Social Research, Department of Psychology, and School of Public Health, University 
of Michigan, Ann Arbor, Michigan

4Davis School of Gerontology, University of Southern California, Los Angeles, California

Abstract

Introduction—Healthcare stereotype threat is the threat of being personally reduced to group 

stereotypes that commonly operate within the healthcare domain, including stereotypes regarding 

unhealthy lifestyles and inferior intelligence. The objective of this study was to assess the extent to 

which people fear being judged in healthcare contexts on several characteristics, including race/

ethnicity and age, and to test predictions that experience of such threats would be connected with 

poorer health and negative perceptions of health care.

Methods—Data were collected as part of the 2012 Health and Retirement Study (HRS). A 

module on healthcare stereotype threat, designed by the research team, was administered to a 

random subset (n=2,048 of the total 20,555) of HRS participants. The final sample for the present 

healthcare stereotype threat experiment consists of 1,479 individuals. Logistic regression was used 

to test whether healthcare stereotype threat was associated with self-rated health, reported 

hypertension, and depressive symptoms, as well as with healthcare-related outcomes, including 

physician distrust, dissatisfaction with health care, and preventative care use.

Results—Seventeen percent of respondents reported healthcare stereotype threat with respect to 

one or more aspects of their identities. As predicted, healthcare stereotype threat was associated 

with higher physician distrust and dissatisfaction with health care, poorer mental and physical 

health (i.e., self-rated health, hypertension, and depressive symptoms), and lower odds of 

receiving the influenza vaccine.

Conclusions—The first of its kind, this study demonstrates that people can experience 

healthcare stereotype threat on the basis of various stigmatized aspects of social identity, and that 
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these experiences can be linked with larger health and healthcare-related outcomes, thereby 

contributing to disparities among minority groups.

Introduction

Health disparities exist on the basis of many aspects of identity, including racial/ethnic 

background,1–3 SES,4,5 gender,6,7 age,8,9 as well as indicators of healthy versus nonhealthy 

body weight.10,11 Recently, it has been suggested that health-care stereotype threat (HCST) 

might be one of the overlooked pathways whereby minority and stigmatized identities 

contribute to health disparities.12–15 Stereotype threat is the threat of being personally 

reduced to a group stereotype,16–19 which can lead individuals to avoid stereotype-relevant 

domains. HCST, as a more specific form of stereotype threat, is the threat of being 

personally reduced to group stereotypes that commonly operate within the domain of health 

care, such as stereotypes regarding unhealthy lifestyles and inferior intelligence. The 

experience of HCST—although stemming from social cues and interpersonal experiences 

that result from group-level stereotypes—is a situational, psychosocial phenomenon that the 

authors propose contributes to population-level health disparities. Specifically, the authors 

propose that stereotypes: (1) are salient in healthcare settings for ethnic minorities and 

members of other socially stigmatized groups; (2) can serve as a form of identity threat; and 

(3) ultimately contribute to proximal and distal health disparities. HCST may affect the care 

one receives by impairing working memory20 or creating anxiety,21 which could lead a 

patient to forget or intentionally withhold important information or mistrust medical 

recommendations, and even lead to the avoidance or underutilization of care.13,14 

Importantly, unlike discrimination and other established social determinants of health 

disparities that can be difficult to address or modify, a vast literature shows that stereotype 

threat can be prevented or reduced, such as by emphasizing that a stereotyped trait (e.g., 

intelligence) is malleable,22,23 creating identity-safe environments,24 reframing threat as a 

challenge,25 and utilizing self-affirmation,26–28 among other methods. Stereotype threat can 

also be prevented and reduced from a societal standpoint (discussed in Inzlicht et al.29) and 

within the healthcare domain13,14 via changes in social and health policies that do more to 

promote equality.

The application of stereotype threat to health care is a new phenomenon, with only a handful 

of papers addressing the topic.13,14 In the first published experimental study of HCST, 

Abdou and Fingerhut12 assessed black and white women’s anxiety levels while waiting to 

ostensibly see a physician in a virtual healthcare setting. Those in the HCST condition were 

primed by being asked about their race and ethnic identification at the beginning of the study 

as opposed to at the end and by being exposed to images that were stereotypical (e.g., a 

poster of a young black pregnant woman) or neutral with respect to the reproductive health 

of black women, thus invoking threat or not. As predicted, highly identified black women 

reported higher levels of anxiety under threat than did their white counterparts, a difference 

that disappeared when threat was not present.

Thus far, the work on HCST has been limited in at least two ways. Among these is the 

singular focus, to date, on racial/ethnic identity as the source of HCST.12–15 Second, 

existing work has yet to empirically demonstrate the link between HCST and downstream 
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health outcomes and larger health disparities. The objective of the present study was to 

begin remedying these limitations by assessing the extent to which people fear being judged 

in healthcare contexts on a variety of characteristics, not just race/ethnicity, and to connect 

these threats to larger health outcomes. To the extent that stereotype threat theory is 

applicable to the healthcare domain, people who possess a particular stigmatized identity 

should be more likely to report HCST, or the fear of being judged by that identity when 

seeking health care, and the people who are reporting fear of being judged should be more 

likely to experience disparities in health care and broader health outcomes.

Methods

Data Source

Data were collected as part of the 2012 wave of the Health and Retirement Study (HRS), 

including a module on HCST, which was designed by the research team. The HRS is a 

longitudinal study that began in 1992 and surveys approximately 26,000 Americans aged 

≥50 years and their spouses every 2 years. The HRS collects extensive data on demographic, 

social, economic, and health characteristics. A random subsample (n=2,048) of the 20,555 

individuals participating in the 2012 wave of HRS was administered the HCST module. A 

total of 1,746 answered preliminary questions, and, of those, 1,479 had seen a doctor in the 

previous 2 years and were asked HCST-related questions. In comparison to those who had 

seen a physician in the past 2 years, those who had not were more likely to report poor self-

rated health and dissatisfaction with health care; they were also far less likely to have had 

the influenza vaccine. Given this, the sample may have been relatively healthier than the 

larger HRS and overall population.

Measures

HCST was measured with three questions across six different aspects of identity. 

Participants were asked: (1) When you visit the doctor, do you worry that the doctor or other 

medical staff make judgments about you because of your [race/ethnic background, gender, 

age, weight, money, other reason]?” and could respond yes or no. The “other reason” 

question was not included in this analysis because, ultimately, it was unclear whether 

individuals had identity-related concepts in mind when they chose this option and, therefore, 

whether the reasons were relevant in the context of HCST. The individuals who reported 

HCST with respect to a particular identity were then asked (2) if they worry that they might 

act in ways that justify such judgments and (3) whether they think that judgments affect the 

quality of health care they receive.

Health outcomes were selected to reflect global physical and mental health status. These 

included self-rated health, diagnosed hypertension, and depressive symptoms. Respondents 

were asked whether their health was excellent, very good, good, fair, or poor. Those who 

reported fair or poor health were considered to have poor self-rated health. Respondents 

were considered to have hypertension if they had ever been told by a doctor that they had 

high blood pressure or hypertension. Depressive symptoms were defined as feeling sad, 

blue, or depressed for ≥2 weeks in a row in the last 12 months.
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Perceptions of health care were assessed as physician distrust and dissatisfaction with health 

care. Responses to three dichotomous items were averaged to calculate physician distrust, 

including disagreement with the statement (1) you completely trust the doctor’s judgment 

about your medical care and agreement with the statements (2) you worry that the doctor is 

judging you based on the private information you discussed and (3) you worry that the 

doctor is testing you for things that you don’t know about. Dissatisfaction with health care 

was defined as being somewhat or very dissatisfied overall about the quality, cost, or 

convenience of health care. Finally, preventative health care was indicated by whether or not 

in the past 2 years the respondent had received the influenza vaccine.

Control variables included age in years, gender, race/ethnicity, education, household 

income, and lack of health insurance. Race/ethnicity was defined as black, Latino, white, or 

other. Education was categorized as no degree, high school diploma or General Educational 

Development test, some college or college degree, and master’s or other professional degree. 

Household income was the sum of all income reported by the respondent and their spouse (if 

applicable) in dollars. This measure was natural log transformed because of its skewed 

distribution. Lack of health insurance was defined as not having any type of public (e.g., 

Medicare, Medicaid) or private health insurance.

Statistical Analysis

First, the authors examined the demographic and health-related characteristics of the sample 

and examined the prevalence of HCSTs. Second, logistic regression was used to test whether 

each type of HCST was associated with the specific stigmatized social identity (e.g., race 

predicts race-related HCST). Third, the association between HCST and each health outcome 

(poor self-rated health, diagnosed hypertension, and depressive symptoms) was tested in 

logistic regression models controlling for sociodemographic characteristics. Fourth, logistic 

regression was used to test whether HCST was associated with dissatisfaction with health 

care and use of preventative care, controlling for sociodemographic characteristics and also 

health status (poor self-rated health, six chronic health conditions, and an index of symptoms 

experienced in the past 2 years), as health is likely to influence one’s utilization of health 

care (or contact with the healthcare system). Ordinary least squares regression was 

employed for the model of physician distrust, a continuous measure that was converted to z-

score for analysis. Finally, logistic regression was used to identify sociodemographic and 

health characteristics associated with belief that one acts in ways that justify judgments and 

that judgments affect care among those who reported one or more threats. All analyses were 

performed using the SVY command, which accounts for complex sampling design in Stata, 

version 13.1.

Results

Table 1 summarizes the sociodemographic characteristics of the sample as well as 

descriptive statistics for the HCST measures and dependent variables. Mean age was 65.9 

(SD=10.1) years, and 56% were female. Approximately 10% were black, 5% were Latino, 

82% were white, and 3% were other. The majority of respondents (56%) had a high school 
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diploma or General Educational Development test. Median household income was $47,000 

and about 5% lacked health insurance.

Seventeen percent of respondents reported HCST with respect to one or more aspect of their 

identities, with the prevalence of specific types of HCST ranging from just >2% for race/

ethnicity and gender to 8.3% for age and weight (Table 1). Logistic regression results 

indicated that age was positively associated with age-related HCST (OR=1.03, p=0.005). 

Compared with whites, blacks (OR=7.44, p<0.001) and Latinos (OR=11.05, p<0.001), but 

not those of other race, had higher odds of reporting race-related HCST. Household income 

and level of education were not significantly associated with money-related HCST, except 

that relative to those with no degree, those with a master’s or professional degree had 

marginally statistically significant lower odds of reporting HCST (OR=0.18, p=0.053). 

Gender was not significantly associated with gender-related HCST; however, the OR was in 

the predicted direction (with women reporting higher levels of HCST than men). Finally, 

compared with normal-weight individuals, those who were overweight (OR=3.58, p=0.004) 

or obese (OR=25.40, p<0.001) had significantly higher odds of reporting weight-related 

HCST.

Regarding health outcomes (Table 2), logistic regression analyses showed that those who 

reported experiencing HCST on the basis of one or more aspects of identity had higher odds 

of poor self-rated health, hypertension, and depressive symptoms compared with those who 

experienced no HCST, holding sociodemographic characteristics constant.

Findings for healthcare perceptions and use of preventative care are summarized in Table 3. 

Ordinary least squares regression results for physician distrust indicated that those who 

experienced one or more types of HCST reported higher average physician distrust, with a 

greater effect size among those who perceived two or more types of HCST. Similarly, those 

who reported two or more types of HCST had higher odds of being dissatisfied with health 

care and had lower odds of receiving the influenza vaccine compared with those who 

reported no threat.

Finally, among those who reported one or more types of HCST, those who reported two or 

more types of HCST had 3.8 times greater odds of worrying that they acted in ways that 

justified judgment(s) by healthcare providers and 8.3 times greater odds of thinking that 

judgment(s) by healthcare providers affect the quality of care they receive (Table 4).

Discussion

This naturalistic observation of older adults is an important demonstration of the existence 

of HCST. In addition to corroborating the first set of experimental findings to exist on the 

topic of HCST (i.e., Abdou and Fingerhut12), this study demonstrates that HCST exists in 

relation to aspects of social identity beyond race/ethnicity (e.g., age, gender). Additionally, 

these data are the first to show that the experience of HCST is associated with important 

proximal and distal health consequences. Specifically, those reporting one or more types of 

HCST were more likely to exhibit poorer global physical and mental health, as indicated by 

self-rated health, diagnosed hypertension, and depressive symptoms. HCST was also 
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associated with greater distrust of physicians and dissatisfaction with health care. Finally, 

HCST was associated with lower odds of receiving the influenza vaccine, a preventative 

measure that is now largely accessible via coverage under the Affordable Care Act, and 

recommended for all individuals aged 50 years and older.

Given the links presented here between HCST, on one hand, and mental and physical health 

outcomes, perceptions of healthcare providers, and use of preventative care, on the other 

hand, more research and attention to policy implications are warranted. As for research, data 

are needed to better understand how each of the identity dimensions assessed in the current 

study become activated within healthcare contexts, as well as the ways in which each 

identity becomes more versus less important across life stages. Additionally, though the 

current study improves on other stereotype threat research, and HCST research specifically, 

by examining threats along multiple identity dimensions, it is limited in that it treats each 

identity as a unique, orthogonal construct. An important next step is to engage 

intersectionality theory to examine specific combinations of threats and what they mean for 

the health outcomes examined here. For example, to the extent that gender and weight create 

threats within healthcare environments, how do the experiences of overweight women differ 

from overweight men and average-weight women and men? In what ways do various 

combinations of identities predict exacerbation or perhaps amelioration of threat?

From a policy standpoint, interventions borrowed from other areas of stereotype threat 

research need to be examined and introduced in the healthcare domain.30 As an example, 

research has shown that creating an identity-safe environment by emphasizing equality and 

similarity between individuals of different groups can reduce the effects of stereotype 

threat.24 Research such as this shows that reducing the threat related to a particular identity 

dimension can ameliorate the negative consequences generally associated with identity 

threat. However, complicating matters, the present study shows that threat can be 

experienced across a variety of identity dimensions, perhaps simultaneously. Given this, we 

need to better understand how influencing threat based on one identity may (or may not) 

transfer to other identities. Some research has suggested that general cues that diversity, 

broadly construed and operationalized, is valued can reduce identity threat based on any 

particular identity or perhaps set of identities.31 As a result, cues placed in doctor’s offices 

and hospitals that signify that the spaces are identity safe, such as visible nondiscrimination 

polices, may reduce the experience of HCST overall. Finally, research has shown that 

providing information about stereotype threat to potentially susceptible individuals can arm 

them in the face of a threat experience.32 In other words, simply knowing that stereotype 

threat exists and is potentially present in a given context can help individuals to combat it. 

Although such interventions have largely been conducted in the academic arena, similar 

effects should be found in other domains as well, and are worth exploring in the context of 

health care.

Limitations

The data and sample were limited in a variety of ways that should be accounted for in future 

research. To reduce participant burden, only participants who had seen the doctor in the 

previous 2 years were presented the HCST items. Future research should also include those 
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who have not recently seen a doctor, as one hypothesized outcome of HCST is avoidance of 

the healthcare domain. Given this, the percentage of individuals reporting threat or multiple 

threats may be under-reported in this sample. Additionally, the sample is comprised of older 

adults. There is no reason to believe that the process of HCST works differently in younger 

versus older individuals; however, it may be the case that as some identities become more 

versus less salient over time, threat related to those identities waxes or wanes with age. 

Finally, and also related to efforts to minimize participant burden, the module questions (i.e., 
When you visit the doctor, do you worry that the doctor or other medical staff make 

judgments about you because of your gender?) were answered as yes/no questions. Using a 

dichotomous variable greatly restricted the variability in responses and likely contributed to 

a lower proportion of the module sample reporting HCST at all. Future research should use a 

response set with a wider range to capture subtle variations in the experience of HCST. The 

findings of the present study are particularly compelling in light of such limitations. For all 

of the practical reasons listed here, the authors expect that these are highly conservative 

estimates of the range and consequences of HCST in general and with respect to specific 

aspects of identity, including but not necessarily limited to race/ethnicity, gender, age, 

weight, and social class.

Conclusions

The study presented here represents an important first step in demonstrating that people can 

experience HCST on the basis of various stigmatized aspects of social identity and that these 

different types of HCST can be linked with larger health and healthcare-related outcomes. 

Theoretically significant, this work extends stereotype threat research beyond academics and 

other performance domains into the public health arena. It also examines longer-term 

consequences of stereotype threat that are not typically measured, including avoidance of 

domains that are directly critical to livelihood, such as healthcare utilization. Practically 

significant, this research provides new insight into the persistence of health disparities and 

their prevention, including the need to identify alternative approaches to the delivery of 

health services and health communications that may inadvertently invoke HCST, 

particularly when targeting specific or high-risk groups.

Acknowledgments

We are grateful to NIH grant P30AG043073, the Woodrow Wilson National Fellowship Foundation, and a Hanson-
Thorell Family Research Award for support of the first author and of this work specifically.

References

1. CDC. CDC health disparities and inequalities report: United States, 2013. MMWR. 2013; 62(Suppl 
3)

2. Williams DR, Collins C. U.S. socioeconomic and racial differences in health: patterns and 
explanations. Annu Rev Sociol. 1995; 21:349–386. http://dx.doi.org/10.1146/annurev.so.
21.080195.002025. 

3. Dressler WW, Oths KS, Gravlee CC. Race and ethnicity in public health research: models to explain 
health disparities. Annu Rev Anthropol. 2005; 34:231–252. http://dx.doi.org/10.1146/
annurev.anthro.34.081804.120505. 

Abdou et al. Page 7

Am J Prev Med. Author manuscript; available in PMC 2016 February 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://dx.doi.org/10.1146/annurev.so.21.080195.002025
http://dx.doi.org/10.1146/annurev.so.21.080195.002025
http://dx.doi.org/10.1146/annurev.anthro.34.081804.120505
http://dx.doi.org/10.1146/annurev.anthro.34.081804.120505


4. Adler NE, Ostrove JM. Socioeconomic status and health: what we know and what we don’t. Ann N 
Y Acad Sci. 1999; 896(1):3–15. http://dx.doi.org/10.1111/j.1749-6632.1999.tb08101.x. [PubMed: 
10681884] 

5. Cornman JC, Glei DA, Goldman N, Ryff CD, Weinstein M. Socioeconomic status and biological 
markers of health: an examination of adults in the United States and Taiwan. J Aging Health. 2015; 
27(1):75–102. http://dx.doi.org/10.1177/0898264314538661. [PubMed: 24972822] 

6. Sex Snow, R. Gender and Vulnerability. Population Studies Center Research Report 07-628. Ann 
Arbor, MI: University of Michigan School of Public Health; 2007. 

7. Ustun TB, Ayuso-Mateos JL, Chatterji S, Mathers C, Murray CJ. Global burden of depressive 
disorders in the year 2000. Br J Psychiatry. 2004; 184:386–392. http://dx.doi.org/10.1192/bjp.
184.5.386. [PubMed: 15123501] 

8. Ferrucci L, Corsi A, Lauretani F, et al. The origins of age-related proinflammatory state. Blood. 
2005; 105(6):2294–2299. http://dx.doi.org/10.1182/blood-2004-07-2599. [PubMed: 15572589] 

9. Lakatta EG. Age-associated cardiovascular changes in health: impact on cardiovascular disease in 
older persons. Heart Fail Rev. 2002; 7(1):29–49. http://dx.doi.org/10.1023/A:1013797722156. 
[PubMed: 11790921] 

10. Nguyen NT, Nguyen XT, Lane J, Wang P. Relationship between obesity and diabetes in a U.S. 
adult population: findings from the National Health and Nutrition Examination Survey, 1999–
2006. Obes Surg. 2011; 21(3):351–355. http://dx.doi.org/10.1007/s11695-010-0335-4. [PubMed: 
21128002] 

11. Dixon JB. The effect of obesity on health outcomes. Mol Cell Endocrinol. 2010; 316(2):104–108. 
http://dx.doi.org/10.1016/j.mce.2009.07.008. [PubMed: 19628019] 

12. Abdou CM, Fingerhut AW. Stereotype threat among black and white women in health care 
settings. Cultur Divers Ethnic Minor Psychol. 2014; 20(3):316. http://dx.doi.org/10.1037/
a0036946. [PubMed: 25045944] 

13. Burgess DJ, Warren J, Phelan S, Dovidio J, Van Ryn M. Stereotype threat and health disparities: 
what medical educators and future physicians need to know. J Gen Intern Med. 2010; 25(2):169–
177. http://dx.doi.org/10.1007/s11606-009-1221-4. [PubMed: 19898908] 

14. Aronson J, Burgess D, Phelan SM, Juarez L. Unhealthy interactions: the role of stereotype threat in 
health disparities. Am J Public Health. 2013; 103(1):50–56. http://dx.doi.org/10.2105/AJPH.
2012.300828. [PubMed: 23153125] 

15. Jones PR, Taylor DM, Dampeer-Moore J, et al. Health-related stereotype threat predicts health 
services delays among blacks. Race Soc Probl. 2013; 5(2):121–136. http://dx.doi.org/10.1007/
s12552-013-9088-8. [PubMed: 24163710] 

16. Steele CM, Aronson J. Stereotype threat and the intellectual test performance of African 
Americans. J Pers Soc Psychol. 1995; 69(5):797. http://dx.doi.org/10.1037/0022-3514.69.5.797. 
[PubMed: 7473032] 

17. Steele CM. A threat in the air: how stereotypes shape intellectual identity and performance. Am 
Psychol. 1997; 52(6):613. http://dx.doi.org/10.1037/0003-066X.52.6.613. [PubMed: 9174398] 

18. Steele CM, Spencer SJ, Aronson J. Contending with group image: the psychology of stereotype 
and social identity threat. Adv Exp Soc Psychol. 2002; 34:379–440. http://dx.doi.org/10.1016/
S0065-2601(02)80009-0. 

19. Spencer SJ, Steele CM, Quinn DM. Stereotype threat and women’s math performance. J Exp Soc 
Psychol. 1999; 35(1):4–28. http://dx.doi.org/10.1006/jesp.1998.1373. 

20. Schmader T, Johns M. Converging evidence that stereotype threat reduces working memory 
capacity. J Pers Soc Psychol. 2003; 85(3):440. http://dx.doi.org/10.1037/0022-3514.85.3.440. 
[PubMed: 14498781] 

21. Osborne JW. Linking stereotype threat and anxiety. Educ Psychol. 2007; 27(1):135–154. http://
dx.doi.org/10.1080/01443410601069929. 

22. Aronson J, Fried CB, Good C. Reducing the effects of stereotype threat on African American 
college students by shaping theories of intelligence. J Exp Soc Psychol. 2002; 38(2):113–125. 
http://dx.doi.org/10.1006/jesp.2001.1491. 

Abdou et al. Page 8

Am J Prev Med. Author manuscript; available in PMC 2016 February 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://dx.doi.org/10.1111/j.1749-6632.1999.tb08101.x
http://dx.doi.org/10.1177/0898264314538661
http://dx.doi.org/10.1192/bjp.184.5.386
http://dx.doi.org/10.1192/bjp.184.5.386
http://dx.doi.org/10.1182/blood-2004-07-2599
http://dx.doi.org/10.1023/A:1013797722156
http://dx.doi.org/10.1007/s11695-010-0335-4
http://dx.doi.org/10.1016/j.mce.2009.07.008
http://dx.doi.org/10.1037/a0036946
http://dx.doi.org/10.1037/a0036946
http://dx.doi.org/10.1007/s11606-009-1221-4
http://dx.doi.org/10.2105/AJPH.2012.300828
http://dx.doi.org/10.2105/AJPH.2012.300828
http://dx.doi.org/10.1007/s12552-013-9088-8
http://dx.doi.org/10.1007/s12552-013-9088-8
http://dx.doi.org/10.1037/0022-3514.69.5.797
http://dx.doi.org/10.1037/0003-066X.52.6.613
http://dx.doi.org/10.1016/S0065-2601(02)80009-0
http://dx.doi.org/10.1016/S0065-2601(02)80009-0
http://dx.doi.org/10.1006/jesp.1998.1373
http://dx.doi.org/10.1037/0022-3514.85.3.440
http://dx.doi.org/10.1080/01443410601069929
http://dx.doi.org/10.1080/01443410601069929
http://dx.doi.org/10.1006/jesp.2001.1491


23. Good C, Aronson J, Inzlicht M. Improving adolescents’ standardized test performance: an 
intervention to reduce the effects of stereotype threat. J Appl Dev Psychol. 2003; 24(6):645–662. 
http://dx.doi.org/10.1016/j.appdev.2003.09.002. 

24. Davies PG, Spencer SJ, Steele CM. Clearing the air: identity safety moderates the effects of 
stereotype threat on women’s leadership aspirations. J Pers Soc Psychol. 2005; 88(2):276. http://
dx.doi.org/10.1037/0022-3514.88.2.276. [PubMed: 15841859] 

25. Alter AL, Aronson J, Darley JM, Rodriguez C, Ruble DN. Rising to the threat: reducing stereotype 
threat by reframing the threat as a challenge. J Exp Soc Psychol. 2010; 46(1):166–171. http://
dx.doi.org/10.1016/j.jesp.2009.09.014. 

26. Croizet J, Désert M, Dutrevis M, Leyens J. Stereotype threat, social class, gender, and academic 
under-achievement: when our reputation catches up to us and takes over. Soc Psychol Educ. 2001; 
4(3–4):295–310. http://dx.doi.org/10.1023/A:1011336821053. 

27. Martens A, Johns M, Greenberg J, Schimel J. Combating stereotype threat: the effect of self-
affirmation on women’s intellectual performance. J Exp Soc Psychol. 2006; 42(2):236–243. http://
dx.doi.org/10.1016/j.jesp.2005.04.010. 

28. Sherman DK, Hartson KA, Binning KR, et al. Deflecting the trajectory and changing the narrative: 
how self-affirmation affects academic performance and motivation under identity threat. J Pers 
Soc Psychol. 2013; 104(4):591. http://dx.doi.org/10.1037/a0031495. [PubMed: 23397969] 

29. Inzlicht M, Tullett AM, Legault L, Kang SK. Lingering effects: stereotype threat hurts more than 
you think. Soc Issues Policy Rev. 2011; 5(1):227–256. http://dx.doi.org/10.1111/j.
1751-2409.2011.01031.x. 

30. Burgess DJ, Taylor BC, Phelan S, et al. A brief self-affirmation study to improve the experience of 
minority patients. Appl Psychol Health Well Being. 2014; 6(2):135–150. http://dx.doi.org/
10.1111/aphw.12015. [PubMed: 24124121] 

31. Purdie-Vaughns V, Steele CM, Davies PG, Ditlmann R, Crosby JR. Social identity contingencies: 
how diversity cues signal threat or safety for African Americans in mainstream institutions. J Pers 
Soc Psychol. 2008; 94(4):615. http://dx.doi.org/10.1037/0022-3514.94.4.615. [PubMed: 
18361675] 

32. Johns M, Schmader T, Martens A. Knowing is half the battle: teaching stereotype threat as a means 
of improving women’s math performance. Psychol Sci. 2005; 16(3):175–179. http://dx.doi.org/
10.1111/j.0956-7976.2005.00799.x. [PubMed: 15733195] 

Abdou et al. Page 9

Am J Prev Med. Author manuscript; available in PMC 2016 February 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://dx.doi.org/10.1016/j.appdev.2003.09.002
http://dx.doi.org/10.1037/0022-3514.88.2.276
http://dx.doi.org/10.1037/0022-3514.88.2.276
http://dx.doi.org/10.1016/j.jesp.2009.09.014
http://dx.doi.org/10.1016/j.jesp.2009.09.014
http://dx.doi.org/10.1023/A:1011336821053
http://dx.doi.org/10.1016/j.jesp.2005.04.010
http://dx.doi.org/10.1016/j.jesp.2005.04.010
http://dx.doi.org/10.1037/a0031495
http://dx.doi.org/10.1111/j.1751-2409.2011.01031.x
http://dx.doi.org/10.1111/j.1751-2409.2011.01031.x
http://dx.doi.org/10.1111/aphw.12015
http://dx.doi.org/10.1111/aphw.12015
http://dx.doi.org/10.1037/0022-3514.94.4.615
http://dx.doi.org/10.1111/j.0956-7976.2005.00799.x
http://dx.doi.org/10.1111/j.0956-7976.2005.00799.x


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Abdou et al. Page 10

Table 1

Characteristics of the Sample (n=1,479)

Characteristics Values

Age (years; M [SD]) 65.9 (9.5)

Female (%) 56.4

Race

 Caucasian 81.8

 African American 9.9

 Latino 5.4

 Other 2.9

Education

 No degree 10.5

 High school diploma/GED 55.8

 2- or 4-year college degree or some college 22.9

 Master or professional degree 10.8

Median household income ($) 47,000

No health insurance (%) 4.7

Stereotype threat

Types of stereotype threat

 Race/ethnicity 2.1

 Gender 2.3

 Age 8.3

 Weight 8.3

 Money 3.0

Number of stereotype threats

 0 82.7

 1 12.4

 2 3.1

 3 1.6

 4 0.2

 5 0.1

1+ Threats 17.3

2+ Threats 4.9

Among those who report 1+ threats

 Act in ways that justify judgment(s) (n=254) 34.2

 Believe judgment(s) affects care (n=261) 41.1

Health outcomes

 Poor self-rated health 24.1

 Hypertension 58.8

 Depressive symptoms 13.1
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Characteristics Values

Healthcare outcomes

 Physician distrust (M [SD]) 0.21 (0.27)

 Dissatisfied with healthcare (%) 7.9

 Influenza vaccine 66.3

GED, General Educational Development test.
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Table 2

OR From Logistic Regression of Health Outcomes

Poor self-rated health, OR (95% 
CI) Hypertension, OR (95% CI)

Depressive symptoms, OR 
(95% CI)

Stereotype threats (ref=0)

 1 1.99** (1.25, 3.17) 1.66* (1.01, 2.79) 2.30***(1.44, 3.69)

 2+ 2.04* (1.04, 4.01) 1.78* (1.05, 3.02) 3.33** (1.62, 6.84)

Age (years) 1.01 (0.99, 1.02) 1.04*** (1.03, 1.06) 0.98 (0.96, 1.00)

Female 1.09 (0.79, 1.50) 0.77 (0.55, 1.08) 1.37 (0.89, 2.13)

Race (ref=Caucasian)

 African American 1.36 (0.91, 2.04) 2.77*** (1.89, 4.04) 0.99 (0.61, 1.61)

 Latino 1.85**(1.19, 2.88) 0.70 (0.41, 1.19) 1.18 (0.57, 2.44)

 Other 0.86 (0.32, 2.31) 0.85 (0.39, 1.83) 1.21 (0.36, 4.04)

Education (ref=no degree)

 High school diploma/GED 0.40*** (0.25, 0.64) 0.69 (0.44, 1.10) 0.60 (0.34, 1.06)

 2- or 4-year degree/some college 0.31*** (0.18, 0.53) 0.53* (0.31, 0.93) 0.49* (0.26, 0.91)

 Master or professional degree 0.25*** (0.13, 0.49) 0.35*** (0.20, 0.61) 0.65 (0.25, 1.72)

Household income (natural log) 0.82*** (0.75, 0.89) 0.89 (0.79, 1.00) 0.87* (0.78, 0.99)

No health insurance 1.23 (0.60, 2.55) 1.11 (0.50, 2.45) 1.71 (0.82, 3.57)

Wald test 6.34*** 11.01*** 6.91***

n 1,479 1,477 1,479

Note: Boldface indicates statistical significance (

*
p<0.05,

**
p<0.01,

***
p<0.001).

GED, General Educational Development test.
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Table 3

Ordinary Least Squares and Logistic Regression Results From Models of Healthcare Outcomes

Physician distrust, B (95% CI)
Dissatisfied (health care), OR 

(95% CI)
Influenza vaccine, OR (95% 

CI)

Stereotype threats (ref=0)

 1 0.50*** (0.33, 0.68) 1.43 (0.79, 2.59) 1.17 (0.72, 1.89)

 2+ 1.12*** (0.78, 1.45) 2.99* (1.16, 7.71) 0.45* (0.24, 0.83)

Age (years) 0.01 (0.00, 0.01) 0.96* (0.93, 0.99) 1.05*** (1.03, 1.07)

Female −0.24** (−0.39, −0.09) 0.78 (0.43, 1.41) 1.00 (0.69, 1.45)

Race (ref=Caucasian)

 African American 0.17 (−0.03, 0.37) 0.88 (0.55, 1.41) 0.51* (0.31, 0.85)

 Latino 0.20 (−0.12, 0.51) 0.29* (0.11, 0.79) 0.90 (0.49, 1.65)

 Other 0.41 (−0.10, 0.92) 1.03 (0.25, 4.30) 1.05 (0.46, 2.41)

Education (ref=no degree)

 High school diploma/GED −0.33** (−0.56, −0.10) 0.39* (0.18, 0.85) 1.15 (0.74, 1.79)

 2- or 4-year degree/some college −0.33* (−0.59, −0.07) 0.69 (0.28, 1.73) 1.87* (1.11, 3.17)

 Master or professional degree −0.61*** (−0.88, −0.34) 0.28* (0.07, 1.08) 2.74** (1.54, 4.89)

Household income (natural log) 0.02 (−0.01, 0.05) 1.49*** (1.18, 1.87) 1.10 (0.99, 1.23)

No health insurance 0.05 (−0.23, 0.33) 6.94*** (2.90, 16.62) 0.43* (0.22, 0.84)

Poor self-rated health 0.02 (−0.14, 0.19) 1.84* (1.04, 3.25) 1.28 (0.82, 1.99)

Chronic conditions

 Hypertension −0.11 (−0.24, 0.03) 1.47 (0.67, 3.20) 1.27 (0.88, 1.84)

 Diabetes 0.01 (−0.15, 0.17) 1.25 (0.74, 2.14) 1.72** (1.18, 2.50)

 Heart condition −0.05 (−0.23, 0.13) 0.50* (0.25, 0.97) 1.05 (0.75, 1.47)

 Stroke −0.05 (−0.24, 0.15) 2.61** (1.39, 4.91) 1.32 (0.67, 2.60)

 Lung condition 0.00 (−0.20, 0.20) 1.52 (0.79, 2.96) 0.88 (0.50, 1.55)

 Cancer −0.11 (−0.25, 0.02) 0.29* (0.09, 0.95) 1.70* (1.06, 2.70)

Sum of 7 symptoms 0.07** (0.03, 0.12) 1.33** (1.13, 1.55) 1.06 (0.94, 1.19)

Wald test — 10.01*** 5.27***

R2 (%) 14.6 — —

n 1,475 1,473 1,475

Note: Boldface indicates statistical significance (

*
p<0.05,

**
p<0.01,

***
p<0.001).

GED, General Educational Development test.
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Table 4

OR From Logistic Regression Among Those Who Report Stereotype Threat

Justify judgments, OR (95% CI) Judgments affect care, OR (95% CI)

2+ Threats 3.78** (1.43, 9.98) 8.31*** (3.72, 18.58)

Age (years) 1.02 (0.98, 1.06) 0.99 (0.95, 1.03)

Female 0.36* (0.14, 0.92) 0.93 (0.40, 2.14)

Race (ref=Caucasian)

 African American 0.13** (0.03, 0.47) 2.96 (0.83, 10.56)

 Latino 0.91 (0.27, 3.06) 3.05 (0.82,11.27)

 Other 2.17 (0.40, 11.80) 0.72 (0.05, 11.51)

Education (ref=no degree)

 High school diploma/GED 0.20** (0.06, 0.63) 1.09 (0.36, 3.31)

 2 or 4-year degree/some college 0.10*** (0.03, 0.31) 0.55 (0.15, 2.04)

 Master or professional degree 0.15* (0.03, 0.69) 0.42 (0.08, 2.23)

Household income (natural log) 0.89 (0.72, 1.11) 1.23 (0.94, 1.61)

No health insurance 5.64 (0.85, 37.24) 4.55 (0.88, 23.65)

Poor self-rated health 0.82 (0.28, 2.41) 1.20 (0.50, 2.87)

Chronic conditions

 Hypertension 1.27 (0.54, 2.98) 0.39* (0.16, 0.93)

 Diabetes 2.57* (1.04, 6.34) 3.12* (1.11, 8.80)

 Heart condition 1.35 (0.64, 2.83) 1.19 (0.44, 3.22)

 Stroke 1.93 (0.48, 7.82) 0.32 (0.09, 1.21)

 Lung condition 0.60 (0.13, 2.81) 3.17 (0.82, 12.18)

 Cancer 0.95 (0.34, 2.68) 1.77 (0.61, 5.16)

Sum of 7 symptoms 1.03 (0.82, 1.29) 0.92 (0.72, 1.16)

Wald test 2.77** 2.66**

n 245 252

Note: Boldface indicates statistical significance (

*
p<0.05,

**
p<0.01,

***
p<0.001).

GED, General Educational Development test.
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