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Introduction

With the rapid changes taking place in today’s health care system, concerns are fre-
quently voiced about the ability of physicians and other health care professionals to
respond to the needs of diverse populations.  The growth of dissimilar managed care
organizations (MCO’s) has increased our awareness of the value of consumers’ as-
sessments to health care quality.  Consumer satisfaction is viewed as an important
sentinel of potential problems in health care delivery, and has been linked to health
care seeking, treatment compliance, and changes in one’s doctor or health plan (Carr-
Hill, 1992; Hall & Dornan, 1988; Marshall, Hays, Sherbourne, & Wells, 1993; Strasser,
Aharony, & Greenberger, 1993).

Existing measures of patient satisfaction address a variety of domains.  These include
(1) perceived quality of care provided; (2) perceptions of the care experience; (3)
outcomes of care; and (4) interpersonal factors with regards to the way care is pro-
vided.  The definitions of patient satisfaction reflect assumptions about a patient’s
perception of health care and the way in which that care is provided.

The determinants of satisfaction are complex and may include such factors as life
style, past experiences, future expectations, and the values of both individual and
society (Carr-Hill, 1992).  From a theoretical perspective, patient satisfaction has
been conceptualized using either an expectancy-value model (Strasser, Aharony, &
Greenberger, 1993) or a congruency model (Fox & Storms, 1981).  Within the ex-
pectancy-value framework, satisfaction levels are determined from a comparison of
perceived characteristics of health care with expectations for, or an anticipated stan-
dard of performance (Pascoe, 1983).  Expectations may be shaped and influenced by
past experiences with the health care system (one’s own or that of a family member)
or by an idealized conception of what care should be.

The congruency model assumes that people vary in their orientations to care due to
both social and cultural factors and that satisfaction results when individuals’ orienta-
tion match the conditions of care (Fox & Storms, 1981).  This dynamic process be-
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tween patient and practitioner influences the nature of health care encounters and
contributes to satisfaction levels at any point in time (Strasser et al., 1993).

In both of these models, socio-demographic variables play potentially important roles.
For example, financial barriers to access are well documented (Cornelius, 1993;
Copeland, 1996; Lillie-Blanton, 1996), but less is known about the ways in which
other demographic characteristics, independent of financial resources, influences the
use of health services.  In particular, there has been relatively little investigation of the
impact of gender and race on satisfaction.

Satisfaction and Gender

Understanding how women evaluate health care is important because of the key role
women play in health care seeking for themselves and their family members.  Women
constitute 60% of the outpatient visits made and are the key decision makers for their
own health care as well as their family’s (Lipkind, 1996; Schappert, 1996; Braus,
1997).  They are more experienced and knowledgeable health care consumers than
men (Issacs, 1997) and their assessments of the quality of care they receive is critical
to utilization decisions.  An improved understanding of what women value in health
care would be useful in improving primary care services for all consumers.

A plethora of studies have examined the relationship between gender, patient satis-
faction, and health care (Hall & Dornan, 1988a; Hall & Dornan, 1988b; Wensing,
Jung, Mainz, Olesen, & Grol, 1998; Roter & Hall, 1989; Irish & Hall, 1995; Borges
& Waitzkin, 1995; Bertakis, Helms, Callahan, Azari, & Robbins, 1995; Hall, Irish,
Roter, Ehrlich, & Miller, 1994; Hall, Irish, Roter, Ehrlich, & Miller, 1994; Elstad,
1994).  The results of these studies are conflicting: some authors suggest women are
more satisfied than men with medical care received (Weiss, 1988), others find women
to be more dissatisfied, and many suggest that there are no gender differences in
satisfaction (Hall & Dornan, 1988).  Yet, the lack of consistent gender differences in
patient satisfaction measures may be due to the insensitivity of current instruments to
women’s unique concerns.  In fact, some instruments have been specifically devel-
oped to minimize differences in experiences or expectations by socio-demographic
variables, such as gender and race, in order to produce clearer health policy implica-
tions (Fox & Storms, 1981).

Some recent studies suggest that there may be important differences in how women
and men evaluate health care.  For example, a recent study of gender differences in
the predictors of patients’ overall satisfaction with their primary care physicians found
that some structural aspects of health plans—such as the perceived ease of changing
physicians or scheduling appointments—had stronger effects on women’s overall sat-
isfaction than on men’s (Kolodinsky, 1997).  Women may also be more likely to
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change physicians due to dissatisfaction.  In the 1998 Commonwealth Fund Survey
of Women’s Health, 18% of women ages 18 and over, compared with 9% of men,
reported that they had changed physicians due to dissatisfaction in the past 5 years.
(The remaining persons had either never changed physicians or changed physicians
for other reasons.)  Communication problems were the most frequently named rea-
son for changing physicians (i.e., perceiving that their physicians did not listen to
them or talked down to them) (Weisman, personal communication).  Taken together,
these results suggest that some aspects of the health care process that are particularly
important to women—such as the quantity, content, or style of communication—may
not be measured adequately in standard patient satisfaction instruments.

Satisfaction and Race

Given the well-documented racial differences in services use, the relative lack of
attention to potential racial differences in satisfaction is surprising. African Ameri-
cans are less likely than European Americans to have a regular source of care, to
receive preventive care, and to obtain appropriate treatment for common conditions
(Cornelius, 1993; Hahn, 1995; Newacheck, Hughes & Stoddard, 1996; Eggleston,
Malveaux, Butz, et al., 1998).  African Americans are also more likely to enter the
health care system later, be sicker on entry, and stay longer than their white counter-
parts (Edmunds, 1993).  Several rationales are given for racial differences in health
care use, i.e., inadequate access, problems with child care, fear of hospitals, the pos-
sibility of being a guinea pig, the fear of death, lack of insurance coverage connected
to unemployment, underemployment, or employment without health care benefits
(Copeland, 1996; Lillie-Blanton, et al., 1996; Edmunds, 1993).

Schulman, Rubenstein, Chesley, and Eisenberg (1995) have argued that race as a
factor in health services research is ill defined and is used as a proxy for social and
economic characteristics associated with lower health care use.  Studies utilizing this
approach have consistently established the link between poverty and health for low
income African American populations.  However the body of research examining the
link between race, gender, and education is quite small.

Relatively few studies have addressed potential racial differences in satisfaction.  A
1986 Robert Wood Johnson Survey on access (Blendon et al., 1989 cited in Lillie-
Blanton et al., 1996) found that African American adults were less satisfied than whites
with both ambulatory and hospital care received.  Although a 1993 Kaiser/Common-
wealth Fund Survey did not find racial differences in satisfaction with care, African
American respondents were more likely than whites to report that the problems in the
health system were serious enough to warrant a restructuring of the system (Lillie-
Blanton et al., 1996).
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Using the National Survey of Black Americans in his work on race and mental health,
Neighbors (1991) found that both problem severity and problem type were more
predictive of seeking professional help than income, gender, education, or age.  This
finding suggesting need as a factor for health utilization is further supported by Burks
(1992) in her work on utilization and prenatal services.

African American Women and Satisfaction

African American women make up an important subgroup that has received little
research attention.  Moreover, for selective preventive health practices, i.e., prenatal
care, infant mortality, and pre-term birth, African American women in lower socio-
economic groups at high risk for poor pregnancy outcomes are the most frequently
studied (Burks, 1992; Walcott-McQuigg, Logan, & Smith, 1994; Murrell, Smith, Gill,
& Oxley, 1996; Kelly, Perloff, Morris, & Liu, 1992; Handler, Rosenberg, Raube, &
Kelley, 1998).

Recent studies utilizing national data to study health promotion and health education
among African American women show that the proportion of African Americans re-
ceiving annual examinations is equal to whites, especially among those with high
educational levels.  In a study of 308 black and white women, with nearly identical
age and education levels, who were followed for six years to determine health status
and preventive health behavior, health care utilization and health status perceptions
were nearly identical (Duelberg, 1992; Nesser, Husaini, Linn, Whitten-Stovall, &
Zaharias, 1989).

In their study on social factors and the use of preventive health services among Afri-
can American women, Lillie-Blanton et al. (1996) found that education, as both a
social factor and a proxy for social status, measured a complex process in health
services utilization.  According to Lillie-Blanton, Bowie, and Ro (1996), “the charac-
ter of the social encounter between a provider and client is a determining factor in the
receipt of health services” (p.100).  Lillie-Blanton et al.’s study validated some of the
findings reported by Chatters (1991) and Schulman et al. (1995).  Their work sug-
gests that the social inequities—which are manifest in the racial differences in in-
come, employment, education, use of emergency room care, and preventive health
services use—influence care seeking more than satisfaction with care, although dis-
satisfaction has some influence.  For African American women, education can shape
the provider-client interaction in a number of ways.  African American women with
higher educational levels may possess more confidence in negotiating a specialized
system of care, influence with provider, ability to understand information, patience in
providers' thoroughness in taking client’s history, candor in sharing information with
providers , and consideration for courtesies or explanations afforded either party.
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However, in contrast to the documentation that exists on racial differences in health
status and services utilization, the number of studies focusing on African American
women and health care satisfaction is quite small.  Of the research available, existing
results vary regarding African American women and satisfaction with health care
providers.  For example, Lillie-Blanton et al. (1996) found the influence of education
and satisfaction with care and social factors on the use of preventive health services.
Weiss and Ramsey (1989) found patient satisfaction related to continuity in the phy-
sician-patient relationship.  Kelley, Perloff, Morris, and Liu (1992) found no relation-
ship between satisfaction and health care utilization.  Handler et al. (1998) found a
strong relationship between patient satisfaction and practitioner communication about
procedures.

The work of Lillie-Blanton et al. (1996) suggests that the process by which care is
received, versus how patients think it should be received, is sometimes more impor-
tant to African Americans than the actual services provided.  As a group that has
experienced some alienation from the health care system, African American women
may be sensitive to social encounters which are not genuinely user-friendly—whether
intended or not.  Therefore their ability to build trust in their patient-provider rela-
tionships and subsequently gain satisfaction in the health care system may be related
to both their educational level and racial identity.  For example, the research finding
in the work by Rainey, Poling, Rheaume, and Kirby (1999) and Murell et al. (1996),
regarding low income African American women and health care suggest that these
women feel the health care system has pervasive negative stereotypes about them,
which are validated via the sometimes differential treatment they receive due to their
race and class.

Conclusions

African American women are an important subgroup that has received little attention
in research on patient satisfaction.  They are diverse with regards to class, income,
education, and service use.  Race and gender does not make this group monolithic.
Lower income, poorly educated women have fewer options and feel less able to man-
age the health care system than highly educated and higher income women.  During
the social encounter surrounding the care poor women receive, they feel treated like
a stereotype of the “welfare mother living off the system.”  Their response to this
treatment is to withdraw from the system or change providers.  Whereas, highly edu-
cated and high income African American women are better equipped to manage the
system even when they feel stereotypes are present.  Their response is to request
better service.  Thus, being African American may not be as important as the social
inequalities of the social encounter during service use.  Therefore, the social inequali-
ties of the social encounter may be more predictive of service use than race.



Perspectives 53

Satisfaction methods need to address the stereotypes perceived by women of color
during treatment.  Methods to include the perspective of low income African Ameri-
can women in future studies should be developed.  Given that the literature on gender
and satisfaction primarily focus on European American women, studies on African
American women may require satisfaction instruments specifically designed to cap-
ture African American women’s concerns.  Only with such information will we be
able to level the health care “playing field” to ensure access to and use of health care
resources based on need.
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