
REDUCING HEALTH DISPARITIES: COPING
STRATEGIES TARGETS USE TO REDUCE BIAS

Item Type text; Electronic Thesis

Authors SEMMENS, SHANA ELIZABETH

Citation SEMMENS, SHANA ELIZABETH. (2008). REDUCING HEALTH
DISPARITIES: COPING STRATEGIES TARGETS USE TO REDUCE
BIAS (Bachelor's thesis, University of Arizona, Tucson, USA).

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:16:20

Item License http://rightsstatements.org/vocab/InC/1.0/

Link to Item http://hdl.handle.net/10150/192239

http://rightsstatements.org/vocab/InC/1.0/
http://hdl.handle.net/10150/192239


Reducing Health Disparities     1 
 

 
 
 
 
 
 
Running Head: Reducing Health Disparities 
 
 
 
 
 

 
 
 

Reducing Health Disparities:  

Coping Strategies Targets Use to Reduce Bias 

Shana Semmens 

University of Arizona 

 

 

 

 

 

 

 

 

 

 

 

 



Reducing Health Disparities     2 
 

Abstract 

The purpose of the study was to examine what strategies targets might use in response to 

a healthcare providers bias. Hispanic women imagined interacting with either a prejudiced or 

stereotyping health care provider who had high power (doctor) or low power (nurses).  

Participants were more likely to ignore a stereotype remark and less likely to use the strategy of 

group affirmation in response to prejudice.  They were also more likely to confront a doctor than 

a nurse.  One significant interaction showed that participants were more likely to compliment a 

stereotyping nurse than a prejudiced nurse or a stereotyping doctor.  In general, Hispanic women 

preferred to use a prejudice reduction strategy over leaving, which suggests they were motivated 

to cope directly with the bias. The discussion focuses on limitations and future directions for 

research on factors that influence the decision to use a prejudice reduction strategy when 

stigmatized individuals face bias in the health care system. 
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Introduction 

The United States is plagued by health care disparities. Health disparities are defined as 

“racial or ethic differences in the quality of healthcare that are not due to access-related factors or 

clinical needs, preferences, and appropriateness of intervention” (Smedley, Stith, & Nelson, 

2002). Minority populations including African Americans, Hispanics, Native Americans and 

Asian Americans are given critical tests less often than whites and are not offered as aggressive 

treatment options as often as the white population (Smedley, Stith, Nelson, 2002; Schuleman, et 

al., 1999; Bernabei, et al., 1998; Hannan, et al., 1999, Herholz, et al., 1996, Todd, Samaroo & 

Hoffman, 1993). Healthcare disparities have grasped the attention of many organizations 

including the Institute of Medicine (IOM) and the Heath and Human Services committee of the 

House of Representatives, and these institutions are calling for a solution. The IOM states that 

the “real challenge . . . [is] developing and implementing strategies to reduce and eliminate” 

disparities (Sue & Dhindsa, 2006). Ideally, the health care system would be set up so that 

providers would offer each patient the best treatment available equally across gender, race and 

any other factor. However, this is not the situation patients face today and an immediate solution 

is not feasible. The current research is trying to determine if there is something minority patients 

can do to counteract the bias they face in the healthcare system and receive more equal 

treatment.  

Research in the past has demonstrated that there are strategies effective in reducing bias. 

Most of these strategies are enforced by a third party individual who is not the target or the 

person expressing bias.  However, there are many situations in which a target may want to 

reduce bias, when there is no third party to help, such as in healthcare settings. The Target 

Empowerment Model is designed to describe strategies that targets themselves could use when 
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faced with discrimination. This model may be a way for health disparity targets to reduce the 

bias they face and improve their healthcare situations. 

Health Disparities 

Health disparities are the result of differences in minority health care that stems from not 

only how the health care system operates, but also from discrimination. Discrimination in health 

care can be defined as “differences in care that result from biases, prejudices, stereotyping and 

uncertainty in clinical communication and decision-making” (Smedley, Stith, & Nelson, 2002). 

There is, unfortunately, ample research to demonstrate the discrimination minority patients face. 

The health disparities can be due to the biases targets face.   

Research demonstrates that health care providers have different perceptions of patients 

that are thought to have a lower socio-economic status (SES) (van Ryn & Burke, 2000). Van Ryn 

and Burke (2000) showed that physicians perceive patients as more responsible and more likely 

to participate in cardiac treatment if they have a higher SES even with race, sex and age 

controlled. Some may argue that health professionals are accurate observers of differences 

between patients that are based on true differences associated with a certain SES. In other words, 

doctors may be able to discern patients’ ability to afford certain treatments and therefore offer 

treatments to those patients accordingly. However, there is also evidence that even with 

disconfirming information, such as a minority having very good health insurance that can 

provide the best possible care, physicians will hold their population-based beliefs and offer 

treatments differentially depending on race or ethnicity (van Ryn & Burke, 2000). In one study 

Hispanics with isolated long-bone fractures were twice as likely as non-Hispanic whites to 

receive no pain medication (Todd, Samaroo & Hoffman, 1993). This differential treatment is an 
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example of discrimination in healthcare that can be linked to the unequal treatment that 

minorities face.  

One striking study (Schulman et al., 1999) found that based on race and sex alone, 

doctors were less likely to recommend minority patients for a more advanced cardiac health 

screening procedure.  Schulman et al. (1999) found that “black women were significantly less 

likely to be referred for catheterization than white men” even after adjusting for symptoms.  This 

study asked doctors to fill out a computerized survey with their recommendations for managing 

patient’s chest pain.  Each doctor was shown a video of an actor who listed scripted symptoms 

and then were asked to make their recommendations.   The actors were portrayed as 55 or 70 

year old men and women who were either African American or Caucasian and all actors gave the 

same symptoms. The authors concluded “that the race and sex of a patient independently 

influence how physicians manage chest pain” (Schulman et al., 1999).  

Another study measured the perception of bias in health care from the perspective of 

stigmatized patients. It is seen as the first study to look at the issue of cultural competence in 

health care. Cultural competence is the process by which a “health care provider strives to 

achieve the ability to effectively work within the cultural context of the client” which includes 

cultural awareness and knowledge about cultural differences (Campinha-Bacote, 2002). A phone 

survey by random digit dialing asked participants questions about issues such as “interactions 

with the health care system; cultural competence and health care; quality, medical errors, 

preventive care, and chronic disease management; and access to health care” (Johnson et al., 

2004).  Hispanics reported that “medical staff judged them unfairly or treated them with 

disrespect based on their race/ethnicity” and thought they would “receive better medical care if 

they belonged to a different race/ethnicity” (Johnson, et al., 2004). The Johnson study (2004) 
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established that the Hispanic population is aware of medical disparities and that there is a feeling 

of unequal treatment. 

The study that most clearly begins to bridge the gap between health discrepancies and 

psychological perspectives on how to cope with such discrimination is a study in which Benkert 

and Peters (2005) report on African American women’s coping strategies when faced with what 

the women deem to be prejudice in the medical system. The authors used in depth interviews 

with twenty women who reported overt discrimination from their health care providers and 

subsequent feelings of anger, fear and lack of power. The women employed coping strategies 

such as getting angry and acting assertive to scare the white providers into administering 

adequate health care. Some women asked for another opinion or learned correct medical 

terminology to ask the questions needed to receive better care. Others walked away and 

dismissed the problem with patience and the benefit of the doubt. However, it was promising that 

some of the women in the study used active strategies, like becoming angry, to cope with a 

prejudiced experience. This suggests that strategies based upon social psychological principles, 

such as affirmation or counter-stereotyping, could be learned and used to reduce the prejudice 

minority patients face.  

The stress of knowing one is receiving lesser health care could also exacerbate the 

disparity situation. Minority patients who constantly need to use coping strategies to get through 

health care interactions can suffer behavioral exhaustion (Clark et al., 1999). Possible results of 

behavioral exhaustion are less compliance with medical recommendations or seeking less 

medical care (Williams et al., 2003). This non-compliance could then cycle back and reinforce 

medical professionals lesser care, making the disparity situation one that spirals into ever 

worsening health care. Overall, without coping strategies it seems likely that the health care 
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situation for minority populations would worsen with less compliance and fewer visits to the 

doctor to maintain good health and screen for major problems. Providing coping strategies that 

targets can use to improve their own health care needs would be not only good for their physical 

health because they could receive the necessary testing and treatments, but it would also lessen 

the effects of the stress of receiving differential treatment. 

Prejudice Reduction 

The reduction of bias requires a deeper look into the nature of different kinds of bias. 

Prejudice is a negative attitude about a group and group members, such as not liking a group of 

people (Hamilton & Sherman, 1994). Stereotypes are beliefs about qualities of a group and its 

members that do not have to do with dislike of the group, but instead ideas about qualities that 

describe the group (Hamilton & Sherman, 1994). An example of a stereotype is that women are 

bad at math. There is no negative attitude about women as a group, there is no dislike expressed, 

but instead their math abilities are questioned. Targets may choose different bias reduction 

strategies depending on the nature of the bias. Targets may perceive some strategies as being 

more appropriate for addressing a negative attitude, or prejudice, and other strategies better for 

combating stereotypes, or correcting an inaccurate belief.  

The coping strategies that health disparity targets may use can vary greatly. One strategy 

that is an obvious active response to bias, but is somewhat difficult to carry out, is direct 

confrontation. Confrontation involves the target directly expressing unhappiness with the 

prejudice or stereotypes expressed by the health care provider (Czopp, Monteith, & Mark, 2006). 

It may be that targets perceive doctors to have more power over their treatment than nurses, so 

there is a predicted difference in confrontation strategy use in response to nurse and doctor bias. 
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Perhaps confronting a nurse would be less intimidating because they have less responsibility in 

diagnosis.   

However, confrontation comes with the fear of retaliation and bias targets in a health care 

setting may be less apt to use this strategy because they are dependent on the health care 

providers for treatment.  One study found effects for backlash when women acted more 

aggressive than a traditional female stereotype (Rudman & Glick, 2001).  Participants were 

given essays and video to watch of aggressive females and males and less aggressive females 

and males and then asked to rate the people in the video on scales of competence, social skills 

and hirability (Rudman & Glick, 2001).  Aggressive females, who said the exact same things as 

aggressive males were seen as less hirable and competent, a negative response that was termed 

backlash.  

Another strategy that is available to targets is affirmation. Affirming the biased 

individuals values and beliefs can reduce anxiety they may feel when interacting with a 

dissimilar individual or group (Fein & Spencer, 1997). For example, Sinclair and Kunda (1999) 

showed that when Whites receive positive feedback from a Black person, they are less likely to 

use stereotypes than if they had received negative feedback. This clearly demonstrates that 

stereotyping can be reduced based on target actions.  However, if the resource controller were to 

figure out that the target is only complimenting them, for example, to gain those resources, the 

strategy could completely backfire and another case of backlash could result. One possible 

solution to this potential backfire situation would be for the targets to ask positive questions 

about the provider so they would be less likely to retaliate because the provider would feel better, 

or affirmed, about themselves. With a positive provider, targets may be able to avoid the poor 

health care they may have been more likely to receive from a negative or angry provider.   
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Targets also have the strategy of inducing perspective taking or self expansion to reduce 

biased actions. Perspective taking has been shown to reduce prejudice towards an outgroup 

(Galkinsky & Moskowitz, 2000). This strategy involves the target asking the biased perceiver to 

look at the situation from the targets perspective; in a way the perceiver puts herself in the targets 

shoes. If a target were to emphasize a common identity that they share with the biased individual, 

such as both being women, she may reduce discriminating behavior because the biased 

individual now sees the target as part of their own self concept (Dovidio & Gaertner, 1999).  

Inducing hypocrisy or discrepancy feelings is another strategy that may serve health 

disparity targets well. To induce such feelings in the biased individual, the target could make the 

perceiver’s egalitarian beliefs salient and then demonstrate how their biases violate those beliefs 

of fairness and equality. Using this strategy, researchers have motivated individuals to change 

their behavior to agree more with their attitudes.  One study induced participants to purchase 

condoms after advocating their use and being reminded that they have failed to use them in the 

past (Stone et al, 1994). This could be a very powerful tool in a health care setting, because 

health care professionals are supposed to hold egalitarian values, and discriminating comments 

are clearly at odds with those beliefs. Reminding healthcare providers of their hypocrisy may be 

effective in eliminating their actions that contribute to the disparity.  

Counter stereotyping is a strategy that has also been found to reduce bias. Dovidio and 

Gaerter (1999) report that counter-stereotypic information reduces stereotyping and biased 

behavior, especially when directed at an entire group. Stereotyping biases have also been shown 

to decrease when a person learns counter stereotypic information before they meet and interact 

with a target (Blair & Banaji, 1996). Targets could try to act against known stereotypes of their 

groups in order to decrease the possibility of receiving biased care. This aspect of bias reduction 
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could be very useful in future research that investigates how to prime health care providers to be 

less biased.  

One reason for the health care disparities that exist is because, most of the time, there is 

nothing done to stop them. There is always the option for the target to do nothing about the bias. 

There are many reasons as to why doing nothing may seem like a wise choice for targets, one of 

which is that targets may not want to offend and risk the possibility of receiving even worse 

treatment in retaliation from their health care provider, but it might also perpetuate the problem. 

There is little psychological research in reducing healthcare biases, although there is a 

fair amount of research in reducing stereotyping and prejudice in other social settings, such as 

the work place. Lazarewicz (2007) examined how the anticipated length of interaction and nature 

of the perceiver’s bias would influence how subjects choose to react in an office situation 

(Lazarewicz, 2007). For a one time interaction with a prejudiced or stereotyping individual, 

subjects choose the coping strategy of inaction most. Subjects who faced prejudice reported more 

anger and chose a confrontational strategy more often than those who faced stereotyping. 

Subjects presented with a stereotyping individual chose strategies that demonstrated counter 

stereotypic behavior. This study shows a difference in strategy choice to cope with different 

discrimination in the work place, but there is little research that addresses the health care field. 

There may be differences in strategy choice because the target most likely needs something from 

a health care professional, whereas in an office situation, such as the group project in the 

Lazarewicz study, there is little or no power difference between the target and discriminator. 

Present Research 

In this study the focus will be to understand what minority patients do to cope with 

discrimination they face in the medical field and in turn reduce the prejudice to receive more 
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equal health care. There are two variables of interest: power and bias type. A patient is dependent 

on both a doctor and a nurse for care, so both healthcare professionals have power over the 

person. However, the doctor has more power because of their ability to prescribe medication and 

diagnose the problem. Thus, we define power in this study as a person having “control over the 

distribution of resources” (Vanbeselaere, 2006). In health care, resource control is over diagnosis 

and treatment options. Nurses, with actions such as giving shots or taking blood pressure, which 

can also be done with a machine, have visibly less control over resources. Hispanics may choose 

entirely different strategies to reduce bias based on whether or not the bias comes from a doctor 

or a nurse.  Bias will be manipulated to portray either a stereotype or prejudice. 

Main effects of power on strategy choices are expected.  It is predicted that the more 

control the biased person has over resources, the less the target will confront the biased 

individual. If doctors are seen as having more control, patients will be less likely to confront a 

doctor than a nurse. This is because we predict that target will be worried about receiving a 

negative backlash effect from the doctors who control their treatment and doctors could 

potentially limit their pain relieve in retaliation against the confrontation. It would be too risky 

for them to try to confront a doctor, but not much would be lost in trying to correct a nurse’s 

viewpoint. We also predict that participants will be more likely to do nothing and ignore the 

biased comment when interacting with a doctor than with a nurse because of the difference in 

power between the two healthcare professionals. Instead of risking the possibility of upsetting 

the doctor, who has more control over their treatment, targets may choose to do nothing in order 

to merely get through the interaction with the goal of receiving some relief from their ailment. It 

could also be that the power differential between nurses and doctors makes self expansion easier 
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to use with nurses because the targets could relate more to a nurse, than to a doctor who has even 

more power and education.   

Main effects of bias are predicted to affect targets strategy choices because targets may 

choose different strategies based upon the type of bias that is expressed. With a negative 

stereotype the target may try to act in opposition to the belief and use counter-stereotyping to 

reduce the bias. However, in response to a negative attitude the target may be more likely to 

directly confront the person about their unfair bias.  Strategies such as counter-stereotyping, self-

expansion, and perspective taking are predicted to be chosen by targets more in the stereotyping 

scenarios than in the prejudicial scenarios because these strategies could be used to gently 

address a false belief about their group. Participants are predicted to utilize confrontation, 

discrepancy, and hypocrisy strategies more in the prejudiced conditions. Targets may feel angry 

when presented with a prejudicial health care provider and want to retaliate with confrontation. 

However, targets may choose discrepancy and hypocrisy strategies more in the prejudiced 

conditions to try to encourage the provider to re-align their behavior with the egalitarian values 

of practicing medicine. We also predict that targets will choose affirmation strategies in 

stereotype conditions instead of prejudiced conditions because the negative attitude expressed 

will make them less likely to try to make the provider feel better about themselves and their 

negative attitudes. 

Interactions between power and bias are also predicted. The most confrontational strategy 

choices are predicted to be made in response to a prejudiced nurse and the least confrontation 

will be used against a prejudiced doctor because they have high power. 
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Methods 

Design 

 A 2 (bias type: stereotype or prejudice) x 2 (power level: doctor or nurse) between-

subjects design was used for this study.   

Participants 

Participants were 44 female members of the Hispanic community in Phoenix and Tucson, 

Arizona.  They identified themselves as Hispanic (16 subjects), Latina (4 subjects), Mexican 

American (18 subjects), Chicana (2 subjects), or biracial (4 subjects).  Data was collected with 

pen and paper surveys distributed in the community via traffic school classrooms, grocery stores, 

and parks in Tucson and the Phoenix area.  The INDV 101 subject pool at the University of 

Arizona was also utilized to recruit introductory psychology course students.  The third 

recruitment method used an online survey that recruited participants from different Hispanic 

organizations in Tucson through email listservs.  A brief description of the survey and how it 

was measuring people’s reactions to different situations was sent out to listservs.  The email also 

contained a link to the welcome page of the survey.  By clicking the continue button on the 

screen participants were randomly assigned to one of the four conditions with a random number 

generator.  Community participants were paid $5 for their time and students were given 1 credit 

towards their psychology course experiment requirement.   

Procedure   

Participants were randomly assigned to each condition.  All participants were asked to 

imagine themselves in a hypothetical situation and then answer a series of questions.  In all 

conditions the scenarios began “Imagine that you have just moved to a new city.  You hurt your 

back lifting heavy boxes and really need to see a doctor to have it checked out.  You decide to 
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visit a new doctor’s office.”  It was stated that the healthcare provider that they encountered 

during the situation was a “43 year old, white female” in order to clearly define that the biased 

individual was of a different group. 

 One manipulation was the type of bias, either stereotyping or prejudice.  In the stereotype 

bias condition the healthcare provider at the doctor’s office expresses a negative stereotype about 

Hispanics.  The scenario was given that the healthcare provider “is not looking forward to 

treating you. She says ‘It’s not that I don’t like Hispanics, they just never take my advice.’ She 

then walks into your examination room.”  There is a distinction in this statement between a 

negative prejudice or attitude about the group as a whole and a stereotype about the group.  This 

scenario demonstrates that the attitude is not negative, but rather the provider has a stereotyped 

view of Hispanic behavior. 

In the prejudiced bias condition there was a distinction that the bias demonstrated was 

based on a negative attitude. The scenario was given that the healthcare provider “is not looking 

forward to treating you.  She says ‘It’s not that I think they won’t take my advice, I just don’t 

like Hispanics.’  She then walks into your examination room.”   Again, this bias is based on an 

attitude and is differentiated from a stereotype by the healthcare provider explicitly stating that 

she does not like, or has a negative attitude, about the group.   

The second manipulation was the power level of the person presenting bias. We were 

wondering if a person would react to people of different power levels differently. In one 

condition the healthcare provider was a doctor and in the other condition she was a nurse.  We 

thought that participants would see the doctor as having more control of their treatment because 

doctors diagnose and are able to prescribe medications.  Perhaps they would be less likely to 
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directly confront a provider with such clear control over the resources needed to improve their 

health.  

After the participant read the scenario they were presented with a list of 27 strategies 

which they rated with a Likert scale from 1 (I would definitely not do this) to 5 (I definitely 

would do this).  Strategies included affirmation (Fein & Spencer, 1997), perspective-taking 

(Vescio, Sechrist, & Paolucci, 2003), counter-stereotyping (Blair, Ma, & Lenton, 2001), creating 

feelings of interdependence with a common goal (Brewer, 2000), and hypocrisy induction (Son 

Hing, Li, & Zanna, 2002).  Other strategies included directly confronting the healthcare 

professional about their bias, or leaving and finding a new doctor (see full list in the Appendix). 

The last page of the survey included a demographic information questionnaire that 

included gender, age, ethnic or racial identity and education level.  This helped us determine that 

all participants identified as Hispanic, Latino(a), Chicano(a) or Mexican-American.   

Finally, participants in the introductory psychology pool were debriefed about the 

methods and goals of the research.  All participants, online and in person, were given contact 

information for the investigator to ask any questions or voice any concerns they may have had 

after their participation.  

Materials 

There was a paper and online version of this survey.  The online version was designed 

with Microsoft FrontPage 2003 assessable to Microsoft Explorer and Mozilla Firefox users.  An 

html script was written to allow a random number generator to take the participants from the 

welcome page to a consent form for one of the four conditions. Instead of writing in responses, 

participants were able to click on circles to select the ranking they preferred of each of the 

different strategy choices.  Each page of the website was presented to the participants in the same 
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order as the paper versions.  Listservs were utilized to recruit participants online. The listservs 

used in this study were from the Tucson Chamber of Commerce, the University of Arizona 

Hispanic Alumni Association and the Omega Delta Phi National Fraternity. 

Results 

The eighteen different measures used to determine strategy choice depending on bias type 

and power were analyzed individually with a 2 x 2 univariate analysis of variance (ANOVA). No 

significant differences were found for any interactions or main effects (p values were > .80) other 

than a subset of strategies that will be discussed in detail below.  

A main effect for type of bias was found for the strategy of ignoring the bias remark 

made, F (1, 40) = 6.10, p < .018. This result indicates that participants are more likely to ignore a 

stereotype remark (M=2.91) than if it was prejudiced statement (M=2.00).  

The strategy of group affirmation showed a marginal effect for bias, F (1, 40) = 3.40, p < 

.072. Participants are less likely to get the doctor to describe the most positive aspect of her 

group’s identity if she uses a prejudiced statement (M = 1.73) than if she says a stereotype (M = 

2.45). 

A marginal effect for status, F (1, 40) = 3.25, p < .079, was found for confrontation. 

Participants are more likely to confront a doctor about her bias (M = 3.09) than a nurse (M = 

2.41).  

A significant interaction was found for ingratiation or complimenting the health care 

provider, F (1, 40) = 6.91, p<.012 (Figure 1). The t-tests in this interaction showed that between 

power (doctor or nurse) the difference was significant in the stereotyping condition t (38) = 3.01, 

p < .004. This indicates that participants are more likely to compliment a stereotyping nurse (M 

= 3.27) than a stereotyping doctor (M = 1.73). In the nurse condition, bias type was significant, t 
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(38) = 2.30, p < .027, indicating that participants are more likely to compliment a stereotyping 

nurse (M = 3.27) than a prejudiced nurse (M = 2.09). 

For the responses that were not influenced by the power or bias factors, we examined the 

preferences shown given that there was some form of bias expressed in every condition of the 

experiment. Grand means for all individual bias reduction strategies were analyzed to show what 

responses were preferred in any bias condition (Table 1).  These means show us that targets 

prefer most (12) of the bias reduction strategies more than leaving (M > 2.42). Only five of the 

strategies (positive stereotype, fairness, perspective taking, confrontation 2, and team building) 

had means above the midpoint of the scale (M > 3.00). There were also strategies ranked as less 

desirable than leaving, including telling an ethnic joke or affirming the biased provider (M < 

2.42). 

 

Figure 1 

 
*p<.004, †p<.027 
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Table 1 

Strategy Mean 
Standard 
Deviation 

Positive stereotype 3.34 1.41 
Emphasize Fairness 3.23 1.34 
Perspective taking 3.16 1.43 
Suggest not think Stereotype 3.14 1.25 
Emphasize Teamwork 3.09 1.14 
Individuation 2.98 1.24 
Highlight differences 2.91 1.54 
Discrepancy with  Freedom 
Ideas 2.91 1.44 
Common identity 2.90 1.52 
Confront with Anger 2.69 1.42 
Individuation with 
information 2.61 1.20 
Hypocrisy 2.58 1.40 
Leave 2.42 1.37 
Humor 2.41 1.42 
Deemphasize Hispanic 2.30 1.25 
Value diversity 2.27 1.39 
Provider accomplishments 2.20 1.29 
Affirmation 1.84 1.14 
Act consistent 1.66 0.96 
Act "White" 1.64 1.10 
Ethnic joke 1.52 0.88 
Tell sad story 1.39 0.72 

 
 

Discussion 

 The present study was designed to identify strategies targets feel empowered to employ 

in a health care setting when they interact with someone who expresses bias against their group. 

As predicted, bias type and the power status of the biased provider did show to have influences 

over target strategy selection.   

 The main effect on preference to ignore the bias shows that participants were more likely 

to ignore the bias if it is a stereotype than if it is a prejudiced comment. This indicates that the 

targets feel more comfortable ignoring an inaccuracy than ignoring a negative attitude. This 
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could be because a negative attitude or a dislike of their group could have very harmful 

consequences. There was also a marginal main effect for group affirmation indicating that 

participants were less likely to affirm the health care providers group if she expresses prejudice 

than if she expressed a stereotype. This makes sense because if someone expressed a general 

dislike of their group, they will be less motivated to make that biased individual feel good about 

herself.  

 There was only one significant interaction between bias type and status with an 

ingratiation strategy. And, although the differences between means are not significant, the 

crossover pattern explained below does seem to emerge for other strategies such as perspective 

taking and value confrontation. The crossover pattern shows that participants were more likely to 

compliment a stereotyping nurse than a prejudice nurse.  They were also more likely to 

compliment a stereotyping nurse than a stereotyping doctor and a prejudiced doctor more than a 

prejudiced nurse.  

This pattern can be explained by patients feeling motivated to make a prejudiced doctor, 

who controls important resources, like them more so they can have a greater chance of receiving 

better treatment that the provider controls. The need of resources may seem too important and 

action must be taken in order to receive the care they need. For a stereotyping nurse, patients 

may feel motivated to use a prejudice reduction strategy with her because she only has an 

inaccurate belief about their group and they want to have a pleasant interaction with her. 

Oppositely, patients may not feel that it is worth their effort to use a coping strategy with a 

stereotyping doctor because they may not have the motivation because a stereotype is less 

threatening to resource allocation than a prejudicial remark. Patients may be less likely to use a 

strategy with a prejudiced nurse because they would rather just get through the situation and a 
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prejudiced nurse cannot negatively affect treatment because she has so little power. The bottom 

line for patients may be that they will try to use a coping strategy with a provider if they feel it 

may significantly improve their treatment options.  By using a compliment, targets may have to 

worry less about backlash.  

 Based on the interaction with complimenting, the data also suggest that people are more 

motivated to do something about an inaccurate group characteristic than hatred towards their 

group when the person has less control, which in this study was a nurse. This could be due to the 

fact that a nurse’s hatred does not influence resource allocation much because she has to follow 

doctor’s orders and therefore people are not motivated to challenge her beliefs. It could also be 

that they worry less about the nurse acting on her hatred of their group because if she acted on 

her bias, the doctor would find out and punish her because she has authority over the nurse. 

Targets also may see it as important enough to try a strategy with a prejudiced doctor because 

they really need to get the doctor to like them enough to get proper treatment. However, if a 

nurse holds an inaccurate stereotype about the targets group, the target could have a more 

difficult interaction and may feel empowered enough to be motivated to try to make her like 

them more.   

The preferences for using the majority of the strategies presented to participants were not 

influenced by power or bias type.  However, there is something to be learned about the relative 

preferences participants had because there was bias expressed in each condition of the 

experiment.  With bias in each condition, the means of strategy selection can be used to see what 

participants would do in response to any kind of bias. For example, the grand means analyzed in 

this study show that the majority of the strategies were more preferable than leaving the situation 

altogether. This indicates that participants were not likely to allow biases to be expressed 
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unchecked and that they were looking for strategies to use to combat bias. Because participants 

were looking to use the strategies more than leaving, it is clear that they were interested in 

actively doing something to challenge the biases they faced. It also suggests that research on how 

to best help targets cope and reduce bias would be well received.  

 The strategies that were less desirable to participants in this study include telling an 

ethnic joke. Virtually all participants rated this strategy as one they would definitely not choose 

to use. It is likely that participants did not want to add to the negative biases that the provider had 

already expressed. Perhaps the most interesting strategy that targets did not choose to use is 

affirmation. Affirmation has been shown to be very effective in reducing bias, even in the hands 

of the target. It is clear with this finding that targets do not intuitively think to try to make the 

biased individual feel better about themselves. Most likely this was because after the provider 

expresses bias and perhaps makes the targets feel worse, they will not want to make the provider 

feel good and even reward those negative comments. However, education about the merits of this 

counter-intuitive strategy could be very beneficial for targets in improving their own healthcare 

opportunities.  

 The marginal effect for confrontation suggests that participants were more likely to 

confront a doctor than a nurse. This is the opposite finding of what was predicted. It seems that 

targets worry less about backlash and possible retaliation and perhaps are more focused on trying 

to get the person with control over their treatment to practice medicine fairly. It may be that 

allowing a doctor to have any bias towards a group is too dangerous for group members to 

ignore.  
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Limitations and future directions 

 There are several important limitations to recognize in this study. First of all, the sample 

size was very small and that limited the power of the test’s significance.  Perhaps with more 

participants different interactions would show significant differences.  

Another limitation is that this study only sampled female Hispanics so gender differences 

in strategy selection could not be reviewed. This is one of many different avenues for interesting 

and informative research in the future.  It would be important to manipulate the gender of the 

health care provider as well as the gender of the participants because males may respond 

differently to a female doctor than a male doctor in any situation. It is possible that males may be 

more confrontational overall than females because it is more acceptable for males to be 

aggressive in general (Huddy & Terkilden, 1993). There could also be a confound of male nurses 

still not being as prevalent in the minds of participants and interaction measurements with a male 

nurse being different because people have less experience and a harder time imagining a male in 

that role. 

Also, the study is missing a no bias control. Without this control, it is impossible to tell 

what participants would do in a normal doctor’s office situation without an expression of bias. In 

future research, this would provide valuable information as to whether some strategies are not 

preferable in a biased situation, or if they are not something a person would choose to do in any 

situation. 

 Another very interesting and important avenue would be to research how different 

minority groups respond and cope to biased situations.  There are many target populations that 

would benefit from knowing about strategies that could improve their healthcare situations, such 

as African Americans and Native Americans. An evaluation of cultural differences would be 
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interesting and would provide important information on how to help different groups cope with 

the biases they face. 

 The most important future point is to educate targets about strategies that would be more 

effective for them in reducing the negative effects of biased health care providers. There is 

evidence in the present study that the strategies targets choose may not be the most effective 

tools.  Affirmation is an excellent strategy that has been shown to be effective and is subtle 

enough to have a low risk for backlash or retaliation from the biased individual. There are 

abundant educational opportunities if findings that affirmation will work in a healthcare setting 

to teach minority populations something that can actually positively change their health and their 

lives.   
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Appendix A 
 
Strategy choices presented to the stigmatized target and the clusters they represent. 
 
Ignore 
  I would ignore what the she said. 
 
Confrontation 
  I would directly confront the doctor about her bias. 
  I would simply tell the doctor that she should try not to think about me in terms of stereotype. 
  I would identify the remark as bias and express my outrage/anger/distaste. 
 
Affirmation 
  I would get the doctor to talk about her best accomplishment/awards/achievements in medicine.  
  I would find a way to compliment the doctor or agree with her opinion on something. 
  I would ask the doctor to talk positively about herself.  
 
Self-expansion 
  I would try to highlight aspects that the doctor and I share in common. 
  I would try to get the doctor to see us as a team to make our visits go more smoothly. 
  I would stress to the doctor that we’ll probably have a better doctor/patient relationship if we 
get to know each other. 
 
Counterstereotyping 
  I would highlight things about me that are Hispanic, but I would also emphasize things about 
me that are different from most people’s perceptions of me ethnic group. 
  I would do things to show the doctor that I’m very different from most people’s perceptions of 
my ethnic group. 
  I would try to behave in ways that deemphasize aspects about me that are Hispanic. 
  I would act more “White” to make the interaction go more smoothly. 
  *I would act more “Hispanic” because that’s what the doctor would expect. 
  *I would try to behave in ways that highlight positive aspects about me that are Hispanic. 
 
Discrepancy 
  I’d ask the doctor if she values diversity and then remind her of ways in which she might 
unfairly stereotype people of my ethnicity. 
  I’d ask the doctor if she values freedom and equality for all and then point out how the 
stereotype about my group contradicts these values. 
  I would do something to ge the doctor to think about fairness in the hopes that she would treat 
me more fairly. 
   
Perspective taking 
  I would try to do things that would get the doctor to see the situation from my perspective. 
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Filler Items 
  I would make an effort to see the situation from the doctor’s perspective. 
  I would leave the doctor’s office. 
  I would volunteer personal information about myself so that the doctor could get to know me as 
an individual, not just a patient. 
  To lighten the mood, I’d tell the doctor a funny story I’d heard recently. 
  I would get the doctor to describe the most positive aspect of her group’s identity. 
  To keep things serious, I’d tell the doctor about a sad story I’d heard recently. 
  To make the doctor more comfortable, I’d make a joke about my ethnicity. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


