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Abstract

Clinical decision-making may have a role in racial and ethnic disparities in healthcare but has not been evaluated systematically. The
purpose of this study was to synthesize qualitative studies that explore various aspects of how a patient’s African-American race or
Hispanic ethnicity may factor into physician clinical decision-making. Using Ovid MEDLINE, Embase, and Cochrane Library, we
identified 13 manuscripts that met inclusion criteria of usage of qualitative methods; addressed US physician clinical decision-making
factors when caring for African-American, Hispanic, or Caucasian patients; and published between 2000 and 2017. We derived six
fundamental themes that detail the role of patient race and ethnicity on physician decision-making, including importance of race,
patient-level issues, system-level issues, bias and racism, patient values, and communication. In conclusion, a non-hierarchical system
of intertwining themes influenced clinical decision-making among racial and ethnic minority patients. Future study should system-
atically intervene upon each theme in order to promote equitable clinical decision-making among diverse racial/ethnic patients.

Keywords Clinical decision-making - Healthcare disparities - Minority health - Bias

Introduction clinical decision-making should be clear (e.g., Class I guide-
line indication or Class III guideline indication), there are
many areas of medicine that do not fall into clear decision
categories and are much more vague. Race or ethnicity is

rarely an indication for change in clinical care. Yet, notable

The clinical decision-making process is complex [1, 2].
Guidelines exist to help clinicians make evidence-based deci-
sions [3, 4]. Although there are clinical scenarios in which
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differences in clinical decision-making process exist among
racial or ethnic minority patients [3, 5].

Understanding differences in provider clinical decision-
making by race and ethnicity is a necessary first step in creat-
ing equity in healthcare. Multiple studies of healthcare pro-
viders have demonstrated negative implicit bias towards racial
and ethnic-minority patients, particularly African-Americans
and Hispanics [6-9], and some have concluded that racial or
ethnic bias may contribute to health disparities [10, 11].
However, other studies suggest that a negative bias towards
minorities is not associated with inequitable decision-making
[12, 13]. Several qualitative studies have explored the rela-
tionship between physician decision-making and patient race
or ethnicity [14, 15], but there has been no robust synthesis of
qualitative studies of physician decision-making across race
and ethnicity.

A qualitative meta-synthesis is an ideal approach for criti-
cally evaluating qualitative data that explore physician clinical
decision-making. Thus, the objective of this study was to rig-
orously evaluate and synthesize qualitative studies that ex-
plore factors related to contemporary physician clinical
decision-making for African-American and Hispanic patients
over the past two decades. Increasing awareness and under-
standing of the clinical decision-making process will contrib-
ute to the design and evaluation of future interventions that
aim to create equity in healthcare.

Methods

This study used the Enhanced Transparency in Reporting the
Synthesis of Qualitative Research (ENTREQ) to understand
physician approaches to clinical decision-making among
racial/ethnic minorities [16]. A systematic literature search
was conducted using the Preferred Reporting Items for
Systematic reviews and Meta-analyses (PRISMA) [17]. The
Letts Criteria was performed for quality appraisal of qualita-
tive studies [18]. The Thomas and Harden approach was used
for thematic synthesis [19].

Search Strategy

Inclusion criteria for this meta-synthesis included contempo-
rary qualitative studies, published in 2000 or later, which ad-
dress physician perceptions of providing clinical care to
African-American or Hispanic patients in the USA. Studies
were excluded if they were non-qualitative studies, focused on
other races/ethnicities, or focused only on patient rather than
physician perceptions. When a manuscript included a combi-
nation of physician, nurse, medical student, and patient per-
spectives, only physician results were included for analysis. A
professional librarian (L.H.) searched Ovid MEDLINE,
Embase, and the Cochrane Library to identify qualitative
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studies addressing the factors related to physician clinical
decision-making for African-Americans and Hispanics. We
limited the search to US studies with an emphasis on
African-American or Hispanic patients since they represent
the largest racial and ethnic groups in the USA and have the
highest proportion of healthcare disparities [20]. The search
strategy for each database included the following concepts:
physicians, ethnicity, healthcare treatment, and qualitative
studies. Multiple subject headings and text word terms were
included to describe these concepts. The search was limited to
English-language studies, and the years 2000 to present, in
order to address contemporary care. The search is complete
through April 3, 2017. The PRISMA search strategy is in the
Supplement (Supplemental Tables Search Strategy) [17]. All
manuscript titles and abstracts identified in the initial search
were reviewed for inclusion criteria by the primary investiga-
tor (K.B.) (Figure). An additional manuscript was identified
outside of the professional librarian search using Google
search and was added to this study.

Quality Appraisal

The Letts “Guidelines for Critical Review Form: Qualitative
Studies” provides one of the most comprehensive appraisals
of qualitative studies [18]. Letts Criteria has precision in the
assessment of rigor through (1) credibility: trustworthiness of
the analysis, (2) transferability: generalizability, (3) depend-
ability: consistency of data often achieved with an audit trail,
and (4) confirmability: bias reduction of the researcher by
seeking external opinions of the data [18]. All manuscripts
meeting inclusion criteria were appraised with the Letts
Criteria by the primary investigator (K.B.), and a random
sample was reappraised by study team member (D.K.) for
efficacy (Table 1). Manuscripts were evaluated and reported
across eight key domains: study purpose, literature, study de-
sign, sampling, data collection, data analyses, overall rigor,
and conclusions/implications [18]. All manuscripts met most
Letts criteria and were deemed appropriate for inclusion.
However, most studies did not evaluate for saturation of
themes due to limits in reaching target number of racial and
ethnic minority participants. The majority of the studies were
also lacking researcher relationship to participants and re-
searcher assumptions and biases. Although many studies were
missing transferability and dependability, overall rigor was
appropriately met for the majority of studies through analytic
rigor, credibility, and confirmability.

Meta-Synthesis

Meta-synthesis has an interpretative rather than aggregating
intent, in contrast to meta-analysis of quantitative studies
[32]. Qualitative data are useful for providing a snapshot
of one person’s interpretation of an event or phenomenon.



1217

J. Racial and Ethnic Health Disparities (2018) 5:1215-1229

(eonoerd
SOX. SOA SOX SOX. SOX. SOX. SOX. SOX. SOA SOA SOA SOX SOA 2Imny pue Judwdo[oAdp A102y) 0} AnqLyuod s3urpuly prq
SO SOX SOX SO SO SOX SOX SOX SOA SOX SOA SO SO (S3urpury Apnys uaAI3 drerrdordde suorsnouod a1oAy - suonesrdun/suorsnjouo))
SOA. SOA SOX SOA. SOX SR ON SOX SOA SOA SOA. SOA SOX. (AN[IQRULITIUOD JO 9JUIPIAD QI SBA\
SOX. SOX SOX. SOA. SOX ON ON SOX. ON ON ON ON ON LAqepuadap JO 90UIPIAD AU SBA\
SOA ON SOA SOA SOA SOA SOA SOA ON ON ON ON SOA ({AN[1QBIQJSUEI} JO SOUIPIAD QI SEA\
SOX. SOX SOX SOX. SOX. SOX. SOX. SOX SOx SOX SOX SOX SOX (ANIQIPAIO JO OOUOPIAD IO SBA\ 1031y
{9310wd uouswouayd
SOA SOA SOX SOA SOA SOA SOA SOX SOA SOA SOA SOA SOA oy Jo a1ord [nyFuruedw e pIp :SUOIOIUUOD [BO1}OI0Y ],
(A1erenbape paquosop
SOX SOX SO SOX SOX SOX ON SO SOX SOX SOX SOX SOx eyep SuizAJeue Jo sassado1d oy a1om ANIqeNpny
ON ON SOX ON SOA SOA ON SOX ON ON ON SOA ON (1e1} UOISIOOp & 219} Sem AJ[Iqeyipny
(BIRp
SOA SOA SOX SOA SOA SOA SOA SOX SOA SOA SOA SOA SOA  JO QAIOQ[JAI PUE JU)ISISUOD STUIPULJ dIoM :I0TLI ONATRUY
SOX SOA SOA SOX SOX SOA SOA SOA SOA ON SOA SOA SOA ({PATIONPUI SISATRUE BIEP 2IoM :I0TLI OnAJeuy sasATeue ereq
SOA SOA SOX SOA SOA SOA SOA SOX SOA SOx SOX SOA SOA (pasn 10311 [ernpasord seay
ON ON ON ON ON ON ON ON ON ON ON SOA ON  (POUIIUQPI SIOYDILISAI JO SaseIq pue suondunsse aIp
(Paquosap syuedronied
ON ON ON ON ON ON ON ON ON ON ON SOA ON yim digsuone[ar pue JoyoIeasal oy} JO SI[OT ) AN
SOA SOA SOX SOA SOA SOA SOA SOX SOA SOA SOA SOA SOA  (A1o101dwiod pue Apres[o paquosap syuedronied oy a19p uonoId[od Ble(
SOA SOA SOX SOA SOA - SOA - SOA - SOA SOA SOA {PAUIE)QO JUSSUOD PIULIOJUT SBA\
{PayoeaI sem
ON ON ON SOA ON SOA ON ON SOA ON ON ON ON  ®jep ur uoneinjes/Aouepunpal [pun duop Surjduwes sep
SOA SOA SOX SOA SOA SOA SOA SOX SOX SOA SOX SOA SOA {PaqLIsap uonoaas [nyasodind jo ssaooid oy sepn Surdweg
SOA SOA SOA SOA SOA SOA SOA SOR SOA SOA SOA SOA SOA {PonuapI aanoadsiod [eoneroay) € seay u31sop Apmis
SOA SOA SOA SOA SOA SOA SOX SOA SOA SOA SOA SOA SOA {POMIIAJI QIMBIS)I] PUNOISNORQ JUBAD[II SBA\ AINjeIoN |
SOX SOX SOX SOX SOX SOx SOx SOX SO SOX SOX SOX SOA  (A[Ted[o pajess uonsanb yoressar 1o/pue asodind oy sepp osodind Apmg
(rel  [stl  [wrl ogl  ledl [82] [eal [ocl  [sal [vel [edd  [eadl  [1d]
EION CTION [TION OION 6ON 8ON LON 9ON GSON ¥ON €ON CTON ION

QIMRBISNI] JO MIIAL JEINLIO "Te 39 SPI] L 9|qel

pringer

Qs



1218

J. Racial and Ethnic Health Disparities (2018) 5:1215-1229

By bringing together many different interpretations, conclu-
sions are strengthened by discovering common themes and
differences, and by building new interpretations of the topic
of interest [32]. Thus, a thematic synthesis was used based
upon the Thomas and Harden approach [19]. Manuscripts
were summarized with study aim, study design, methods,
participant descriptions, and summary of findings by the
primary investigator (K.B.) (Table 2). All primary quotes
from each manuscript underwent iterative line-by-line cod-
ing for thematic analysis with an inductive approach by the
primary investigator (K.B.) and study team (H.L., D.K.).
Theory was derived from the data rather than pre-existing
theories being applied to the data. Additional iterations were
characterized into derived themes and subthemes over the
course of several weeks. Concordance was achieved
through majority agreement of the study team. Credibility
and confirmability were obtained through triangulation
with the initial study team (K.B., J.J., H.L., D.K., USA)
and expert co-authors. An audit trail of theme derivations
was maintained throughout the study. The final derived
themes exhibited overlap but were further characterized by
exemplar quotes and written description (Table 3).
Exemplar quotes best displayed the derived themes and sub-
themes. The physician’s self-identified race and ethnicity,
sex, and city of practice were included when available to
provide further insight into quotes.

Results

Among 579 manuscripts identified with the initial search strat-
egy, 86 were duplicates. The primary investigator (K.B.)
reviewed 493 manuscript titles and abstracts for inclusion
criteria; 481 manuscripts were excluded (patient perceptions
only n=186, review n =23, non-USA study n =78, non-
qualitative study n =143, not involve race n =4, off topic
n =40, non-physician n =3, other race and cthnicity n=4).
An additional manuscript not found during the professional
search was identified during literature search and added for a
final total of 13 manuscripts representing 518 physicians
(Fig. 1, [14, 15, 21-31)).

Among the final 13 manuscripts, 6 derived themes ad-
dressed factors related to physician clinical decision-making
for African-American and Hispanic patients. Derived themes
included the importance of race, patient-level issues, system-
level issues, bias and racism, patient values, and communica-
tion (Table 3). The themes were further characterized by 18
subthemes exploring reasons for differential clinical decision-
making among African-American and Hispanic patients. The
themes were not hierarchical in relationship but rather an in-
terrelated system of themes that appeared to potentiate each
other (Fig. 2).

@ Springer

Importance of Race

Physicians had different perspectives on the importance of
race in clinical decision-making. There was support and
disapproval for explicitly using race in clinical decision-
making. Subthemes included discomfort discussing race
with patients, differing opinions regarding the definition
of race, affirmation that race matters in medicine and
should be used to guide decision-making, and believing
that genetics may improve care of racial and ethnic minor-
ities. However, physician perspectives differed by physi-
cian race.

A Caucasian physician described difficulty in using race to
make clinical decisions since this physician was unclear of the
appropriate way to define race.

Plus there’s no certain line about what race is. I mean
what percentage of a particular race do you have to be to
be that race. Do you have a reflectometer to measure the
skin color? What does it mean? (Baltimore, Caucasian)
(Reference 1 page 4, 1p4).

An African-American physician described that race matters
but chose not to describe race in clinical settings due to the
potential improper treatment of patients based upon labeling
of race and ethnicity.

... but I think that there are some real historical implications
of race as it relates to health status of African-Americans. The
issue of race was used to separate African-Americans and
European Americans on wards. Your race identified where
you would go, and what level of care you received...One of
the reasons I don’t take race is because historically, I have a
huge problem with how it has been used. And, I’'m not sure
what that marker will mean in, as I put it on the chart as it, as
that chart flies through here and there. (Detroit, African-
American) (1p5).

Patient-Level Issues

Physicians attributed racial and ethnic differences in clinical
decision-making to common patient-level issues that were as-
sumed to be associated with race. Subthemes included ad-
dressing barriers of accessibility like insurance, patient liabil-
ity for outcomes, patient demands varying by race and ethnic-
ity, immigrant status changing the ability to provide clinical
care, and multiple comorbidities of racial and ethnic minori-
ties impacting patient outcomes.

One Caucasian physician shared how she had not sent her
racial/ethnic minority patients to see specialists when indicat-
ed because the patients were underinsured.

So it’s really hard to get a lot of specialists. And they will
be upset if you refer someone that really doesn’t need to
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be referred to see medical assistance patients. Because
they’re not going to get reimbursed for it at all. And they
don’t want to be seeing something that the primary care
provider could have taken care of. Whereas...someone
who’s educated, working, has good insurance, they
want...probably specialist because their insurance is go-
ing to pay for it. So that’s a disparity. (female, Caucasian)
(3p393).

Another Caucasian physician described that racial/ethnic
minority patients were less adherent to medical regimens.
Therefore, she was less likely to send her patients to specialists.

...if a physician feels the patient isn’t very compliant
with the regimen they’ve recommended, then they
might be less likely to send them to a specialist...if
they’re not even following up with the treatment I rec-
ommend, why bother to send them to another physician,
who’s going to recommend, to evaluate this problem
when they’re not even taking care of their hypertension
in the first place? (female, Caucasian) (3p390).

System-Level Issues

Physicians described system-level issues that factored into the
clinical decision-making process for racial and ethnic minority
patients. Subthemes included site issues and physician knowl-
edge issues related to caring for racial and ethnic minority
patients.

In a clinic serving a predominantly minority population,
physicians described inadequate support of the
healthcare clinic and lack of guidelines as a reason for
disparities in this population.

Insufficient primary care clinic infrastructure (person-
nel, space, data support etc) as a barrier (5p258).

No guidelines, or clinic policies concerning colorectal
cancer in clinics as a barrier (5p258).

Bias and Racism

Physicians from both Caucasian and African-American
races described bias and racism as reasons for differences
in clinical decision-making of racial and ethnic minority
patients. Specifically, they believed that minority patients
were subject to negative bias and racism.

An African-American physician described an unconscious
racism example he has witnessed from Caucasian physicians
towards African-American patients.

...the physician is empathizing more for the White
patient because he has more of a connection with

him...Most doctors who are very good doctors, and
otherwise nice people, are simply doing less for the
Black patient because they have this unconscious rac-
ism. I guess it’s kind of hard to swallow, but you
almost don’t want to accept it. (male, African-
American) (3p393).

A Caucasian physician described an example of bias or
racism towards African-American patients leading to differ-
ences in clinical care.

I’ve had ... [Black] patients who I think have not been
offered procedures because of either where they were
economically or where they were assumed to be eco-
nomically because of their race... I had a patient who
clearly needed to be catheterized for their presentation
and it was suggested that we do medical management.
And I remember talking to the cardiologist and just say-
ing that I didn’t understand why we’re doing this ... As
soon as we started talking, he said, ‘oh well, of course,
we’ll cath him.” And so, like that, it changed...[I] cer-
tainly have enough anecdotal experience to think that
people are probably [being] treated differently based
on race. (male, Caucasian) (11p5).

Patient Values

Physicians attribute differences in clinical decision-
making to variable patient values demonstrated in racial
and ethnic minority patients. Subthemes included lower
levels of trust in the healthcare system among minority
patients related to historical disservice, spiritual beliefs
guiding minority patient decisions, and minorities’ fear
of procedures.

Physicians below described positive and negative ex-
periences discussing religion with their racial and ethnic
minority patients.

Blacks tend to be, uh, very religious individuals and so,
if you’re not a religious person yourself, if you really
don't have that, the faith, and, really talk about
God,—it’s hard to get their trust,—that’s why doctors
who are not religious or don't show it may have it harder
to gain black patients’ trust. (2p6).

The Hispanic physician groups had the most diverse
responses to the question about religious beliefs,
ranging from not mentioning faith or religion at all
because it could be interpreted as ‘too intrusive’ to
asking everyone about religious beliefs because they
had experienced patients who 'stopped stressing out
when you talk to them about God' and that it re-
stored patients’ hope. (2p7).

@ Springer
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Fig. 1 Flowchart. Manuscripts
meeting inclusion criteria were 579 manuscripts found using search strategy
identified among three research MEDLINE: 308
databases Embase: 223
Cochrane Library: 48
86 duplicates
- removed
v
493 manuscript titles and
abstracts reviewed for .
- 481 manuscripts
excluded:
Patient perceptions
1 additional manuscript 5 Rzz:t;gg
::s:':;flled during literature Non-US: 78
v Non-qualitative: 143
Not race: 4
13 manuscripts included in Off topic: 40
final meta-synthesis Non-physician: 3
Other Ethnicity: 4
Communication minority patients. Subthemes included expressing willingness

Differences in communication were thought to contribute to
differences in clinical decision-making for racial and ethnic

to understand a patient’s culture, communication through the
patient’s language, and willingness to negotiate with the pa-
tient to achieve care goals.

-Discomfort discussing race

-Different definitions of race

-Believe that race matters in medicine
-Genetics will improve care

Importance of Race

-Willingness to
understand patient’s
culture

-Communicate in patient’s
language

-Willingness to negotiate

Communication

Patient Values
-Lower trustin
healthcare system
-Spiritual beliefs
guiding decisions
-Fear of procedures

-Bias
-Racism

Differences in
Physician
Decision-
Making by

Race/Ethnicity

Bias & Racism

-Barriers to accessing care
-Patient liability

-Patient demands
-Immigrant status
-Multiple

comorbidities

Patient-level Issues

System-level Issues

-Site lacking adequate ancillary
support, inadequate time for
indigent care

-Variable physician knowledge
of guidelines

Fig. 2 Factors contributing to racial/ethnic differences in patient care. Physician decision-making schematic of derived themes and subthemes

@ Springer
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One physician shared the importance of inquiring about the
individual racial/ethnic minority patient’s culture in order to
improve the physician-patient relationship.

I think the biggest one is to not be afraid of the fact that
you’re going to hurt their feelings by asking them,
‘What cultural things do you think I should know about
you to help me care for you better?” (10p877).

A physician described how he maintained a relationship
with his Hispanic patient by negotiating treatment with both
guideline-based allopathic medicine and complementary alter-
native medicine.

I have a patient who is Hispanic who really doesn’t want
to come to terms with his diagnosis of diabetes. He’s a
young guy and he’s trying all kinds of herbs, and I had to
put aside my scientific thinking to come to an agreement
with him that he could do that as long as he also mon-
itored his blood sugar. (10p878).

Discussion

In this meta-synthesis of contemporary qualitative studies,
physicians from diverse backgrounds believed that a patient’s
race and ethnicity factored into the clinical decision-making
process for healthcare. We derived six key themes factoring
into the clinical decision-making process, including impor-
tance of race, patient-level issues, system-level issues, bias
and racism, patient values, and communication. Many of the
subthemes implied negative perspectives towards racial and
ethnic minorities. Overall, the themes were not hierarchical
rather an interrelated system of issues that potentiate each
other. This study moves the racial and ethnic disparities field
forward by openly asking how race and ethnicity impact clin-
ical decision-making. Compared to quantitative studies, this
meta-synthesis was able to demonstrate the interrelated sys-
tem of factors that contribute to racial and ethnic differences in
care. This study provides an informed guide of factors that
must be targeted in order to achieve equity in clinical
decision-making among diverse racial and ethnic populations.

Our results support quantitative findings that suggest the
physician clinical decision-making process is influenced by
patient race and ethnicity [3, 33]. Clinical decisions are not
being made on purely objective medical information [3, 33].
The Institute of Medicine’s Unequal Treatment Report identi-
fied variability in provider clinical decision-making based up-
on race and ethnicity, which resulted in healthcare disparities
[34]. In a quantitative study of 164 medical students, when an
African-American female patient and a Caucasian male pa-
tient actor both enacted the same symptoms of angina,
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medical students were more likely to believe that the
Caucasian patient had true angina, especially when the med-
ical students were also of Caucasian race [35]. Similarly in a
quantitative survey study, 720 physicians randomized to clin-
ical vignettes with patients of different races perceived known
life-saving treatments to be less appropriate in racial minori-
ties [36]. In another survey study, 284 nephrologists felt that
renal transplants would be less effective in improving survival
in African-Americans than in Caucasians and believed that
African-Americans were offered transplants less often due to
patient preferences rather than physician bias [37].

A multi-targeted approach is needed to reduce racial/ethnic
differences in physician clinical decision-making. Both theo-
retical and evidence-based methods are available for each of
the six derived themes of this meta-synthesis. First, there are
differing viewpoints on the importance of race during a
physician-patient interaction, including what race means and
how it should be used. This can be addressed with physician
cultural education during training and practicing years, which
has been associated with improved patient outcomes [34,
38-40]. Cultural training includes training in perspective-tak-
ing, seeking common group identities, teaching skepticism
with race-based differences in care, increasing awareness of
structural racism and inequality [38, 41]. Second, patient-level
issues related to socioeconomic position occur more frequent-
ly in racial/ethnic minorities [42, 43]. Usage of a social worker
or community liaison has assisted with meeting patient-
specific needs [40, 44-47]. Also, treating the patient as an
individual rather than as a collective group of people may
reduce racial/ethnic disparities in care [39, 48, 49]. Third,
healthcare system-level issues must be addressed.
Decreasing stressors that increase a physician’s cognitive load
(i.e., large patient cohort, short period of time to see patients,
dysfunctional computer system) and evaluating for systematic
differences in healthcare delivery have been associated with
more equitable care [48, 50]. Fourth, bias and racism exist
from individual levels through societal infrastructure [48].
Multiple approaches associated with reduction in bias and
racism in the patient-physician interaction include promoting
intergroup relationships and egalitarian views [38, 50, 51],
perspective shifting education that may alter bias [52], provid-
ing bias education and training [38, 49, 53], increasing objec-
tivity through guidelines-based care [34, 50, 54], and an
emerging method that implements reflective group decision-
making [55]. Fifth, patient’s values should be considered.
Similar to the approach for patient-level issues, each patient’s
care should be individualized rather than generalized to racial/
ethnic stereotypes [39, 48, 49]. Sixth, communication should
be a focus for reducing racial/ethnic disparities. This requires
an improved perspective on marginalized patient groups and
willingness to identify ways to communicate in the patient’s
language [38, 56]. In summary, because of the interrelated
themes, eradicating a single factor or theme would not inhibit
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the system of racial/ethnic health inequality. Multiple simul-
taneous interventions are indicated for each theme.

Several limitations of this work should be considered. First,
the primary data for each study were not accessible. Analyses
are based upon the selected data that were published in each
manuscript, which is an inherent limitation to meta-syntheses.
However, most of the selected manuscripts included substan-
tial quotes that would allow for consistent thematic assess-
ment. Second, the clinical decision-making process for
healthcare is a shared pathway between physicians and pa-
tients. The patient perspective is not provided in this meta-
synthesis. We chose to focus on the clinician perspectives
since numerous qualitative studies have evaluated the per-
spective of racial and ethnic minority patients. Third, most
studies did not denote evaluation for saturation during themat-
ic analysis nor did researchers identify relationships to partic-
ipants. Although this may result in response bias, the consis-
tency of themes across multiple studies suggests appropriate
sampling and precise results. Lastly, this meta-synthesis fo-
cuses on African-American and Hispanic minority patients
since they have well-documented health disparities [20].
Results may not be generalizable to other racial and ethnic
minorities. However, approaches for providing equitable ob-
jective healthcare may be useful for all racial and ethnic
groups and may extend to other intersections with race and
ethnicity like sex, socioeconomic position, and creed.

Conclusion

In this qualitative meta-synthesis of physician perceptions,
we found that physicians perceive that a patient’s race and
ethnicity factored into the physician clinical decision-
making process, predominantly in a negative way. Themes
were non-hierarchical, interrelated, and potentiating. The
themes included understanding the importance of race,
patient-level issues, system-level issues, bias and racism,
patient values, and communication. Future steps in devel-
oping health equity among racial and ethnic minority pa-
tients should include application of multi-targeted interven-
tions for each factor simultaneously. A structured institu-
tional strategy to implement new interventions will require
buy-in from hospital administrators, healthcare providers,
trainees, and community stakeholders.
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