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ABSTRACT 
 

This study explores the relationship between patient race/ethnicity and five components 

of patient satisfaction using the 2013 Medical Expenditure Panel Survey data (N = 21690). A 

binary logistic regression was conducted to examine the relationship, as well as the mediating 

effects of education, number of medical visits, insurance coverage, and chronic condition 

diagnoses after controlling for gender and age.  White patients were more likely than Latinx, and 

Asian patients to always be satisfied on all 5 measures. However, black patients were more likely 

to be satisfied than all other racial groups on 4 out of 5 measures. Differences in intervening 

variables associated with cultural and economic capital (education, number of medical visits, and 

insurance coverage, and chronic condition diagnoses) partially explained the relationship 

between race/ethnicity and patient satisfaction. The ability of the intervening variables to 

partially explain the relationship between race and satisfaction varied by racial group and 

satisfaction component. While insurance coverage was the strongest and most consistent 

predictor of patient satisfaction, this was usually only true for Latinx patients. The study 

indicates a need for providers to have cultural sensitivity and a need for access to health 

insurance. Future studies should examine additional factors influencing patient-provider 

interactions and racial differences in patient expectations.  
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CHAPTER 1 

INTRODUCTION 

Past studies have demonstrated racial inequalities on a variety of measures related to 

patient-provider interactions and health outcomes (Cooper et al. 2012; Johnson et al. 2004, Malat 

2001; Phelan and Link 2015; Street et al. 2007).  For instance racial and ethnic minorities report 

being less satisfied in medical encounters than white patients (Johnson et al. 2004; Malat 2001). 

There is also evidence that providers are more negative towards black patients and allow those 

patients less control compared to white patients (Cooper et al. 2012; Johnson et al. 2004; Street 

et al. 2007). According to Piette, Bibbins-Domingo, and Schillinger (2016), 11% of minority 

patients report being racially discriminated against by medical professionals.  

Previous literature suggests that economic and cultural capital can have significant 

impacts on these types of patient experiences. Individuals with more economic capital are better 

equipped to access care and higher quality care, which allows them to develop more cultural 

health capital. Cultural capital, which is defined as symbolic assets that help promote or signify 

one’s social standing, includes characteristics such as education and communication skills 

(Pinxten and Lievens 2014). The type of cultural capital that is most valued varies by setting and 

is often more specifically discussed as cultural health capital within the healthcare literature. 

Cultural health capital, or CHC, included more specific characteristics such as knowledge of the 

healthcare system, participation in health promoting behaviors, and the specific communication 

style that is preferred by healthcare providers (Shim 2010).  

 Patients who are not as well equipped to navigate the healthcare system, or who prefer a 

more directive approach and are not comfortable actively participating during medical visits, can 
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be misinterpreted as not caring about their health. In turn, this causes providers to invest less 

time and effort into these patients (Chang, Dubbin, and Shim 2016; Dubbin, Chang, and Shim 

2013). This highlights the reciprocal nature in patient-provider interactions. In order to receive 

high quality communication, it must also be given. However, this requires the knowledge and 

ability necessary to participate.  

 Because there are racial disparities in factors related to economic and cultural capital, this 

may explain why racial/ethnic minorities have often received lower quality care throughout time, 

despite massive improvements to the healthcare system (Buchmueller et al. 2016; Reich, Hansen, 

and Link 2016). Improving patient-provider interactions is crucial in increasing patients’ 

willingness to adhere to treatment recommendations and participate in health promoting 

behaviors and the ability for providers to provide higher quality care (Kaplan, Greenfield, and 

Ware 1989; Richard et al. 2014). Although the many studies have acknowledged that patient 

satisfaction is a multi-dimensional construct, few have explicitly measure it as such (Santos de 

Almeida, Bourliataux-Lajoinie, and Martins 2015). To fully understand how patient-provider 

interactions can be improved and racial differences minimized, it is important to know which 

aspects patients are least satisfied with and where the greatest racial differences can be seen.  

 The current study uses data from the 2013 Medical Expenditure Panel Survey to examine 

racial/ethnic differences on 5 separate measures of patient satisfaction. The mediating effects of 

4 measures associated with cultural and economic capital are also examined. Bourdieu’s theory 

of cultural capital is applied to understand why racial differences in satisfaction exist and how 

this relationship can be partially explained by differences in economic and cultural capital. The 

study will contribute to the existing literature by highlighting more specifically which aspects of 

satisfaction vary by race, and the individual effects of each mediating variable (education, 
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number of medical visits, insurance coverage, and chronic condition diagnoses). Ideally, this will 

create opportunities for more detailed strategies for improving patient-provider interactions.  

  



4 

 

CHAPTER 2 

LITERATURE REVIEW 

2.1 Theoretical Approach 

The theoretical framework for the present study draws on the concept of cultural capital 

to understand racial differences in patient satisfaction. The framework builds off the work of 

Pierre Bourdieu and his capital theory which outlines three forms of capital that shape inequality 

and the exercise of power; economic capital, social capital, and cultural capital. While all forms 

of capital are interrelated and influential in all contexts, this study primarily focuses on the role 

of cultural capital in medical encounters, or cultural health capital. Cultural health capital is 

defined as the skills and resources needed to effectively interact and communicate with medical 

providers and the health care system in general (Dubbin et al. 2013).  

2.1.1 Economic, Social, and Cultural Capital  

The first form of capital, economic capital, refers to material resources such as money 

and property. Economic capital can impact health in two ways. First, more economic capital 

increases the ability to access care as well as resources to better maintain health (Pinxten and 

Lievens 2014). Additionally, more economic capital decreases feelings of stress and 

powerlessness that adversely affect health (Pinxten and Lievens 2014). Social capital refers to 

social relationships and networks that could potentially benefit the individual. Similar to 

economic capital, social capital can positively affect health by reducing stress and feelings of 

isolation, as well as encouraging healthier norms and health-seeking behaviors (Pinxten and 

Lievens 2014). Finally, cultural capital can be explained as symbolic and informational assets 

that can be used to display or judge one’s social standing. Examples of cultural capital include 
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education, linguistic style, and overall tastes and preferences. Possessing this type of capital is 

embodied as knowledge of the healthcare system, health promoting behaviors, and 

communication skills that can strengthen relationships with providers (Pinxten and Lievens 

2014).  

  All 3 forms of capital have 4 important characteristics in common. First, all forms are 

dependent on each other. For example, social capital depends on cultural capital, as specific 

values and skills are required for inclusion in certain social groups. Second, the forms of capital 

can be converted into one another. For instance, economic capital is required to invest in 

education which increases cultural capital. Third, all forms of capital can be accumulated. This is 

exemplified as economic capital can be invested in order to gain more economic capital. Finally, 

all forms of capital can be transmitted through inheritance or socialization (Abel and Frohlich 

2012; Pinxten and Lievens 2014). This last point highlights that capital is not just an individual 

characteristic, but is influenced by family, environment, and social dynamics (Abel and Frohlich 

2012; Shim 2010). 

 The unequal distribution of capitals is what leads to social stratification in society. 

Likewise, social stratification also guarantees continued inequality in the accessibility of capitals. 

Because all of these resources are flexible, they can be used in different places and at different 

times to gain an advantage, resulting in the presence of inequalities across time and place (Reich 

et al. 2016).Therefore, the distribution of capital is simultaneously structured by and reproduces 

social hierarchies (Abel and Frohlich 2012; Dubbin et al. 2013).  
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2.1.2 Habitus 

Cultural capital is developed by engaging in cultural practices that allow for the 

accumulation and consumption of cultural goods (Chang et al. 2016; Shim 2010). In this gradual 

process, a “habitus” is formed. Habitus refers to an individual’s dispositions, perceptions of and 

reactions to social situations, as well as their overall preferences (Bourdieu 1990:53; Abel and 

Frohlich 2012; Chang et al. 2016; Pinxten and Lievens 2014; Shim 2010). Habitus is a product of 

an individual’s history, giving disproportionate weight to earlier experiences (Bourdieu 

1990:54). Bourdieu also describes habitus as an “internal law” that becomes almost second 

nature (Bourdieu 1990:54,55). The propensity of individuals to act similarly in similar situations 

experienced in the past is a stronger predictor of future behavior than formal rules or implied 

norms (Bourdieu 1990:55,58).  

Because habitus is an embodied history which limits and is limited by an individual’s 

accumulation of capital, those from comparable social positions, who have comparable histories 

and the same objective conditions, develop a similar habitus which leads to similar attitudes and 

behaviors (Abel and Frohlich 2012; Bourdieu 1990:58-59; Dubbin et al. 2013; Pinxten and 

Lievens 2014). Habitus therefore contributes to social space. Those with a similar habitus are 

socially in closer proximity to one another, as well as more disposed to continue getting closer. 

In contrast, individuals with a dissimilar habitus have more social distance between them. As a 

result, they are less likely to encounter one another and when they do, it is likely they will not 

understand one another or not get along (Calhoun et al. 2012:339, 344). This can have important 

implications in patient-provider interactions. 

 Because providers typically occupy higher positions in the social hierarchy, this can 

negatively affect relations with patients occupying lower positions as the result of greater social 
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distance between them. Proximity in social space, on the other hand, leads to greater unity, 

which could result in more positive interactions for patients with more cultural and economic 

capital (Calhoun et al. 2012:343). For instance, providers are more likely to take these patients 

seriously and value their opinions when it comes to treatment decisions. As a result, these 

patients are encouraged to take more responsibility for their own care (Dubbin et al. 2013). 

Patients can also contribute to this process of differential treatment as individuals from different 

social positions develop expectations based on what they believe is and is not “for us” (Bourdieu 

1990:64). Individuals’ belief about what is accessible and inaccessible for them leads to different 

desires and needs, as well as different levels of effort in satisfying those needs (Bourdieu 

1990:64-65). In the context of patient-provider interactions, this could lead to patients from 

higher and lower social positions having different expectations and making more or fewer 

demands on providers.  

2.1.3 Aspects of Cultural Health Capital  

According to Bourdieu, cultural capital is context-specific, meaning the skills, behavior, 

and knowledge produced and valued vary by “field” or setting (Chang et al. 2016; Dubbin et al. 

2013; Pinxten and Lievens 2014; Shim 2010). A field is a specific domain of social life 

possessing its own rules of organization, without which capitals cannot exist or function 

(Calhoun et al. 2012:330). Dominant social groups, those with the most capital, have the power 

to define what resources and behaviors have the most value and will be rewarded in that field 

(Chang et al. 2016; Dubbin et al. 2013; Shim 2010). Within institutional settings, relations of 

power are not created on an individual basis. Instead, positions become more objective and are 

socially defined based on qualifications (Bourdieu 1990:131-132) Therefore, in patient-provider 

interactions, it is always providers who determine what behaviors and displays of resources are 
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most important, which can lead to preferential treatment for patients who possess those 

characteristics.  

Because cultural health capital is context-specific, the assets considered most valuable 

change as the landscape of the health care system changes (Shim 2010). Currently, the healthcare 

system stresses consumerism and patient initiative (Chang et al. 2016; Dubbin et al. 2013; Dutta-

Bergman 2005). According to Shim (2010), this places greater emphasis on self-knowledge, self-

surveillance, and self-management. As a result, Shim (2010:3) lists the following characteristics 

as the most valued and rewarded in interactions with healthcare providers: 

Knowledge of medical topics and vocabulary, which in turn depends upon an 
understanding of scientific rationality and health literacy 

Knowledge of what information is relevant to health care personnel 

The skills to communicate health-related information to providers in a medically 
intelligible and efficient manner 

An enterprising disposition and a proactive stance toward health, both of which 
presuppose a sense of mastery and self-efficacy 

The ability to take an instrumental attitude towards one’s body 

Belief in the value of, and the resources to practice, self-discipline 

An orientation toward the future and its control through calculation and action 

A sensitivity to interpersonal dynamics and the ability to adapt one’s interactional styles 

The ability to communicate social privilege and resources that can act as cues of 
favorable social and economic status and consumer savvy 

There is wide (though not universal) agreement about the value of these characteristics, 

increasing their symbolic power and use by providers to evaluate their patients (Chang et al. 

2016; Dubbin et al. 2013; Shim 2010).  
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2.1.4 Cultivating Cultural Health Capital 

Changes in the health care system not only change which aspects of cultural health 

capital are most important, but also impacts individuals’ ability to increase their current level of 

cultural health capital. For instance, the Affordable Care Act has drastically increased insurance 

coverage and access to care for previously uninsured individuals, specifically for low to middle 

income households as well as black and Latinx people, who have always been overrepresented 

when looking at who is uninsured. While the rate of uninsured individuals has decreased for all 

groups, a larger decrease occurred for black (4.8%) and Latinx (8.3%) adults than for white 

adults who saw a 2.9% decrease (Buchmueller et al. 2016). This trend creates a greater ability to 

accumulate cultural health capital for individuals who were previously unable to, which includes 

an estimated 1 to 3 million adults in just the 19-25 age range (Buchmueller et al. 2016). 

Access increases cultural health capital as it is developed through repeated exposure to 

medical encounters, providers, and general health information as well as by engaging in repeated 

health practices, such as enacting habits to reduce health risks and actively seeking knowledge 

about health (Shim 2010). Although the theoretical framework for this study suggests the most 

effective way to cultivate cultural health capital would be to address structural factors, such as 

making resources and other forms of capital more easily accessible and equitably distributed, 

providers do have the ability to help their patients develop cultural health capital on an individual 

level. One important way to do so would be to increase providers’ cultural sensitivity and 

communication skills to build rapport with patients demographically different than themselves 

(Metzl and Hansen 2014). As a result, providers would have a greater understanding of patient 

needs, as well as their abilities to follow specific treatment plans, and environmental factors that 

may hinder compliance. Providers could then provide patients with more personally-relevant 
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health suggestions and information that would increase patient knowledge and ability to 

demonstrate their acquired cultural health capital. It is also important for providers to 

acknowledge and encourage patients to utilize the knowledge and skills they already possess in 

order for those patients to accumulate more. 

2.1.5 The Importance of Health Literacy   

As previously mentioned, the current health care system places a greater responsibility on 

patients to manage their own health effectively. Patients are expected to have exceptional health 

literacy (the ability to gather and understand health information and make important health 

decisions), navigate an increasingly complex bureaucratic system, and take more initiative in 

managing their health, all in the context of continually shrinking appointment times and face 

time with providers (Chang et al. 2016; Dubbin et al. 2013; Shim 2010). All of these factors 

contribute to increased health care stratification. For instance, health literacy is least common 

among those with a lower socioeconomic status, immigrants, and racial-ethnic minorities (Jensen 

et al. 2009; Malat 2006; Shim 2010).  

Even when less advantaged individuals have access to care, they are more likely to visit 

facilities with fewer resources, less time for patients, and less experienced staff (Lillie-Blanton et 

al. 2008; Phelan and Link 2015). Therefore, individuals with less health knowledge and skills are 

also more likely to attend facilities incapable of helping them cultivate cultural health capital. 

Shim (2010) suggests that even when there are opportunities to promote cultural health capital 

among those without it, providers may be less willing to invest in these patients because they 

misinterpret a lack of health literacy or health promoting behaviors as patient indifference 

towards health (Chang et al. 2016; Dubbin et al. 2013). In fact, Street, Gordon, and Haidet 

(2007) found that patient’s communication skills, which is confounded with demographic 
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characteristics like race and income, was the strongest predictor of provider communication. 

Importantly, because racial-ethnic minorities and those with lower socioeconomic status 

typically have the least cultural health capital, this could reinforce stereotypes and 

disproportionately affect the treatment all racial-ethnic minority patients and low-income patients 

receive (Dubbin et al. 2013; Malat 2006; Shim 2010). As Dubbin et al. (2013) mentions, 

providers determine how much they will invest in patients based on initial perceptions of how 

much patients will engage. These perceptions are often based on past experiences with patients 

who have similar characteristics, like race and SES (Dubbin et al. 2013).  

 In contrast, when patients with more cultural health capital utilize these resources and 

demonstrate health literacy, providers interpret these skills as motivation and competency and 

communication is facilitated (Dubbin et al. 2013). Therefore, cultural health capital may be used 

as a signal to providers which patients they should invest in (Chang et al. 2016; Dubbin et al. 

2013). In this way, those who already have a certain threshold of cultural health capital are able 

to accumulate more, while those below that threshold, who could likely benefit the most from 

enhanced provider-patient communication, receive lower quality care (Shim 2010). While a 

patient’s health literacy can influence patient-provider interactions; these interactions can also be 

evaluated by the provider’s ability to cultivate additional cultural health capital for their patient 

(Dubbin et al. 2013; Shim 2010). The concept of cultural health capital can thereby increase the 

understanding of the reciprocal nature of patient-provider interactions, as it is the exchange of 

capital that leads to more positive encounters (Chang et al. 2016; Dubbin et al. 2013; Shim 

2010).   

As the theory demonstrates, inequalities hinder the ability to accumulate and mobilize 

cultural health capital (Shim 2010). First, the mobilization of cultural health capital is most often 
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unconscious, influenced by habitus and repeated patterns of action and perceptions, which are 

based on experience and socialization (Dubbin et al. 2013). Therefore, the enactment of cultural 

health capital is intensely stratified (Shim 2010). Additionally, cultural health capital affects 

patient-provider interactions, while also being dependent on these interactions. As a result, 

cultural health capital is useful in linking micro-level interactions between providers and patients 

to the macro-level structure of inequality in society (Shim 2010). Shim (2010) also argues that 

cultural health capital offers a fuller explanation of how health disparities are created, 

reproduced, and possibly even increased over time. Focusing on cultural health capital creates a 

more positive outlook and practical solution as it places an emphasis on building and utilizing 

resources an individual has, rather than purely focusing on what they lack (Shim 2010). This 

theoretical framework also sheds light on the typically ignored social structures and cultural 

elements influencing health and the need for access to resources that can improve health 

outcomes (Pinxten and Lievens 2014).   

2.2 Components of Satisfaction 

 In order to establish high quality care and develop positive provider-patient relationships, 

the first step is to determine which aspects of care patients value the most (Tak, Ruhnke, and 

Shih 2014). Because there are so many specific types of care, developing a single measurement 

tool for patient satisfaction is difficult. There is no gold standard in measuring patient 

satisfaction, although most agree it is a multidimensional construct (Eveleigh et al. 2012; Santos 

de Almeida et al. 2015). While Santos de Almeida et al. (2015) argue the main components of 

satisfaction are patient-healthcare professional interactions, physical environment, and internal 

management process, it is important to consider cultural or individual variations in how 

satisfaction is conceptualized. Recent studies have also focused on linking aspects of patient-
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centered care to satisfaction (Ciechanowski and Katon 2006; Epstein et al. 2005; Grob 2013; Lee 

and Lin 2010; Mead, Bower, and Hann 2002; Rathert et al. 2012; Tak et al. 2014). According to 

Lee and Lin (2010), the four most common attributes of patient-centered care are attention to 

patients’ psychosocial needs in addition to physical needs, encouraging patients to voice their 

concerns, developing a sense of partnership, and promoting patient inclusion in decision making. 

Therefore, many studies on patient satisfaction focus on measures of patient-provider 

communication (Ciechanowski and Katon 2006; Cooper et al. 2012; Richard et al. 2014).  

 In a study conducted by Tak et al. (2015) it was found that higher ratings of provider 

thoroughness, explanation, and listening all increased the odds of having a higher rating of 

overall satisfaction. Similarly, in their study on provider-patient communication, Richard et al. 

(2014) used data collected from patients to examine how often providers showed patients 

respect, listened to patients, explained things to the patient, spent enough time with patients, and 

involved patients in treatment decisions.  The same measures of provider-patient communication 

were also utilized in earlier studies (Smith 2013).  

Despite evidence linking attributes of patient-centered care to increased patient 

satisfaction, it is important to still acknowledge the fact that patient preferences vary (Lee and 

Lin 2010; Tak, et al. 2015). While some patients value partnership and the ability to be involved 

in treatment decisions, other patients still prefer to take a passive role and want their providers to 

use a more traditional, directive approach (Lee and Lin 2010; Tak, et al. 2015). Therefore, in 

studying provider-patient interactions, it may be more important to examine patients’ subjective 

perceptions of the interactions than relying on objective communication measures.     
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 While patient satisfaction is subjective, understanding how to improve satisfaction can 

have important implications for objective health measures. For instance, patients who have more 

positive interactions with their providers are more likely to comply with treatment regimens 

(Kaplan et al. 1989; Richard et al. 2014). Not only are more satisfied patients more willing to 

comply, they are more likely to implement treatment regimens correctly. Better communication 

with providers increases the amount of information transmitted and the ability of patients to 

comprehend and retain the knowledge shared (Johnson et al. 2004; Kaplan, et al. 1989). As a 

result, focusing on patient satisfaction and performance measures has been identified as a 

potential strategy to reduce health care costs (Roski and Kim 2010).  

2.3 Race and Patient Satisfaction 

Previous literature demonstrates racial disparities in satisfaction with care and patient-

provider interactions. These differences appeared when using both objective measures of 

communication and subjective patient ratings of care. For instance, based on audio recordings of 

medical visits, providers are more verbally dominant, less positive, less patient-centered, and 

more contentious when interacting with black patients compared to white patients (Cooper et al. 

2012; Johnson et al. 2004, Street et al. 2007). Patient ratings of their interactions with providers 

also reveal racial differences in quality of care. Compared to white patients, black and Latinx 

patients report being less satisfied with their interactions with providers (Johnson et al. 2004; 

Malat 2001). Malat (2001) identified disparities in satisfaction between black and white patients 

on more specific measures of satisfaction. For instance, white patients were more likely than 

black patients to report providers being excellent at treating them with dignity and respect, and 

excellent at spending enough time with them, even after controlling for education and income 

(Malat 2001). However, when using an index to measure patient satisfaction, Saha, Arbelaez, 
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and Cooper (2003) found no significant difference between white and black patients’ level of 

satisfaction with patient-provider interactions. Importantly, however, other non-white patients 

were still significantly less satisfied than their white counterparts.   

To offer explanations for racial disparities in patient satisfaction, past studies have 

utilized aspects of Bourdieu’s concept of cultural capital (Abel and Frohlich 2012; Chang et al. 

2016; Dubbin et al. 2013; Grineski 2009; Pinxten and Lievens 2014; Shim 2010). Minority 

patients are believed to possess less cultural capital deemed valuable in health interactions as a 

result of differential access and use, lower rates of insurance coverage, less education, and lower 

socioeconomic status (Shim 2010). However, past studies also demonstrate that disparities in 

quality of care and patient satisfaction have remained over time and still exist between white and 

minority patients with similar educational and socioeconomic characteristics (Johnson et al. 

2004, Phelan and Link 2015). In these cases, other factors that limit the cultivation of CHC are 

explored. For example, structural discrimination has historically caused higher quality resources 

to be inaccessible, or more difficult to access, for minorities regardless of SES (Phelan and Link 

2015). In addition, minority patients often experience social distance in their relationships with 

providers, stifling communication and the opportunity to generate CHC. Because minority 

patients are more likely than white patients to occupy a different habitus than providers, they are 

more likely to be criticized of judged for their preferences and dispositions by providers.  

Many studies exploring patient dissatisfaction with care and communication issues with 

providers do so in the context of race-discordant relationships (Malat 2001; Malat 2006; Cooper 

et al. 2012). Many cite race-discordance in provider-patient relationships as the reason why 

racial and ethnic minorities experience poorer communication and discrimination in medical 

encounters (Malat 2001; Malat 2006; Cooper et al. 2012). Malat (2001) demonstrated that racial 
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concordance is in fact associated with greater patient satisfaction, in particular, patient ratings of 

provider respect. Similarly, providers were also more likely to rate same-race patients as 

someone they would be friends with (Malat 2001). Because most providers are white and occupy 

a higher SES, minority patients are more likely than white patients to be sociodemographically 

different than their providers, which contributes to social distance (Malat 2001; Malat 2006). As 

Bourdieu would explain, social distance is created when individuals occupy a different habitus. 

As a result of their different embodied histories and access to all three forms of capital 

(economic, social, and cultural), they hold different expectations, preferences, and skills that 

complicate the ability to relate to one another (Shim 2010). 

An example of differing expectations is demonstrated in a qualitative study conducted by 

Grineski (2009). Latinx patients who were not born in the U.S. faced additional challenges with 

language barriers and a lack of knowledge about the U.S. health care system. Paired with a 

cultural orientation towards accepting challenges without complaint, this led patients to be less 

vocal with providers and less active in seeking medical assistance. Although the specific reasons 

may vary by identity, in general minority patients are more likely than white patients to take a 

more passive role in the health care system and prefer providers to take a more instrumental and 

directive approach as a result of having less cultural capital (Grineski 2009). In a system that 

highly values active participation and communication, these patients may be mislabeled as 

indifferent about their health (Grineski 2009). As Shim (2010) notes, patient displays of 

competency lead providers to invest more in patients, as they believe their efforts to cultivate that 

patient’s CHC will be more worthwhile. Street et al. (2007) also indicates that providers are 

more informative and supportive towards patients who ask more questions, make more requests, 

and are more expressive. However, as these studies show patient communication is highly 
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confounded by demographics like race. For instance, black patients are rated as being less 

effective communicators (Street et al. 2007). Black and Latinx patients are also less likely than 

white patients to request additional services (Grineski 2009).      

Because social distance leads to a greater opportunity for these misunderstandings, 

minority patients are often judged more harshly by providers (Malat 2001). Research has shown 

that providers do have a more negative view of black patients (Malat 2006). In a study conducted 

by Piette et al. (2006), 11% of non-white patients reported experiencing racial discrimination 

from doctors and/or medical staff. The study also demonstrated a link between racial 

discrimination, other forms of discrimination, and objective health outcomes in regards to 

diabetes management. Of those who reported experiencing racial discrimination, 63% reported 

education/income discrimination and 48% reported age discrimination as well. Discrimination 

among diabetic patients was associated with a greater symptom burden, poorer glycemic control, 

and worse physical functioning. Creating a more diverse health workforce has been shown to 

lead to better access and greater satisfaction with health care (Lillie-Blanton, Maleque, and 

Miller 2008). In addition, patients whose provider is of the same race are more likely to adhere to 

treatment, and have greater satisfaction (Malat 2001; Lillie-Blanton et al. 2008).  

Despite the increased possibility of non-white patients receiving lower quality care, there 

is still a possibility they may rate their care more favorably than their white counterparts. 

Individuals less likely to be treated with respect in ordinary circumstances may have lower 

expectations when interacting with providers (Malat 2006; Rashid and Jusoff 2009). As Ford and 

Airhihenbuwa (2010) state, contemporary racism is characterized as subtle and ordinary. 

Therefore, it is normalized and often ignored, even by those targeted. While these are important 

findings, a notable limitation is that previous literature exploring racial differences in patient-
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provider interactions primarily discuss white and black patients, giving little focus to other racial 

and ethnic minority groups.   

2.4 Race and Intervening Mechanisms 

Because of the history of discrimination within the U.S., black individuals and minorities 

face many impediments in attaining flexible resources, leading to increased mortality rates for 

these groups (Reich et al. 2016). Even with medical advances, better identification of risk 

factors, and a large increase in access to care with the passage of the Affordable Care Act, 

disparities in mortality rates still remain (Buchmueller et al. 2016; Reich et al. 2016). As a result 

of inequality in insurance coverage and the differential quality of resources, racial and ethnic 

minority patients face greater challenges in cultivating cultural health capital, which can lead to 

misunderstandings and less productive interactions with providers. This leads to a cyclical 

process, as less effective communication with providers also prevents the accumulation of 

additional CHC necessary to improve the relationship.   

 An example of a resource that affects health and differs by race is education. For 

instance, compared to white men, black men are more likely to have less than a high school 

education (Thorpe et al. 2014).White individuals are also more likely to attend college or earn an 

advanced degree compared to black and Latinx individuals (Ryan and Bauman 2016). In 

addition, White individuals are more likely than Asian individuals to graduate from high school. 

However, when Asian individuals do graduate high school they are more likely than white high 

school graduates to continue their education in college (Ryan and Bauman 2016).   

As previously mentioned, the quality of patient-provider interactions is also largely 

dependent on access to care and insurance coverage (Becker 2003; Malat 2006). Greater use and 
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exposure to the health care system increases patient knowledge and ability to effectively 

communicate with providers. Historically, Latinx and black patients are less likely than white 

patients to have a usual source of care and less likely to use ambulatory care services (Ashton et 

al. 2003, Lillie-Blanton et al. 2008; Weinick, Zuvekas, and Cohen 2000). Burgard and Hawkins 

(2014) also note that black and Latinx patients are more likely than white patients to forego 

needed medical care, while Asian patients are less likely than white patients to forego care. 

These differences are accentuated during times of economic downturn. During the 2007-2009 

recession, the rate at which patients went without needed medical care grew faster for black 

individuals than any other racial/ethnic group (Burgard and Hawkins 2014).  

Continuity of care varies by race due to insurance coverage. White patients are most 

likely to have continuous insurance coverage, followed by black patients and Latinx patients 

(Lillie-Blanton et al. 2008). The Affordable Care Act did reduce the number of uninsured 

patients. More specifically, the Affordable Care Act narrowed the gap in coverage between 

minority patients and white patients. Between 2008 and 2014 the average coverage gap between 

black and white patients was 11 percentage points, and the gap between Latinx and white 

patients was 27 percentage points (Buchmueller et al. 2016).  In 2014, after changes in coverage 

provisions, the coverage gap between black and white patients decreased to 9 percentage points. 

The gap between Latinx and white patients decreased more drastically to 22 percentage points. 

This was the result of declines in the numbers of uninsured patients in all three racial groups, but 

more drastic declines for black and Latinx patients (Buchmueller, et al. 2016).     

However, even with insurance coverage, minority patients are more likely than white 

patients to use the same services as uninsured individuals, such as community health centers and 

public clinics. Due to the high demand for care in these facilities, access is still challenged and 
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quality of care diminished regardless of coverage (Lillie-Blanton et al. 2008). Health resources 

remain insufficient in neighborhoods characterized by large populations of ethnic and racial 

minorities (Phelan and Link 2015). Where black and Latinx patients seek care is better predicted 

by the resources available in their community than their type of insurance coverage. Even when 

Latinx and black patients have coverage, they are two times more likely than white patients to 

identify a hospital clinic or outpatient department instead of a private or office-based physician 

as their usual source of care (Lillie-Blanton et al. 2008).   

Minority patients also experience chronic conditions differently than white patients 

(Becker 2003). For instance, black and Latinx patients have disproportionately higher rates of 

hypertension, kidney disease, diabetes, and asthma (Cabassa et al. 2013). When it comes to the 

presence of multiple chronic medical conditions (MCMC), the rate is significantly greater for 

black patients compared to white patients (Cabassa et al. 2014). Black men also experience 

earlier onset of disease and are diagnosed at later disease stages when compared to white men 

(Thorpe et al. 2014). However, a study by Thorpe et al. (2014) suggests that the disparities in 

chronic conditions disappear when examining white and black patients who live in highly 

integrated environments, have similar incomes, and have access to the same quality of resources. 

Hicken et al. (2014) further suggest that the chronic stress experienced by minorities due to fear 

of discrimination or access to resources is what leads to a higher prevalence of chronic 

conditions, specifically hypertension.  

2.5 Intervening Mechanisms and Patient Satisfaction 

As noted by Phelan et al. (2004), access to capital directly influences health by affecting 

an individual’s knowledge and ability to avoid risk. As health information changes, it is those 

with the most resources who are more likely and able to respond, adjust, and utilize that 
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knowledge (Link and Phelan 1995; Phelan et al. 2004). When new diseases or new prevention 

methods are discovered, the likelihood to avoid or cope with illness and engage in health 

promoting actions disproportionately advantages those with the most capital. Even when old 

diseases reappear, like measles, or new diseases are discovered, like AIDS, it is the socially 

disadvantaged who are affected first and more dramatically (Link and Phelan 1995). This is 

because resources such as knowledge, money, power, prestige, and social connections are 

flexible and can be used in different places and at different times, to increase favorable health 

outcomes or avoid risk in the first place.  

In addition to the impact on objective health measures, previous studies indicate that 

CHC is a contributing factor in patient satisfaction levels. Patients must already possess a certain 

level of CHC in order to have more positive and effective interactions with providers. Displaying 

CHC also increases the likelihood that providers will invest in the patient. As previously 

discussed, when patients demonstrate high levels of CHC, providers view them as more likely to 

comply and more motivated to engage in health promoting behaviors. As a result, providers are 

more likely to invest their time and information in that patient (Chang et al. 2016; Dubbin et al. 

2013; Shim 2010).  

This can be seen in the relationship between education and patient satisfaction. 

Individuals with less education express difficulty communicating with providers and report 

feeling like their opinions are not valued (Malat 2001). Smith (2013) also found that patients 

with lower educational levels perceived greater communication issues with providers. However, 

in a study published in 2001, Malat found that the relationship between education and patient 

satisfaction was non-linear in regards to perceptions of respect. Patients in the highest and lowest 

education bracket were more likely to rate their providers as excellent in displaying respect, 
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while those in the middle education bracket were the least satisfied with the amount of respect 

demonstrated by their providers.  

Past studies have also emphasized access and exposure to the health care system as 

predictors of satisfaction. In the present study, 3 variables concentrate on the idea of access and 

exposure; the patient’s number of medical visits in the past year, insurance coverage, and the 

presence of a chronic illness. In connection with the current theoretical framework, access and 

exposure influence patient satisfaction because both impact a patient’s ability to cultivate CHC. 

Studies have shown an association between greater utilization of inpatient services and higher 

patient satisfaction (Fenton et al. 2012). Additionally, Mead et al. (2002) indicates that patient 

satisfaction is best predicted by familiarity with the provider, not by actual consultation 

processes.  

Previous literature has shown insurance status to be associated with satisfaction for 

different reasons. Specifically, insurance status is related to ease of accessing care, quality of 

care, and treatment from healthcare professionals. Nguyen and Sommers (2016) found that 

59.0% of uninsured patients did not have a personal doctor, as opposed to 35.5% of privately 

insured individuals, and were more likely than any other group to report difficulty accessing 

primary and specialty care. As a result, uninsured patients are more likely than any other group 

to delay care and to use emergency departments for care rather than office visits (Nguyen and 

Sommers 2016).  Uninsured patients were also more likely to rate their care as poor and 

consistently report worse outcomes. Of uninsured patients, 66.3% reported poor quality of care 

compared to 38.1% of privately insured patients. Insurance coverage may also have a more direct 

influence in patient-provider interactions. Focus groups conducted by Tajeu et al. (2015) 

revealed that patients often perceive discrimination from health care providers because of their 
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insurance status. In particular, patients who had experience being both publicly and privately 

insured discussed being treated more politely when privately insured, and looked down on when 

publicly insured.  

Because chronic condition management is often described as a collaborative process 

between patients and providers, and often requires more frequent consultations with a specialist, 

chronic condition diagnosis likely leads to more experience navigating the health care system 

and greater familiarity with a particular provider (Bamm, Rosenbaum, and Wilkins 2013; 

Ciechanowski and Katon 2006). In their 2012 study, Alexander et al. found that having a chronic 

condition was positively associated with patient activation. Patient activation causes patients to 

have a more empowered role in their relationships with providers, rather than conforming to 

traditional power differentials. According to Alexander et al. (2012) patient activation is 

associated with important determinants of patient satisfaction, such as high quality interpersonal 

exchanges with providers and being treated with respect by providers. Fenton et al. (2012) also 

found that individuals with greater mortality risks and chronic conditions were more satisfied 

with providers and suggest this may be the result of heavier reliance on their sources of care.   

2.6 Current Study 

The current study builds off of previous literature by examining racial differences in 5 

separate components of satisfaction in order to understand what components are most associated 

with race and can be partially mediated by measures associated with economic and cultural 

capital. While previous literature shows that racial differences in satisfaction can be explained by 

differences in capital, this study will look more specifically at which components of satisfaction 

are impacted the most by these measures. The factors associated with cultural and economic 
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capital and that contribute to CHC included in this study are; educational attainment, number of 

medical visits, insurance coverage, and chronic condition diagnosis.  

2.6.1 Research Questions 

Are racial minorities less likely to be satisfied in patient-provider interactions than white 

patients? 

Are there racial/ethnic differences in educational attainment, number of medical visits, 

insurance coverage, and chronic condition diagnoses? 

Does educational attainment, number of medical visits, insurance coverage, or having a 

chronic condition partially explain the relationship between patient race and the 

components of satisfaction?  
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CHAPTER 3 

MODEL AND HYPOTHESES 

3.1 Theoretical Model  
 

 

 

 

Previous literature notes that patients’ level of cultural capital, and more specifically 

cultural health capital, contribute to the quality of interactions patients have with the health care 

system. However, these studies often fail to examine multiple components of satisfaction. By 

examining which components or satisfaction are most associated with race and cultural capital, 

there is a greater ability to make targeted efforts at reducing disparities in care. Factors identified 

Patient Race 

Patient Satisfaction 
• Inclusion in Decisions 
• Listened to  
• Given Explanations 
• Respected 
• Time with Provider 

Measures Related to CHC 
• Education 
• Number of Medical Visits 
• Chronic Conditions 

Economic Capital  
• Insurance Coverage 
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as contributing to a patient’s level of cultural health capital include; education, number of 

healthcare visits, and insurance coverage, and chronic condition diagnoses. Given that these 

factors vary by race, these variables are expected to partially mediate the relationship between 

race and patient satisfaction. However, it is unclear if the mediating effects will be the same on 

all components of satisfaction. This study will explore the individual mediating effects of each 

variable on all 5 measures of patient satisfaction, controlling for age and gender demographics. 

Therefore, the multivariate model for each measure of patient satisfaction will be divided into 6 

model segments. 

3.2 Model Segment 1: Race/Ethnicity and Patient Satisfaction 

In the first Model segment, the relationship between race and patient satisfaction will be 

examined after controlling for the demographic characteristics of age and gender. Because 

minority patients experience less access to resources and are believed to possess less CHC 

impacting communication with providers, without including any of these factors they will be less 

satisfied in patient-provider interactions.  

Hypothesis 1: White patients are more likely than any other racial group to be satisfied on 

all 5 outcome measures.  

3.3 Model Segment 2: Education as an Intervening Mechanism 

In the second Model segment, education will be entered into the regression equation. 

Because education predicts increased CHC, and educational attainment differs by race, by 

including this variable in the equation the racial differences in patient satisfaction should decline.  

Hypothesis 2: Education will partially mediate the relationship between race and patient 

satisfaction on all 5 outcome measures.  
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3.4 Model Segment 3: Number of Medical Visits as an Intervening Mechanism 
 

The third model segment will examine the partial mediating effects of the number of 

medical visits. Because black and Latinx patients are more likely to forgo care than white 

patients, they often have less experience within the health care system and interacting with 

providers. By stepping in the number of medical visits, the association between race and 

satisfaction should decrease.  

Hypothesis 3: Number of medical visits will partially mediate the relationship between 

race and patient satisfaction on all 5 outcome measures. 

3.5 Model Segment 4: Insurance Coverage as an Intervening Mechanism 

In the fourth Model segment, the partial mediating effects of insurance coverage will be 

examined. Of the variables included in this study, insurance coverage is one of the most 

consistently examined in previous literature. Insurance coverage is related to income as well as 

access and therefore is an important component in judging an individual’s socioeconomic status. 

Racial disparities in insurance coverage remain despite major changes to the health care system 

and are a key focus in discussing both objective and subjective health outcomes. It is expected 

that after stepping in insurance coverage, racial differences in satisfaction will decline.  

Hypothesis 4: Insurance coverage will partially mediate the relationship between race and 

patient satisfaction on all 5 outcome measures. 

3.6 Model Segment 5: Chronic Conditions as an Intervening Mechanism 

The fifth model segment will explore the partial mediating effects of having a chronic 

condition diagnosis. Chronic conditions drastically affect how patients interact with providers, as 

well as how often. While chronic condition management ideally occurs in a cooperative process 
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between providers and patients, there is evidence that black patients still receive lower quality of 

chronic condition care compared to white and Latinx patients (Cabassa et al. 2013). Therefore, 

while chronic conditions have the potential to lead to more familiarity and positive feelings 

toward providers for white and Latinx patients, having a chronic condition may have the 

opposite effect for black patients. Either way, including chronic condition diagnosis in the model 

should lead to more similar levels of satisfaction.  

Hypothesis 5: Chronic condition diagnosis will partially mediate the relationship between 

race and patient satisfaction on all 5 outcome measures. 

3.7 Model Segment 6: Full Model  

The first five model segments explore the effects of each variable individually. In 

contrast, the final Model segment will examine the mediating effects of education, number of 

medical visits, insurance coverage, and chronic condition diagnosis simultaneously. Because all 

of the variables are expected to partially mediate the relationship between race and satisfaction, 

the combined affects in the final model should cause the relationship to be insignificant.  

Hypothesis 6: The relationship between race and patient satisfaction will be smaller after 

controlling for the 4 intervening variables.  
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CHAPTER 4 

METHODS 

4.1 Data 
 

Data was obtained from the 2013 Medical Expenditure Panel Survey (MEPS). The MEPS 

collects nationally representative data on health care use, health care expenditures and out-of-

pocket costs, and health insurance coverage. The sampling frame for MEPS includes households 

that participated in the previous year’s National Health Interview Survey (NHIS) conducted by 

the National Center for Health Statistics. The NHIS uses a multistage stratified sampling 

procedure. After a group of counties are selected within each state, blocks are stratified by the 

concentration of minorities, specifically Latinx, Black, and Asian individuals, before specific 

households are selected. Each year, MEPS uses the NHIS households to select a new sample of 

15,000 households to be included in the panel. The overlapping panel design includes 5 separate 

rounds of interviews that span over a 2 year period. Data for the 2013 dataset includes rounds 3, 

4, and 5 of Panel 17 as well as rounds 1, 2, and 3 of Panel 18. Therefore, the data includes 

36,940 individuals from 2 different panels.  

There are 2 major components of MEPS: the Household Component and the Insurance 

component. The data for this study is from the Household Component, which includes 

information collected from individuals as well as medical providers about individuals’ health 

status, socioeconomic characteristics, access to care, and the quality of care received. The study 

also uses data from the Adult Self-Administered Questionnaire (SAQ), which is a mailed survey 

given to all household respondents aged 18 or older during Panel 17 Round 4 and Panel 18 

Round 2.  
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4.2 Sample 

The current analysis will be limited to respondents who were eligible to complete the 

SAQ. Respondents were not eligible if there was no record for them in the round, they were 

institutionalized, they moved out of the U.S. or to a military facility, or if they were younger than 

18. In addition, the study is limited to respondents considered “key persons” and “in scope.” Key 

persons are those who are linked to households originally sampled in the NHIS, either before or 

after the NHIS study was conducted. Individuals are considered in scope if there were a member 

of the civilian, non-institutionalized population at any point during a round. Only individuals 

considered in scope for the entirety of all 5 rounds are included. The final criterion for inclusion 

in the present study was the number of visits to a doctor’s office or clinic. Only respondents 

reporting at least 1 visit in the past 12 months were included, resulting in a final sample size of 

21,690.  

 The MEPS provides a sample weight for participants who completed the SAQ. A relative 

weight variable was created by dividing the original weight by its mean. After applying the new 

relative weight to the data, the sample size was maintained and the sample was more reflective of 

the population.  

4.3 Variables 

4.3.1 Dependent variables 

The dependent variable is patient satisfaction. Five separate components of patient 

satisfaction were measured using 5 ordinal-level variables that the MEPS adapted from the 

Consumer Assessment of Healthcare Providers and Systems program (CAHPS) survey. The 

questions asked include: (1) In the last 12 months, how often did doctors or other health 

providers listen carefully to you? (2) In the last 12 months, how often did doctors or other health 
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providers explain things in a way that was easy to understand? (3) In the last 12 months, how 

often did doctors or other health providers show respect for what you had to say? (4) In the last 

12 months, how often did doctors or other health providers spend enough time with you? and (5) 

If there were a choice between treatments, how often would your medical provider ask you to 

help make the decision?. The first 4 questions are included in the SAQ. However, the fifth 

question was included in an interview and was only asked if respondents indicated they had a 

usual source of care.  

Response categories include; Never, Sometimes, Usually, and Always with values of 1 

through 4 respectively. Because of the skip pattern during interviews, individuals lacking a usual 

source of care and not asked the fifth item (inclusion in treatment decisions) were coded as 

“never” or 0 on the final measure. Additional analyses verified this coding scheme was 

appropriate as there were not any substantive differences in the conclusions about race and 

inclusion in treatment decisions when these cases lacking a usual source of care were removed 

instead.  All five satisfaction components were then recoded to be dichotomous variables. 

Patients who indicated they were always satisfied on a measure (4) were recoded as 1 for 

“always.” Patients who stated they were never, sometimes, or usually satisfied on a measure (1-

3) were recoded as 0 for “not always.” A past study using the same dataset and variables also 

recoded as dichotomous measures to more clearly indicate whether or not individuals 

experienced communication issues with providers (Smith 2013). In this study, the satisfaction 

components were coded as “usually to always” and “sometimes to never.” By measuring the 

components of satisfaction separately, this creates the opportunity to more specifically identify 

what communication issues are occurring and how to intervene (Smith 2013).  
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4.3.2 Key Independent Variable 

4.3.2.1 Race/Ethnicity 

 Race/ethnicity is a nominal-level variable based on separate self-reports of race and 

ethnicity. Participants’ race and ethnicity responses were then combined into a single variable 

within the dataset. The final categories included in the dataset are; Hispanic, Non-Hispanic 

White Only, Non-Hispanic Black Only, Non-Hispanic Asian Only, Non-Hispanic Other Race or 

Multiple Race. If race/ethnicity was not collected, it was obtained from the original NHIS data. If 

this was not available, race/ethnicity was imputed as family member’s race/ethnicity. For 

analysis purposes, this variable was then used to create a new dummy coded variable for each of 

the 5 racial categories; White, Latinx, Black, Asian, and Other. For example, the White variable 

was coded as 1 for those who reported being Non-Hispanic White Only and coded as 0 for all 

other respondents. 

4.3.3 Intervening Variables 

4.3.3.1 Education 

Education was measured by asking respondents the highest level of school they 

completed or the highest degree he/she has received. Responses were consolidated into 6 

categories: (1) less than/equal to 8th grade, (2) 9-12th grade with no high school diploma, (3) 

GED or equivalent, high school diploma, (4) some college with no degree, associate’s degree 

from occupational or technical/vocational school, associate’s degree from an academic program, 

(5) bachelor’s degree, (6) master’s or professional/doctoral degree. Responses were coded 1 

through 6 respectively.   
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4.3.3.2 Number of Medical Visits 

 Number of Healthcare visits was measured using the SAQ question, “In the last 12 

months, not counting the times you went to an emergency room, how many times did you go to a 

doctor’s office or clinic to get health care for yourself?.” Response categories include 1, 2, 3, 4, 

5-9, and 10 or more and were coded as 1 through 6 respectively.  

4.3.3.3 Insurance  

Respondents are asked to indicate their health insurance provider in every round of 

interviews. The MEPS uses this information to create a new summary variable describing 

coverage for the entire year. In the summary variable, respondents were either coded as 1 for 

“any private,” 2 for “public only,” or 3 for “uninsured.” For use in analysis, a separate variable 

was created and dummy coded for each of the 3 types of insurance. For example, on the variable 

for private insurance all respondents reporting “any private” on the original variable were coded 

as 1 and the remaining respondents were coded as 0.  

4.3.3.4 Chronic Condition 

 Those living with a chronic condition often have a unique experience with the health care 

system. Because chronic illness management changes this experience by creating a necessity for 

more cooperation between doctors and patients, a dichotomous variable was created to 

categorize patients with and patients without a chronic illness. Individuals were asked if they had 

ever been told by a doctor or health professional if they had the following: coronary heart 

disease, angina, a heart attack, some other heart disease, diabetes, arthritis, and hypertension.   

Individuals who responded yes to having any form of heart disease, diabetes mellitus, 

arthritis, or hypertension were recoded as 1, indicating the presence of a chronic condition. 
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Those without any of the conditions were coded as 0. These 4 conditions were selected because 

they are among the most common conditions for U.S. adults and considered leading causes of 

death and disability, with the exception of hypertension (Meraya, Raval, and Sambamoorthi 

2015). 

4.3.4 Control Variables 

4.3.4.1 Gender 

 Gender for each individual is recorded from the NHIS data. During each interview, all 

respondents were asked to verify their gender, and data was corrected if necessary.  Respondents 

were either categorized as Male (1) or Female (2). If the MEPS was unable to record a 

respondent’s gender, it was randomly assigned in the dataset. For analysis, respondent gender 

was recoded as a dummy variable in which 0 indicated male and 1 indicated female.  

4.3.4.2 Age 

During each interview, respondents were asked to verify their date of birth, which was 

used create new interval-level variable that calculated their age in years at the time of each round 

in the survey. When age or date of birth was not available, it was imputed using the mean age 

difference of MEPS participants with certain family member relationships. For example, if a 

husband’s age is missing, it is imputed as his wife’s age plus 3 (the mean difference between all 

MEPS husbands and wives). When this was not possible, age was simply imputed as the mean 

age of all MEPS respondents.  The age for Panel 17 Round 4 and Panel 18 Round 2 was used for 

this study because it corresponds with the time the SAQ was collected.   
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CHAPTER 5 

RESULTS 

5.1 Univariate Analysis 

5.1.1 Dependent Variables 

The frequency distributions of all 5 dependent variables are displayed in Table 1. A 

greater percentage of respondents reported “Always” as opposed to “Not Always” on all 5 

dependent variables. This was especially true for the variable for being respected by providers. 

Sixty-eight percent of respondents reported they were always respected, while 32% were not 

always respected. A large percentage of respondents also reported always receiving clear 

explanations from providers (64.6%) and always being listened to by providers (64.2%). Smaller 

percentages reported always receiving enough time with providers (55.4%) and always being 

included in treatment decisions (53.9%).  

5.1.2 Independent Variable 

The primary independent variable for this study is race, which is shown in Table 2. In the 

sample, 71.2% of respondents were categorized as non-Latinx white. The percentage of 

individuals identifying as Latinx and black was similar at 11% and 10.7% respectively. The 

smallest categories were Asian (4.7%) and other race/multiple race (2.4%).  

5.1.3 Intervening Variables 

The first intervening variable, education, had a mean score of 3.96 (SD= 1.27), 

representing some post-secondary education (Table 3). Just over half of the sample had either a 

GED/High school diploma or attended some college. As shown in Table 3, the mean response 

for the number of medical visits in the past year was 3.14 with a standard deviation of 1.72. The 
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distribution is skewed as 59.7% of the sample reported 3 or less office visits in the past year. 

Most of the sample (72%) reported having at least some private insurance during 2013. Those 

solely relying on public insurance amounted to 20.3% of the sample, while 7.7% reported having 

no health insurance (Table 2). In regards to chronic illness, 58.1% of the sample reported being 

diagnosed with at least one of the chronic conditions included in this study, while 41.9% had no 

diagnosis (Table 2).  

5.1.4 Control Variables 

Demographic variables include gender and age. The majority of the sample was female. 

Females comprised 57.8% of the sample while 42.2% were male (Table 2). The age of 

respondents in the sample ranged from 18 to 85. Respondents’ age was evenly distributed with a 

mean of 49.91 (SD= 17.90) (Table 3). 

5.2 Bivariate Analysis 

 Bivariate analyses were conducted to examine the paths outlined in the research 

questions. To address the first research question (Are racial minorities less likely to be satisfied 

than white patients?), it is necessary to establish if there is a bivariate relationship between 

patient race and satisfaction.  In order to examine the partial mediating effects the intervening 

variables have on this relationship it is necessary to establish bivariate relationships between 

patient race and the intervening variables (educational attainment, number of medical visits, 

insurance coverage, and chronic condition diagnoses), as well as bivariate relationships between 

the intervening variables and patient satisfaction.  
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5.2.1 Race/Ethnicity and Patient Satisfaction 

A chi square cross-tabulation revealed there was a statistically significant relationship 

between race and all 5 dependent variables (Table 4). White respondents had a higher percentage 

of always being included in treatment decisions (56.7%) than any other group, while Latinx 

patients had the lowest percentage (43.9%). Black respondents had the highest percentage for 

always feeling listened to (70.9%), followed by white patients (64.5%). A greater percentage of 

black respondents (70.5%) also reported that they always receive clear explanations from 

providers, with the second highest percentage being for white patients (65.2%). Black 

respondents also had the greatest percentage of always feeling respected (74.8%) followed by 

67.7% of white patients. Of black respondents, 59.2% reported always receiving enough time 

with providers, which was the highest group percentage. The second highest percentage for 

always receiving enough time with providers was 56.7% for white patients.  

In summary, white patients were more likely than any other group to always be included 

in treatment decisions. White patients were also more likely than Latinx, Asian, or those 

categorized as other to report always being listened to, always receiving clear explanations from 

providers, always being respected by providers, and always receiving enough time with 

providers.  However, black patients were more likely than white patients or any other group to 

always be satisfied on these four measures.   

5.2.2 Race/Ethnicity and Intervening Mechanisms  

5.2.2.1 Race/Ethnicity and Education 

A one-way analysis of variance (ANOVA) revealed there was a relationship between race 

and education that can be generalized to the population (F= 418.57, p<.001).  Results are 

displayed in Table 5. A Scheffe post hoc analysis revealed that Asian respondents had a higher 
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average level of educational attainment than any other group, including whites (x  4.42 and 4.12 

respectively).  Compared to white patients, the average level of educational attainment was lower 

for patients categorized as other (x  3.73) and black (x  3.62). Latinx patients had lower levels of 

education than any other group (x  3.13).  

5.2.2.2 Race/Ethnicity and Number of Medical Visits 

An ANOVA was also conducted to examine the relationship between race and number of 

medical visits and revealed a significant association (F=51.27, p<.001). As displayed in Table 5, 

those categorized as other and white patients reported the greatest number of medical visits with 

a mean of 3.33 and 3.23 respectively and were not significantly different based on a Scheffe post 

hoc analysis. However, Black, Asian, and Latinx respondents all reported significantly fewer 

medical visits than white respondents (x  2.91, 2.91, and 2.80, respectively).   

5.2.2.3 Race/Ethnicity and Insurance Coverage 

A chi-square cross-tabulation was conducted and revealed a significant association 

between race and insurance coverage (χ2 =1217.10, p<.001).  The results are displayed in Table 

6. Approximately half (50.2%) of Latinx patients and 59.1% of black patients reported having 

private insurance compared to 77.3% of white patients and 74.6% of Asian patients. Latinx 

patients reported being uninsured at a much higher rate than any other racial or ethnic group 

(20.3%).  In fact, the second highest percentage for being uninsured, which was for black 

patients, is half the rate of Latinx patients (9.8%).  

5.2.2.4 Race/Ethnicity and Chronic Condition Diagnosis 

 As shown in Table 6, a chi square cross-tabulation also demonstrated a significant 

relationship between race and the presence of chronic conditions (χ2=229.3, p>.001). The highest 
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percentage for having at least one chronic condition was for black patients (62.8%) followed by 

those categorized as other (60.1%), and white patients (59.9%). Asian patients had the lowest 

percentage of chronic condition diagnoses (44.4%).  

5.2.3 Intervening Mechanisms and Patient Satisfaction 

5.2.3.1 Education and Patient Satisfaction 

 In order to examine the mediating effects of education, number of medical visits, 

insurance coverage, and chronic conditions on satisfaction, the pathways between the mediating 

variables and dependent variables must be significant. An independent samples T-test was 

conducted to examine the relationships between education and all 5 measures of patient-provider 

satisfaction. The results are presented in Table 7. There was no association between education 

and feeling listened to by providers and no association between education and receiving enough 

time with providers. However, there was a significant association between education and 

inclusion in treatment decisions (t=-4.17, p>.001), education and receiving clear explanations 

from providers (t=-5.94, p>.001), and education and feeling respected by providers (t=-4.82, 

p>.001). Each associated demonstrated a similar pattern in that higher levels of education were 

associated with more positive perceptions of the interactions on those 3 measures. However, a 

Cohen’s d test found the differences were not meaningful (d<.2).   

5.2.3.2 Number of Medical Visits and Patient Satisfaction 

Table 8 shows the results of independent samples t-tests for the number of medical visits 

and all 5 measures of satisfaction. The number of medical visits was associated with all 5 

satisfaction measures. However, the pattern of the relationship was not the same for all 5 tests. 

Those with a higher number of visits were more likely to be included in treatment decisions, but 

less likely to be listened to, receive clear explanations, feel respected by providers, and receive 
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enough time with providers than those with less visits. However, Cohen’s d tests showed that 

none of the mean differences were meaningful (d<.2).  

5.2.3.3 Insurance Coverage and Patient Satisfaction 

A chi square cross-tabulation was conducted to examine the relationship between 

insurance coverage and patient satisfaction (Table 9). There was also a statistically significant 

relationship between insurance status and all 5 dependent variables. In addition, all 5 

relationships were similar, with privately insured individuals reporting a positive interaction 

most often, followed by those with public insurance, and then uninsured respondents. Always 

being included in treatment decisions occurred for 55.8% of respondents with private insurance, 

53.0% of respondents with public insurance, and 38.3% of respondents without any coverage. Of 

respondents with private insurance 65.4% reported always feeling listened to by providers, 

compared to 63.8% of respondents with public insurance and 54.4% of respondents without no 

insurance. Clear explanations were always given to 66.2% of those with private insurance, 

62.2% of those with public insurance, and 56.2% of uninsured individuals. Privately insured 

individuals reported always feeling respected more than publicly insured individuals or 

uninsured individuals (69.5% compared to 65.2% and 58.6% respectively). Finally, of those with 

private insurance, 56.8% reported always getting enough time with providers, compared to 

54.5% of those with public insurance and 44.7% of uninsured respondents.   

5.2.3.4 Chronic Condition Diagnosis and Patient Satisfaction 

A chi square cross-tabulation was also conducted to examine the association between 

having a chronic condition and satisfaction (Table 9). Statistically significant relationships were 

found between the presence of a chronic condition and involvement in treatment decisions, 

receiving clear explanations from providers, and feeling respected by providers. Respondents 
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with at least one chronic condition had a higher percentage of always being included in treatment 

decisions (57.9%) compared to respondents without a chronic condition (48.2%). However, a 

smaller percentage of respondents with a chronic condition reported always receiving clear 

explanations (64.1%) compared to 65.4% of respondents without a chronic condition. Similarly, 

a smaller percentage of respondents with a chronic condition reported always feeling respected 

(66.9%) compared to respondents without a chronic condition (69.0%).  

5.2.4 Demographics and Patient Satisfaction 

Gender was only significantly associated with receiving clear explanations from 

providers.  Of the women in the sample, 65.4% reported always receiving clear explanations 

compared to 63.6% of men (Table 10).  In contrast, there was a statistically significant 

relationship between age and all 5 measures of provider-patient interaction. However, a Cohen’s 

d test revealed that the age differences on the dependent variables were not meaningful (d<.2), 

with the exception of inclusion in treatment decisions (Table 11). On average, patients who 

reported always being included in treatment decisions were older than patients who were not 

always included. 

5.3 Multivariate Analysis 

A logistic regression was conducted to examine the relationship between race and all five 

dependent variables. For each dependent variable, six regression models were conducted to 

examine the intervening effects of education, number of medical visits, insurance type, and 

having a chronic condition.  

 In the first model, the relationship between race and the five dependent variables was 

examined controlling for only gender and age. In Models 2 through 5 an additional variable was 



42 

 

included to assess its intervening effects on the dependent variable by examining the percent 

decrease in the regression coefficients. In order, the additional variables include; education, 

number of medical visits, insurance type, and chronic condition status. All variables (race, 

gender, age, education, number of medical visits, insurance type, and chronic condition status) 

were included in the final model.  

5.3.1 Inclusion in treatment decisions 

Predictors of being included in treatment decisions are displayed in Table 12. In the first 

model, Latinx, black, and Asian patients were all significantly less likely than white patients to 

always be included in treatment decisions, controlling for age and gender. The greatest contrast 

was with Latinx patients, who were 35% less likely than white patients to always be included in 

treatment decisions, followed by Asian patients (33%) and black patients (21%).   

As Model 2 shows, education partially explains the difference in inclusion in treatment 

decisions for Latinx and black patients compared to white patients. With the inclusion of the 

education variable, the coefficient decreased 7% for Latinx patients and 4% for black patients. 

The number of medical visits, included in Model 3, decreased the coefficient for Latinx patients 

by 2% and decreased the coefficient for black patients by 4%. The largest influence on inclusion 

in treatment decisions was insurance type, which is included in Model 4. However, like 

education and number of medical visits, this only impacted Latinx and black patients, decreasing 

the coefficients by 26% and 22% respectively. Chronic conditions, included in Model 6, only 

had a small mediating effect for Asian patients, decreasing the coefficient by 3%. 

In Model 6, which controls for education level, number of medical visits, insurance 

coverage, and chronic conditions, Latinx, black, and Asian patients were still significantly less 



43 

 

likely than white patients to always be included in treatment decisions. The greatest difference 

was Asian patients, who were 32% less likely than white patients to always be included in 

decisions. The smallest difference was black patients, who were 17% less likely than white 

patients to always be included in treatment decisions. Compared to Model 1, all the variables 

included in Model 6 only explained 28% of the difference between Latinx and white patients, 

22% of the difference between black and white patients, and 8% of the difference between Asian 

and white patients.   

Education did not have a significant influence in the final model. For each additional 

medical visit, the likelihood of always being included increased 3%. Those with public insurance 

and uninsured individuals were both less likely than privately insured patients to always be 

included in treatment decisions. The odds were 21% less for publicly insured individuals and 

42% less for uninsured individuals compared to those with private insurance. Having a chronic 

condition, however, increased the likelihood of always being included in treatment decisions by 

17% compared to those without a chronic condition. Females were 10% more likely to always be 

included than males. For each additional year of age, the odds of always being included in 

treatment decisions increased by 1%.  

While the overall model is significant, the Nagelkerke r2 is 0.041, indicating that the 

model only explains 4.1% of the variation in inclusion in treatment decisions. Importantly, the 

relationship between race and inclusion in treatment decisions is still significant in the final 

model, indicating the relationship cannot be explained by the measures of cultural and economic 

capital alone.  
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5.3.2 Listened to by providers  

Predictors for being listened to by providers are displayed in Table 13. The first model, 

controlling for gender and age, shows that Latinx and Asian patients were 18% and 26% less 

likely than white patients to always be listened to by providers respectively. In contrast, black 

patients were 38% more likely than white patients to report always being listened to by 

providers.    

The inclusion of education (Model 2) and having a chronic condition (Model 5) did not 

show evidence of partial mediation. This was expected as neither was significant at the bivariate 

level. The number of medical visits, included in Model 3, only decreased the coefficient for 

black patients by 9%. Model 4 shows that again, insurance had the largest influence, but this 

only impacted Latinx patients and even reduced the significance level of the relationship. The 

coefficient for Latinx patients decreased 40% after controlling for insurance type.  

In the final model, after controlling for all the variables (education, number of medical 

visits, insurance coverage, chronic conditions, gender, and age), being Latinx or Asian decreased 

the odds of always being listened to by providers compared to white patients, by 17% and 28% 

respectively. Alternatively, black patients were 40% more likely than white patients to report 

providers always listened to them.  Compared to Model 1, the measures included in Model 6 

only explained 5% of the difference between Latinx and white patients. 

Having more education and more medical visits decreased the odds of always being 

listened to by providers. Insurance type also had a significant influence. Compared to individuals 

with private insurance, patients with public insurance were 12% less likely to always be listened 

to and uninsured patients were 38% less likely to always be listened to by providers. Having a 
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chronic condition also decreased the odds of always being listened to. Those with at least one 

chronic condition were 16% less likely to report always being listened to by providers compared 

to individuals without a chronic condition. Gender did not have a significant influence in the 

model. Being older increased the odds of always being listened to by providers.  

Overall, the model is significant; however, the Nagelkerke r2 is 0.026. Therefore, the 

model only explains 2.4% of the variation in being listened to by providers. Again, even after the 

inclusion of the variables related to cultural and economic capital, the relationship between race 

and being listened to by providers remains statistically significant.  

5.3.3 Clear provider explanations 

Predictors for receiving clear explanations from providers are displayed in Table 14. 

After controlling for gender and age in Model 1, Latinx patients were 23% less likely than white 

patients to report always receiving clear explanations from providers, while Asian patients were 

29% less likely than white patients. Black patients, on the other hand, were 28% more likely than 

white patients to always receive clear explanations from providers. 

After including education in the equation (Model 2) the coefficient for Latinx patients 

decreased 27%. The number of medical visits, added in Model 3, had a small influence on black 

patients, decreasing the coefficient 8%. Insurance type, included in Model 4, once again had the 

largest influence, but only for Latinx patients. After controlling for insurance type, the 

coefficient for Latinx patients decreased 35%. Chronic condition diagnosis did not have a 

mediating effect after being included in Model 5. 

After controlling for all the variables in Model 6, being Latinx or Asian decreased the 

odds of always receiving clear explanations from providers by 17% and 32% respectively. 
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Alternatively, black patients were 33% more likely than white patients to report always getting 

clear explanations.  Compared to the first model, the regression coefficient only decreased for 

Latinx patients in the final model. Overall, 35% of the difference between Latinx and white 

patients was explained. 

Having more education increased the odds, while number of medical visits decreased the 

odds of always getting clear explanations from providers. Having public insurance or being 

uninsured also decreased the odds of always receiving clear explanations. Those with public 

insurance were 11% less likely than those with private insurance to report always receiving clear 

explanations. Uninsured patients were 33% less likely than privately insured patients to always 

receive clear explanations from providers.  Having a chronic condition also decreased the odds 

of always receiving clear explanations by 7% compared to those without a chronic condition. 

Being female increased the odds of receiving clear explanations.   

Again, the overall model is significant. According to the Nagelkerke r2, which is 0.024, 

the model explains 2.4% of the variation in the quality of provider explanations. Even with the 

inclusion of measures associated with cultural and economic capital, the relationship between 

race and receiving clear provider explanations was statistically significant.  

5.3.4 Respected by providers  

Predictors for being respected by providers are displayed in Table 15. The first model, 

which controls only for gender and age, shows black patients differed most from white patients 

in regards to provider respect.  Black patients were 44% more likely than white patients to report 

always being respected. In contrast, Latinx and Asian patients were 13% and 21% less likely 

than white patients to always be respected by providers. 
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Model 2 shows that with the inclusion of the education measure, the coefficient for 

Latinx patients decreased 50% and the level of significance also decreased. Model 3 shows that 

the number of medical visits only had an influence for black patients, decreasing the coefficient 

by 8%. The inclusion of insurance type in Model 4 had a large effect on being respected for 

Latinx patients, decreasing the significance level of the relationship and the coefficient by 78%. 

There was no evidence of partial mediation with the inclusion of chronic condition diagnosis in 

Model 5. 

After including all the variables in Model 6, being Latinx no longer had a significant 

effect on being respected by providers. However, being Asian decreased the odds of always 

being respected by providers, while black patients were more likely than white patients to report 

always being respected. Asian patients were 25% less likely than white patients to report always 

being respected by providers than white patients. In contrast, black patients were 53% more 

likely than white patients to report always being respected. Compared to Model 1, 71% of the 

difference between Latinx and white patients was explained by the inclusion of all the measures 

in Model 6. 

Having more education increased the likelihood of always being respected by providers, 

while having more medical visits decreased the likelihood. Both publicly insured and uninsured 

individuals were less likely to report always being respected by providers compared to privately 

insured patients. The odds were 17% less for the publicly insured and 38% less for uninsured 

patients when compared to privately insured patients. Having a chronic condition decreased the 

odds of always being respected by 17% compared to patients without a condition. Being female 

and older both increased the likelihood of always being respected by providers 
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The model was significant, with a Nagelkerke r2 of 0.027, meaning the model explains 

2.7% of the variation in providers’ respect. Again, the relationship between race and being 

respected by providers was still statistically significant after considering the variables associated 

with cultural and economic capital, with the exception of Latinx patients.  

5.3.5 Time with providers  

Predictors for having enough time with providers are displayed in Table 16. Model 1 

shows that, controlling for gender and age, Latinx and Asian patients are both 29% less likely 

than white patients to always get enough time with providers. Black patients, however, were 

13% more likely than white patients to report always having enough time with providers. 

Like the variable for being listened to by providers, education and chronic condition 

diagnoses were not associated with time spent with providers, so their partial mediating effects 

were not explored at the multivariate level and Model 2 and 5 are not discussed. Model 3 shows 

that having enough time with providers was influenced by the number of medical visits, but only 

for black patients. After controlling for the number of medical visits, the coefficient for black 

patients decreased 23%. The significance level of the relationship also decreased. Insurance type 

still only had an influence for Latinx patients, decreasing the coefficients 21% (Model 4).  

After including all variables in the regression equation in Model 6, Latinx and Asian 

patients were less likely than white patients to report always getting enough time with providers, 

while black patients were more likely than white patients to report always getting enough time. 

Latinx patients were 28% less likely than white patients and Asian patients were 30% less likely 

than white patients to always have enough time with providers. Compared to white patients, 

black patients were 14% more likely to report that providers always spend enough time with 
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them. Compared to Model 1, the regression coefficient only decreased for Latinx patients by 6% 

in the final model. 

Having more education and more medical visits decreased the odds. Both publicly 

insured and uninsured patients were less likely than privately insured patients to always get 

enough time with providers. The odds were 12% less for publicly insured patients and 38% less 

for uninsured patients compared to privately insured patients. Those with at least one chronic 

condition were also less likely than patients without a chronic condition to report always getting 

enough time with providers. Gender did not have a significant influence in the model, while 

being older increased the odds of getting enough time with providers.  

 Again, the model was significant with a Nagelkerke r2 of 0.025, meaning the model 

explains 2.5% of the variation in time spent with providers. As with the four previous 

components of satisfaction, the relationship between race and receiving enough time with 

providers was still statistically significant after the inclusion of cultural and economic capital 

variables.  
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CHAPTER 6 

DISCUSSION 

The purpose of this study was to examine the relationship between patient race and 

satisfaction with patient-provider interactions, and the extent to which measures related to 

cultural and economic capital mediate that relationship. Because patient satisfaction has been 

determined to be a multi-faceted and complex concept, it was important to examine the 5 

components of satisfaction individually (Santos de Almeida et al. 2015; Smith 2013). This was 

also done to provide an opportunity for a more targeted approach in improving patient-provider 

interactions. The theory of cultural capital and cultural health capital were commonly discussed 

in the literature as providing at least some explanation for racial disparities in patient satisfaction 

(Chang et al. 2016; Dubbin et al. 2013; Pinxten and Lievens 2014; Shim 2010). The results, 

however, were not entirely consistent with what theory would suggest. While white patients 

typically possessed higher levels of capital, they were not always more satisfied than all 

racial/ethnic minority groups on all 5 components of satisfaction. Additionally, the partial 

explanation offered by the measures of cultural and economic capital was usually minimal across 

all components of satisfaction. Importantly, the results did indicate that the measures related to 

cultural and economic capital offering partial explanation for racial differences in satisfaction do 

vary by racial/ethnic group.  

6.1 Race/Ethnicity and Patient Satisfaction 

 The first research question asked if white patients were more likely to be satisfied than 

minority patients. The hypothesis associated with this research question (Hypothesis 1), white 

patients are more likely than any other racial group to be satisfied on all 5 outcome measures, 

was not entirely supported. While white patients were more likely than all other racial/ethnic 
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groups to be satisfied with their inclusion in treatment decisions, this was not true for the other 4 

components of satisfaction. On the measures for being listened to, receiving clear explanations 

from providers, feeling respected, and receiving enough time with providers, white patients were 

still more likely to be satisfied than Latinx and Asian patients, but less likely to be satisfied when 

compared to black patients..  

 In general, white and black patients were the most likely to be satisfied on each 

component of satisfaction, while Latinx or Asian patients were the least likely to be satisfied. 

Given the previous literature suggesting that racial/ethnic minorities, specifically black patients, 

receive lower quality of care, the results that black patients were the most satisfied on 4 out of 5 

of the measures was surprising. However, as mentioned in previous literature, those who have 

been victims of frequent discrimination and/or racism may no longer be surprised by such 

treatment (Ford and Airhihenbuwa 2010; Malat 2006; Rashid and Jusoff 2009). Ford and 

Airhihenbuwa (2010) note that contemporary racism can be characterized as subtle, ordinary, 

and normalized by society. As a result, racial and ethnic minorities are exposed to various forms 

of everyday racism. This chronic exposure creates the expectation for such treatment which the 

literature demonstrates that minorities may choose to or feel pressured to ignore (Ford and 

Airhihenbuwa 2010). Similarly, in his discussion of habitus, Bourdieu also indicates that an 

individual’s history and patterns of experiences contribute to future expectations (Bourdieu 

1990:53-55, 58-59, 64-65). Therefore, black patients’ higher rates of satisfaction may be the 

result of lower expectations. More hopeful explanations are still possible though.  

 For instance, black patients may be relying on alternative resources not addressed in this 

study that could improve their interactions with providers. Black patients, because of past 

experiences of discrimination and racism, report being more conscious of their self-presentation 
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and make greater attempts to promote a positive image in order to receive the best care possible 

(Malat 2006). Malat (2006) also notes that black patients are more likely than other groups to 

consult with family and friends for medical knowledge or information about treatments before 

meeting with providers. The community may also be playing a role. According to Saha et al. 

(2003), increased efforts to promote awareness and targeted programs to reduce health issues 

specific to the black community, may have increased preventative care among black patients in 

recent years. In terms of theory, all of these techniques and resources would increase black 

patients’ displays of CHC. Providers would interpret the demonstrated knowledge and concern 

for health promoting behaviors as meaning the patient is worth additional investment, thereby 

improving the quality of their interaction.  

6.2 Race/Ethnicity and Intervening Mechanisms  

In order for the intervening variables to partially explain why racial differences in patient 

satisfaction exist, it was necessary to establish that there are in fact racial differences in the 

intervening variables. Therefore, the second research question asked; Are there racial/ethnic 

differences in educational attainment, number of medical visits, insurance coverage, and chronic 

condition diagnoses? In general, the results varied across the measures. 

Asian and white patients possessed the highest level of education, while black and Latinx 

patients had the lowest levels. In regards to the number of medical visits, patients categorized as 

other and white patients had the greatest number of visits, while Latinx patients had the least 

number of visits. Similar to the results for education, white and Asian patients were the most 

likely to have private insurance, while black and Latinx patients were the most likely to be 

uninsured. Black patients were the most likely to have at least one chronic condition, while 

Latinx and Asian patients were the least likely to have a chronic condition diagnosis. 
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These results were consistent with previous literature as white patients did typically 

possess higher levels of capital than Latinx or black patients, judging by these particular 

measures (Buchmueller et al. 2016; Cabassa et al. 2014; Lillie-Blanton et al. 2008; Ryan and 

Bauman 2016; Thorpe et al. 2014). Importantly, the results provide the opportunity to compare 

these groups to Asian patients and those categorized as other, as these 2 groups are often 

overlooked in the literature.  The evidence of racial differences in the intervening variables 

means there is potential for these variables to partially explain the relationship between race and 

patient satisfaction. 

Surprising, however, was the fact that Asian patients had the highest levels of education 

and high rates of private insurance coverage, given that this group was one of the least likely to 

be satisfied on all five components of satisfaction. Because Asian patients are often excluded in 

the literature, there are limited explanations for this relationship. It is possible that western 

conceptualizations of medicine and patient-care are inconsistent with Asian patients’ 

expectations. 

6.3 Intervening Mechanisms and Patient Satisfaction 

The third research questions asked if the intervening variables included in the study 

(education, number of medical visits, insurance coverage, and chronic condition diagnoses) 

partially explain the racial/ethnic differences observed in patient satisfaction (Hypotheses 2-5). 

The ability for each intervening variable to partially explain the relationship between race and 

satisfaction varied by satisfaction component and racial group, only giving partial support to the 

hypotheses. This means that each measure of cultural and economic capital had a different level 

of importance depending on the component of satisfaction and for each racial/ethnic group.   
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Educational attainment was not associated with feeling listened to by providers or 

receiving enough time with providers. It did, however, partially explain the difference between 

white and black patients on inclusion in treatment decisions. Educational attainment also 

partially explained the difference between white and Latinx patients on inclusion in treatment 

decisions, receiving clear explanations, and feeling respected by providers. Educational 

attainment did not partially explain the differences between white patients and Asian or other 

patients on any of the satisfaction components.  

Again, the number of medical visits did not partially explain the differences between 

white patients and Asian or other patients on any of the satisfaction components. However, it did 

partially explain the difference between white and black patients on all 5 satisfaction 

components, offering the most explanation for differences in receiving enough time with 

providers. Although this relationship was still unexpected as satisfaction levels actually 

decreased as black patients had more medical visits. The number of medical visits also partially 

explained the difference between white and Latinx patients on inclusion in treatment decisions, 

but only to a small degree.  

In the entire study, insurance coverage was the strongest predictor of satisfaction and 

offered the greatest amount of explanation, but this was usually only true for Latinx patients. 

Differences in insurance coverage partially explained the difference between white and Latinx 

patients on all 5 components of satisfaction. As insurance coverage increased, Latinx patients’ 

levels of satisfaction also increased. The effect may have been largest for this group as Latinx 

patients were the most likely to be uninsured. Insurance coverage also partially explained the 

differences between white and black patients on inclusion in treatment decisions, and offered a 

very small explanation for differences between white and Asian patients on receiving clear 
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explanations, feeling respected and receiving enough time with providers. Chronic conditions 

offered the least amount of explanation. Chronic conditions only explained the difference 

between white and Asian patients on inclusion in treatment decisions to a very small degree. 

 Overall, the most important finding from the logistic regressions is that the relationship 

between patient race and all 5 components of satisfaction are still statistically significant after all 

the measures associated with cultural and economic capital are included in the model, with the 

exception of the respect component for Latinx patients. This indicates that racial differences in 

patient-provider interactions are not entirely explained by the included measures of cultural and 

economic capital, but also affected by additional factors such as discrimination or differences in 

treatment expectations.  

Previous literature does suggest that providers have a same-race bias, often viewing 

patients who are from the same racial/ethnic background more favorably (Malat 2001; Malat 

2006). The theoretical framework for this study also suggests that providers may expect similar 

interactions with patients who possess some of the same characteristics as each other (Dubbin et 

al. 2013; Malat 2006; Shim 2010). Because Latinx and black patients are more likely to possess 

less capital and be more passive than white patients, providers may develop stereotypes about all 

racial/ethnic minorities’ health literacy despite an individual patient’s actual level of CHC. 

Language barriers and immigration status can also contribute to these stereotypes. First 

generation immigrants often experience additional challenges in navigating the American health 

care system (Grineski 2009). Providers may see all Asian and Latinx patients as immigrants, 

regardless of how long they have actually been in the U.S., and make incorrect judgments about 

those patients’ competency and desire to participate in the health care setting (Grineski 2009).  
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6.4 Limitations and Future Research  

This study does have limitations. First, the data on patient-provider interactions relies on 

self-report. Patients may have trouble recalling their experiences with providers, or may answer 

based on a specific instance that was uncharacteristically positive or negative. Additionally, 

because responses rely on self-report, they are subjective perceptions may not accurately reflect 

the actual quality of interactions the patient is having with providers. This leads to another 

noteworthy limitation.  

The data from the Medical Expenditure Panel Survey cannot be used to gauge patient 

expectations. Satisfaction is derived from fulfillment of expectations; therefore it is much easier 

to satisfy a patient with low expectation than it is to satisfy a patient who has very high 

expectations. Past research indicates it is very likely that racial differences do exist in regards to 

the treatment a patient expects and wants to receive (Lee and Lin 2010; Malat 2006; Rashid and 

Jusoff 2009; Tak et al. 2014).  

Another potential limitation is the lack of information about providers and medical 

facilities. Past studies have indicated that patient satisfaction can be affected by patient-provider 

racial congruence, which is supported by the theory (Malat 2001; Malat 2006; Cooper et al. 

2012). When a patient and provider are of the same race, they are more likely to occupy the same 

social space or habitus, and may find it easier to relate and communicate with one another (Abel 

and Frohlich 2012; Bourdieu 1990:58-59; Dubbin et al. 2013; Pinxten and Lievens 2014). 

Additionally, patients with less capital are more likely to access care facilities with less resources 

and lower quality of care due to higher demand, such as community clinics (Lillie-Blanton 2008; 

Phelan and Link 2015). Within these facilities, patients are also less likely to see the same 
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provider each time, meaning there is less opportunity to build rapport and cultivate CHC (Ashton 

et al. 2003; Weinick et al. 2000; Lillie-Blanton et al. 2008).  

Another factor hindering access and care quality that was not examined but should be 

considered is language barriers between patients and providers/care facilities (Grineski 2009). 

Future studies should also take into consideration how long patients have been in the United 

States. Those who are first generation immigrants may have difficulties and cultural differences 

impacting their medical encounters that later generations will not experience (Grineski 2009).  

 Future studies should triangulate data by also including more objective measures of care, 

and perhaps utilize qualitative methods to better understand why patients rate interactions the 

way they do. While knowing how patients perceive their care is important on its own, it would 

be interesting to examine how well patient ratings of satisfaction relate to the objective quality of 

care they receive. This would also allow for more data on provider characteristics to be collected 

and analyzed. Additionally, gathering qualitative data on patient satisfaction would also help 

identify additional factors that are affecting patient-provider interactions, since the relationship is 

not entirely explained by the measures included in the present study. More specifically, it would 

help understand what patient expectations are in patient-provider interactions and how this 

contributes to satisfaction ratings. 

 Additionally, there should be more focus specifically on Asian patients and patients 

categorized as other. These groups are often entirely excluded in literature examining the social 

aspects of health. Interestingly, in the current study Asian patients had the highest educational 

attainment and the second highest rate of private insurance coverage, yet they were either the 

least or second to least satisfied on all 5 components of satisfaction.  
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CHAPTER 7 

CONCLUSION 

 Several implications can be gathered from this study. First, by looking at the components 

of satisfaction individually, it can be determined where there is the most room for growth (Smith 

2013). For instance, of all the satisfaction components, patients were least likely to be satisfied 

with their inclusion in treatment decisions. Knowing this, providers can make a more targeted 

effort to effectively discuss treatment options with their patients.    

Looking at the satisfaction components separately also reveals where racial differences in 

satisfaction exist and can be minimized. The study indicated that the greatest racial differences in 

satisfaction were for inclusion in treatment decisions.  While providers should increase their 

efforts in discussing treatment options with all patients, they may need to make a conscious 

effort to discuss treatment options with racial/ethnic minority patients even more. If external 

factors, such as insurance coverage, are limiting a patient’s treatment options, it is important for 

providers to discuss this so that patients do not feel intentionally excluded by the provider.  

Because patient satisfaction varies by race, this may indicate a need for providers to 

develop more cultural sensitivity to meet patient needs. Because of the positive effects 

satisfaction has on objective health outcomes, it may be less important to treat all patients the 

same, and instead take an individualized approach that considers the type of interaction the 

patient will value most (Johnson et al. 2004; Kaplan et al. 1989; Richard et al. 2014; Roski and 

Kim 2010). For instance, patients who are passive and prefer providers take a more directive 

approach should not always necessarily be considered lazy or indifferent about their health. 

Because many of these preferences do vary by racial/ethnic background, adopting more 
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individualized approaches could also decrease racial disparities in patient satisfaction (Lee and 

Lin 2010; Tak et al. 2015). Providers should also be aware of their potential biases and 

stereotypes when interacting with different racial/ethnic groups (Metzl and Hansen 2014).      

Because insurance coverage was the strongest and most consistent predictor of patient 

satisfaction out of all of the included measures, this could have several policy implications given 

the current climate surrounding healthcare and insurance coverage.  Because of its relevance in 

patient satisfaction, it is crucial for insurance coverage to be possible for all individuals. 

Insurance coverage improves patients’ capability to access care, while patients without coverage 

are significantly more likely to delay care even when it is necessary (Nguyen and Sommers 

2016). As utilization of care increases, so does patient satisfaction (Fenton et al. 2012). Bivariate 

analysis revealed that Latinx patients were drastically more likely to be uninsured than any other 

group, which may be why insurance coverage explained so much of the relationship between 

race/ethnicity and satisfaction for this particular group. Without insurance, they may not access 

care at all.  

The Affordable Care Act has been successful in narrowing the coverage gap between 

white patients and racial/ethnic minorities (Buchmueller et al. 2016; Burgard and Hawkins 

2014). However, access to health insurance alone will not completely alleviate disparities in 

patient satisfaction, as individuals with public insurance were still significantly less likely to be 

satisfied than privately insured patients on all 5 measures, even after controlling for all other 

factors. Therefore, it is also important to evaluate the services available within disadvantaged 

communities. Specifically, minority patients who are publicly insured are still more likely to use 

the same services and facilities as uninsured individuals (Lillie-Blanton et al. 2008). These 

facilities must often treat a higher volume of patients with less resources of lower quality and 
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less qualified staff, which decreases the amount of time patients have with providers and the 

quality of those interactions (Lillie-Blanton et al. 2008; Phelan and Link 2015).  

This may also potentially explain the relationship between the number of medical visits 

and black patients. As the number of medical visits increased, black patients’ satisfaction levels 

decreased. While the theoretical framework suggests that more medical visits would increase 

satisfaction by increasing familiarity with the system and the ability to cultivate CHC, it is 

possible that repeated exposure to low quality services has a negative effect on satisfaction (Shim 

2010). 

Another important implication is the need for further exploration on Asian patients’ 

satisfaction levels. Given the theoretical framework, having high levels of education and private 

insurance coverage should lead to high levels of satisfaction, which was not the case for Asian 

patients. Unfortunately, Asian patients are often excluded from the literature despite the 

surprising nature of this relationship.  

Overall, patient satisfaction has been linked to several health outcomes. Patients more 

satisfied with their care are more likely to comply with treatment regimens and follow medical 

advice. They are also more equipped to implement their treatment regimens correctly and 

understand the information received from providers (Johnson et al. 2004; Kaplan, et al. 1989; 

Richard et al. 2014). Therefore, understanding and reducing racial disparities in patient 

satisfaction, may help reduce racial disparities in objective health outcomes as well.  
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Table 1. Univariate Analysis: Dependent Variable Frequencies  

 Not Always Always  

 
N Percent N Percent 

Inclusion in Treatment Decisions 10009 46.1% 11618 53.9% 

Listened to by Providers 7763 35.8% 13927 64.2% 

Clear Explanations from Providers  7673 35.4% 14017 64.6% 

Respected by Providers  6994 32.2% 14696 67.8% 

Enough Time with Providers  9671 44.6% 12019 55.4% 

Total n= 21,690 
 

 

 

Table 2. Univariate Analysis: Frequencies  

 

n 
(Total= 21,690) Percent 

Race/Ethnicity 
  White  15443 71.2% 

Latinx 2389 11.0% 
Black 2323 10.7% 
Asian 1013 4.7% 
Other 522 2.4% 

Insurance Coverage 
  Any Private 15609 72.0% 

Public Only  4406 20.3% 
Uninsured  1675 7.7% 

Chronic Condition 
  No Conditions 5787 41.9% 

At Least One Condition 7959 58.1% 

Gender 
  Male  9153 42.2% 

Female 12536 57.8% 
 

 



69 

 

 

Table 3. Univariate Analysis: Descriptives 

 
Mean Median S.D. Range 

Education  3.96  4  (1.27) 1 - 6 

Number of Medical Visits  3.14  3  (1.72) 1 - 6 

Age 49.91 51 (17.90) 18 - 85 
Total n= 21,690 

 

 

 

Table 4. Race/Ethnicity and Patient Satisfaction 

 

Inclusion in  
Treatment Decisions 

Feeling Listened  
To by Providers 

Receiving Clear  
Provider Explanations  

Feeling Respected 
by Providers  

Receiving Enough  
Time with Providers 

 

Not 
Always Always 

Not 
Always Always 

Not 
Always Always 

Not 
Always Always 

Not 
Always Always 

Race      
 

  
 

  
 

  
 

  

White 43.3% 56.7% 35.5% 64.5% 34.8% 65.2% 32.3% 67.7% 43.3% 56.7% 
Latinx 56.1% 43.9% 41.1% 58.9% 41.1% 58.9% 35.9% 64.1% 52.7% 47.3% 
Black 50.4% 49.6% 29.1% 70.9% 29.5% 70.5% 25.2% 74.8% 40.8% 59.2% 
Asian 54.6% 45.4% 43.3% 56.7% 43.0% 57.0% 38.1% 61.9% 52.2% 47.8% 
Other 48.7% 51.3% 36.4% 63.6% 37.3% 62.7% 35.1% 64.9% 40.0% 54.0% 

χ 2 (d.f. = 4) 192.21***  100.90*** 97.80*** 86.33***  110.83*** 

Lambda 0.00 0.00 0.00 0.00 0.02 

Note:  *p<.05, **p<.01, ***p<.001 
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Table 5. Education and Number of Medical Visits by Race/Ethnicity   

 

Education 
Number of Medical 

Visits  
mean s.d. mean s.d. 

Race 
    White 4.12 1.19 3.23 1.73 

Latinx 3.13 1.42 2.80 1.65 
Black 3.62 1.18 2.91 1.64 
Asian 4.42 1.44 2.91 1.65 
Other 3.73 1.12 3.33 1.68 

F-test 418.57*** 51.27*** 
Note:  *p<.05, **p<.01, ***p<.001 

 

 

 
Table 6. Insurance Coverage and Chronic Conditions by Race/Ethnicity 

 
Insurance Coverage Chronic Conditions 

 
Private Public  Uninsured None One or More  

Race 
  

  
  White 77.3% 17.0% 5.6% 40.1% 59.9% 

Latinx 50.2% 29.5% 20.3% 52.5% 47.5% 
Black  59.1% 31.1% 9.8% 37.2% 62.8% 
Asian  74.6% 19.0% 6.4% 55.6% 44.4% 
Other 64.9% 30.1% 5.0% 39.9% 60.1% 

χ 2 (d.f. = 4) 1217.1***   229.3*** 
Lambda 0.0 0.3 
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Table 7.  Education and Patient Satisfaction 

 
Not Always Always 

t-test Cohen's d 
Dependent Variable mean s.d. mean s.d. 

Inclusion in Treatment Decisions 3.92 1.27 3.93 1.27      -4.17*** 0.01 

Listened to by Providers 3.97 1.28 3.95 1.27       0.91     
 

Providers Gave Clear Explanations 3.89 1.28 4.00 1.27      -5.94**  0.09 

Respected by Providers 3.90 1.28 3.99 1.27      -4.82*** 0.07 

Providers Spent Enough Time  3.96 1.28 3.96 1.27       0.17     
 Note:  *p<.05, **p<.01, ***p<.001 

 
 
 
 
 
 
 
 
Table 8.  Number of Medical Visits and Patient Satisfaction 

 
Not Always Always 

t-test Cohen's d 
Dependent Variable mean s.d. mean s.d. 
Inclusion in Treatment Decisions 3.01 1.72 3.25 1.71 -9.97*** 0.14 
Listened to by Providers 3.30 1.74 3.05 1.70 10.12*** 0.14 

Providers Gave Clear Explanations 3.32 1.74 3.04 1.70 11.51*** 0.16 

Respected by Providers 3.33 1.73 3.05 1.71 11.19*** 0.16 

Providers Spent Enough Time  3.27 1.72 3.03 1.71 9.95*** 0.14 

Note:  *p<.05, **p<.01, ***p<.001 
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Table 9. Insurance, Chronic Conditions, and Patient Satisfaction 

 

Inclusion in  
Treatment Decisions 

Feeling Listened  
To by Providers 

Receiving Clear  
Provider Explantions  

Feeling Respected 
by Providers  

Receiving Enough  
Time with Providers 

  
Not 

Always Always 
Not 

Always Always 
Not 

Always Always 
Not 

Always Always 
Not 

Always Always 
Insurance 

          Private 44.2% 55.8% 34.6% 65.4% 33.8% 66.2% 30.5% 69.5% 43.2% 56.8% 
Public 47.0% 53.0% 36.2% 63.8% 37.8% 62.2% 34.8% 65.2% 45.5% 54.5% 
Uninsured 61.7% 38.3% 45.6% 54.4% 43.8% 56.2% 41.4% 58.6% 55.3% 44.7% 

χ 2 (d.f. = 4) 187.8*** 79.5*** 80.6*** 98.6*** 92.4*** 
Lambda 0.0 0.0 0.0 0.0 0.0 

Chronic Conditions 
          None 51.8% 48.2% 35.5% 64.5% 34.6% 65.4% 31.0% 69.0% 44.5% 55.5% 

One or More 42.1% 57.9% 36.0% 64.0% 35.9% 64.1% 33.1% 66.9% 44.7% 55.3% 
χ 2 (d.f. = 4) 200.0*** 0.5 3.9* 10.6** 0.1 
Lambda 0.0 0.0 0.0 0.0 0.0 
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Table 10. Gender and Patient Satisfaction 

 

Inclusion in  
Treatment 
Decisions 

Feeling Listened  
To by Providers 

Receiving Clear  
Provider 

Explanations  
Feeling Respected 

by Providers  

Receiving Enough  
Time with 
Providers 

  
Not 

Always Always 
Not 

Always Always 
Not 

Always Always 
Not 

Always Always 
Not 

Always Always 
Gender 

          Male  46.9% 53.1% 35.9% 64.1% 36.4% 63.6% 32.7% 67.3% 44.4% 55.6% 
Female 45.6% 54.4% 35.7% 64.3% 34.6% 65.4% 31.9% 68.1% 44.8% 55.2% 

χ 2 (d.f. = 1) 3.5 0.1 7.7** 1.7 0.3 
Lambda 0.0 0.0 0.0 0.0 0.0 

Note:  *p<.05, **p<.01, ***p<.001 
 
 
 
 
 
 
Table 11.  Age and Patient Satisfaction 

 
Not Always Always 

t-test Cohen's d 
Dependent Variable Mean s.d. mean s.d. 

Inclusion in Treatment Decisions 47.28 18.03 51.94 17.52 -19.21*** 0.26 

Listened to by Providers 48.52 17.48 50.50 18.10 -7.90*** 0.11 

Clear Explanations from Providers 49.33 18.05 50.05 17.82    -2.84**   0.04 

Respected by Providers 48.88 17.45 50.23 18.10 -5.25*** 0.07 

Enough Time with Providers   48.76 17.58 50.62 18.12 -7.63*** 0.10 
Note:  *p<.05, **p<.01, ***p<.001 
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Table 12. Logistic Regression: Factors Related to Inclusion in Treatment Decisions 

 
Model 1 Model 2 Model 3 Model 4 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race 
 (reference= white) 

            Latinx -0.43*** 0.05 0.65 -0.40*** 0.05 0.67 -0.42*** 0.05 0.66 -0.32*** 0.05 0.72 
Black -0.23*** 0.05 0.79 -0.22*** 0.05 0.80 -0.22*** 0.05 0.80 -0.18*** 0.05 0.83 
Asian -0.40*** 0.07 0.67 -0.41*** 0.07 0.66 -0.40*** 0.07 0.67 -0.40*** 0.07 0.67 
Other -0.13 0.09 0.88 -0.12 0.09 0.89 -0.14 0.09 0.87 -0.11 0.09 0.90 

Gender 
(reference= male) 

            Female 0.09** 0.03 1.09 0.09** 0.03 1.09 0.08** 0.03 1.08 0.09** 0.03 1.10 

Age 0.01*** 0.00 1.01 0.01*** 0.00 1.01 0.01*** 0.00 1.01 0.01*** 0.00 1.01 

Education 
   

0.03** 0.01 1.03 
      

Number of Medical Visits  
      

0.04*** 0.01 1.04 
   

Insurance  
(reference= private) 

            Public 
         

-0.21*** 0.04 0.81 
Uninsured 

         
-0.56*** 0.05 0.57 

Chronic Condition 
(reference= none) 

            One or More  
            

Constant -0.48*** 0.05 0.62 -0.62*** 0.07 0.54 -0.56*** 0.05 0.57 -0.43*** 0.05 0.65 

Nagelkerke r2 0.03*** 0.03*** 0.03*** 0.04*** 

Note: 0= not always; 1= always. 
         *p<.05, **p<.01, ***p<.001 
         



75 

 

Table 12. (Continued)              
 Model 5 Model 6 

Variable Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race 
 (reference= white) 

      Latinx -0.43*** 0.05 0.65 -0.31*** 0.05 0.74 
Black -0.25*** 0.05 0.78 -0.18*** 0.05 0.83 
Asian -0.39*** 0.07 0.68 -0.37*** 0.07 0.69 
Other -0.15 0.09 0.86 -0.12 0.09 0.88 

Gender 
(reference= male) 

      Female 0.10** 0.03 1.10 0.09** 0.03 1.10 

Age 0.01*** 0.00 1.01 0.01*** 0.00 1.01 

Education 
   

0.00 0.01 1.00 

Number of Medical Visits  
   

0.03*** 0.01 1.03 

Insurance  
(reference= private) 

      Public 
   

-0.24*** 0.04 0.79 
Uninsured 

   
-0.55*** 0.06 0.58 

Chronic Condition 
(reference= none) 

      One or More  0.15*** 0.03 1.16 -0.16*** 0.03 1.17 

Constant -0.46*** 0.05 0.63 -0.49*** 0.07 0.61 

Nagelkerke r2 0.03*** 0.04*** 
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Table 13. Logistic Regression: Factors Related to Being Listened to by Providers 

 
Model 1 Model 2 Model 3 Model 4 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

            Latinx -0.20*** 0.05 0.82 -0.21*** 0.05 0.81 -0.23*** 0.05 0.79 -0.12* 0.05 0.89 
Black  0.32*** 0.05 1.38  0.32*** 0.05 1.37  0.29*** 0.05 1.34 0.36*** 0.05 1.43 
Asian -0.30*** 0.07 0.74 -0.30*** 0.07 0.74 -0.33*** 0.07 0.72 -0.30*** 0.07 0.74 
Other -0.00 0.09 1.00 -0.01 0.09 0.99  0.02 0.09 1.02  0.01 0.09 1.01 

Gender 
(reference= male) 

            Female  0.02 0.03 1.02  0.02 0.03 1.02  0.05 0.03 1.05 0.02 0.03 1.02 

Age  0.01*** 0.00 1.01  0.01*** 0.00 1.01  0.01*** 0.00 1.01 0.01*** 0.00 1.01 

Education 
   

-0.01 0.01 0.99 
      

Number of Medical Visits  
      

-0.11*** 0.01 0.89 
   

Insurance 
(reference= private) 

            Public 
         

-0.15*** 0.04 0.87 
Uninsured 

         
-0.41*** 0.05 0.66 

Chronic Condition 
 (reference= none) 

            One or More  
            

Constant 0.28*** 0.05 1.33  0.32*** 0.07 1.38  0.50*** 0.05 1.64 0.32*** 0.05 1.38 

Nagelkerke r2 0.01*** 0.01*** 0.02*** 0.01*** 

Note: 0= not always; 1= always. 
         *p<.05, **p<.01, ***p<.001 
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             Table 13. (Continued)   
 Model 5 Model 6 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

      Latinx -0.21*** 0.05 0.81 -0.19*** 0.05 0.83 
Black 0.34*** 0.05 1.41 0.34*** 0.05 1.40 
Asian -0.33*** 0.07 0.72 -0.33*** 0.07 0.72 
Other   0.02 0.09 1.02   0.03 0.09 1.03 

Gender 
(reference= male) 

      Female   0.00 0.03 1.00  -0.04 0.03 1.04 

Age 0.01*** 0.00 1.01  0.01*** 0.00 1.01 

Education 
   

-0.04** 0.01 0.97 
Number of Medical 
Visits  

   
-0.10*** 0.01 0.90 

Insurance 
(reference= private) 

      Public 
   

-0.13** 0.04 0.88 
Uninsured 

   
-0.48*** 0.05 0.62 

Chronic Condition 
 (reference= none) 

      One or More  -0.24*** 0.04 0.79 -0.18*** 0.04 0.84 

Constant 0.25*** 0.05 1.28  0.67*** 0.08 1.96 

Nagelkerke r2 0.01*** 0.03*** 
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Table 14. Logistic Regression: Factors Related to Clear Explanations from Providers 

 
Model 1 Model 2 Model 3 Model 4 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

            Latinx -0.26*** 0.05 0.77 -0.19*** 0.05 0.83 -0.29*** 0.05 0.75  -0.17*** 0.05 0.85 
Black 0.24*** 0.05 1.28 0.28*** 0.05 1.32 0.22*** 0.05 1.24 0.29*** 0.05 1.34 
Asian -0.34*** 0.07 0.71 -0.36*** 0.07 0.70 -0.37*** 0.07 0.69 -0.33*** 0.07 0.72 
Other  -0.10 0.09 0.907  -0.07 0.09 0.93  -0.07 0.09 0.93  -0.07 0.09 0.93 

Gender 
(reference= male) 

            Female 0.08** 0.03 1.08   0.08** 0.03 1.08 0.11*** 0.03 1.12 0.09** 0.03 1.09 

Age   0.00* 0.00 1.00   0.00** 0.00 1.00 0.00*** 0.00 1.00 0.00** 0.00 1.00 

Education 
   

0.07*** 0.01 1.07 
      

Number of Medical Visits  
      

-0.11*** 0.01 0.89 
   

Insurance  
(reference= private) 

            Public 
         

-0.21*** 0.04 0.81 
Uninsured 

         
-0.39*** 0.05 0.68 

Chronic Condition  
(reference= none) 

            One or More  
            

Constant 0.48*** 0.05 1.62 0.185** 0.07 1.20 0.71*** 0.05 2.03 0.51*** 0.05 1.67 

Nagelkerke r2 0.01*** 0.01*** 0.02*** 0.01*** 
Note: 0= not always; 1= always. 

         *p<.05, **p<.01, ***p<.001 
          

 



79 
 
 

Table 14. (Continued)   
 Model 5 Model 6 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

      Latinx -0.26*** 0.05 0.77 -0.17*** 0.05 0.83 
Black  0.26*** 0.05 1.30  0.29*** 0.05 1.33 
Asian -0.35*** 0.07 0.70 -0.38*** 0.07 0.68 
Other   -0.08 0.09 0.92   -0.03 0.09 0.97 

Gender 
(reference= male) 

      Female    0.07* 0.03 1.07 0.11*** 0.03 1.12 

Age 0.00*** 0.00 1.01 0.01*** 0.00 1.01 

Education 
   

0.05*** 0.01 1.05 

Number of Medical Visits  
   

-0.11*** 0.01 0.89 

Insurance  
(reference= private) 

      Public 
   

  -0.12** 0.04 0.89 
Uninsured 

   
-0.40*** 0.06 0.67 

Chronic Condition  
(reference= none) 

      One or More  -0.17*** 0.04 0.85   -0.07* 0.04 0.93 

Constant 0.46*** 0.05 1.58 0.53*** 0.08 1.70 

Nagelkerke r2 0.01*** 0.02*** 
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Table 15. Logistic Regression: Factors Related to Respect from Providers 

 
Model 1 Model 2 Model 3 Model 4 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

            Latinx -0.14** 0.05 0.87  -0.07 0.05 0.93 -0.17*** 0.05 0.84  -0.03 0.05 0.97 
Black 0.37*** 0.05 1.44 0.40*** 0.05 1.49  0.34*** 0.05 1.40  0.43*** 0.05 1.54 
Asian -0.24*** 0.07 0.79  -0.26*** 0.07 0.77  -0.27*** 0.07 0.77  -0.23** 0.07 0.80 
Other -0.10 0.09 0.90  -0.08 0.09 0.93   -0.08 0.09 0.92  -0.07 0.09 0.94 

Gender 
(reference= male) 

            Female 0.04 0.03 1.04   0.04 0.03 1.04 0.07* 0.03 1.08 0.05 0.03 1.05 

Age 0.00*** 0.00 1.00 0.01*** 0.00 1.01 0.01*** 0.00 1.01 0.01*** 0.00 1.01 

Education 
   

0.07*** 0.01 1.07 
      

Number of Medical Visits  
      

-0.11*** 0.01 0.89 
   

Insurance  
(reference= private) 

            Public 
         

-0.28*** 0.04 0.76 
Uninsured 

         
-0.46*** 0.05 0.63 

Chronic Condition  
(reference= none) 

            One or More  
            

Constant 0.51*** 0.05 1.66 0.22** 0.07 1.25 0.73*** 0.05 2.08 0.54*** 0.05 1.71 

Nagelkerke r2 0.01*** 0.01*** 0.02*** 0.01*** 
Note: 0= not always; 1= always. 

         *p<.05, **p<.01, ***p<.001 
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Table 15. (Continued) 
       Model 5 Model 6 

Variable Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

      Latinx -0.14** 0.05 0.87  -0.04 0.05 0.96 
Black   0.39*** 0.05 1.48  0.43*** 0.05 1.53 
Asian -0.27*** 0.07 0.76 -0.29*** 0.07 0.75 
Other  -0.08 0.09 0.93  -0.03 0.09 0.97 

Gender 
(reference= male) 

      Female  0.02 0.03 1.02  0.07* 0.03 1.07 

Age 0.01*** 0.00 1.01 0.01*** 0.00 1.01 

Education 
   

 0.03* 0.01 1.03 

Number of Medical Visits  
   

-0.11*** 0.01 0.90 

Insurance  
(reference= private) 

      Public 
   

-0.19*** 0.04 0.83 
Uninsured 

   
-0.48*** 0.06 0.62 

Chronic Condition  
(reference= none) 

      One or More  -0.29*** 0.04 0.75 -0.19*** 0.04 0.83 

Constant 0.47*** 0.05 1.59  0.60*** 0.08 1.82 

Nagelkerke r2 0.01*** 0.03*** 
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Table 16. Logistic Regression: Factors Related to Having Enough Time with Providers  

 
Model 1 Model 2 Model 3 Model 4 

Variable  Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

            Latinx -0.34*** 0.04 0.71 -0.35*** 0.05 0.70 -0.38*** 0.05 0.69  -0.27*** 0.05 0.77 
Black 0.13** 0.05 1.13    0.12* 0.05 1.13   0.10* 0.05 1.11  0.16*** 0.05 1.18 
Asian -0.34*** 0.07 0.71  -0.33*** 0.07 0.72  -0.37*** 0.07 0.69  -0.33*** 0.07 0.72 
Other  -0.08 0.09 0.92   -0.08 0.09 0.92  -0.06 0.09 0.95   -0.06 0.09 0.94 

Gender 
(reference= male) 

            Female  -0.01 0.03 0.99    -0.01 0.03 0.99   0.02 0.03 1.02   -0.01 0.03 0.99 

Age 0.01*** 0.00 1.01     0.01*** 0.00 1.01 0.01*** 0.00 1.01  0.01*** 0.00 1.01 

Education 
   

   -0.01 0.01 0.99 
      

Number of Medical Visits  
      

 -0.10*** 0.01 0.90 
   

Insurance  
(reference= private) 

            Public 
         

 -0.14*** 0.04 0.87 
Uninsured 

         
 -0.41*** 0.05 0.66 

Chronic Condition  
(reference= none) 

            One or More  
            

Constant 0.01 0.05 1.0 0.06 0.07 1.06 0.21*** 0.05 1.23 0.05 0.05 1.05 

Nagelkerke r2 0.01*** 0.01*** 0.02*** 0.01*** 
Note: 0= not always; 1= always. 

         *p<.05, **p<.01, ***p<.001 
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Table 16. (Continued) 
       Model 5 Model 6 

Variable Ba (SE)b Exp(B) Ba (SE)b Exp(B) 

Race  
(reference= white) 

      Latinx  -0.35*** 0.04 0.71 -0.32*** 0.05 0.72 
Black   0.15** 0.05 1.16 0.13** 0.05 1.14 
Asian  -0.36*** 0.07 0.70 -0.36*** 0.07 0.70 
Other  -0.06 0.09 0.94  -0.05 0.09 0.95 

Gender 
(reference= male) 

      Female  -0.02 0.03 0.93   0.02 0.03 1.02 

Age  0.01*** 0.00 1.01  0.01*** 0.00 1.01 

Education 
   

 -0.04** 0.01 0.97 

Number of Medical Visits  
   

-0.10*** 0.01 0.91 

Insurance  
(reference= private) 

      Public 
   

 -0.13** 0.04 0.88 
Uninsured 

   
-0.48*** 0.05 0.62 

Chronic Condition  
(reference= none) 

      One or More  -0.20*** 0.03 0.82 -0.14*** 0.03 0.87 

Constant  -0.02 0.05 0.98  0.40*** 0.07 1.50 

Nagelkerke r2 0.01*** 0.03*** 
 

       


