
Practice Patterns of Minority 
physicians
To the Editor:

The admission of minority stu
dents to medical school through 
special admission programs contin
ues to be a controversial subject, as 
demonstrated by the article by 
Klea Bertakis, “Does Race Have 
an Influence on Patients’ Feelings 
Toward Physicians?” (J  F a m  P ra c t  
13:383, 1981).

In the introduction, Bertakis 
states that the rationale for affirm
ative action programs is based on 
two hypotheses: that minority phy
sicians are more likely to practice 
in minority health-care provider 
shortage areas, and that minority 
physicians can provide better serv
ices to minority patients because of 
similarities in cultural backgrounds. 
An attempt was made to disprove 
the first hypothesis by citing refer
ences and the second by citing data 
from her study. A close look reveals 
she was unsuccessful in each case.

Two statements are made in the 
introduction insinuating that black 
physicians do not locate practices 
in minority health-care provider 
shortage areas. “ . . . it appears that 
they selectively go to those areas 
where the median income of black 
families is relatively high. . . . ” 
The reference cited quotes no data 
to support such a statement and 
cites four references, three of 
which are from 1962 or earlier, 
prior to Medicaid/Medicare.1 The 
pertinence of such a reference to 
black physician practice site selec
tion in this day and age is open to 
serious question.

“. . . they tend to avoid metro
politan city ghettos.” The reference 
cited here makes this claim simply 
because Chicago’s black physician- 
population ratio is 12 percent below 
the national average and because 
15 percent of the graduates of
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Howard and Meharry practice in 
California.2 That appears weak, at 
best.

Currently there simply are no 
good data on the location of prac
tices of minority physicians. It has 
been shown, however, that recent 
minority dental school graduates 
do serve minority patients to a 
greater degree than do other grad
uates and do tend to locate their 
practices close to, or in, health 
care provider shortage areas.3 This 
study was quoted, but not in regard 
to this issue.

The design of the study contains 
several serious flaws. The patient 
population studied was from a clinic 
with an ethnically and racially 
mixed group of physicians. Patients 
who felt more comfortable receiv
ing health care from a physician 
group more uniform in cultural- 
ethnic background would have self- 
selected out of the study by going 
elsewhere.

The validity of a questionnaire to 
elicit physician preferences based 
on race has to be seriously ques
tioned. It seems likely that few 
people would openly admit to an 
interviewer their racial or ethnic 
preferences in physicians, if such 
preferences existed. Data from the 
study suggest such an underreport
ing. While 90 percent of white pa
tients stated they did not prefer a

physician of their own race, only 62 
percent felt that minority physi
cians were as well trained as non
minorities. This suggests a racial 
preference that patients are unwill
ing to admit upon direct questioning.

The validity of the questionnaire 
can also be challenged by statistics 
such as 97.5 to 100 percent being 
satisfied with their last visit, 95 to 
100 percent feeling the physician 
listened to what they had to say, 
and 92 to 100 percent feeling the 
physician understood what they 
had to say.

Finally, the rationale for minor
ity admissions to medical school 
go well beyond the two stated by 
the author. Other reasons include 
equalizing opportunity for minority 
youth, correcting past discrimina
tion in medical school admissions, 
providing role models for the mi
nority community, and eliminating 
stereotyping and racism within med
ical education. Certainly it would 
be ideal to place more emphasis on 
“interactional qualities and skills 
that transcend race or ethnicity.” 
Too often, however, such qualities 
are defined by the majority and are 
often subtly discriminatory. Only 
12 years ago admissions criteria 
selected for qualities that were con
sidered to be independent of race, 
and the result was a 2.4 percent en-
Continued on page 232
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rollment of minority medical stu
dents in US schools.4 One can only 
hope that the author is not advocat
ing a return to such a system.

D o u g  C a m p o s -O u tc a lt ,  M D  
S a c r a m e n to ,  C a lifo rn ia
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To the Editor:
The data presented in Dr. Ber- 

takis’ article, “Does Race Have an 
Influence on Patients’ Feelings To
ward Physicians?” ( J  F a m  P ra c t  
13:383, 1981), shows only that pa
tients who have made appointments 
to see a particular physician have 
positive feelings about that physi
cian. Patients who might have been 
dissatisfied with the physicians at 
the clinic because of racial or other 
factors were excluded from the 
study. The dissatisfied patients 
would be less likely to have made a 
clinic appiontment and to have 
been available for an interview. For 
the study to have any validity, 
people who came to the clinic and 
failed to return or who switched 
providers would have to be inter
viewed.

The study reports no difference 
in the distribution of patients of 
different ethnic groups to the three 
providers. The article does not 
state which statistical method was 
used to decide that there was no 
significant difference between the 
physicians’ panels of patients. The 
article does not report the size of

the clinic population from which 
the sample was drawn. Sixty-six 
nonrandomly selected members of 
a large population may not provide 
sufficient evidence to draw any 
valid conclusions about the hypoth
esis that ethnic minority patients 
are more satisfied when served by 
physicians of their own race.

This study attempts to support 
the anti-affirmative-action myth that 
there is no evidence that minor
ity physicians address better than 
white physicians the health-care 
needs of underserved communities. 
Dr. Strelnick and I have discussed 
this and other anti-affirmative- 
action myths in a recent mono
graph.1 Minority physicians do 
serve minority communities. White 
providers tend to establish prac
tices among their ethnic group of 
origin and away from low-income 
minority populations.2 Black phy
sicians are more likely than white 
physicians to enter primary care 
specialities.3 Minority physicians 
tend to locate their practices in 
areas which are accessible to low- 
income patients.4 Graduates of 
Howard and Meharry Medical 
School work in municipal hospitals 
serving low-income populations 
more frequently than do other 
physicians.5 The survey of black 
dental graduates Dr. Bertakis cited, 
but failed to mention the results, 
revealed that 85 percent of black 
dental graduates in California had 
practices that were more than 50 
percent minority. Eighty percent of 
the black dental graduates in Los 
Angeles and Alameda counties 
were located in or adjacent to fed
eral manpower shortage areas.2

The survey presented in this ar
ticle does not support the conclu
sion that more attention should be 
given to interactional qualities than 
to race or ethnicity in order to se-
Continued on page 234

THE JOURNAL OF FAMILY PRACTICE, VOL. 15, NO. 2, 1982



E-Mycin 33 3  mg tablets erythromycin base enteric-coated tablets
Indications: Streptococcus pyogenes (group A beta-hemolytic streptococci): 
Upper and lower respiratory tract, skin, and soft-tissue infections o f m ild to 
moderate severity. Therapy should be continued for ten days. Parenteral ben
zathine penicillin G is the drug of choice.
Alpha-hemolytic streptococci (viridans group): Short-term prophylaxis against 
bacterial endocarditis prior to  dental procedures or surgery of the upper 
respiratory tract in patients w ith a history of rheum atic fever or congenita l heart 
disease who are hypersensitive to penicillin. Erythrom ycin is not suitable prior 
to genitourinary surgery.
Staphylococcus aureus: Acute infections of skin and soft tissue o f mild to 
moderate severity. Resistance may develop during treatment.
Streptococcus pneumoniae: Upper respiratory tract infections (eg, otitis 
media, pharyngitis) and lower respiratory tract infections (eg, pneum onia) of 
mild to  moderate degree.
Mycoplasma pneumoniae (Eaton agent, PPLO): For respiratory infections due 
to this organism.
Treponema pallidum: An alternative treatment for penicillin-allergic patients. 
Corynebacterium diphtheriae and Corynebacterium minutissimum: An 
adjunct to  antitoxin, to prevent or treat carriers. In the treatm ent of erythrasma. 
Entamoeba histolytica: Intestinal amebiasis only. Extraenteric amebiasis 
requires treatment with other agents.
Listeria monocytogenes: Infections due to this organism.
Neisseria gonorrhoeae: In con junction  with erythrom ycin lactobionate in jec
tion in patients allergic to the penicillins. Patients should have a m icroscopic 
examination for T. pallidum (by im munofluorescence or darkfield).
Hemophilus influenzae: For upper respiratory tract infections of mild to m oder
ate severity, in com bination with sulfonamides. Not all strains are susceptible. 
Bordetella pertussis: Erythromycin is effective in elim inating the organism from 
the nasopharynx o f infected individuals, rendering them noninfectious. Some 
clin ica l studies suggest that erythromycin may be helpful in the prophylaxis of 
pertussis in exposed susceptible individuals.
Legionnaires’ disease: In vitro and limited clin ical data suggest efficacy. 
Establish susceptibility o f organism s to  erythromycin.
Contraindication: Known hypersensitivity to erythromycin.
Warning: Safety.for use in pregnancy has not been established.
Precautions: Erythromycin is p rincipally excreted by the liver. Exercise cau 
tion in patients with impaired hepatic function. Flepatic dysfunction, w ith or 
w ithout jaundice, has occurred with oral erythrom ycin products. Surgical pro
cedures should be performed when indicated. C oncurrent use w ith theophyl
line may potentiate theophylline toxicity. Theophylline dosage should therefore 
be reduced.
Adverse Reactions: The most frequent side effects are gastrointestinal, eg, 
abdominal cram ping and discomfort, and are dose related. Nausea, vomiting, 
and d iarrhea o ccu r infrequently. During pro longed o r repeated therapy, non- 
susceptible bacteria or fungi may overgrow. The drug should then be d iscon
tinued and appropriate therapy instituted. Urticaria and other skin rashes have 
occurred. Serious allergic reactions, including anaphylaxis, have been 
reported.
How Supplied: E-MYCIN Tablets 333 m g—in bottles of 100. E-MYCIN Tablets 
250 m g—in bottles of 100 and 500, in unit-dose packages of 100, and in 
unit-of-use bottles of 40 enteric-coated tablets.
Caution: Federal law prohibits dispensing without prescription.
For additional product information, consult the package insert or see your 
Upjohn Representative.

The Upjohn Company, Kalamazoo, Michigan 49001
Upjohn

J-9273B

The only q8h 
erythromycin

E-Mycin 333a*
erythromycin base 

enteric-coated tablets

LETTERS TO THE EDITOR

Continued from page 232

lect applicants with the greatest 
potential to serve patients. Patients 
m a y  n o t consider the race of a 
physician important. This is a moot 
point if there are no physicians in 
their neighborhood. The fact that 
only 62 percent of whites vs 80 per
cent of blacks agreed that minority 
physicians are as skilled as non
minority physicians suggests that 
race is important to about one third 
of the white patients.

I am a black, board-certified 
family physician. I work in an ur
ban National Health Service Corps 
practice that is 99 percent black or 
hispanic. Most of the physicians 
who serve in and around this 
neighborhood are minority physi
cians. Family medicine has much 
to offer in areas where there is such 
a need for primary care. Further ef
forts are needed to increase the 
number of underrepresented mi
nority physicians who play a criti
cal role providing primary care in 
underserved communities.

R ic h a r d  G . Y o u n g e , M D , MPH 
T h e  C o u n c il’s  C en ter for 

P ro b le m s  o f  Living 
N e w  Y ork , N e w  York
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