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Experience of Primary Care by Racial and Ethnic Groups in the
United States
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OgjecTivEs. The purpose of this study was to
examine the experience of primary care by
racial and ethnic groups and identify aspects
of primary care where significant disparities in
experience exist across racial and ethnic
groups.

MerHops. Data for this study came from the
Household Component of the 1997-1998 Med-
ical Expenditure Panel Survey (MEPS), a na-
tionally representative survey of the civilian
noninstitutionalized population of the United
States, Measures were identified within MEPS
that denote race, ethnicity, experience of pri-
mary care, and socioeconomic covariates asso-
ciated with access to care.

Resurts. Racial and ethnic minorities expe-
rienced worse primary care, particularly in the
first-contact aspect, than did white Americans.
Their usual sources of care were more likely to
be hospital settings than private clinics. They

It is well established in the scientific literature
that significant differences exist across racial and
ethnic groups in the United States in health status
and that racialfethnic minorities face persistent
barriers to accessing health care.)-1* Few studies,
however, have examined the qualitative experi-
ence of primary care, particularly its cardinal fea-
tures, across raciallethnic groups. Inferior experi-
ence with primary care could lead to reduction of
preventive care, fragmented and uncoordinated
management of medical problems in the ambula-

faced greater barriers accessing their usual
source of care (USC), finding it more difficult
to get an appointment and waiting longer
during an appointment. Many of the signifi-
cant differences persist after adjustment for
sociodemographic and health-status character-
istics.

ConcLusions. Racial and ethnic disparity in
primary care experience is not simply a reflec-
tion of sociodemographic and health-status
differences across racial/ethnic groups. Efforts
must be made to reduce nonfinancial as well as
financial barriers to care and ensure that qual-
ity primary care is provided in all settings,
public as well as private, and to individauals of
all colors.

Key words: race; ethnicity; vulnerable pop-
ulations; primary care attributes. (Med Care
1999:37:1068 ~1077)

tory setting, and increased difficulty in arranging
follow-up care after hospitalization.”® Given the
well-known relationship between primary care
and health status,*-24 it is important to identify
disparities in the experience of primary care across
racialfethnic groups so that specific policies and
sirategies can be developed to overcome bartiers
to accessing timely and needed primary care and
to improve health status. Reducing disparities in
access and health status across racial/ethnic
groups is consistent with a recent presidential
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initiative that called for eliminating health status
gaps by the year 2010." The Institute of Medicine,
in its landmark report, The Future of Public Health,
also asserted that “the ultimate responsibility for
assuring equitable access to health care for all,
through a combination of public and private sector
action, rests with the Federal Government.”* It is
also a pressing social issue, as the United States
has become increasingly multiethnic, By the mid-
dle of the 21st century, the minority population
will almost equal the size of the non-Hispanic
white population.®® The increasing racialfethnic
diversity in the United States will create both
challenges and opportunities for health care de-
livery, including ensuring equitable access to pri-
Mmary care,

The purpose of this study was to examine the
experience of primary care by racial/ethnic groups
based on a recent nationally representative survey.
We compared the experience of primary care by
racialfethnic groups and examined factors associ-
ated with variations in their primary care experi-
ence. The study identified aspects of primary care
where significant racial/ethnic disparities in expe-
rience exist.

Methods

Data

Data for this study came from the publicly
released  (http:/fwww.aheprgov)  Household
Component of the 1997-1998 MEPS cosponsored
by the Agency for Health Care Policy and Research
and the National Center for Health Statistics.
Dretailed discussion of the complex design of the
MEPS has been published elsewhere.®* Since
several of the population subgroups were over-
satnpled, including Hispanics and blacks, this
dataset affords an excellent opportunity to exam-
ine experience of primary care by these two
groups. The current analysis used all those aged 18
vears and older .who completed the first two
rounds of the survey. Children aged 17 years and
younger were excluded because both the issues
and measures of primary care may be quite differ-
ent for parents, who answered questions for their
children, and adults, who answered questions for
themselves.

EXPERIENCE OF PRIMARY CARE BY RACIAL GROUPS IN US

Measures

For the purpose of this study, we identified
measures within the MEPS that denote race/
ethnicity, experience of primary care, and socio-
economic covariates associated with access to care,

Race/Ethnicity. Race has been collected rou-
tinely since the first decennial census in 17902
The classification of race/ethnicity used in this
analysis is consistent with Directive 15 of the
Office of Management and Budget, Race and Eth-
nic Standards for Federal Statistics and Administra-
tive Reporting 3® These categories include Ameri-
can Indian or Alaskan Mative, Asian or Pacific
Islander, black, Hispanic {non-white), and white.
To assure a sufficiently large sample size for per-
forming robust multivariate analysis, we excluded
American Indian or Alaskan Native from the
analyses.

Primary Care Features. Even though numer-
ous attempts have been made to operationalize
the attributes of primary care,!"2-2431-37 1o con-
sensus has been finally reached. For the purpose of
this study, we used Starfield’s conceptualization of
the cardinal features of primary care, ie, first
contact, longitudinality, comprehensiveness, and
coordination, 7 for the following reasons. First, her
conceptualization of primary care is consistent
with the attributes first identified by the Institute
of Medicine, including accessibility, comprehen-
siveness, coordination, continuity, and account-
ability.? In a maore recent 1994 report, the Institute
of Medicine Committee on the Future of Primary
Care further defined primary care as “the provi-
sion of integrated, accessible health care services
by clinicians who are accountable for addressing a
large majority of personal health care needs, de-
veloping a sustained partnership with paftients,
and practicing in the context of family and the
community,”* Second, the attributes identified by
Starfield are generally accepted as essential and
unique to primary care. Third, most essential pri-
mary care features identified in the literature can
be grouped under these four domains. For exam-
ple, measures of accessibility and clinical interac-
tion can be grouped under first contact; measures
of continuity, regular source of care, interpersonal
treatment, patient-physician relationship, and
trust under longitudinality; measures of knowl-
edge of patient and preventive counseling under
comprehensiveness; and measures of referral and
integration of care under coordination.
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Tasie 1. Sociodemographic and Primary Care Characteristics by Race/Ethnicity: 1996 US Civilian
Noninstitutionalized Population Age Eighteen and hhmq,

Race/Ethnicity

White Asian Hispanic lack
Fopulation™ 144,070,943 #,518,021 18,297,180 21,803,231
Sample* 9,906 409 2653 1843
Predisposing factors
Age in years
1864 B1.7% 29.1% 92.0% 25.6%
Above 64 18.3% 1% B.0% 11.4%
Sex
Male 47 8% 50.0% 50.7% 44 3%
Femnale 52.2% 50.0% 49,3% 535.7%
Marital status
Married 60.8% 65.8% 35.5% 34.9%
Manmarried 392% 33.5% 44.5% 65.0%
[napplicable 0.0% 0.4% 0.0% 0.1%
Highest education degree
Mo education 14.5% 15.9% 40.7% 23.4%
High school and below 54 0% 40.5% 44.6% 55.6%
Bachelor's degree and above 31.5% 43.6% 14.7% 21.0%
Employment status=
Mot emploved 32.6% 36.9% 35.3% 35.4%
Employed 67.3% 62.0% 64.4% 63.9%
Inapplicable 0.1% 11% 0.3% 0.7%
Enabling factors
Hourly wage
Under $5 3.0% 2.6% 55% 4.7%
$5-514.95 34.4% 31.8% 40.8% 39.4%
F15+ 16.8% 152% 3.8% 10.7%
Inapplicable 45.8% 50.4% 44.9% 45.2%
Health insurance
Private HMO 352% 42.5% 29.7% 324%
Private fee-for-service 40.6% 17.4% 16.1% 214%
Medicaid 4.0% 11.3% 12.5% 14.4%
Medicare 7.0% 5,1% 4.6% 6.7%
Mo insurance 13.3% 23.8% 37.2% 25.0%
USC location
Office 90.2% B2 7% 51.4% 78.5%
Hospital, not EE 2.4% 17.3% 17.8% 15.8%
Hospital, ER 05% 0.0% .8% 1.7%
MSA
Yes 78.2% 94.1% 90.28% 34.7%
No 21.8% 5.9% 9.2% 153%
Census region
Mortheast 21.0% 17.5% 15.6% 18.1%
Midwest 26.9% 7.3% 7.5% 17.6%
West 19.0% 59.1% 43.8% 2.9%
South 3531% - 16.2% 33.1% 55.5%
Need factors - y
Perceived health status
Excellent 29.9% 29.3% 26.1% 23.3%
WVery good 33.8% 30.0% 27 7% 30.7%
Goad 24.2% 31.5% 30.5% 26.9%
Fair 2.6% .5% 120 14.2%
Poor 35% 2.7% 3.8% 4.9%
{Continues)
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TasLe 1. (Cont.)
Race/Ethnicity
White Asian Hispanic Black
Perceived mental health status
Excellent 41.9% 41.2% 37.3% 35.7%
Very good 3.6% 33.5% 20.7% 27.8%
Good 21.5% 1.2% 26.2% 272%
Fair 4.5% 31% 5.9% 77%
Paor 1.5% 0.%% 0.59% 1.7%
ADL help!
Mo S8.0% 8.7 % 98.6% 97.9%
Yes 20% 1.3% 1.4% 21%
1ADL help
Mo 96.1% 98.4% 97.3% 95.0%
Yes 3.9% 1.6% 27% 5.0%
Perceived health status change
Good health maintenance 83.5% B4.3% 74.4% 73.9%
Improvement 4.5% 6.5% 9.8% 7.0%
Decline 4.3% 4.0% 6.2% 6.0%
Bad health maintenance 7.8% 5.2% 9.6% 12.2%
Primary care: first contact
Have USC
Yes 51.4% T4.7% 63.3% 76.3%
MNo 6.3% 77% 11.1% 7.1%
Inapplicable 12.3% 17.6% 25.6% 16.6%
Provider type of LISC
Facility 38.8% 52.6% 53.04% 51.9%
Person 34.3% 335% 30.9% - 30.2%
Person in facility 26.9% 13.9% 16.1% 17.9%
Provider specialty of USC
General/family practice 67.1% 63.3% 72.8% 70.5%
[nternal medicine 23 2% 20.9% 14.1% 15.8%
Pediatrics 0.4% 2.7% 1.0% 0.6%
Spedalists 84% 11.1% 11.8% 12.7%
Mon-MD providers 0.8% 2.0% 4% 0.4%
How difficult to get appointment
with USC
Very dilficult B8.3% 15.2% 9.7% 9.4%
Somewhat difficult 16.1% 12.9% 17.0% 12.7%
Mot too difficult 34.3% 474% 30.2% 35.6%
Mot at all difficult 41.3% 240% 43.1% 42.3%
With appointment, how long till
seen by 150
Less than 5 minutes 6.4% 6.9% 52% £.5%
5-15 minutes 47.6% 33.2% 38.2% I68%
16-30 minutes 31.6% 38.3% H90% 334%
31-5% minutes Dh% 13.3% 13.6% 13.6%
1-2 hours 4.1% 7.3% 1T5% 9.2%
More than 2 hours - 0.7% 1.1% 26% 26%
How difficult bo contact USC by
phonet
Very difficult 8.8% 10.3% 11.6% 9.2%
Somewhat difficult 14.4% 126% 14.9% 16.1%
Mot too difficult 36.5% 38.4% 34.6% 37.2%
Mot at all difficult 404% 38.7% 39.0% 374%
(Contires)
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Race/Ethnicity
White Asian Hispanic Black
USC has office hours
Mights/Weekends®
Yes 43.3% 45.8% 46.3% 44.2%
Mo 56.7% 54.2% 53.7% 35.8%
How satisfied with USC staff®
Very satisfied 74.1% 62.4% 73.2% 72.4%
Somewhat satisfied 21.6% 32.5% 213% 231%
Mot too satisfied 3.0% 44% 4.4% 3.7%
Mot at all satisfied 1.3% 0.6% 1.0% 0.8%
Primary care: longitudinality
Does USC provider listen?
Yes 6.7% 95.8% 93.7% 20.8%
No 3.3% 4.2% 4% 3.2%
Confident in USC provider's ability
Yes 96.2% 92.7% 94.3% 94.9%
Mo 3.8% 7.3% 5.7% 51%
Primary care: comprehensiveness
Go to USC for preventive health care’
Yes 96.1% 92.7% 94.7% 96.5%
T4} 39% 7.3% 5.3% 3.5%
Primary care: coordination
Go to USC for referralst
Yes 96.4% S0.0% 94.4% 95.9%
No 3.6% 10.0% 5.6% 4.2%

MNote: All other results significant across raciallethnic groups at P < 0.001.

USC, Usual Source of Care,

*The actual sample and population size may vary because of missing or inapplicable values for different

MEASUres.
TNot significant at P = 0.05.
Significant across racial/ethnic groups at P < 0.05.
ignificant across racial/ethnic groups at P < 0.01.

For the purpose of this analysis, the four cardi-
nal features of primary care were operationalized
as follows. In first contact, we obtained 8 questions
that address accessibility to the USCZ231 (Table 1,
Primary Care: First Contact). The first four
questons describe whether the respondent has a
USC and the type of USC in terms of the extent
of primary care orientation. The next three ques-
tions are specific attributes of accessibility of the

USC. The last question reflects general experi-,

ence of first contact care and may also predict
longitudinality. In longitudinality, we identified
two questions that reflect interpersonal treat-
ment and trust®4* (Table 1, Primary Care: Lon-
gitudinality). A critical measure of longitudinal-
ity, the proportion of all visits made to the same
primary care physician, is not available in MEFPS.
In comprehensiveness, we used one question to
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reflect preventive services received from the
primary care source$-21: *Go ta USC for preven-
tive health care.” In coordination, we found one
question that measures the interface between
primary care and specialist services: “Go to USC
for referrals."*23" This question can also be
included as a first-contact measure of the role of
primary care as a portal of entry into the health
care 5}'51'.-'.’!‘['1.

Sociodemographic Covariates. Since differ-
ences exist among racial/ethnic groups in many
characteristics that affect access to care, we in-
cluded these characteristics organized a&:urding to
Andersen’s behavioral model of health care access:
the level of illness or need for care (need factors),
the ability to obtain services (enabling factors), and
the propensity to use medical care (predisposing
factors)*®41 (Table 1 provides a list of these mea-
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sures). Since self-perceived health status was
asked in both the first and second rounds of the
survey, we created a measure to capture change in
health status: good health maintenance {remain
good-excellent health), improvement (from fair—
poor to good-excellent health), decline (from good-
excellent to fair-poor health), and bad health
maintenance (remain fair—poor health).

Analysis

Analyses were performed with SUDAAN (Re-
search Triangle Institute, Cary, NC) because of the
multistage, stratified cluster sampling of the
MEFS. All analyses accounted for both the design
effect and the sampling weights. All estimates
presented in the text and tables were weighted to
reflect national population totals. Bivariate com-
parsons were made between individuals' race/
ethnicity and their experience of primary care as
well as their sociodemographic characteristics. To
examine factors associated with variations in pri-
tmary care experience, we performed logistic re-
gressions that associate individuals’ characteristics
{including racefethnicity} with their primary care
eXperience.

Results

Bivariate Results: Sociodemographic
Characteristics and Primary Care
Experience of Racial/Ethnic Groups

Table 1 summarizes the sociodemographic char-
acteristics and primary care experience by race/
ethnicity for the 1996 adult civilian noninstitution-
alized population. Minorities were proportionally
younger than whites. More blacks (65%) were
nonmarried than others. Hispanics and blacks had
lower levels of education and eamed significantly
less than whites and Asians. Minorities were more
likely than whites to be uninsured and, when
insured, to be covered by Medicaid than by private
insurance. They were also more likely to identify
hospitals as their USC (17.3%-21.5% vs. 2.9%).
Geographically, whereas whites were most evenly
distributed, blacks were concentrated in the South
{55.5%) and Asians and Hispanics in the West
{(59.1% and 43.8%, respectively). Whites had the
best self-perceived physical and mental health
status, and blacks and Hispanics the worst.

EXPERIENCE OF PRIMARY CARE BY RACIAL GROUPS IN Us

The experience of the first-contact aspect of
primary care varied significantly according to race!
ethnicity. Whites were most likely to have a USC
and to have persons rather than facilities as pro-
viders. Minorities waited longer during an ap-
pointment than did whites (21.7%-27.7% vs,
14.3% waited for =30 minutes). Asians found it
mast difficult to get an appointment.

There were comparatively fewer significant ra-
cial/ethnic differences in the experience of other
aspects of primary care. Regarding longitudinality,
an overwhelming majority of respondents consid-
ered their USC providers listened to them (93.7%—
96.8%) and had confidence in their ability (92.7%—
96.2%). For comprehensiveness and coordination,
the majority went to their USC for preventive
health care (92.7%-96.5%) and for referrals
{90.0%—96.4%:), respectively.

Multivariate Results: Race/Ethnicity and
Primary Care Experience

Table 2 shows the results associating racefeth-
nicity with the experience of primary care while
controlling for individual predisposing, enabling,
and need covariates (the unadjusted models are
not shown but are available from the author).
These results indicate the likelihood that an indi-
vidual of a certain racial/ethnic origin will experi-
ence a variety of primary care attributes.

Consistent with bivariate analysis, the results
indicate that raciallethnic minorities had signifi
cantly worse first-contact primary care experiences
than whites (7 of & first-contact indicators showed
significant differences between whites and minor-
ity groups). The significance of racefethnicity, al-
though somewhat attenuated, remains after con-
tralling for individual predisposing, enabling, and
need characteristics. Compared with whites,
blacks were 1.46, and Hispanics 1.40, times more
likely to identify their USC as facilities rather than
persons. Minorities waited longer to be seen dur-
ing an appointment. Hispanics were less likely to
have a USC, and the USCs of blacks were less
likely to be primary care physicians. Asians found
it more difficult to get appointment with a USC
and were less satisfied with USC staff.

Less significant racial/ethnic differences were
found in the experience of other aspects of primary
care, although the directions of the odds ratios
indicate that minority tended to score lower than
whites. In longitudinality, Hispanics were signifi-
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TapLe 2. Logistic Regression Odds Ratios for Primary Care Attributes According to Race/Ethnicity:
1996 US Civilian Noninstitutionalized Population Age Eighteen and Above

Race/Ethnicity (Reference: White)

Black Hispanic Asian
(Odds Ratio Odds Ratio Odds Ratio
Primary Care Attributes (95% CI) 95% CI) (95% CI)
First contact
Have USC
Yes 0.90 0.58¢ 1.00
{reference: no) {0.70-1.15) {0.46-0.78) {0.59-1.70)
Provider type of USC facility 1.46% 1.40% 1.32
{reference: person/person in facility) {1.18-1.81) (L17-167) (0.87-2.02)
Provider specialty of USC
Primary care 067t 0.77 0.74
(reference: Other) (0.50-0.8%) (0.53-1.12) (0.40-1.37)
How difficult to get appointment with USC
WVery difficult 103 1.09 177
{reference: not very difficult) 0.77-1.3% (0.80-1.49) (1.08-2.91)
With appointment, how long till seen by USC
=30 minutes 0.61% 0.484 0.52*
(reference: =30 minutes} {0.50-0.75) (0,390,600 (0.32-0.8a)
How difficult to contact USC by phone
Very difficult 085 1.08 0.98
{reference: not very difficult) 0.64-1.21) (0.83-1.42) (0.51-1.868)
LISC has office hours nightsiweekends
Yes 1.06 111 1.03
{reference: no) 19 88-1.27) {0.92-1.35) (0.72-1.48)
How satisfied with USC staff
Very satisfied 0.82 0.93 0.45%
{reference: not very satisfied) {0.67-1.01) {0.76-1.14) (0.31-0.66)
Longitudinality
Does USC provider listen
Yes 120 053¢ 0.78
(reference: no) 0.75-1.99) (0.37-0.82) (0.33-1.85)
Confident in USC provider's ability
Yes 0.83 0.74 0.62
{reference: no) {0.57-1.20) (0.51-1.07) {0.32-1.21)
Comprehensiveness
Go to USC for preventive health care
Yes 119 (.86 0.58
{reference: no) {0.81-1.74) (0.60-1.24) (0.23-1.46)
Coordination
Go to USC for referrals
Tes : 0.8% 0.74 0.39%
{reference: no} {0.60-1.34) " (D53-1.03) {0.19-0.81)

Mote: All odds ratios have been adjusted for individuals’ predisposing (age, sex, racefethnicity, education, and
employment), enabling .(income, MSA, Census Region, and USC location), and need (perceived health status,
perceived health status change, perceived mental health status, and ADL help) characteristics.

*P < 005

Tp < o -

1P < 0.001. '
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cantly less likely than whites to find that their USC
providers listened to them. In coordination, Asians
were less likely than whites to go to a USC for
referrals. The covariates most consistently and
significantly associated with positive primary care
experience were younger age (significant in 10 of
12 models) and the clinic-based rather than
hospital-based USC {significant in 7 of 12 models).

Discussion

While numercus studies have indicated that radal/
ethnic minorities receive less ambulatory, hospital, and
disease-specific care than whites®1342-53 and ox-
perience greater barriers in their interaction with
the medical care system,™-57 little research has
been conducted to examine their qualitative expe-
rience of primary care while controlling for indi-
vidual predisposing, enabling, and need character-
istics. This study advances the literature by
demonstrating that raciallethnic minorities expe-
renced worse first-contact primary care than
whites even after controlling for racial/ethnic dis-
parities in soriodemographic and health-status
characteristics. This suggests that racial/ethnic dis-
parity in primary care experience is not simply a
straightforward reflection of soriodemographic
and health-status differences across racial’ethnic
groups, and that a more complex relationship is
involved in the ways in which people of different
racial’ethnic backgrounds and the health care sys-
tem relate to and interact with each other. A policy
implication of this finding is that simply expand-
ing insurance coverage to those previously unin-
sured (eg through Medicaid or the children's
health insurance programs of the individual
states}, although helpful, may not overcome the
disparity in the qualitative experience of primary
care among racial/ethnic groups. Bfforts must also
be made to provide ethnically and culturally com-
petent care and to remove or reduce the many
barriers facing raciallethnic minorities in their
access to primary care, including assistance in
- transportation and child care, expansion of office
hours, and reduction of waiting time for and
during appointments.

The study had several limitations. The second-
ary nature of the dataset precluded consideration
of all the major measures of primary care attribu-
tesin particular those denoting longitudinality,
comprehensiveness, coordination,®-2451 or family

EXPERIENCE OF PRIMAEY CARE BY RACIAL GROUPS IN US

and community focus* It should also be pointed
cut that although there are only four generally
recognized minoritylethnic groups as considered
in this study, the US population is extremely
heterogeneous, Researchers studying multicultural
populations need to be mindful of the complexi-
ties involved, to avoid basing generalizations on
broad racial/ethnic categorical definitions, More-
over, measurements of race in research are actually
measures of skin color and do not capture culture,
biclogy, values, or behavior. ¥ Race is often used as
a proxy for the influences of biologic, cultural,
socioeconomic, and pelitical factors, and exposure
to racism.? All of these components are interre-
lated and may interact with each other.™ Causal
relationships between race/ethnicity and primary
care access are also difficult to ascertain with
certainty because of the largely cross-sectional
nature of the dataset and analysis.
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