RACIAL AND ETHNIC DISPARITIES IN SATISFACTION WITH DOCTORS AND HEALTH
PROVIDERS IN THE UNITED STATES

Objective: To assess racial and ethnic dispar-
ities in satisfaction with doctors and health pro-
viders in the United States.

Design: Analyses were based on cross-section-
al data from a healthcare satisfaction module
added to the 2000 Behavior Risk Factor Sur-
veillance System (BRFSS), completed by 3 US
states.

Methods: Cross-tabulations and multiple logis-
tic regression. Five models were estimated with
dependent variables involving satisfaction with
doctors and health providers in the last 12
months with respect to how carefully they lis-
ten to the patient, explain so the patient can
understand, show respect for what the patient
has to say, spend enough time with the pa-
tient, and overall performance. Independent
variables considered included race/ethnicity,
age, gender, marital status, education, annual
household income, regular physician, and
health status.

Results: Hispanics, compared with Whites,
were significantly more likely to be dissatisfied
with overall healthcare and how their doctors
and health providers listen, explain, show re-
spect, and spend enough time with them. This
difference became insignificant after adjust-
ment for the other independent variables in
the models, with the exception of the model
involving listening carefully, where Hispanics
were more likely to be dissatisfied (OR=1.6,
95% Cl=1.0-2.6), and Blacks were less likely
to be dissatisfied (OR=0.3, 95% Cl=0.1-0.9).
Each of the independent variables, except gen-
der and marital status, were significant in at
least one of the models, and regular physician
and health status variables were significant in
all of the models.

Conclusions: With the exception of listening,
race/ethnicity is not directly associated with
the healthcare variables considered. (Ethn Dis.
2003;13:492-498)
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INTRODUCTION

Racial and ethnic disparities exist in
healthcare satisfaction and understand-
ing. Identifying why these disparities ex-
ist represents an important step toward
eliminating inequality in health care.
Studies in select geographic locations
have identified differences in healthcare
satisfaction among racial and ethnic
groups. These studies have attributed
some, if not all, to reasons such as mis-
trust, racism, and language barriers.'
In addition, studies have shown age, in-
come, educational attainment, health
status, and care from a regular physician
as factors associated with healthcare sat-
isfaction.>1°

The Behavior Risk Factor Surveil-
lance System (BRFSS), an annually con-
ducted cross-sectional telephone survey
in the United States, included a module
on healthcare satisfaction in its 2000
survey."" The purpose of this study was
to examine racial and ethnic disparities,
based on the 2000 BRESS data. Factors
examined included participants’ satisfac-
tion with doctors and other health pro-
viders in the last 12 months and assessed
the health provider’s ability to: listen
carefully; explain in a way they can un-
derstand; show respect; spend enough
time with the patient. We explored
whether racial/ethnic disparities in
healthcare satisfaction persisted. Vari-
ables on healthcare satisfaction were ad-
justed for age, gender, marital status, ed-
ucation, annual household income, reg-
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ular contact with a physician, and
health status.

METHODS

Behavior Risk Factor
Surveillance System

The BRESS is a collaborative project
of the Centers for Disease Control and
Prevention (CDC) and US states and
territories. The project was designed to
assess health behaviors and risk factors
for disease among the US adult popu-
lation aged 18 years and older living in
households."" The BRESS is a cross-sec-
tional surveillance survey; 52 areas par-
ticipate in the survey. The questionnaire
contains core sections that include
health status and demographics (eg, age,
gender, marital status, education, annual
household income, and race/ethnicity).
It also may include optional modules
and questions added by a specific US

state.

Interview Process

State health employees or indepen-
dent contractors conducted interviews
using computer-assisted telephone tech-
niques. Interviewers received a BRESS
questionnaire and procedure training
prior to being certified. Monitoring of
interviews was conducted systematically
throughout the BREFSS areas and in-
volved listening to the interviewer, lis-
tening to the interviewer and respon-
dent, and/or verification callbacks. En-
glish and Spanish versions of the BRESS
questionnaire were utilized. State health
departments were encouraged to hire in-
terviewers fluent in languages prevalent
in their state. If there were no interview-
ers who spoke the respondent’s lan-
guage, the subject was excluded from
the study.'?



Sampling

The BRESS participating areas used
probability sampling of all households
with telephones in their area. A dispro-
portionate stratified sampling design
was used in the 50 states. The Mitofsky-
Waksberg sampling design was used in
Minnesota, and simple random sam-
pling was used in Puerto Rico. A thor-
ough description of these sampling pro-
cedures is given elsewhere.!!

Questionnaire Development

Prior to the beginning of each year,
the CDC provided all participating ar-
eas in the BRFSS with fixed core ques-
tions along with optional modules.
Questions included in the CDC-sup-
ported modules first undergo evaluation
and editing through pilot testing. State-
added questions undergo evaluation and
editing at the state level.

Data

Analyses were based on health status,
sociodemographics, and the module on
healthcare satisfaction. Colorado, Indi-
ana, and Kansas adopted the 2000
healthcare satisfaction module in 2000.
Cooperation rates (the number of com-
pleted questionnaires divided by the
number of identified households con-
tacted that contain a resident 18 years
or older) for these states were 60.8%,
44.6%, and 50.2%, respectively.!® In
this module, individuals were asked
whether they: had a regular physician or
healthcare provider; visited an emergen-
cy room to seek care in the last 12
months; and visited a doctor’s office or
clinic to obtain care in the last 12
months. In addition, they were asked
how often doctors and other health pro-
viders in the last 12 months listened
carefully to them, explained things in a
way they could understand, showed re-
spect for what they had to say, and spent
enough time with them. They were also
asked to provide an overall rating of
their healthcare satisfaction from all
doctors and health providers in the last
12 months. Race/ethnicity were cate-
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Table 1. Bivariate analysis of associations between selected healthcare variables

and race/ethnicity*+

White Black Hispanic Other  Chi-square
In past 12 months: N=6,320 N=223 N=550 N=168 P value

Visited emergency room

Yes 18.7% 24.1% 19.2% 17.9%

No 79.7% 71.5% 79.9% 81.6%

Unknown 1.6% 4.4% 0.9% 0.5% .0024
Visited doctor’s office/clinic

Yes 75.2% 71.3% 61.1% 72.6%

No 22.6% 24.4% 37.5% 23.9%

Unknown 2.2% 4.2% 1.4% 3.5% .0009

* Percentages are weighted.

t Weighted percentages were not computed for unknown race/ethnicity because only 34 individuals were in

this category.

gorized as non-Hispanic White (hereaf-
ter referred to as White), non-Hispanic
Black (hereafter referred to as Black),
Hispanic, Asian/Pacific Islander, Amer-
ican Indian/Alaska Native, and Other.
The last three groups were consolidated
in the “Other” category because of their
small numbers.

Seven thousand two-hundred and
ninety-five individuals, aged 18 years
and older, completed the healthcare
module of the BRESS. Of these individ-
uals, 1,402 (19.2%) indicated they vis-
ited an emergency room to obtain care
in the last 12 months, and 5,410
(74.2%) reported they visited a doctor’s
office or clinic to receive care in the last
12 months. There were 286 (3.9%)
who reported they did not visit an
emergency room or a doctor’s office or
clinic; 45 (0.6%) did not know or were
not sure, and 152 (2.1%) refused to an-
swer this question. Blacks, compared
with the other racial and ethnic groups,
appeared more likely to have visited an
emergency room to receive care in the
last 12 months, but a comparatively
high level of unknown responses for this
group may bias this result (Table I).
Hispanics were the least likely group to
have visited a doctor’s office or clinic to
receive care in the last 12 months. Un-
less an individual specifically said that
they had not visited a doctor’s office or
clinic to obtain care in the last 12
months, they were asked further ques-
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tions about healthcare satisfaction. Fur-
ther analyses in this paper were based
on 5,607 respondents in this group.

Statistical Methods

Correlates of healthcare satisfaction
were assessed using contingency tables
and multiple logistic regression.'* Bivar-
iate analyses of associations between se-
lected variables and healthcare satisfac-
tion were evaluated for statistical signif-
icance using the chi-square test for in-
dependence.'” Tests were conducted
based on #statistics with robust standard
error, appropriate with BRFSS data, to
verify that beta coefficients in the logis-
tic regression models equal zero.'® Mod-
els were derived using stepwise logistic
regression, with variables dropped or
added based on the 0.2 level of signifi-
cance. In addition to race/ethnicity, var-
iables considered in the models were
age, gender, marital status, education,
annual household income, regular con-
tact with a physician, and health status.
The dependent variables involving sat-
isfaction with doctors and other health
providers in the last 12 months were di-
chotomized as “low” (never/sometimes)
and “high” (usually/always). Two-sided
¢ tests of significance were used, based
on the .05 level. Statistical analyses were
conducted using Statistical Analysis Sys-
tem (SAS) callable SUDDAN, version
8.2.77
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Table 2. Bivariate analyses of associations between demographic, regular physi-
cian, and health status variables, and race/ethnicity*+

White Black  Hispanic = Other  Chi-square
N=4,924 N=165 N=365 N=124 P value

Age

18-34 30.2% 41.1% 40.6% 40.5%

35-54 39.1% 31.0% 42.4% 42.8%

55+ 30.7% 27.9% 17.0% 16.7% <.0001
Cender

Women 55.0% 53.8% 65.2% 47.4%

Men 45.0% 46.2% 34.8% 52.6% .0278
Marital status

Married (and cohabitating) 67.3% 58.3% 71.2% 69.7%

Not married 32.4% 40.9% 28.8% 30.0%

Unknown 0.3% 0.8% 0.1% 0.3% .1945
Education

Less than high school grad 5.4% 5.8% 30.9% 9.7%

High school graduate 26.8% 26.0% 28.3% 16.9%

Some college or tech 29.9% 37.6% 21.4% 20.3%

College graduate 37.7% 30.2% 19.4% 53.1%

Unknown 0.2% 0.4% 0.0% 0.0% <.0001
Annual household income

Less than $15,000 5.5% 10.1% 17.9% 6.6%

$15,000-$25,000 13.8% 20.1% 20.6% 11.8%

$25,000-$50,000 29.6% 35.6% 26.8% 29.3%

$50,000-$75,000 18.3% 12.8% 14.4% 28.0%

$75,000+ 19.2% 8.3% 9.0% 12.6%

Unknown 13.5% 13.1% 11.4% 11.7% <.0001
Regular physician

Yes, only one 78.6% 73.9% 64.9% 80.6%

Yes, more than one 6.2% 6.5% 6.0% 0.7%

No 13.0% 14.8% 26.8% 18.0%

Unknown 2.2% 4.8% 2.3% 0.7% <.0001
Health status

Excellent 21.5% 18.6% 15.9% 22.6%

Very good 37.7% 28.2% 23.2% 27.7%

Good 27.8% 31.0% 32.4% 34.1%

Fair 9.5%  15.4%  17.3%  12.5%

Poor 3.3% 6.8% 11.1% 3.1%

Unknown 0.2% 0.0% 0.1% 0.0%  <.0001

* Percentages are weighted.

t There were 29 individuals with unknown race/ethnicity.

RESULTS

Bivariate analyses of associations be-
tween demographic data, regular con-
tact with a physician, and health status
variables and race/ethnicity are shown in
Table 2. The frequency distribution of
each variable significantly differed
among categories of race/ethnicity, with
the exception of marital status. As the
frequency distribution indicates, Whites
were older while Hispanics were more
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likely to be women, have lower educa-
tion, and less likely to have a regular
physician. Blacks and Hispanics had
lower annual household income. Mi-
norities reported poorer health status.
Unadjusted odds ratios derived from
logistic regression analyses are reported
in Table 3. Hispanics, compared with
other racial/ethnic groups, were consis-
tently more likely to be dissatisfied
across each of the healthcare variables
considered. The exception to this trend
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was found in the category of spending
enough time with the patient where
there was no significant difference
among racial/ethnic groups. Blacks were
less likely to be dissatisfied with doctors
and health providers in the category of
listening carefully. Adjusted odds ratios
derived from multiple logistic regression
analyses are reported in Table 4. The
best fitting models were determined us-
ing stepwise logistic regression. The
race/ethnicity variable was retained in
only one model involving listening care-
fully to the patient. For this model,
compared with Whites, Hispanics were
more likely dissatisfied and Blacks were
less likely dissatisfied with physicians
and other health providers listening
carefully to what they had to say.

With respect to age, education, an-
nual houschold income, regular physi-
cian, and health status, each variable was
retained in at least one of the models.
Regular physician and health status var-
iables remained in all of the models.
Gender and marital status were also
considered but subsequently dropped
from the models because of statistical
insignificance. In the model involving
listening carefully, interaction terms be-
tween race/ethnicity and the other var-
iables were also estimated but then
dropped because of insignificance.

Individuals aged 55 and older (vs
those aged 18-34) were significantly less
likely to be dissatisfied with their doc-
tors and health providers, in the cate-
gories of patient respect, time, and over-
all satisfaction. Individuals with a high
school education, compared with those
with less than a high school education,
were significanty less likely to be dis-
satisfied with their doctor’s and health
provider’s style of listening and showing
respect for what they have to say. Indi-
viduals with an annual household in-
come between $50,000 and $75,000 (vs
those with less than $15,000) were sig-
nificantly less likely to be dissatisfied
with their doctors and health providers
in the category of explaining things in
a way the patient could understand.
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Table 3. Unadjusted odds and 95% confidence intervals of Low vs High satisfaction
with doctors and other health providers in the last 12 months listening carefully,
explaining so you can understand, showing respect for what you have to say, spend-
ing enough time with you, and overall*

Listens Explains Respect Time Overall
Race/ethnicity
White 1.0 1.0 1.0 1.0 1.0
Black 0.4 0.2-1.0 1.2 0.5-3.1 0.7 0.3-1.4 0.9 0.4-2.2 0.7 0.4-1.3
Hispanic 2.3 1.5-3.7 1.9 1.2-3.1 2.3 1.5-3.3 1.4 1.0-2.0 1.7 1.2-2.4
Other 1.2 0.6-2.5 1.204-3.4 1.7 0.8-3.6 1.91.1-3.6 1.2 0.6-2.5

Note: Bold typed odds ratios and confidence intervals are significant at the .05 level.

* The overall satisfaction rating is based on the question: ““How would you rate all your health care in the last
12 months from all doctors and other health providers?”” where 1 is the worst health care possible and 5 is the
best health care possible. Scores of 1, 2, and 3 were categorized as “‘Low’” and scores of 4 or 5 were categorized
as ““High.”

Those without a regular physician were
significantly more likely to be dissatis-
fied with their doctors and health pro-
viders with respect to each of the de-
pendent variables. This was likewise
true for those with poorer health status.

DISCUSSION

This study examined racial and eth-
nic disparities pertaining to satisfaction
with doctors and health providers. The

categories of listening carefully, explain-

Table 4. Adjusted odds and 95% confidence intervals of Low vs High satisfaction with doctors and other health providers in
the last 12 months listening carefully, explaining so you can understand, showing respect for what you have to say, spending

enough time with you, and overall*+

Listening Explaining Respect Time Overall
Race/ethnicity
White 1.0 NS NS NS NS
Black 0.3 0.1-0.9
Hispanic 1.6 1.0-2.6
Other 1.1 0.5-2.5
Age
18-34 NS NS 1.0 1.0 1.0
35-54 0.9 0.7-1.2 0.9 0.7-1.1 0.8 0.7-1.1
55+ 0.4 0.3-0.6 0.4 0.3-0.6 0.4 0.3-0.6
Education
Less than high school grad 1.0 NS 1.0 NS NS
High school graduate 0.6 0.3-1.0 0.6 0.4-0.9
Some college or tech 0.6 0.4-1.2 0.5 0.3-0.9
College graduate 0.6 0.3-1.1 0.5 0.3-0.8
Annual household income
Less than $15,000 NS 1.0 NS NS NS
$15,000-$25,000 0.7 0.4-1.4
$25,000-$50,000 0.7 0.4-1.3
$50,000-$75,000 0.4 0.2-0.9
$75,000+ 0.6 0.3-1.2
Regular physician
Yes, only one 1.0 1.0 1.0 1.0 1.0
Yes, more than one 1.50.9-2.6 1.2 0.6-2.4 1.1 0.6-1.9 1.5 1.0-2.3 1.3 1.1-2.4
No 1.4 1.0-2.0 1.6 1.1-2.3 2.5 1.8-3.4 2.1 1.6-2.8 1.8 1.4-2.5
Health status
Excellent 1.0 1.0 1.0 1.0 1.0
Very good 0.8 0.6-1.2 0.9 0.5-1.4 1.4 1.0-2.1 1.20.9-1.6 1.3 1.0-1.8
Good 1.5 1.0-2.2 1.40.9-2.3 1.9 1.2-2.8 1.5 1.1-2.0 1.9 1.4-2.7
Fair 1.8 1.0-3.0 2.0 1.1-3.8 2.6 1.5-4.4 2.5 1.7-3.8 3.1 2.0-4.7
Poor 2.5 1.2-5.0 2.5 1.2-5.2 4.2 2.3-7.7 2.6 1.4-4.6 4.2 2.4-7.3

Note: Bold typed odds ratios and confidence intervals are significant at the .05 level.

* Odds ratios for each model were simultaneously computed using multiple logistic regression for each of the variables listed in the left hand column of the table. Variables

not significant (NS) at the 0.20 level are not included in the models.

t The overall satisfaction rating is based on the question: ““How would you rate all your health care in the last 12 months from all doctors and other health providers?”’
where 1 is the worst health care possible and 5 is the best health care possible. Scores of 1, 2, and 3 were categorized as “‘Low’” and scores of 4 or 5 were categorized as

““High.”
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If disparities exist in
satisfaction with doctors and
health providers, this could
contribute to inequality in

utilization of health care.

ing in a way the patient can understand,
showing respect for what the patient
had to say, spending enough time with
the patient and overall health satisfac-
tion were variables used to examine ra-
cial/ethnic disparities. The study also as-
sessed whether racial/ethnic disparities
in satisfaction persisted after adjustment
for age, gender, marital status, educa-
tion, annual houschold income, having
a regular physician, and health status.
These variables were directly associated
with healthcare satisfaction. If disparities
exist in satisfaction with doctors and
health providers, this could contribute
to inequality in utilization of health
care. Language, cultural, and perceived
discriminatory barriers may influence
satisfaction with doctors and health pro-
viders with respect to the types of health
care considered in this paper. Sun et al
found that among emergency room pa-
tients, lower overall ratings of care were
associated with reluctance to return for
care in the future." Therefore, identi-
fying disparities in satisfaction with doc-
tors and health providers among racial/
ethnic groups is an important step to-
ward understanding barriers to acquir-
ing health care.

After adjustment for selected vari-
ables, satisfaction with doctors and
health providers no longer varied ac-
cording to racial/ethnic group, with the
exception of the model involving listen-
ing carefully to what the patient has to
say. This may involve language barriers
or other cultural factors, as suggested in
a previous study.’ Each of the variables
retained in the models were associated
with race/ethnicity, as indicated in Table
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2. Thus, despite race/ethnicity not be-
ing directly associated with any of the
healthcare variables, with the exception
of listening carefully, it was related to
each of the variables retained in these
models. For example, Hispanics reflect-
ed a larger proportion of people who are
less educated, are less likely to have a
regular physician, have lower household
income, and have poorer health status.
These conditions, in turn, tended to be
associated with lower satisfaction with
doctors and health providers with re-
spect to listening carefully, explaining in
a way the patient can understand, show-
ing respect for what the patient has to
say, spending enough time with the pa-
tient, and overall satisfaction.

Not having a regular physician and
having poorer health status were consis-
tently associated with low healthcare sat-
isfaction in the multiple logistic regres-
sion models. However, variables like ed-
ucation and income, which were asso-
ciated with race/ethnicity, may influence
having a regular physician and health
status and indirectly impact healthcare
satisfaction. Previous studies have like-
wise shown that patients tend to have a
higher overall satisfaction with health
care when they receive it from a regular
physician.2>181 Patients in 15 New
York City hospitals, who did not have a
regular physician, were more likely to
report problems with the care they re-
ceived.? Weiss et al reported a regular
source of care, confidence in the medi-
cal system, and a positive outlook on life
as more important predictors of health-
care satisfaction than age, sex, race, ed-
ucation, or income.!” However, having
a regular physician might indicate sat-
isfaction with a given doctor and the re-
sulting care. Conversely, not having a
regular physician may result from being
dissatisfied with a given doctor and the
care provided. Ultimate satisfaction with
a given doctor and care is likely influ-
enced by one’s health status.

An association between poor health
status and lower healthcare satisfaction
is well documented.®?*-22 Our results are
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consistent with this association for the
specific dimensions of healthcare satis-
faction evaluated. In a study by Borders
et al of a population in rural Texas, poor
health status had a strong negative as-
sociation with healthcare satisfaction.?!
Hall et al also found that poor health
was directly related to lower healthcare
satisfaction.?? Their study included ob-
servations of physician/patient commu-
nication and found that physicians had
more social communication with
healthier patients. Thus, the association
between health status and healthcare
satisfaction could be partly explained by
physician communication. Another rea-
son for this association may be that a
person in poorer health might blame
their health status on the healthcare sys-
tem. Further, individuals in poorer
health may have greater expectations re-
garding the outcome of their care than
those in good health. Consequently,
they are less satisfied when their expec-
tations are not met.

Previous studies have found that
older patients tend to report higher sat-
isfaction with overall care than younger
patients.>?*24 Further, a study based on
national data from the United Kingdom
reported that older patients were more
likely to report higher satisfaction than
younger patients in overall satisfaction,
as well as in satisfaction with several fac-
tors.?> These factors included continuity
of care by the same provider, commu-
nication (listening and explaining), level
of trust, interpersonal (spending time,
showing patience and caring), as well as
several other factors. This coincides with
our data, that older patients (55+), af-
ter adjusting for other variables, were
more likely to be satisfied with their
physician’s respect, time spent, and over-
all ratings. The association between age
and satisfaction may also be related to a
greater number of unmet expectations
by younger patients.

Higher education was associated
with a patient being less likely to be dis-
satisfied with doctors and health provid-
ers quality of listening carefully or show-



ing respect. Higher household income
was also associated with being less likely
to be dissatisfied with doctors and
health providers in the category of ex-
plaining in a way they could under-
stand. The fact that education and in-
come were not associated with overall
healthcare satisfaction in the model may
indicate that the association between ed-
ucation or income with overall health-
care satisfaction is mediated, at least in
part, by health status. Studies have
shown that lower education is often as-
sociated with poorer health status.”2¢ A
study by Fiscella et al conducted among
500 managed care patients in western
New York found a strong association be-
tween education level and general phys-
ical and mental health.” Sutcliffe et al
reported that among the 195 lupus pa-
tients seen at 2 medical centers in the
United Kingdom, there was an associa-
tion between lower education level and
more severe illness.2

Other studies have shown that per-
ceived education level and socioeco-
nomic status may involve social factors
that influence the doctor-patient rela-
tionship.>® Based on 1995 data from the
Detroit metropolitan area, Malat re-
ported that satisfaction with time spent
is due in part to patients’ socioeconomic
class.¢ Fiscella et al found that education
has an effect on how physicians treat pa-
tients. The amount of time spent by the
doctor in counseling and listening to
patients varied according to the per-
ceived education level of the patient.®
Yet our results did not find a direct re-
lation between education level and sat-
isfaction with doctors and health pro-
viders taking time to explain things so
the patient could understand.

Possible limitations of BRESS data
include sampling error (ie, random var-
iation that may occur because only a
subset of the entire population was in-
volved), non-sampling error (ie, incor-
rect interpretation of questions by re-
spondents, variations in interviewer
techniques, non-response, coding errors,
etc), and the fact that telephone surveys
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exclude certain population segments
from the sampling frame (ie, households
without telephones). Large sample sizes
adopted by the BRESS are intended to
minimize sampling error. In addition,
rigorous steps such as interviewer mon-
itoring, verification of callbacks, assess-
ing quality assurance indicators, and
data editing are taken to attain quality
assurance.”’” The percentage of house-
holds estimated to be without telephone
service nationally differed by race/eth-
nicity: 2.4% for Whites, 6.7% for
Blacks, 6.2% for Hispanics, 11.6% for
American Indians and Alaska natives,
1.5% for Asians, 3.6% for Pacific Is-
landers, and 6.6% for other racial
groups.?® To the extent that telephone
service is related to socioeconomic status
variables, the final survey results may
not fully represent the racial/ethnic pop-
ulations being considered. In addition,
the fact that only 3 states adopted the
module on healthcare satisfaction may
limit the representation of the results to
the entire US population. For this rea-
son, generalization of the study results
to the entire US population should be
done with caution. Cooperation rates
for these states may further limit repre-
sentation to the overall populations
within these states. Yet the cooperation
rates were consistent with those of other
areas in BRESS.

Although surveys are conducted in
languages other than English, the data
does not report the language spoken by
the respondent. Consequently, a possi-
ble negative effect on satisfaction by lan-
guage barriers is not addressed. Finally,
the cross-sectional nature of the survey
itself, where measurements are taken at
a point-in-time, limits our ability to
identify the temporal sequence of
events. These potential limitations
should be considered when interpreting
and generalizing the results.

CONCLUSION

Prior to adjustment by age, educa-
tion, annual household income, regular
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... Hispanics were more
likely to be dissatisfied and
Blacks were less likely to be
dissatisfied with how
carefully doctors and health

providers listen.

physician, and health status, Hispanics,
compared with Whites, were consistent-
ly more likely to be dissatisfied with
how their doctors and health providers
listen, explain so the patient can under-
stand, show respect, spend enough time
with them, and overall health care. After
adjustment in the multiple logistic re-
gression models, race/ethnicity was no
longer a significant factor, with the ex-
ception of the model involving listen-
ing, where Hispanics were more likely
to be dissatisfied and Blacks were less
likely to be dissatisfied with how care-
fully doctors and health providers listen.
Age, education, annual household in-
come, regular physician, and health sta-
tus, were statistically significant in at
least one of the models, with regular
physician and health status variables sig-
nificant in all of the models. Race/eth-
nicity was associated with each of these
variables. Language barriers may ex-
plain, at least in part, the direct signif-
icance of race/ethnicity in the model in-
volving listening carefully. On the other
hand, race/ethnicity may indirectly be
associated with the healthcare satisfac-
tion measures in this study through its
association with each of the indepen-
dent variables retained in the models.
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