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Key Points for Clinicians  

Asian American children experience the greatest disparities in quality across most aspects of primary 
care delivery. Asian children had the largest deficits in seeking first-contact care from their providers, 
establishing effective patient-provider interpersonal relationships, and receiving the full complement of 
preventive services. The results suggest that racial disparities in primary care quality are not simply a 
reflection of ability to pay, health status disparities, or racial differences in expectations for care. 

Health plans and providers should extend efforts to encourage development of a regular source of 
primary care for minority children, in particular Asian Americans. Delivery of high-quality primary care is 
particularly important for Asian American children because they are more likely to be in poor health and 
at greater risk for contracting certain communicable diseases than other racial groups. 

OBJECTIVES: Healthy People 2010 calls for greater access to high-quality primary care as a means to 
reduce racial and ethnic disparities in children’s health. Disparities in primary care quality have rarely been 
studied for children, and the few studies that have been conducted among adults are not readily applicable to 
children because of the different health care needs of the 2 populations. This study compared the quality of 
primary care experienced specifically by children of different racial and ethnic groups. 

STUDY DESIGN: We used a random cross-sectional community sample of children. Parents were questioned 
via structured telephone interview with the Primary Care Assessment Tool about a selected child’s primary 
care experiences. Responses were compared across racial and ethnic groups, with white children as the 
reference group. 

POPULATION: The sample consisted of parents of 413 elementary school children, ages 5 to 12 years, 
enrolled in 1 school district spanning 3 suburban cities in San Bernardino County, California. 

OUTCOMES MEASURED: We measured cardinal features of primary care quality including first-contact care 
(accessibility and utilization), longitudinality (strength of affiliation and interpersonal relationship), 
comprehensiveness (services offered and received), and coordination of care. 

RESULTS: After controlling for family demographics, socioeconomic status, and health system characteristics, 
minority children experienced poorer quality of primary care across most domains of care compared with white 
children. Asian Americans reported the lowest quality of care across most domains, but particularly in first-
contact utilization, interpersonal relationship, and comprehensiveness of services received. 

CONCLUSIONS: Racial and ethnic disparities in quality persist in many aspects of primary care delivery. The 



Substantial disparities in children’s health and health care continue to exist across racial and ethnic groups in the United 
States.1-4 With the release of Healthy People 2010, the United States has reaffirmed its commitment to eliminating these 
growing racial and economic disparities in children’s health. Healthy People 2010 calls for greater and more equitable 
delivery of high-quality primary care* and prevention to reduce these disparities. A strong primary care-oriented health 
care system is associated with more frequent and complete delivery of preventive services for children,7-10 fewer 
complications from chronic illnesses,11-14 and better health outcomes.15-17 

However, intensifying pressures to contain medical care costs in the US health care system have meant that even 
children with financial access to care are not guaranteed to receive high quality primary care. The for-profit nature of 
many health care delivery systems continues to raise serious concerns about quality because of the financial interest to 
reduce use of services. Safety-net providers such as community health centers are being forced to compete in the 
market-driven system and may have to compromise the quality of care they provide to vulnerable, primarily minority 
populations.18 Because of these concerns, consumers, providers, purchasers, and federal and state agencies are 
demanding better monitoring of the quality of primary care, particularly for vulnerable populations.19 

Previous studies have identified significant racial and ethnic disparities in the quality of primary care among adults. Shi 
used nationally representative data from the Medical Expenditure Panel Survey and found that racial and ethnic minority 
adults experience worse primary care across most of its cardinal attributes, with the greatest differences being in the 
accessibility of medical care.20 Murray-Garcia and colleagues21 also found that Asian American adults tend to report the 
lowest quality of primary care among racial and ethnic groups, although the results may be attributable in part to 
differences in patient expectations or survey response practices rather than to actual differences in quality. In 2 separate 
studies, Taira and colleagues22,23 previously demonstrated similar findings regarding lower reported quality of primary 
care among Asian American adults. Finally, Morales et al24 found that, with the exception of Asians and Pacific 
Islanders, there were few differences between minorities and whites in satisfaction with primary care and ratings of 
access and communication. 

Studies of primary care among adults, however, are not readily applicable to children for several reasons.25 First, a 
unique set of primary care financing, organization, and delivery systems has been developed for children. Examples 
include the recent State Children’s Health Insurance Program and nontraditional delivery settings such as school-based 
health centers. Second, childhood is a unique developmental stage of life during which children’s health care 
experiences strongly influence their future health and health care utilization. Third, primary care for children emphasizes 
preventive care rather than acute care as for adults and therefore must be evaluated differently. 

Racial and ethnic disparities in primary care quality have rarely been studied for children.26 Although several studies 
have evaluated racial differences in children’s use of primary care services, few have evaluated racial differences in 
more qualitative primary care experiences. Weech-Maldonado and colleagues, conducting the only study of this type, 
found that Asian, black, and Hispanic children experienced poorer access, timeliness to care, and communication with 
providers compared to whites. However, language appeared to play an important factor in these disparities.27 

The purpose of this study was to examine racial and ethnic differences in the quality of primary care specifically for 
children. Primary care was uniquely assessed, pursuant to the Institute of Medicine’s definition, with the use of a reliable 
and valid instrument asking parents to report on, rather than rate, the quality of care for their children. The study sought 
to identify deficits in primary care quality among children to lay groundwork for the development of clinical strategies and 

findings suggested that these disparities are not simply reflections of ability to pay, health disparities, 
sociodemographics, or racial variations in expectations for care. The findings in this study that parents of 
minority children, in particular Asian Americans, report lower quality of primary care is consistent with previous 
research among adults but had not been demonstrated previously for children. 
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health care policies to eliminate health disparities. 

  METHODS 

Study design and setting 

A cross-sectional community-based survey was conducted in a random sample of 1200 parents of elementary school 
children in 1 school district. The district spans 3 large suburban communities in San Bernardino County, California, near 
Los Angeles. The area encompasses a population of about 300,000 and approximately 17% of the population live in 
poverty. In San Bernardino County, there are 72.5 health care providers per 100,000 inhabitants; this rate is lower than 
the overall rate of 90 providers per 100,000 for the State of California.28 Because the county has several rural areas 
(with low physician presence) that are not served by the school district, the physician ratio is likely to be an 
underestimate for the more urban geographic area under study. 

A school district was selected as the setting for this study because it provides the single most comprehensive list of 
children in a community. A community sample avoids the biases associated with research based in provider settings that 
generally include only the most frequent users of health services. 

The school district serves a population of 18,000 racially and socioeconomically diverse elementary school children in 20 
elementary schools (kindergarten through grade 6). The racial and ethnic makeup of the population is approximately 
43% Hispanic; 42% white; 10% Asian, Filipino, and Pacific Islander; 5% black; and fewer than 1% American Indian. The 
sampling frame was sorted and systematically sampled by the child’s sex, grade level, and school strata to ensure that 
the sample was representative of the community. To improve the analytic capacity of the sample, Asian and black 
subgroups were oversampled at 4 times the rate for Asians (compared with whites) and 16 times the rate for blacks to 
obtain approximately equal numbers of respondents across racial and ethnic groups. 

In San Bernardino County, as in a growing number of other counties in California and throughout the United States, non-
white racial and ethnic groups are beginning to represent more of the population. In this study, Hispanics are the 
numerical majority, but we continue to use the term “minority” to represent Asian, black, and Hispanic racial and ethnic 
groups because in most areas of the United States these groups continue to be the numerical minority. 

Data collection 

The Johns Hopkins University Office for Research Subjects approved the survey instrument and administration 
procedures. Questionnaires were administered through structured telephone interviews between November 2000 and 
January 2001. 

Two rounds of informational mailers were sent to parents in advance of contact by telephone. To maintain legal privacy 
protections for parents, clerks employed by the school district made initial contact with families to schedule appointments 
for interviewers to complete the telephone interview. Reminder letters were mailed to parents who had scheduled an 
appointment but were not reached by telephone contact. 

Of the original sample of 1200 children, 289 families had moved or left the school district, disconnected their telephone 
number, or had a telephone number that was busy or not answered on repeated (10+) attempts; 59 families were unable 
to participate because of language difficulties. Parents who reported to the study clerks that they were unable to 
complete the survey in English or Spanish were excluded from participation. Negative terming of 2 questions and 
alternate wording of 2 similar questions were used to check comprehension. Concern was raised in 1 case, but this was 
resolved through follow-up questioning. 

Interviews were completed with the families of 413 children. After subtracting the unreachable families from the original 
sampling frame, the overall response rate was 49%. Children without a regular source of care were excluded from the 
analyses, leaving 403 respondents in the analytic sample. 



Nonrespondents were similar to respondents in terms of child’s sex, race and ethnicity, and school in which the child was 
enrolled. Respondents were slightly more likely than nonrespondents (P < .05) to have a younger child (mean age = 8.1 
vs 8.4 years). Data for these comparisons were available through an administrative data set provided by the school 
district and assembled each school year through an enrollment form completed by parents. 

Measurement 

Race and ethnicity. Race data were available through the parent-completed school enrollment files provided by the 
school district. The categories of race or ethnicity were white (non-Hispanic), Hispanic, black (non-Hispanic), Asian, 
Filipino, Pacific Islander, and American Indian. To ensure a sufficiently large sample size, we combined Asian, Filipino, 
and Pacific Islander into a single category called Asian. We also excluded American Indian from the study sample 
because of extremely small numbers. 

Primary care quality. For this study we used the Pediatric Primary Care Assessment Tool (PCAT) developed by the 
Johns Hopkins Primary Care Policy Center for the Underserved to evaluate 4 cardinal attributes of primary care quality: 
first-contact care, longitudinality, comprehensiveness, and coordination Table 1. Scale scores were generated for each 
attribute based on summed responses to questions, with 4 Likert-type response choices: definitely (score = 4), probably 
(score = 3), probably not (score = 2), and definitely not (score = 1). “Don’t know” responses were coded as the middle 
score (2.5) because we assumed that not knowing about an important feature of primary care signified some partial 
failure to convey the availability of that particular feature. For example, parents’ not knowing whether their child could 
receive immunizations from the provider signified some partial communication failure on the part of the provider. Both 
child and adult versions of the instrument have been developed, the reliability and validity of which are reported 
elsewhere.29,30 

Within each cardinal attribute, the PCAT assesses structural characteristics of the facility or provider that reflect the 
capacity to achieve quality primary care and processes of care that indicate the achievement of the function in actual 
practice. Only patients who reported a regular source of care (n = 403) were asked to assess the quality of primary care. 

First-contact care. Two subdomains of first-contact care are measured by the PCAT: accessibility of the provider and 
the degree to which the provider is used as a single point of entry into the medical care system. Accessibility is evaluated 
with 8 questions about characteristics of the health system that facilitate access (eg, If the facility is open on weekends, 
would the provider see the child the same day?). The utilization subdomain is scored with an algorithm that assigns a 
higher score for each type of service (acute illness, regular check-up, and immunizations) that is sought from the parent-
identified regular source of care. 

Longitudinality. Two subdomains of longitudinality are measured by the PCAT: interpersonal relationship with the 
provider and extent of affiliation. The relationship subdomain is evaluated with 14 questions concerning the parents’ 
perception of the “person orientation” of the interactions between provider, parents and child (eg, the degree of interest 
the provider has in the child as a person rather than as someone with a medical problem). The extent of affiliation 
subdomain addresses the extent of the child’s relationship with a specific provider. This is scored with an algorithm that 
assigns a higher score if the provider identified as the regular source of care also knows the child best and is the 
provider from whom care would be sought for a new problem. 

Comprehensiveness. Two subdomains of comprehensiveness are measured by the PCAT: services available and 
services provided. Six questions address the availability of specific primary care services (eg, immunizations and tests 
for lead poisoning). Another 5 questions address the services received from the primary care source (eg, discussions of 
ways to stay healthy such as eating nutritious foods and getting enough sleep). 

Coordination. For children who have visited a specialist (n = 135), 7 questions address the degree of interaction and 
integration between the primary care physician and specialist services (eg, Did the primary care provider know that you 
made the visit to the specialist?). 

Covariates. We selected covariates based on previous studies demonstrating a relation between the variables and 



aspects of primary care quality such as accessibility and continuity of care. We controlled for socioeconomic status 
(income, employment, and education), characteristics of the health care system (provider specialty, practice setting, and 
cost-sharing requirements), and demographics (child’s age, sex, general health status, and insurance coverage). 
Because of extensive managed care penetration in California, we clarified the range of practice settings by using names 
of local managed care clinics, public health centers, and group practices as examples. 

Analysis 

The independent variable was racial and ethnic background, and its analytic categories included Asian, black, Hispanic, 
and white. Comparisons were made between race or ethnicity and the study covariates and scores for the primary care 
subdomains. Frequencies of the study covariates were compared across racial and ethnic groups, and the significance 
of these differences was assessed with chi-squared tests of association. Generalized linear model procedures were used 
to assess differences in primary care quality across racial and ethnic groups after adjusting for study covariates. 
Bonferroni t tests were used to test significance and account for multiple comparisons. 

Two total primary care scores were generated by summing the mean scores for the primary care subdomains. The first 
total primary care score (A) included coordination of care, a domain that was answered only by a subset of the 
population that reported they had visited a specialist since they first saw their regular provider. Therefore, total score A 
was limited to 1 subset of the population (n = 135). The second total primary care score (B) did not include coordination 
of care and thus included the full study sample. 

Multiple linear regression analyses were conducted to predict primary care quality. Four models were constructed 
incrementally, with the first including only dummy variables of race and ethnicity (with white “race” as the reference 
group). Additional models controlled for (1) socioeconomic status covariates, (2) health system characteristics, and (3) 
socioeconomic status, health system characteristics, and demographics. The models were constructed separately for 
primary care scores A and B. Regression coefficients and respective P values are reported for race/ethnicity categories 
and study covariates. The coefficient of determination (R2 and adjusted R2) is reported for each model to describe how 
much of the variance in primary care quality was explained by the study variables. 

Table 2 compares the unadjusted socioeconomic status, health system characteristics, and demographic factors of our 
analytic sample across racial and ethnic groups. As per the sampling strategy, respondents were nearly equally divided 
among the 4 categories of race and ethnicity. Most respondents (74.3%) had family incomes greater than $36,000/year, 
although a significantly smaller proportion of black (64.2%) and Hispanic (67.7%) families had incomes above this 
amount compared with whites (90.2%) and Asians (84.0%; P < .001). Racial and ethnic groups also differed in maternal 
education and employment, with Asians reporting the highest proportion with a high school education or greater (P < .01) 
and blacks reporting the highest employment among mothers (P < .001). 

With regard to health system factors, Asians and whites were most likely to report seeking care at a doctor’s office 
(58.8% and 57.0%, respectively) compared to seeking care from a health maintenance organization clinic or other setting 
(P < .001). Hispanics reported the largest proportion of children receiving care from a health maintenance organization 
clinic setting (39.4%), and Asians reported the smallest proportion (20.6%; P < .05). White respondents had the highest 
proportion covered by private health insurance (86.6%) and Hispanic respondents had the lowest (79.1%; P < .05). 
Hispanics were most likely to be uninsured (13.13%; P < .05). 

Asians were most likely to report having any cost sharing such as a deductible or co-payment (83.2%; P < .01). There 
were no significant differences in child’s age, sex, or health status across racial and ethnic groups. 

Table 3 compares adjusted primary care quality scores across racial and ethnic groups. The attribute scales were 
standardized by summing the responses to each question in the attribute and dividing by the number of questions 
(range, 1-4). In general, Asian, black, and Hispanic parents reported slightly lower quality of primary care than did whites. 
Minority parents reported lower scores for 6 of the 7 subdomains, although only some of the findings were significant. 
Asian respondents reported the lowest (or statistically equivalent to the lowest) primary care quality for 5 of the 7 
domains, reflecting differences of approximately 5% to 10%. These scores were significantly lower than those reported 



by whites for first-contact accessibility (P < .05), first-contact utilization (P < .01), interpersonal relationship (P < .05), and 
comprehensiveness of services received (P < .001). Moreover, Asians reported significantly lower mean scores than did 
whites for both total primary care scales. Black respondents reported significantly worse first-contact utilization but 
slightly greater accessibility than did whites, although the difference was not significant. 

Table 4 presents 4 multiple regression models for the 2 versions of total primary care quality after successive adjustment 
for socioeconomic status, health system characteristics, and demographics. In model 1A (not adjusted for any 
covariates) Asian and black races (vs whites) were significant negative predictors of primary care quality. In model 1B 
(ie, coordination of care domain excluded) all minority groups (vs whites) were significant negative predictors of quality 
(P < .01). In models 2B and 3B, after controlling for socioeconomic status and health system characteristics, 
respectively, 2 additional covariates positively predicted total primary care quality. These were family income greater 
than $36,000 (P < .01) and having a pediatrician as opposed to any other type of family practitioner or generalist primary 
care provider (P < .001). Despite the addition of these covariates to models 2 and 3, minority racial and ethnic groups 
remained significant negative predictors for both versions of primary care quality (P < .05). Asian race remained a 
particularly significant predictor of quality (P < .001). 

In model 4A, which controlled for all covariates, older child age and, nonintuitively, being uninsured were significant 
positive predictors of quality (likely due to the small number of uninsured respondents). In model 4B, health status was a 
significant predictor of quality (P < .05). With the addition of the full complement of covariates, Hispanic and black race 
and ethnicity became nonsignificant in both models despite small changes in the magnitude of the coefficients and P 
values (.07 and .06, respectively). The loss of significance in this model is likely attributable to the number of variables 
that was controlled for given the moderate sample size rather than to any confounding effects of specific covariates. In 
model 4A, Asian race remained a significant negative predictor of quality (P < .05). In model 4B, Asian race remained a 
strong negative predictor of quality and having a pediatrician remained a strong positive predictor (P < .001 for both). 
After adjustment for the natural rise in R2 associated with the inclusion of additional covariates, the final models for both 
total scales (A and B) explained only about 8% and 11%, respectively, of the variation in primary care quality. 

  DISCUSSION 
This community-based study advances the literature by demonstrating that Asian, black, and Hispanic children 
experience poorer quality of primary care than whites, even after controlling for many differences in socioeconomic 
status, health system factors, and demographics. This suggests that racial and ethnic differences in quality of care are 
not simple reflections of ability to pay, health disparities, or other sociodemographics. 

The findings in this study that parents of minority children, in particular Asian Americans, report lower quality of primary 
care is consistent with previous research among adults but has not been demonstrated previously for children.20-24 This 
finding is particularly important because of the growing numbers of Asian Americans in the United States and because 
Asian children, despite their family’s higher education, are more likely than whites and some other ethnic groups to be in 
fair or poor health, underimmunized, and at risk for contracting preventable illnesses such as hepatitis B.31-33 These 
differences in health and health risk may be remedied in part by the receipt of high-quality primary care.34 

Of the primary care measures, the greatest difference between Asians and whites was in comprehensiveness of services 
received. This domain covered the range of services that patients could receive from their regular provider and included 
items such as preventive counseling and discussions about growth and development. Although language was unlikely to 
be a determinant of quality in this study (because we excluded those unable to complete the survey in English or 
Spanish), it does not discount the potential of undetected or unstudied language difficulties to enhance disparities in 
health care. For example, even though Asian families in our study were able to communicate sufficiently in English, they 
might have rated the patient-provider relationship lower because of trouble finding a provider who spoke their language. 
Regardless, the finding suggests the importance of making services more widely available to minority groups, including 
improvements in communication about existing primary care services. 

An interesting secondary finding was that parents who reported a pediatrician as the child’s regular source of care 
reported higher quality primary care than did parents reporting other generalist providers. In particular, pediatricians 



appeared to perform better than other providers on 3 of the attributes: utilization of services (P < .02), patient-provider 
relationship (P < .0001), and services provided (P < .0001; data not shown). The differences may be attributable in part 
to the greater frequency of visits to pediatricians for well-child care; thus, greater opportunities may exist for delivery of 
preventive services and the development of the patient-provider relationship. Future research should explore the 
experience of minority patients receiving care from various provider specialties. 

Despite significant findings, the most comprehensive regression models explained only a small proportion of the variation 
in primary care quality (about 11%). Other factors that may play a role in determining primary care quality, but were not 
included in this analysis, include health insurance plan restrictions (discussed in an upcoming paper), practice 
arrangements, racial concordance between the patient and provider, family mobility, and perhaps provider-specific 
factors such as training or years in practice. 

This study has several limitations. First, the cross-sectional design and analysis allowed the demonstration of association 
and not of causality. Second, this study examined only 4 broad classifications of race and ethnicity that do not capture 
within-group variations in ethnicity or culture that could be associated with differences in quality of care received. 
Standard measurements of race and ethnicity also do not fully capture biologic, cultural, socioeconomic, and political 
aspects of multiculturalism that may interact and produce more complex findings than those reported.35 

Third, because of the moderate response rate, the respondents in this study may not be fully representative of the 
population under study. Although respondents were demographically similar to nonrespondents, participants may have 
been more likely than nonrespondents to have children in poorer health status or have more negative experiences with 
the health care system. Although this does not threaten the internal validity of this study (because response rates did not 
differ substantially across racial groups), such bias could lead to lower overall estimates of primary care quality 
regardless of racial group. 

Fourth, studies that rely on patient reporting to compare quality of care across racial groups often may capture racial and 
ethnic group variations in perceptions of care or different standards for assessing care. In this study, we used an 
instrument for assessing quality of care that relies heavily on factual reporting (eg, waiting times and receipt of particular 
services) rather than on satisfaction or performance ratings, so our study was less subject to these biases. 

In conclusion, this study demonstrated significant differences in the quality of primary care for children across racial and 
ethnic groups. These findings in part suggest that ensuring adequate health insurance coverage may not be sufficient to 
reduce racial and ethnic disparities in quality of care. Although the cause or mechanism of these disparities in quality is 
not entirely established, the findings encourage careful additional monitoring of the delivery of primary care, in particular 
to minority children. At a minimum, health care providers and organizations should make primary care services more 
accessible to minority families, provide the services in a culturally and linguistically competent manner (to encourage the 
development of the physician-patient relationship), and communicate more effectively with families about the range of 
child health services offered. 

*The Institute of Medicine defines primary care as “the provision of integrated, accessible health care services by 
clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained 
partnership with patients, and practicing in the context of family and community.”5 The practice of primary care is best 
characterized as a set of attributes or functions that, only when performed together, constitute the delivery of primary 
care. Empirical studies have further delineated and operationalized 4 core attributes of primary care: first-contact care 
with a designated primary care physician; longitudinality, or ongoing care, with a physician or place of care; 
comprehensiveness of services; and coordination or integration of those services6Table 1. 

·  A C K N O W L E D G M E N T S  ·  

The authors thank Barbara Starfield, MD, Lisa Cooper, MD, and Maria Trent, MD, for their thoughtful review of this 
manuscript. They also thank Jane Lyon for her generous support of and help in coordinating the study in the school 
district. 

R E F E R E N C E S 



1. Newacheck PW, Hughes DC, Stoddard J. Children’s access to primary care: differences by race, 
income and insurance status. Pediatrics 1996;97:26–32.  

2. Weinick RM, Weigers ME, Cohen JW. Children’s health insurance, access to care, and health 
status: new findings. Health Aff 1998;17 (2):127–36.  

3. Halfon N, Inkelas M, Wood D. Nonfinancial barriers to care for children and youth. Annu Rev 
Public Health 1995;16:447–72.  

4. Aday L, Fleming G, Andersen R. Access to Medical Care in the US: Who Has It, Who 
Doesn’t? Chicago: Pluribus Press; 1984.  

5. Donaldson M, Yordy K, Lohr K, Vanselow N. Primary Care: America’s Health in a New 
Era. Washington DC: National Academy Press; 1996.  

6. Starfield B. Primary Care: Balancing Health Needs, Services, and Technology. New York: Oxford 
University Press; 1998.  

7. Bindman AB, Grumbach K, Osmond D, et al. Primary care and receipt of preventive services. J 
Gen Intern Med 1996;11:269–76.  

8. Flocke SA, Strange KC, Zyzanski SJ. The association of attributes of primary care with the 
delivery of clinical preventive services. J Fam Pract 1998;36(suppl):AS21–30.  

9. O’Malley AS, Forrest CB. Continuity of care and delivery of ambulatory services to children in 
community health clinics. J Comm Health 1996;21:159–73.  

10. Lieu TA, Black SB, Ray P, et al. Risk factors for delayed immunization among children in an 
HMO. Am J Public Health 1994;84:1621–5.  

11. Shea S, Misra D, Ehrlich M, et al. Predisposing factors for severe, uncontrolled hypertension in an 
inner-city minority population. N Engl J Med 1992;327:776–81.  

12. Lurie N, Ward N, Shapiro M, Brook R. Termination from Medi-Cal-does it affect health? N Engl J 
Med 1984;311:480–4.  

13. Fihn S, Wicher J. Withdrawing routine outpatient medical services: effects on access and health. J 
Gen Intern Med 1988;3:356–62.  

14. Gill J, Mainous A. The role of provider continuity in preventing hospitalizations. Arch Fam 
Med 1998;7:352–7.  

15. Safran DG, Taira D, Rogers WH, et al. Linking primary care performance to outcomes of care. J 
Fam Pract 1998;47:213–9.  

16. Shi L. The relationship between primary care and life chances. J Health Care Poor 
Underserved 1992;3:321–5.  

17. Shi L. Primary care, specialty care, and life chances. Int J Health Serv 1994;24:431–58.  
18. Dievler A, Giovannini T. Community health centers: promise and performance. Med Care Res 

Rev 1998;55:405–31.  
19. McGlynn E, Halfon N. Overview of issues in improving quality of care for children. Health Serv 

Res 1998;33(4 pt 2):977–1000.  
20. Shi L. Experience of primary care by racial and ethnic groups in the United States. Med 

Care 1999;37:1068–77.  
21. Murray-Garcia J, Selby J, Schmittdiel J, et al. Racial and ethnic differences in a patient survey: 

patients’ values, ratings, and reports regarding physician primary care performance in a large 
health maintenance organization. Med Care 2000;38:300–10.  

22. Taira D, Safran D, Seto T, et al. Do patient assessments of primary care differ by patient 
ethnicity? HSR 2001;36:1059–71.  

23. Taira D, Safran D, Seto T, et al. Asian-American patient ratings of physician primary care 
performance. J Gen Intern Med 199;12:237–42.  

24. Morales L, Elliot M, Weech-Maldonado R, et al. Differences in CAHPS adult survey reports and 
ratings by race and ethnicity: an analysis of the national CAHPS Benchmarking Data 
1.0. HSR 2001;36:595–617.  

25. Forrest C, Simpson L, Clancy C. Child health services research. Challenges and 



opportunities. JAMA 1997;277:1787–93.  
26. Mangione-Smith R, McGlynn E. Assessing the quality of healthcare provided to children. Health 

Serv Res 1998;33(4 pt 2):1059–90.  
27. Weech-Maldonado R, Morales L, Spritzer K, et al. Racial and ethnic differences in parents’ 

assessments of pediatric care in Medicaid managed care. HSR 2001;36:575–94.  
28.  Health Resources and Services Administration. Community Health Status Report: San 

Bernardino County, July. Bethesda, MD: US Department of Health and Human Services; 2000.  
29. Cassady C, Starfield B, Hurtado M, et al. Measuring consumer experiences with primary 

care. Pediatrics 2000;105(4 pt 2):998–1003.  
30. Shi L, Starfield B, Xu J. Validating the Adult Primary Care Assessment Tool. J Fam 

Pract 2001;50:E1.  
31. Weigers M, Weinick R, Cohen J. Children’s Health, 1996. Rockville, MD: Agency for Health Care 

Policy and Research; 1998.  
32.  Vaccination coverage by race/ethnicity and poverty level among children aged 19-35 months-

United States, 1997. MMWR Morb Mortal Wkly Rep 1998;47(44):956–9.  
33.  Hepatitis B vaccination coverage among Asian and Pacific Islander children-United States, 

1998. MMWR Morb Mortal Wkly Rep 2000;49 (27):616–9.  
34. Starfield B. Motherhood and apple pie: the effectiveness of medical care for children. Milbank 

Q 1985;63:523–46.  
35. LaVeist T. Beyond dummy variables and sample selection: what health services researchers 

ought to know about race as a variable. Health Serv Res 1994;29:1–16. 

Address reprint requests to Gregory D. Stevens, PhD, MHS, Department of Health Policy and 
Management, Johns Hopkins University School of Hygiene and Public Health, 624 N. Broadway, Rm. 
661, Baltimore, MD 21205. E-mail: gstevens@jhsph.edu. 

To submit a letter to the editor on this topic, click here: jfp@fammed.uc.edu. 

THE JOURNAL OF FAMILY PRACTICE ©2002 Dowden Health Media 


