
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

THE JOURNAL OF FAMILY PRACTICE, VOL. 15, NO. 2, 1982 229



Diet &
Diabinese
(chlorpropamide)
100-mg and 250-mg Tablets

A proven regimen 
for effective control 
of blood sugar,
BRIEF SUMMARY
DIABINESE ■ (chlorpropamide) Tablets

Contraindications: Diabinese is not indicated in pa­
tients having juvenile or growth-onset diabetes mellitus, 
severe or unstable “brittle" diabetes, and diabetes com­
plicated by ketosis and acidosis, diabetic coma, major 
surgery, severe infection, or severe trauma.
Diabinese is contraindicated during pregnancy. Serious 
consideration should be given to the potential hazard of 
its use in women of childbearing age who may become 
pregnant.
Diabinese is contraindicated in patients with serious im­
pairment of hepatic, renal, or thyroid function. 
Precautions: Use chlorpropamide with caution with 
barbiturates, in patients with Addison's disease or in 
those ingesting: alcohol, antibacterial sulfonamides, 
phenylbutazone, salicylates, probenecid, dicoumarol or 
MAO inhibitors.
Warnings: DIABINESE (CHLORPROPAMIDE) SHOULD 
NOT BE USED IN JUVENILE DIABETES OR IN DIABE­
TES COMPLICATED BY ACIDOSIS, COMA, SEVERE 
INFECTION, MAJOR SURGICAL PROCEDURES. SE­
VERE TRAUMA, SEVERE DIARRHEA, NAUSEA AND 
VOMITING, ETC.
HYPOGLYCEMIA, IF IT OCCURS, MAY BE 
PROLONGED.
Adverse Reactions: Usually dose-related and generally 
respond to reduction or withdrawal of therapy. Generally 
transient and not of a serious nature and include 
anorexia, nausea, vomiting and gastrointestinal intol­
erance; weakness and paresthesias.
Certain untoward reactions associated with idiosyncrasy 
or hypersensitivity have occasionally occurred, including 
jaundice (rarely associated with severe diarrhea and 
bleeding), skin eruptions rarely progressing to erythema 
multiforme and exfoliative dermatitis, and probably de­
pression of formed elements of the blood. With a few 
exceptions, these manifestations have been mild and 
readily reversible on the withdrawal of the drug.
Diabinese should be discontinued promptly when the 
development of sensitivity is suspected.
Jaundice has been reported, and is usually promptly 
reversible on discontinuance of therapy. THE OCCUR­
RENCE OF PROGRESSIVE ALKALINE PHOSPHATASE 
ELEVATION SHOULD SUGGEST THE POSSIBILITY OF 
INCIPIENT JAUNDICE AND CONSTITUTES AN INDICA­
TION FOR WITHDRAWAL OF THE DRUG.
Leukopenia, thrombocytopenia and mild anemia, which 
occur occasionally, are generally benign and revert to 
normal, following cessation of the drug.
Cases of aplastic anemia and agranulocytosis, generally 
similar to blood dyscrasias associated with other sul- 
fonylureas, have been reported.
BECAUSE OF THE PROLONGED HYPOGLYCEMIC AC­
TION OF DIABINESE, PATIENTS WHO BECOME HYPO­
GLYCEMIC DURING THERAPY WITH THIS DRUG 
REQUIRE CLOSE SUPERVISION FOR A MINIMUM 
PERIOD OF 3 TO 5 DAYS, during which time frequent 
feedings or glucose administration are essential. The 
anorectic patient or the profoundly hypoglycemic patient 
should be hospitalized.
Rare cases of phototoxic reactions have been reported. 
Edema associated with hyponatremia has been infre­
quently reported. It is usually readily reversible when 
medication is discontinued.
Dosage: The mild to moderately severe, middle-aged, 
stable diabetic should be started on 250 mg daily. Be­
cause the geriatric diabetic patient appears to be more 
sensitive to the hypoglycemic effect of sulfonylurea 
drugs, older patients should be started on smaller 
amounts of Diabinese, in the range of 100 to 125 mg 
daily.
After five to seven days following initiation of therapy, 
dosage may be adjusted upward or downward in incre­
ments of 50 to 125 mg at intervals of three to five days. 
Patients who do not respond completely to 500 mg daily 
will usually not respond to higher doses. Maintenance 
doses above 750 mg daily should be avoided.
Supply: 100 mg and 250 mg, blue, 'D -shaped, scored 
tablets.
More detailed professional information available on 
request.

L A B O R A T O R IE S  D IV IS IO N
PFIZER INC

Leaders in Oral Diabetic Therapy
©  1981. PFIZER INC

LETTERS TO THE EDITOR

Continued from page 229

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
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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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