
EDITORIAL

Race, Ethnicity, Culture, and Disparities in Health care

In spite of significant advances in the diagnosis and treat-

ment of most chronic diseases, there is evidence that racial

and ethnic minorities tend to receive lower quality of care than

nonminorities and that, patients of minority ethnicity experi-

ence greater morbidity and mortality from various chronic dis-

eases than nonminorities. The Institute of Medicine (IOM)

report on unequal treatment concluded ‘‘racial and ethnic dis-

parities in healthcare exist and, because they are associated

with worse outcomes in many cases, are unacceptable.’’1 The

IOM report defined disparities in health care as ‘‘racial or eth-

nic differences in the quality of health care that are not due to

access-related factors or clinical needs, preferences, and ap-

propriateness of intervention.’’1 Since the publication of the

IOM report there has been renewed interest in understanding

the sources of disparities, identifying contributing factors, and

designing and evaluating effective interventions to reduce or

eliminate racial and ethnic disparities in health care.

Three studies published in this issue of the journal pro-

vide new insight to the sources of and contributing factors to

racial and ethnic disparities in health care. In the first study,

Trivedi and Ayanian2 conducted a cross-sectional analysis of

54,968 respondents to the 2001 California Health Interview

Survey to assess the relationship between perceptions of

health care discrimination and use of health services. Approx-

imately 5% of respondents reported experiencing some form of

discrimination. Those that reported discrimination were less

likely to receive some preventive care services; however, ad-

justing for perceived discrimination did not eliminate the ob-

served racial, gender, and insurance disparities in receipt of

preventive care.

The second study by Huang et al.3 compared the factor

structure and the rates of endorsement and differential item

functioning of the well-validated 9-item Patient Health Ques-

tionnaire (PHQ-9) depression scale among 5,053 white, Afri-

can American, Chinese American, and Latino primary care

patients. The factor structure of the PHQ-9 was consistent

across ethnic groups although there was evidence of differen-

tial item functioning for some items. The authors concluded

that the PHQ-9 measures a common concept of depression

and is an effective detection and monitoring tool for depression

in diverse populations.

The third study by Groeneveld et al.4 measured racial dif-

ferences in attitudes toward innovative medical technology in

171 white and black patients in an urban Veterans Affairs

Medical Center. Respondents answered questions about gen-

eral innovativeness (i.e., attitudes toward new concepts in gen-

eral) and medical innovativeness (i.e., attitudes toward new

medical drugs, devices, and procedures). There were no sig-

nificant racial differences in general innovativeness, but

whites had higher medical innovativeness and were more like-

ly to accept new prescription drugs than blacks.

Although the findings of these studies are highly relevant,

there are inherent limitations in most research studies on eth-

nic differences that need to be highlighted. There is good ev-

idence that socioeconomic position is a stronger determinant

of health-related outcomes than race. Several studies have

shown that the effect of race/ethnicity on health outcomes

tends to diminish significantly when socioeconomic position is

controlled for and in some instances the race effect disap-

pears.5 This raises the question whether observed racial/

ethnic disparities in healthcare are due to race and ethnicity,

race or ethnicity, socioeconomic position, a combination of

both, or a yet unmeasured factor.

The study of racial variations in health is driven by a ge-

netic model that assumes that race is a valid biological cate-

gory, that the genes that determine race are linked with the

genes that determine health, and that the health of a popula-

tion is determined predominantly by biological factors.6 How-

ever, recent studies have shown that there is more genetic

variation within races than between races and that race is

more of a social construct than a biological construct.7 There-

fore, the concept of race although socially meaningful is of

limited biological significance.8 In addition to the limitations of

race as a construct, there are problems with the validity and

reliability of race as measured in most research studies. Meth-

ods for collecting data on race include self-report, direct ob-

servation, proxy report, and extraction from records. In

general, self-reported race is most reliable and should be the

preferred method. However, with the increase in the number of

people that belong to multiple racial categories, it is increas-

ingly difficult to classify individuals into 1 race category, which

further complicates the interpretation of race effects in re-

search studies.

Ethnicity is another variable that is commonly used in

studies on health disparities. The Office of Management and

Budget (OMB) has defined minimum standards for maintain-

ing, collecting, and presenting data on race and ethnicity.9 The

standards include 2 ethnic categories, ‘‘Hispanic or Latino’’

and ‘‘Not Hispanic or Latino’’ and 5 racial categories: American

Indian or Alaska native; Asian; black, or African American;

native Hawaiian or other Pacific islander; and white. The con-

cept of ethnicity is an attempt to further differentiate racial

groups; however, like race, it carries its own historical, polit-

ical, and social baggage.10 The current definition of ethnicity is

arbitrary and ill defined. For example, the term ‘‘Hispanic’’ in-

cludes over 400 million people from many different ethnic

groups and subgroups, in more than 20 different countries.11

Thus, trying to interpret what differences due to ethnicity re-

ally mean is always a challenge. In spite of these limitations,
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ethnicity when combined with race provides more information

as long as researchers define their construction of it and justify

its validity, reliability, and consistency.10

The concept of culture as distinct from race/ethnicity has

been proposed as a better explanation for differences in health

behavior and health outcomes.12 The definition and concep-

tualization of culture varies across disciplines. The United

States Department of Health and Human Services Office of

Minority Health defines culture as ‘‘integrated patterns of hu-

man behavior that include the language, thoughts, communi-

cations, actions, customs, beliefs, values, and institutions of

racial, ethnic, religious, or social groups.’’13 Culture in the

context of health behavior has been defined as ‘‘unique shared

values, beliefs, and practices that are directly associated with

a health-related behavior, indirectly associated with a behav-

ior, or influence acceptance and adoption of the health educa-

tion message.’’14 Others have defined culture as ‘‘the learned

and shared beliefs, values, and life ways of a designated or

particular group which are generally transmitted intergenera-

tionally and influence one’s thinking and action modes.’’15

Although culture is a valid explanatory variable for racial

and ethnic differences in health outcomes, researchers need

to recognize that knowing someone’s ethnic identity or nation-

al origin does not reliably predict beliefs and attitudes.16 Rath-

er, it is more important to specify the cultural traits that are

being tested and include appropriate measures that capture

such cultural traits.

Acculturation is another concept related to culture that is

typically used to explain ethnic disparities in health outcomes.

Acculturation as a predictive or explanatory variable is based

on the assumption that culturally based knowledge, attitudes,

and beliefs cause people to behave in certain ways and make

specific health choices.17 Acculturation measures assume that

there is a ‘‘mainstream’’ culture and an ‘‘ethnic culture’’; how-

ever, most studies on acculturation rarely define or describe

what constitutes ‘‘mainstream’’ or ‘‘ethnic cultures.’’11 A sys-

tematic review of acculturation studies focused on Hispanic

health found that only a handful (8%) included any definition

of culture and in most instances the definition of culture was

nebulous and imprecise.11

In spite of the major limitations of using race, ethnicity, or

culture as predictive and explanatory variables in health re-

search, there remains a dire need to conduct research on eth-

nic differences in health outcomes. However, investigators

should be cautious in the way they interpret findings of ra-

cial/ethnic differences. Studies that infer that certain health

behaviors or outcomes differ by race, ethnicity, culture, or de-

grees of acculturation may be misleading because they rarely

account for the distinct differences within racial or ethnic

groups or cultures. For example, blacks that live in California

may have very different cultural values from those that live in

the Southeast so beliefs and perceptions about health care

discrimination may be poles apart. Similarly, blacks from the

Caribbean Islands or the continent of Africa who are classified

as blacks for research purposes have distinct cultural values

that are different from those of blacks who were born and

raised in America. Such obvious differences in beliefs, values,

and practices are not accounted for with the current classifi-

cation of race and ethnicity. It is crucial that limitations in the

definitions, measurement, and classification of the concepts of

race, ethnicity, and culture are recognized as inferences are

drawn from studies on health disparities.

Beyond concerns about the validity and reliability of

measurements of race and ethnicity, there is also the issue of

teasing apart the association between race/ethnicity and pov-

erty. It is important to systematically test for the interaction

between race/ethnicity and socioeconomic position. Stratified

analysis by socioeconomic position within racial/ethnic

groups may give more meaningful information than compar-

ing differences by race and ethnicity alone. Future studies on

the relationship among race, ethnicity, culture, or accultura-

tion and health outcomes need to go beyond just showing an

association between these variables and health outcomes to

providing a causal pathway for any such association. It will be

particularly important that researchers make better attempts

to separate the effects of poverty from the effects of race/eth-

nicity or culture and specify how these variables were defined

and measured.

The 3 studies published in this issue of the journal raise

interesting points. First, that perceived discrimination may not

explain racial/ethnic differences in use of preventive care serv-

ices. Second, that lack of medical innovativeness may be a

barrier to adoption of new technology in blacks and may ex-

plain observed differences in utilization of innovative medical

technologies. Third, that depression may be a universal con-

cept that can be effectively measured across racial/ethnic

groups. As already discussed, results of these studies need

to be interpreted with caution and put in the appropriate con-

text of the conceptual limitations of the measurement and def-

inition of race and ethnicity in the United States. Nevertheless,

the results of these studies underscore the need to continue

funding research on understanding racial and ethnic differ-

ences in health outcomes. As the United States becomes more

diverse, there will be increased need to establish the validity

and reliability of constructs and instruments across racial,

ethnic, and cultural groups. Researchers need to continue to

examine how ethnic differences in risk aversion and patient

preferences influence medical decision making and health out-

comes. In addition, perceived discrimination, racial bias, and

stereotyping should remain legitimate research questions.

More studies are needed to determine whether these factors

significantly contribute to health care disparities and identify

strategies to minimize or eliminate their effects on health.—
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