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The purpose of this study is to examine predictors of physician-patient race concordance and
the effect of race concordance on patients’ satisfaction with their primary physicians among
African American patients. The specific research question is, do African American patients
express greater satisfaction with their care when they have an African American physician?
Using the Commonwealth Fund, Minority Health Survey, we conduct multivariate analysis of
African American respondents who have a usual source of care (n = 745). More than 21% of
African American patients reported having an African American physician. Patient income and
having a choice in the selection of the physician were significant predictors of race concordance.
And, patients who were race concordant reported higher levels of satisfaction with care com-
pared with African American patients that were not race concordant. (J Natl Med Assoc. 2002;

94:937-943 )

INTRODUCTION

Race relations have been among the most
vexing problems facing American culture, and
healthcare has not been immune to this.
Through most of the 20th century, healthcare
facilities were racially segregated, with African
Americans generally receiving suboptimal care.
In addition, African American physicians were
typically barred from practicing medicine on
white patients.?> While many of these condi-
tions have abated, vestiges of this history re-
main. There is substantial contemporary evi-
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dence of race disparities in access, utilization
and quality of care.31415

Among the most commonly proposed solu-
tions to race disparities in quality of care, is the
recommendation to increase the number of
African American healthcare providers. This
suggestion supposes that increasing the num-
ber of providers will increase the likelihood
that African American patients will have an
African American provider. In turn, physician-
patient race concordance is expected to lead to
better quality care and greater patient satisfac-
tion.28 Medical schools have responded to this
proposition by increasing the production of
minority physicians.*® Yet, although quite pop-
ular, the race concordance hypothesis has re-
ceived only limited scrutiny. In this paper, we
address the question, do African American pa-
tients express greater satisfaction with their
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care when they have an African American phy-
sician?

METHODS

Data for this analysis came from the 1994
Commonwealth Fund Minority Health Survey
(MHS). The MHS is a sample within the con-
tiguous United States of adults 18 years of age
and older residing in households with tele-
phones.5 Interviews were conducted via tele-
phone using random digit dialing. African
Americans were over-sampled in the MHS, re-
sulting in a total sample of 1048 African Amer-
ican respondents. The present analysis exam-
ines the subsample of 745 African American
respondents who indicated that they had a
usual source of care.

Dependent Variables

The first set of analyses examined predictors
of race concordance, and the second set exam-
ined patient satisfaction. Race concordance was
specified as a binary variable indicating that the
respondent’s race is concordant with the race
of the physician. Patient satisfaction is assessed
by a five-item scale. Respondents were asked
how good their doctor is at: (1) providing good
healthcare overall; (2) treating them with dig-
nity; (3) making sure the patient understands
what he/she has been told; (4) listening to
health problems; (5) being assessable by phone
or in person. The responses were on a scale of
1 to 4, with 1 being excellent and 4 being poor.
In the regression analysis, responses to the five
items were summarized to form an index rang-
ing from 5 to 20. This index had a Chronbach’s
Alpha of 0.81.

Independent Variables

In analysis predicting race concordance,
physician choice was the primary independent
variable. Physician choice was measured by the
question, “How much choice you do have in
where you go for medical care?” Respondents
indicating that they have a “great deal” or
“some” were coded as having a choice, and
responses of “very little” or “no choice” were
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coded as no choice. In analysis of patient satis-
faction, physician-patient race concordance
was the primary independent variable.

Covariates

The covariates were sex, age, income, educa-
tion, and health insurance. Sex was specified as
a binary variable indicating male. Age was spec-
ified as a set of binary variables indicating age:
18-30, 31-40, 41-50, 51-65, and 66-94. An-
nual income was specified as a continuous vari-
able. Education was specified as a set of binary
variables indicating less than high school grad-
uate, some college, college graduate, and more
than college graduate. Health insurance was
specified as a set of binary variables indicating
private insurance, Medicare, Medicaid, and un-
insured.

RESULTS

Table 1 presents distributions of the vari-
ables included in the analysis. The table shows
that the respondents were evenly divided by
gender, with 50% of the respondents being
male. Age of the respondents was spread fairly
evenly within a range of 18 to 94 years of age.
The median age fell within the range of be-
tween 41 and 50 years old. And respondents
over age 66 represented the smallest category
(12.7%). The median income for the sample
was between $25,001 and $35,000 per annum,
with 91.4% of respondents reporting a salary
under $75,000.

Eighty-two percent of respondents had ob-
tained at least a high school education and
50.8% received some higher education. More
than 75% of respondents had private health
insurance and slightly less than one-fifth had
Medicare. Just over 15% of the respondents
had Medicaid and 10% were uninsured. Fi-
nally, nearly two-thirds of respondents re-
ported having a choice for their physician.

Table 2 examines the distribution of physi-
cian’s race among African American respon-
dents. The table shows that nearly 22% of re-
spondents had an African American doctor.
The largest percentage of respondents (58.5%)
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Table 1. Sample Descriptive Statistics

Variable Percent
Male 50.0
Age

18-30 20.4
31-40 27.0
41-50 18.9
51-65 20.9
66-94 12.7
Income
<$7,500 13.2
$75,001-$15,000 12.6
$15,001-$25,000 19.3
$25,001-$35,000 18.6
$35,001-$50,000 17.4
$50,001-$75,000 10.3
$75,001-$100,000 58
>$100,000 2.8
Education
<HS grad 17.7
HS grad 31.6
Some college 27.0
College grad 13.8
Post college 10.0
Insurance*
Private 75.6
Medicare 19.9
Medicaid 15.4
Uninsured 10.8
Doctor choice 65.3

*Insurance status categories are not mutually exclusive. For
example, a respondent can have Medicare and a private
healthcare policy. Also, one could be dually eligible for
Medicare and Medicaid.

reported having a white physician. About 10%
of respondents had Asian or Pacific Islander
physicians and 9.7% had a doctor who was of
Hispanic descent or another ethnic group (His-
panic physicians were not analyzed as a sepa-

Table 2. Race of Physician Among African American
Respondents who Reported Having a Usual Source of

Care
Physician’s race (n=745)
White 436 (58.5%)
Black 162 (21.7%)
Hispanic/other 46 (6.5%)
Asian/pacific islander 75 (10.1%)
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Table 3. Logistic Regression Analysis of Predictors of
Physician-patient Race Concordance, Odds Ratio (95%
Confidence Interval)

Female B
Male .863 (.593,1.25)
Age
18-30 B
31-40 41 (.24, 71)
41-50 47 (.27, .83)
51-65 .53 (.31, .92)
66-94 25(11,.1)
Income 1.13 (1.0, 1.26)
Education
K-12 B
High School .62 (.34, 1.13)
Some College 73 (.39, 1.3¢)
College Graduate .64 (.31, 1.30)
Post College Degree .64 (.29, 1.38)
Insurance
Private B
Medicare 1.43 (.75, 2.74)
Medicaid 69 (.37, 1.32)
Uninsured 1.19 (.59, 2.39)
Doctor Choice 1.91(.1.00, 3.64)
Model Statistics Hosmer and Lemeshow X2 = 4.71
df =8
p=.00

rate category because their total numbers were
too small, only 17 respondents reported having
a Hispanic physician).

Table 3 presents the results of logistic regres-
sion models examining predictors of race con-
cordance. The table shows that patient’s age,
income, and having a choice of physician are
significant predictors of physician-patient race
concordance. Younger respondents were more
likely to be race concordant. Higher income
was associated with a greater likelihood of race
concordance. And, respondents who report
they have the ability to choose their own phy-
sician had nearly double the odds of being race
concordant with their physician compared with
patients that did not have choice.

In Table 4, the analysis turns to an assess-
ment of patient satisfaction. The table displays
bivariate analysis of each item comprising the
five-item patient satisfaction scale arrayed by
race of physician. The general pattern among
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Table 4. Patient Satisfaction, Percent responding excellent

Race of Physician

Asian/
How would you rate your doctor on the job he/she is African Hispanic/ Pacific
doing.. . . American  White Other Islander  Total
In providing healthcare overall2* 67.3%  49.8% 68.1% 56.8% 56.0%
In treating you with respect and dignity2* 78.3%  59.5% 65.7% 65.3% 64.8%
Making sure you understand what you are told about your 69.6%  60.0% 71.4% 60.0% 63.1%
medical problems?
Listening to your health concerns and taking them 70.2%  52.8% 77.1% 541% 59.0%
seriously@*
In being accessible either by phone or in person2* 571%  41.0% 54.3% 44.6% 46.1%
* = pvalue for x? test < .001
the variables is that African American respon-  DISCUSSION

dents reported the greatest satisfaction with Af-
rican American physicians and the least satis-
faction with white physicians. Respondents
were more then 35% more likely to rate African
American physicians as excellent at “providing
healthcare overall,” compared with white phy-
sicians. For all physicians, the lowest rating was
for “being assessable by telephone or in per-
son.”

Table 5 displays ordinary least squares
(OLS) multiple regression analyses examining
race concordance as a predictor of patient sat-
isfaction. Model 1 tests the bivariate effect of
race concordance on patient satisfaction, and
Model 2 tests the relationship with adjustments
for a set of covariates. The table shows that race
concordance is an important predictor of pa-
tient satisfaction. Patients who have white or
Asian/Pacific Islander physicians were signifi-
cantly less satisfied with their care, compared
with African Americans who are race concor-
dant.

Model 2 adjusts for covariates. The model
shows that the significant effect of physician
race on patient satisfaction persists after model
adjustment. The model also shows statistically
significant controls for patients age 51 to 65,
high school graduates, those with post-gradu-
ate educations, and those having the ability to
choose their doctor. '
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We conducted analysis of the 1994 Common-
wealth Fund Minority Health Survey to explore
the correlates of physician-patient race concor-
dance and to determine whether race concor-
dance was predictive of patient satisfaction.
More than one-half of the African American
respondents reported having a white physician.
However, this is likely reflective of the fact that
whites comprise the overwhelming majority of
all physicians in the US. Our analysis found
that the percentage of African American phy-
sicians caring for African American respon-
dents (21.7%) was much higher than the per-
centage of African American physicians in the
general population (3.6%). This confirms pre-
vious analyses showing that African American
physicians are more likely to practice in African
American communities, compared with doc-
tors of other race/ethnic groups.>7-12

Race concordance among African Ameri-
can patients appeared to be a matter of
choice rather than merely a byproduct of
constrained options caused by geographic
limitations. Respondents who reported hav-
ing the ability to choose their own physician
were significantly more likely to have an Af-
rican American physician. Moreover, more
affluent African American respondents were
more likely to have an African American phy-
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Table 5. Ordinary Least Squares (OLS) Regression of Predictors of Patient Satisfaction-race/Ethnic Specific Analysis,
Standardized Coefficient (P-value)

Model 1 Model 2
Physician race
Black -
White —.166 [p = .0001) —-.155 (p =.0002)
Asian/pacific islander -.093 (p = .02) —-.098 [p = .02)
Hispanic/other .026 [p = .53) .031 (p = .44)
Female B
Male —.024 (p = .53)
Age
18-30
31-40 .016(p= .75)
41-50 .037 (p = .45)
51-65 128 [p=.011)
66-94 .046 (p = .44)
Income .023 [p = .61)
Education
K-12 -
High school graduate 115 (p = .04)
Some college .088 [p = .13)
College graduate .039 [p = .46)
Post graduate degree 131 [p=.012)
Insurance
Private B
Medicare .045 p = .42)
Medicaid .001 (p = .98)
Uninsured .059 [p = .13)
Patient does not have ability to choose doctor B
Patient has ability fo choose doctor 169 (p = .0001)
Model statistics Adj R? = .024 Adj R? = .064
F=6.69 F=3.83
p = .000 p = .000

sician, compared with less affluent persons.
These respondents, presumably, have a
greater choice of providers.

While physician-patient race concordance
leads to greater patient satisfaction, there is
room for improvement. As Table 4 shows, Af-
rican American respondents were more satis-
fied with Hispanic and other race physicians at
making sure patients understood what they
were being told and listening to patient’s
health concerns and taking them seriously. Ad-
ditionally, only 57.1% of respondents reported
that African American physicians were doing
an excellent job at being accessible by tele-
phone or in person. We point out that the
Hispanic/other physician category is somewhat
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of a miscellaneous category, so findings related
to this group must be interpreted with caution.
However, it is meaningful that African Ameri-
can physicians did not obtain the highest rat-
ings for all categories. Moreover, Chen et al.,!3
demonstrated that African American physi-
cians were as likely as white physicians to fail to
refer African American cardiac patients for cor-
onary Angiography when the procedure was
indicated. Thus, while African American pa-
tients are more satisfied with their care, it is not
clear that all dimensions of quality are en-
hanced by race concordance. For example, are
African Americans more likely to receive pre-
ventive health services? Are their health ser-
vices utilization patterns different? Is their com-
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pliance better? These questions remain to be
explored in future research.

Nevertheless, in spite of some shortcomings
in satisfaction among race concordant African
Americans, our finding of greater patient satis-
faction supports the need for the continuation
of efforts to increase African American physi-
cian production.

One might interpret these results as support-
ing a return to racial segregation in medicine;
that is, that patients are better off with physi-
cians who are of their own racial or ethnic
group. However, we would strenuously resist
this interpretation. Instead, we favor providing
patients with an array of options that maxi-
mizes choice, and we view the race of physician
as merely one factor to be considered among
many others. As Table 5 shows, patient choice
is also highly associated with patient satisfac-
tion.

As to the matter of whether increasing the
number of African American physicians will
lead to better health outcomes for African
Americans, an interpretation of our findings
within the context of other related literature
leads us to conclude that it most likely will.
Increasing the number of African American
physicians will expand the opportunities for
African American patients who choose to be
race concordant. Our findings suggest that
there will be greater satisfaction among African
Americans who are inclined to choose doctors
in concordance with race.

Previous findings demonstrate that African
American physicians are more likely to practice
in minority and under-served communities.”!!
Studies of patient satisfaction and other related
concepts (such as patientcenteredness) find
improved outcomes in race concordant physi-
cian-patient pairs.'6 There is a very limited lit-
erature on race concordance and medical out-
comes,!® but the one available study indicates
that African American physicians are as likely as
white physicians to under-refer African Ameri-
can patients for heart surgery. Chen’s!? find-
ings are inconsistent with the findings in the
present analysis, as well as other studies,!¢:1
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and may be anomalous. Clearly, there is a need
for further study to confirm or refute Chen’s
findings. However, whether or not future re-
search confirms Chen, patient satisfaction is an
important outcome in its own right. In addition
to its intrinsic importance for individual health-
care consumers and third-party payers, patient
satisfaction also is an important determinant of
health-related outcomes, such as health ser-
vices utilization,!®19 decision to switch to an-
other health plan,?*2?3 compliance with medical
regimen,2* and the decision to initiate malprac-
tice suits.2> Moreover, the Institute of Medicine
recommends including patient satisfaction as
an indicator of quality of care.26:27

As the African American population contin-
ues to grow and becomes increasingly affluent,
the demand for African American physicians
will grow, as well. However, as previous analyses
have shown, the current rate of African Amer-
ican physician production, will not keep pace
with future demand.5 As such, alternatives such
as effective “cultural competency” training, are
needed if we are to achieve the objective of
eliminating race disparities in health, improve
quality of care among African American pa-
tients, and make the healthcare system respon-
sive to the changing racial demographics of our
nation.
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