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BACKGROUND: Asians are the fastest-growing racial/
ethnic minority group in the USA andmany face commu-
nication barriers when seeking health care. Given that a
high proportion of Asians are immigrants and have limit-
edEnglish proficiency, poor patient-provider communica-
tion may explain Asians’ relatively low ratings of care.
Though Asians are linguistically, economically, and cul-
turally heterogeneous, research on health care disparities
typically combines Asians into a single racial/ethnic
category.
OBJECTIVES: To estimate racial/ethnic differences in
perceptions of provider communication among the six
largest Asian subgroups.
DESIGN AND PARTICIPANTS: Using a nationally repre-
sentative sample of adults from the 2014–2017 Medical
Expenditure Panel Survey (N = 136,836, round-specific
response rates range from 72% to 98%), we estimate
racial/ethnic differences in perceptions of provider com-
munication, adjusted for English proficiency, immigra-
tion status, and sociodemographic characteristics.
MAIN MEASURES: The main dependent variable is a 4-
item scale ranging from0 to 100measuring howpositively
patients view their health care providers’ communication,
adapted from the Consumer Assessment of Healthcare
Providers and Systems (CAHPS©) program. Respondents
report how often their providers explain things clearly,
show respect, listen carefully, and spend enough time
with them.
KEY RESULTS: Asians, overall, had less positive percep-
tions of their providers’ communication than either
Whites or Latinxs. However, only Chinese-White differen-
ces remained after differences in English proficiency and
immigration status were controlled (difference = − 2.67,
95% CI − 4.83, − 0.51). No other Asian subgroup differed
significantly from Whites.
CONCLUSIONS: Negative views of provider communica-
tion are not pervasive among all Asians but, rather, pri-
marily reflect the perceptions of Chinese and, possibly,
Vietnamese patients. Researchers, policymakers, health
plan executives, and others who produce or use data on
patients’ experiences with health care should, if possible,
avoid categorizing all Asians into a single group.
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INTRODUCTION

Racial/ethnic minorities tend to report less positive health care
experiences than non-Latinx-Whites (Whites)1–3 and, among
minority groups, non-Latinx Asians (Asians) report the least
positive experiences.1,4,5 Given that a relatively high propor-
tion of Asians in the USA are immigrants and have limited
English proficiency, their relatively negative perceptions of
care could be due in part to poor patient-provider communi-
cation, a critical component of high-quality health care.6 Re-
search on racial/ethnic disparities in the US health care system
typically homogenizes the Asian experience by combining
Asians into a single racial/ethnic category. This hampers
improvements in understanding Asian-White differences in
how positively experiences with care are perceived. It is
increasingly important for research to address this limitation
because Asians are now the fastest-growing racial/ethnic mi-
nority group in the USA, with Asian immigrants outnumber-
ing Latinx immigrants by 6.1 million in 2016 alone (37.1
million vs. 31.0 million).7 In this study, we use nationally
representative data from the 2014–2017 Medical Expenditure
Panel Survey (MEPS) to estimate racial/ethnic differences in
how positively respondents view their health care providers’
communication with a special focus on the six largest Asian
subgroups in the USA.

Background

Asians in the USA view their health care less positively than
other racial/ethnic groups and provider communication is
among the aspects of care that Asians view less positively.8–15

For example, in a nationally representative survey of 6722
adults, compared to Latinx, African American, and White
patients, Asians were more likely to report that their physicians
looked down on them and the way they live their lives.10

Another study using the same data revealed that, compared to
Whites, Asians were more likely to report that their regular
doctor did not understand their background and values, and did
not listen, spend enough time, or involve them in treatment
decisions as much as they wanted.12 Health plan survey data
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generally support these findings. In a representative sample of
2013 Medicare beneficiaries, for example, Asians less often
reported that their providers discussed their medications and
had up-to-date information on care from specialists compared
to White beneficiaries.16

Asian-White differences in perceptions of care have been
found using different types of data (e.g., national survey
data,10,12 health plan data,8,16–19 and qualitative interviews13),
in different subpopulations (e.g., cancer survivors14), and in
different types of health plans (e.g., Medicaid managed
care,18,19 Medicare Part D8). It is unclear, however, whether
the Asian-White differences in the USA documented by pre-
vious studies reflect views of care that are pervasive across all
Asian subgroups. In the UK, ethnic differences in patient
experiences have been documented in much more detail,
including differences across Asian subgroups.20–22 This is
largely due to the availability of data from the General Practice
Patient Survey, which collects information about patient expe-
riences and perceptions from over 2.2 million people annual-
ly.23 There is no comparable data source in the USA and,
consequently, most studies on ethnic differences in patient
experiences must use a single category to describe all Asians.
Those that do examine Asian subgroups typically rely on
samples that are not nationally representative (e.g., health plan
data or small, convenience samples) 11,13.
In this study, we use nationally representative data to estimate

racial/ethnic differences in how positively adult patients view
their health care providers’ communication, making separate
estimates for the six largest Asian subgroups in the USA. To
explore the factors that might explain the differences we ob-
serve, we present both unadjusted differences and differences
adjusted for English proficiency, immigration status, and a
variety of socioeconomic and demographic characteristics.

METHODS

Data

We analyzed data on a sample of non-Latinx-White (White),
non-Latinx Asian (Asian,) and Latinx adults from the 2014–
2017 Medical Expenditure Panel Survey (MEPS), an ongoing
annual household survey of the US non-institutionalized pop-
ulation sponsored by the Agency for Healthcare Research and
Quality (AHRQ). The overlapping panel design of MEPS
enables us to pool 4 years of data, which yields a sample
sufficient to make separate estimates on several measures of
provider communication for Chinese, Asian Indians,
Filipinos, Japanese, Korean, and Vietnamese (N = 136,836,
annual response rates range from 44 to 49%).

Variables

The main dependent variable is a scale made up of four items
measuring respondents’ perceptions of communication with
their health care providers during the previous 12 months.

Individuals were first asked, “In the last 12 months, not
counting the times you went to an emergency room, how
many times did you go to a doctor’s office or clinic to get
health care for yourself?” Those who reported having at least
one visit were asked how often “doctors or other health pro-
viders” explained things in a way that was easy to understand,
listened carefully, showed respect for what they had to say,
and spent enough time with them. Possible responses were
“never,” “sometimes,” “usually,” or “always.” These ques-
tions were adapted from version 4.0 of the CAHPS Health
Plan questionnaire developed by AHRQ.
We used linear mean scoring to create a scale for respond-

ents’ perceptions of provider communication ranging from 0
(most negative) to 100 (most positive), a method used by prior
studies.24–26 The reliability coefficient (Cronbach’s Alpha) of
the resulting provider communication scale is 0.88.
There are several individual characteristics that differ across

the racial/ethnic groups that could explain some or all of the
differences observed in perceived provider communication.
English proficiency and immigration status are perhaps the
most obvious; limited English proficiency (LEP) is more
common among Asians and Latinxs than among Whites, and
Asians and Latinxs are both more likely to be recent immi-
grants. We measure English proficiency with dummy varia-
bles identifying people who report speaking English “very
well”, “well”, “not well”, “not at all” and immigration status
with dummy variables identifying people who were born in
the USA, immigrated more than 15 years ago, immigrated
between 10 and 15 years ago, immigrated between 5 and
10 years ago, or immigrated less than 5 years ago.
Socioeconomic status differs across racial and ethnic catego-

ries and it too is likely associated with patient-provider commu-
nication. We use dummy variables to measure household in-
come as a percent of the federal poverty line (< 100%, 100–
124%, 125–199%%, 200–300%, or > 400%), educational at-
tainment (no high school diploma/GED, high school diploma/
GED only, 4-year college degree or graduate/professional de-
gree), and insurance coverage stratified by age (< 65 private, <
65 public, < 65 uninsured, 65+ Medicare only, 65+ Medicare
and private, and 65+ Medicare and Medicaid).
Health status differs by race/ethnicity and, at the same time,

may affect communication with health care providers. For
example, discussing the management of chronic conditions
with a provider may require more nuanced language than
discussing general health issues. We use dummy variables to
capture self-rated health (poor, fair, good, very good, or ex-
cellent) and the presence of chronic conditions (0, 1, or mul-
tiple chronic conditions). Finally, our analysis includes varia-
bles measuring age, sex, rural-urban residence, and region of
the country.

Analytic Approach

We first estimate the unadjusted means of the provider com-
munication scale for each racial/ethnic group. We then
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estimate adjusted racial/ethnic differences in the provider
communication scale relative to Whites using three linear
regression models. The first model includes only the dummy
variables identifying racial/ethnic groups, the second model
includes the English proficiency and immigration variables,
and the final model includes all variables described previous-
ly. We present only a subset of the coefficient estimates; a
complete set of coefficient estimates is available upon request.
All analyses use survey weights equal to the inverse probabil-
ity of being selected into the sample, which make estimates
nationally representative. Confidence intervals are corrected
for clustering at the survey strata-level and below using the
Taylor-series linearization approach implemented in the sur-
vey estimation procedures available in Stata Version 16.0.27

RESULTS

Consistent with previous research, Asians’ perceptions of their
providers’ communication are less positive than either that of
Whites or Latinxs. On a 0 to 100 scale, Asians score 83.4,
compared to 85.7 for Whites (Table 1). This difference, how-
ever, is due largely to the scores of Chinese (81.7) and Viet-
namese (81.0) respondents. These differences may appear
modest, but the distribution of the provider communication
scale is highly concentrated at the high end of the range, with
more than half of the sample scoring above 90. The difference
in the mean provider communication scale between Chinese
and Whites, for example, is about 30% of the scale’s standard
deviation in the overall sample. The Wald F-test enables us to

reject the null hypothesis that the mean of the provider com-
munication scale is the same for all Asians, indicating that
perceptions of provider communication vary significantly
across the Asian subgroups. Pairwise contrasts (not shown)
indicate that the mean for the Chinese subgroup is statistically
different from both that of the Filipino subgroup and the Asian
Indian subgroup, as is the mean for the Vietnamese subgroup.
The unadjusted differences in perceptions of provider com-

munication could be due to differences in English proficiency,
immigration status, or various demographic, socioeconomic,
and health characteristics. Compared to Whites, for example,
Chinese respondents were more likely to be foreign-born
(73.3% vs 4%, Table 2) and more likely to report speaking
English “not well” or “not at all” (19.6% vs 0.4%, Table 2).
Asians, overall, did not differ from Whites in the percent in
poverty and had a significantly higher percentage of individ-
uals with college degrees. Results from the multivariable
analysis will shed light on the extent to which the racial/
ethnic differences in Table 2 account for the differences in
provider communication shown in Table 1.
Comparing results from model 1 with those from model 2

(Table 3) suggests that differences in English proficiency and
immigration status alone account for about 56% of the Latinx-
White difference in provider communication (− 2.00 to − 0.89)
but only about 31% of the Chinese-White difference (− 3.85 to
− 2.65) and 33% of the Vietnamese-White difference (− 4.34
to − 2.92). Results from model 3 show that the Chinese-White
difference in perceived provider communication is not further
reduced when household income, education, insurance status,
health status, and the demographic variables are included in

Table 1 Descriptive Statistics for the Provider Communication Scale and the Four Component Indicators by Race and Ethnicity

N Provider communication
scale composite (mean)

Component indicators of the provider communication scale: percent who report
that providers “always”

Explained clearly Listened
carefully

Showed respect Spent enough
time

Overall, 95% CI 136,836 85.3 (85.1, 85.6) 65.4%
(64.7%, 66.1%)

64.6%
(63.8%, 65.4%)

69.3%
(68.6%, 70.0%)

56.8%
(56.1%, 57.5%)

Non-Latinx-
Whites, 95% CI

53,259 85.7 (85.4, 86.1) 65.8%
(64.9%, 66.6%)

64.6%
(63.6%, 65.5%)

69.0%
(68.1%, 69.9%)

57.4%
(56.5%, 58.3%)

Latinx, 95% CI 42,595 83.9*** (83.3, 84.5) 63.6%*
(62.1%, 65.1%)

62.6%*
(61.1%, 64.1%)

69.3%
(67.9%, 70.7%)

53.3%***
(51.7%, 54.8%)

Chinese, 95% CI 2571 81.7*** (79.6, 83.7) 53.2%***
(47.3%, 59.1%)

55.2%**
(49.9%, 60.4%)

60.0%**
(54.3%, 65.7%)

41.8%***
(36.3%, 47.3%)

Indian, 95% CI 2371 84.7 (82.5, 86.9) 65.2%
(59.8%, 70.6%)

65.0%
(59.5%, 70.6%)

67.6%
(62.4%, 72.7%)

53.4%
(48.7%, 58.2%)

Filipino, 95% CI 2036 85.8 (83.9, 87.7) 65.2%
(59.8%, 70.5%)

66.8%
(62.1%, 71.6%)

74.0%*
(69.4%, 78.7%)

59.8%
(55.1%, 64.5%)

Japanese, 95% CI 757 84.2 (81.1, 87.4) 59.4%*
(53.5%, 65.3%)

63.7%
(56.7%, 70.7%)

68.9%
(63.1%, 74.7%)

56.2%
(48.3%, 64.1%)

Korean, 95% CI 800 83.0 (80.3, 85.8) 60.3%
(52.7%, 67.9%)

58.7%
(51.2%, 66.3%)

66.8%
(59.1%, 74.4%)

46.6%***
(38.6%, 54.6%)

Vietnamese, 95%
CI

945 81.0** (78.1, 83.9) 54.1%**
(46.8%, 61.5%)

59.1%
(52.0%, 66.1%)

63.4%
(56.6%, 70.1%)

49.8%
(42.1%, 57.6%)

Asian (overall),
95% CI

10,887 83.4*** (82.4, 84.4) 59.2%***
(56.5%, 62.0%)

61.3%***
(58.8%, 63.8%)

66.3%***
(63.9%, 68.7%)

51.0%***
(48.2%, 53.8%)

Wald F-test of joint equality
of means across Asian
subgroups

F(5, 342) = 3.01,
Prob > F = 0.011

F(5, 342) = 3.44,
Prob > F = 0.005

F(5, 342) = 2.94,
Prob > F = 0.013

F(5, 342) = 3.99,
Prob >F = 0.002

F(5, 342) = 6.70,
Prob > F = 0.000

Overall scale reliability (coefficient alpha): 0.88
*p 0.05, ** p < 0.01, and *** p < 0.001 indicate statistically significant difference from Whites
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the model. Furthermore, the Chinese-White difference is the
only racial/ethnic difference to remain statistically significant
(− 2.67). The Vietnamese-White difference, while statistically
insignificant at p < 0.05, is still fairly large (− 2.20) and the
imprecision of the estimate is due to the relatively small
sample of Vietnamese. In contrast, the Latinx-White differ-
ence in perceived provider communication not only becomes

statistically insignificant in model 3 but also changes signs
(0.71).
The Wald F-test indicates that even after adjusting for En-

glish proficiency, immigration status, and all the other socio-
economic and demographic variables, the mean of the provider
communication scale still varies across the Asian subgroups.
Test of the pairwise differences across the Asian subgroups
shows that the mean of the provider communication scale for

Table 2 Descriptive Statistics for Select Linguistic, Demographic and Socioeconomic Characteristics by Race and Ethnicity

LEP Foreign-Born Poverty
(< 100% FPL)

4-year college
degree

Uninsured Fair or poor
health

Overall, 95% CI 4.1%
(3.6%, 4.5%)

14.1%
(13.3%, 15.0%)

10.0%
(9.4%, 10.6%)

35.1%
(33.8%, 36.3%)

4.3%
(3.9%, 4.6%)

15.7%
(15.1%, 16.3%)

Non-Latinx-Whites, 95%
CI

0.4%
(0.2%, 0.5%)

4.0%
(3.6%, 4.5%)

7.6%
(7.0%, 8.1%)

38.4%
(36.9%, 39.9%)

2.9%
(2.5%, 3.2%)

14.1%
(13.4%, 14.8%)

Latinx, 95% CI 24.8%***
(22.9%, 26.7%)

50.2%***
(47.8%, 52.7%)

15.5%***
(14.0%, 16.9%)

19.0%***
(17.2%, 20.7%)

11.8%***
(10.6%, 13.0%)

21.5%***
(20.0%, 22.9%)

Chinese, 95% CI 19.6%***
(14.5%, 24.6%)

73.3%***
(66.6%, 80.0%)

9.1%
(5.8%, 12.4%)

60.5%***
(55.3%, 65.7%)

2.0%
(0.6%, 3.3%)

12.5%
(9.2%, 15.9%)

Indian, 95% CI 5.4%**
(2.1%, 8.8%)

80.6%***
(75.1%, 86.2%)

5.9%
(3.2%, 8.6%)

68.2%***
(61.2%, 75.1%)

2.5%
(1.3%, 3.7%)

6.5%***
(4.3%, 8.6%)

Filipino, 95% CI 3.3%**
(1.4%, 5.2%)

70.4%***
(63.9%, 76.9%)

4.6%**
(2.5%, 6.7%)

46.8%**
(39.2%, 54.4%)

3.2%
(1.3%, 5.2%)

11.4%
(7.8%, 15.0%)

Japanese, 95% CI 2.9%*
(0.5%, 5.2%)

36.8%***
(21.7%, 51.9%)

5.4%
(2.9%, 7.8%)

49.7%**
(40.7%, 58.6%)

1.6%*
(0.3%, 2.8%)

9.6%**
(6.1%, 13.1%)

Korean, 95% CI 29.7%***
(19.0%, 40.3%)

76.1%***
(68.9%, 83.4%)

11.2%
(4.5%, 17.9%)

50.7%**
(39.8%, 61.6%)

1.6%
(− 0.3%, 3.5%)

19.8%
(11.1%, 28.6%)

Vietnamese, 95% CI 38.9%***
(29.9%, 47.9%)

77.9%***
(70.0%, 85.9%)

15.5%**
(9.6%, 21.3%)

29.9%
(20.6%, 39.2%)

2.3%
(0.3%, 4.2%)

19.5%*
(14.6%, 24.3%)

Asian (overall), 95% CI 14.0%***
(11.6%, 16.3%)

72.5%***
(67.6%, 77.5%)

8.2%
(6.6%, 9.8%)

54.7%***
(51.0%, 58.4%)

2.4%
(1.7%, 3.1%)

11.7%***
(10.1%, 13.3%)

Wald F-test:
H0: Means do not differ
across Asian subgroups

F(5, 342) =
21.55
Prob. > F = 0.00

F(5, 342) = 8.01
Prob. > F = 0.00

F(5, 342) = 5.05
Prob. > F = 0.00

F(5, 342) =
10.47
Prob. > F = 0.00

F(5, 342) = 0.72
Prob. > F = 0.61

F(5, 342) = 5.95
Prob. > F = 0.00

*p 0.05, ** p < 0.01, and *** p < 0.001 indicate statistically significant difference from whites

Table 3 Coefficient Estimates for Select Variables from OLS Regression Models on the Provider Communication Scale

Independent variables Model 1 Model 2 Model 3

Coef. 95% CI Coef. 95% CI Coef. 95% CI

Racial/ethnic group
Non-Latinx-Whites (ref. group)
Latinx − 2.00*** − 2.61, − 1.39 − 0.89* − 1.63, − 0.15 0.71 − 0.08, 1.50
Chinese − 3.85*** − 5.85, − 1.84 − 2.65* − 4.79, − 0.51 − 2.67* − 4.83, − 0.51
Asian Indian − 0.89 − 3.02, 1.25 − 0.25 − 2.53, 2.03 − 0.18 − 2.41, 2.05
Filipino 0.09 − 1.70, 1.88 0.63 − 1.32, 2.58 0.87 − 1.05, 2.79
Japanese − 1.77 − 4.53, 0.99 − 1.30 − 3.94, 1.35 − 0.99 − 3.71, 1.74
Korean − 2.38 − 5.01, 0.25 − 1.08 − 3.77, 1.62 − 1.02 − 3.79, 1.76
Vietnamese − 4.34** − 7.07, − 1.61 − 2.92* − 5.75, − 0.0 − 2.20 − 5.08, 0.69

English proficiency (how well
English is spoken)
Very well (ref. group)
Well − 2.62*** − 4.04, − 1.19 − 1.91* − 3.36, − 0.46
Not well − 2.27*** − 3.58, − 0.96 − 0.45 − 1.78, 0.87
Not at all − 2.12* − 3.82, − 0.43 − 0.05 − 1.77, 1.66

Nativity and time in the USA
Native-born (ref. group)
Immigrated < 5 years ago 1.10 − 1.64, 3.84 1.25 − 1.53, 4.03
Immigrated 5–9 years ago − 0.08 − 1.68, 1.53 0.19 − 1.39, 1.77
Immigrated 10–14 years ago − 0.04 − 1.78, 1.70 0.31 − 1.41, 2.04
Immigrated 15+ years ago − 0.63 − 1.64, 0.38 − 1.21* − 2.22, − 0.20

Wald F-test, H0: Coefficients do
not differ across Asian subgroups

F(5, 342) = 3.01
Prob >F = 0.011

F(5, 342) = 2.29
Prob > F = 0.046

F(5, 342) = 2.26
Prob > F = 0.048

Coefficient different from zero at *p < 0.05, **p < 0.01, and ***p< 0.001. Model 3 controls for age, gender, insurance, income, education, health, and
geographic variables. A complete set of coefficient estimates is available in the technical appendix, Table A1
Source: Medical Expenditure Panel Survey, 2014–2017
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Chinese is significantly smaller than that of Indians and
Filipinos and that the mean for the Filipino subgroup is signif-
icantly higher than that of the Vietnamese subgroup.

DISCUSSION

Our study examined racial/ethnic differences in perceptions of
provider communication with a special focus on Asian sub-
groups. Overall, Asians had less positive perceptions of provid-
er communication than either Whites or Latinxs. These differ-
ences, however, were driven by Chinese-White and, possibly,
Vietnamese-White differences. Notably, while Chinese, the
largest Asian subgroup, had the least positive views of provider
communication, Asian Indians and Filipinos, the next two
largest Asian subgroups, typically had the most positive views
among Asians. In fact, the mean of the provider communication
scale for Filipinos was slightly higher than that of Whites. This
makes the common practice of grouping all Asians into a single
category especially problematic; if the two largest Asian sub-
groups occupy opposite ends of the distribution of provider
communication, measures reported for all Asians are imprecise
at best and at worst may obscure important disparities.
Our findings also suggest that differences in English proficien-

cy and immigration status across ethnic groups account for some,
but not nearly all, of the observed ethnic differences in percep-
tions of provider communication. Unlike Latinx-White differ-
ences in provider communication, Chinese-White differences
persist even when all observed individual characteristics are held
constant. More research is needed to explain why perceptions of
provider communication are, on average, less positive for Chi-
nese patients than for most other groups.
One possible explanation is that Chinese respondents might

have preferences and expectations for health care that make
interacting with health care providers less satisfying for them
than for other groups. Traditional Chinese medicine (TCM) is
a healing tradition that is accepted as mainstream in China and
elsewhere in East Asia, even by medical doctors and is rou-
tinely practiced alongside western medicine.28 Some research
suggests that Chinese and Vietnamese patients consider their
providers’ knowledge and acceptance of TCM to be a critical
component of care quality.13 To the extent that medical doc-
tors untrained in integrative medicine in the USA view TCM
with skepticism or are ignorant of it,29 this may make patient-
provider interactions less positive for Chinese patients than for
other racial/ethnic groups.

Limitations

A limitation of this study is that, despite pooling several years
of data, we lack the statistical power to detect differences in the
mean provider communication scale relative to the three
smallest Asian subgroups (Japanese, Korean, and Vietnamese)
unless those differences are quite large. In particular, this may
explain why Chinese respondents were significantly different
from Whites while Vietnamese respondents were not.

Another limitation of our study is that, unlike most CAHPS
studies, we do not have information about health plan charac-
teristics. We therefore could not investigate whether there
were systematic racial/ethnic differences in the quality of the
health plans to which respondents belong and, if so, the extent
to which such differences explain racial/ethnic differences in
perceived provider communication. One study found that
racial/ethnic differences in experiences with care are due more
to within-plan differences than between-plan differences.17

Nevertheless, the absence of plan characteristics from our
analysis is a limitation and should be considered when inter-
preting our results. Also, absence from our analysis are meas-
ures of cultural preferences related to medical care, patient-
provider concordance with respect to race/ethnicity and lan-
guage, and the availability of translation services, all of which
may help explain the persistent difference observed between
Whites and Chinese.
Finally, we cannot rule out the possibility that the observed

racial/ethnic differences in the provider communication scale
are due to differences in response styles. Some studies have
found that Asians are less likely to use the highest response
categories when answering survey questions compared to
other groups, which may make their perceptions appear less
positive.30 Research is needed to determine if “extreme re-
sponse tendency” is particularly pronounced for Chinese
patients, as this might explain the differences we observe in
provider communication.

CONCLUSIONS

Prior work establishes that experiences with care among
Asians are generally less positive than those among most other
racial/ethnic groups. This study suggests, however, that past
generalization about Asians’ perceptions of provider commu-
nication, one aspect of the patient care experience, may have
obscured important subgroup differences. Only Chinese
patients (and possibly Vietnamese patients) rate their pro-
viders’ communication less positively than do Whites. Asian
Indian and Filipino patients hold views about their providers’
communication that are at least as positive as those of Whites.
While Japanese and Korean patients, on average, rate provider
communication less positively than do Whites, differences are
not statistically significant and the small sample for these
groups makes these negative results inconclusive. Research
is needed to determine if this pattern holds for other aspects of
patients’ experiences with care.
An implication of our findings is that researchers, policy-

makers, health plan executives, and others who produce and
use data on patients’ experiences with care should disaggre-
gate results for Asians into ethnic subgroups whenever possi-
ble. Doing so for the three largest Asian subgroups, Chinese,
Indians, and Filipinos, is particularly important because their
perceptions of provider communication differ markedly. Re-
cent trends in data collection may make this easier. Several
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CAHPS surveys, for example, now offer Chinese and Viet-
namese questionnaires, and the Medicare Advantage and Pre-
scription Drug Plan Disenrollment Reasons Survey asks about
language spoken at home, with Chinese and Vietnamese in-
cluded as explicit choices.31 Still, most data sources on patient
experiences with care do not have detailed information on
Asian background and cannot support estimates for even the
largest Asian subgroups. Interventions aimed at narrowing
Asian-White disparities in perceived provider communication
will require an understanding of the medical needs, preferen-
ces, and expectations of Chinese and Vietnamese patients.
This understanding will not happen without data on the care
experiences of Asian subgroups in the USA.
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