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‘I want a doctor who looks like me’:
The dilemma of race-based requests
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Patient experience has found its way to the 
top of the list of priorities for healthcare 

organizations, which are now obliged to gather 
and interpret patient feedback in a way that 
optimizes medical care. Requests for providers 
based on race and ethnicity create an uncom-
fortable, delicate situation that hard-line poli-
cies fail to adequately address. Ideally, the race 
of a provider shouldn’t matter in providing the 
best care to patients. But what if it does?

 ■ PATIENT EXPERIENCE HAS BECOME 
A TOP PRIORITY

The consumer-centric shift of healthcare has 
moved patient attitudes, preferences, and ex-
perience to the top of the list of priorities for 
healthcare organizations. As such, patient 
experience has become an important part of 
healthcare administration and management, 
with organizations dedicating personnel and 
resources to maintain a competitive advan-
tage. Healthcare organizations track patient 
experience data with automated postcare 
surveys, patient advisory councils, online 
consumer communities, and direct patient 
feedback. Patient-centered healthcare orga-
nizations use this information to drive op-
erational strategies and continual practice 
redesign, and some of the data are used to de-
termine insurance reimbursement.

 ■ MINORITY PHYSICIANS FACE BIAS

Not surprisingly, bias often fi nds its way into 
patient experience data. Patients tend to pre-
fer healthcare providers of similar race and 
ethnicity.1 Thus, minority providers, particu-
larly those from groups that are underrepre-

sented in medicine in the United States, such 
as African Americans and Latinos, at times 
fi nd themselves receiving lower patient ex-
perience scores than their white colleagues.2,3 
Besides potentially lowering the performance 
evaluations and reimbursement for minority 
physicians, such systemic implicit bias con-
tributes to the feelings of frustration, isolation, 
and burnout faced by minority physicians in 
healthcare.
 Online provider profi les and information 
have aided patients in selecting healthcare 
providers. However, you can’t always get the 
doctor you want: limited access, narrowing 
insurance provider networks, and team-based 
models of care create a situation in which 
many patients are still assigned providers 
without knowing their race, ethnicity, sex, or 
other characteristics. 
 It is thus not uncommon for patients to 
request to be seen by a different provider of 
a specifi c race or ethnicity for future visits. 
Healthcare system and practice leaders now 
fi nd themselves in the uncomfortable position 
of deciding how to manage such requests, fi nd-
ing a balance between accommodating patient 
preference and protecting their providers from 
bigotry.
 Small medical practices, particularly those 
not affi liated with integrated delivery systems, 
may lack the brand recognition of large medi-
cal groups. Therefore, a substantial proportion 
of their initial patient appointment requests 
could be provider-specifi c, making random as-
signment based on availability less likely. Still, 
depending on the racial and ethnic diversity 
of the practice, the challenge of managing 
patient preferences could mirror that of large 
healthcare systems.
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 ■ NOT ALL REQUESTS 
ARE ROOTED IN RACISM

Many would argue that patient requests for 
providers on the basis of race, ethnicity, and 
other personal characteristics should not be 
accommodated. Perhaps it would be better 
to try to create a safe, ethnically diverse, cul-
turally competent environment where all pa-
tients and providers feel welcome. But what 
if such selection is in the best interest of a 
particular patient? What if accommodating 
a request rooted in bias translates into better 
health outcomes?
 The life expectancy of African Ameri-
cans continues to lag behind that of white 
Americans—74.8 years vs 78.5 years. The 
current life expectancy of African Ameri-
can males is 71.5 years.4 Additionally, black 
Americans have a higher rate of death for 9 
of the 15 leading causes of death, including 
many preventable conditions such as heart 
disease, malignant neoplasms, cerebrovascu-
lar diseases, diabetes, renal disease, and hy-
pertension.5

 Among the factors contributing to these 
healthcare disparities is the low number of 
African American physicians. Currently, just 
over 4% of practicing physicians and less than 
6% of US medical school graduates are black.6 
Moreover, African American applicants to 
US medical schools have a lower rate of ac-
ceptance than other racial and ethnic groups, 
contributing to the small pool of black health-
care providers.
 In the early 2000s, LaVeist et al7 showed 
that patient-provider race concordance 
resulted in increased utilization of health 
services and fewer delays in seeking care, 
particularly among African Americans. Last 
year, researchers in Oakland, CA, found 
that black men were more likely to engage 
in preventive services when recommended 
by black physicians.8 They estimated that 
such a change in behavior could translate 
to a 19% reduction in the cardiovascu-
lar mortality gap between white and black 
men.8 It is thus deduced that increased ac-
cess to African American male physicians 
could improve health outcomes in African 
American male patients.

 ■ CONSIDER THIS PATIENT

A middle-aged black man calls a healthcare 
system to make an appointment to establish 
care and asks, “Do you have any black physi-
cians on staff? If so, I would like to see one.” 
How a safe, ethnically diverse, culturally com-
petent hospital system responds to this type 
of request from such a patient is a complex 
undertaking. Ideally, the race of a provider 
shouldn’t matter in providing the best care 
that this patient has the right to seek. But 
what if it does? What if accommodating such 
a request is something that we know can re-
sult in not just an improved patient experi-
ence, but also improved engagement in pre-
ventive services and potentially better health 
outcomes? Would it then be unethical to au-
tomatically deny such a request?
 Furthermore, why would this patient have 
such a request? Does the request come from 
bigotry, racism, or hatred? Alternatively, does 
it matter that he is part of a community that 
has been the victim of enslavement and sub-
sequent political, social, and economic disen-
franchisement in this country? Does it matter 
that he comes from a community that has a 
history of being discriminated against and 
abused, notably in the healthcare system? 
Does it matter that the patient likely has ex-
perienced explicit and implicit bias in and out 
of the healthcare setting?
 Particularly if the volume of requests for 
providers on the basis of race and ethnicity 
is not overwhelming, it would be reasonable 
to seek to understand the reason behind 
each request. Requests deemed inappropri-
ate could present an opportunity to provide 
education and to reduce bias. For those 
deemed befi tting and free of discriminatory 
intent, it is hard to argue against accommo-
dation. 
 It is comforting to think that optimal 
medical care is color-blind, and it is easy and 
convenient to assume that patient requests 
for providers on the basis of race and eth-
nicity are inappropriate. However, there are 
data and trends that suggest otherwise. Not 
all patient requests are rooted in bigotry and 
racism. Some are rooted in history, pain, and 
survival. 
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