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Abstract
Objectives: Drawing from social identity threat theory, which posits that stigmatized groups are
attuned to situational cues that signal racial bias, we examined how African-American veterans
evaluate verbal and non-verbal cues in their mental health encounters. We also explored how
their evaluations of perceived racial bias might influence their healthcare engagement behaviors
and communication.

Methods: We interviewed 85 African-American veterans who were receiving mental health
services from the US Department of Veterans Affairs (VA), examining their views and
experiences of race in healthcare. We analyzed the data using a constructivist grounded theory
approach.

Results: Participants identified several identity threatening cues that include lack of racial
diversity representation in healthcare settings, and perceptions of providers’ fears of Black
patients. We describe how participants evaluated situational cues as identity threats, and how
these cues affected their engagement behaviors and healthcare communication.

Conclusion: Our findings revealed situational cues within clinical encounters that create for
Black veterans, fear of being negatively judged based on stereotypes that have characterized
African-Americans.

Practice Implications:

We discuss the implications of these findings and provide suggestions on how to create identity
safe environments for minority patients that include delivery of person-centered care, and
organizational structures that reduce providers’ burnout.



1. Introduction

Racial bias in healthcare is a major contributor to healthcare disparities [1-5]. Although
most healthcare providers are committed to providing equitable treatment to all patients
regardless of their racial backgrounds, they are not immune to social and cultural influences that
can lead to implicit racial bias. Providers’ implicit racial biases can negatively impact patients’
health outcomes and healthcare experiences [1, 3, 6-8]. For example, they may lead to lower
quality healthcare for Blacks relative to Whites, especially in situations where providers
experience high cognitive demand and time pressure [5, 9, 10].

In turn, patients’ perceptions of racial bias in healthcare are associated with suboptimal
care [11, 12], delays in obtaining medical care [ 13-15], under-utilization of preventive and
mental health care [16, 17], less adherence to recommended treatment [18, 19], and poorer
treatment outcomes [20, 21]. Perceptions of racial bias also negatively impact the patient-
provider relationship [22-24], which is important because this relationship is at the center of
person-centered care [25-27]. The patient-provider relationship also influences patients’
engagement in care [28], and is associated with positive healthcare outcomes [29, 30].

This study builds on prior research examining patients’ perceptions of bias in medicine
[31-37]. While these works have provided valuable insights into minority patients’ perceived
views of provider bias and their effects, they are primarily quantitative, and focus on the
technical aspects of care such as disparities in diagnoses and treatment. Less is known about the
interpersonal aspects of bias, such as what contextual factors patients perceive as racial bias and
how such factors may contribute to patient healthcare engagement and patient-provider

communication.



Studies that have explored minority patients’ views of bias have identified factors such as
feelings of disrespect and experiences of cultural incompetence as contributors to perceptions of
racial bias [38-42]. The present study adds to this growing literature by drawing from social
identity theory to explore Black veterans’ views of verbal and non-verbal cues that signal to
them threats of racial bias in mental health encounters. Social identity theory posits that
stigmatized groups are attuned to cues that signal whether they may be devalued in a setting
because of their social identity [43-46]. Using this framework, we sought to examine situational
cues that indicate social identity contingencies in health encounters for Black veterans —
judgments, stereotypes, or negative interactional experiences that are tied to their racial identity.
Moreover, because of the important role of patients’ perceptions of racial bias in the patient-
provider relationship [22, 35, 47, 48] and healthcare disparities [14, 37, 49, 50], we also explored
how their evaluations might influence their engagement behaviors and healthcare
communication.

Research studies have shown that Blacks’ perceptions of what behaviors count as racism
differ from Whites’ perceptions primarily because of their racial group membership [51]. Due to
their history of experiencing racial discrimination, Blacks have group-based motivations to
attend to different information and adopt lower threshold for cues that suggest threats of racism
to protect themselves and in-group members [52]. In contrast, Whites are more motivated to
disavow stereotypes that cast Whites as racists, and use a higher threshold for racist behaviors,
often reserving them only to behaviors and attitudes that are blatantly racist [45, 53, 54]. To
further illustrate, in experimental studies, Blacks and Whites developed different views of
whether the same behavioral cues indicated racism [53-55]. While they tended to agree that

explicit and blatant behaviors, such as racial violence, constituted racism, they disagreed about



the nature of subtle or implicit racial bias that are expressed as micro-aggressions, or hostility.
Minority study participants were more likely than White participants to be vigilant at identifying
early warning signs and categorizing subtle, ambiguous behaviors as racism, whereas Whites had
higher thresholds for these ambiguous cues and had less practice at recognizing them [55].

Studies have also shown that contextual factors, such as levels of historical knowledge of
racism, previous past experiences of racism, and diversity policies, shape individuals’
perceptions of racism [56-59]. For example, Blacks tend to compare racial progress to ideal
standards of equality, while Whites tend to compare racial progress to the past, considering how
much things have improved. Whites may also use salient examples of successful Blacks to signal
racial progress and to counter beliefs that racism remains a legitimate reason or minorities’ social
disadvantage [51, 56, 60, 61]

Divergent views of what signals racial threat to a group’s racial identity can have
consequences for policies aimed at reducing inequalities and for day-to-day interactions,
including patient-provider communication. This study seeks to better understand situational cues
in health encounters that may influence Black patients’ perceptions of racial threat with the goal
to improve their care experiences and ultimately, healthcare outcomes.

2. Methods

The data presented in this study are part of an exploratory, secondary analysis of a larger
multi-methods study of patient-provider communication in mental health services (blinded
citation). The primary study explores factors that influence minority veterans’ engagement in VA
mental health services and communication with mental health providers. The findings upon

which this manuscript is based are from participants’ discussions about the role of race in



healthcare. All procedures were approved by the local Institutional Review Board. Informed
consent and HIPAA authorization were obtained from study participants before enrollment.
2.1 Sample and recruitment procedures

The study was conducted at a VA Medical Center from April 2014 to May 2015.
Participants were Black veterans receiving outpatient mental health services. They were recruited
using leaflets, letters, and snowball sampling — asking study participants to refer others to the
project [62, 63]. Data collection consisted of face-to-face interviews, collection of demographic
data and clinical characteristics (e.g., diagnoses). Participants’ race and ethnicity were obtained
from medical records and corroborated by self-report.
2.2 Interview guide

We engaged participants in exploratory and non-directive discussions about factors that
affect patient-provider communication for minority veterans, including whether race or racism
played a role in healthcare interactions. Examples of questions included: 1) Does race affect
patient-provider communication and that relationship? 2) How does your provider’s
race/ethnicity affect your relationship with him/her? While we asked participants whether they
thought race plays a role in healthcare interactions, we purposefully did not provide a definition
of race and racial bias so that participants could talk freely and guide the conversation in
whatever direction they wanted. We matched the participants’ and the interviewers’ racial
backgrounds to the extent possible to facilitate open discussions about their healthcare
experiences and their views on race. The lead author who is Black conducted most of the
interviews. Four research assistants conducted the remaining interviews; two were Black and two

were White. Interviews lasted on average about an hour.



2.3 Analytic Approach

Descriptive statistics were used to summarize demographic variables. We conducted data
analysis using the constant comparative method [64, 65], a systematic qualitative methodology
involving the discovery of theoretical insights through the joint coding of data and analysis.
Because this study is a qualitative, exploratory secondary analysis, we conducted the data
analysis process using an inductive approach, identifying codes and themes that emerged from
the data. However, once the themes were developed and organized, the final data analysis
involved using social identity theory to assist with data interpretation.
2.4 Data Analysis Process

Our data analysis process involved four phases. First, the lead author and a research
assistant developed a coding book by reading sets of transcripts to identify key themes. To
ensure coding consistency, both coders independently coded a random set of transcripts and
compared their coding for consistency and clarification. We held regular coding meetings to
refine our coding scheme and resolve inconsistencies through consensus. Once coding was
stabilized, we used Atlas.ti, [66] [67] [68] [66], a qualitative data analysis software to code all
transcripts. Second, we focused on specific codes to identify key salient themes and connections
between different aspects of the data. Third, we contrasted major themes and related them to
broader content areas discussed in the data. Lastly, we drew from social identity theory to assist
with data interpretation.
3. Results:

3.1 Participants’ characteristics.



We conducted semi-structured, qualitative interviews with 85 Black/African-American
veterans. Demographics are summarized in Table 1. Most participants were male (76.7%),
unemployed (57.0%), had an average age of 49.72 (SD = 12.87), and had at least some college
education (69.8%).

Insert Table near here

Most of the participants reported positive patient-provider relationships or noted that race
does not play a role in their care. However, given that the focus of the paper is on identity
threatening cues and how they impact healthcare experiences and engagement, we limit
discussion of our findings to these themes. We maintain that understanding of how perceptions
of identity threatening cues could inform patient-provider communication and relationship to
benefit all patients, especially those that experience perceived or real threat of racial bias.

Of the 85 participants, 22 (26%) explicitly stated that race plays a role in healthcare.
However, we included all 85 participants in our analysis because many participants who did not
support this view discussed other relevant social factors such as culture and social background
that influence minority veterans’ healthcare experiences. For example, one participant who stated
that race does not play a role in healthcare also claimed that he did not think a White provider
could understand anything about “Black people and our dynamics.” Given the nature of this
exploratory qualitative data, all discussions related to race, social contexts, and identity, even
from participants who did not endorse the view that race plays a role in healthcare were analyzed
to inform our discussion.

Overall, two major themes emerged from the data that describe identity threatening cues

in veterans’ healthcare encounters: 1) Perceptions of how diversity is represented in healthcare



settings; 2) Situational cues that signal identity threat by evoking feelings of being feared,
judged, and disrespected in healthcare interactions.
3.2 Perceptions of how diversity is represented in healthcare settings

Participants identified lack of racial diversity representation in healthcare setting as an
identity-threatening cue that informs their perceptions of their providers and healthcare
organization. They explained that structural characteristics such as the physical space of an
institution project how welcoming an institution might be to minority patients, and that staff
diversity, especially in position of power, reflects the facility’s values and culture related to
racial equity. For example, participants often expressed pleasant surprise when they met our
Black study staff and one shared the following during an interview with the first author:

I've just not experienced the diversity that they say there is here . . . [ was not expecting a

Haitian woman to be interviewing me. I would have bet money. . . I'm glad. I may not

have even been able to give some of the honest answers that I've been giving you, if it has

been someone else. (51 years- old male)

The next excerpt further illustrates participants’ evaluations of diversity representations
and their interpretations of these cues as contributors to an identity-safe or threatening
environment.

If you look at the administrative organizational chart when you walk into the building,

you’ll see the top guy up here, he’s a White guy and his assistant is a Black lady... The

next assistant down is a Hispanic, it plays an important part. . . It was put up there to let
people know who’s running this place. The idea of a Black woman being the assistant
administrator of this hospital makes a Black person feel pretty good.

He then contrasted this positive perception with artwork displayed in another part of the



building:

The [ART] project, if you go where the atrium is, you see all these posters up on the wall.

You don’t see one brother, and you don’t see one Mexican. . .And you got all these White

boys on this wall as though no Black person from [STATE in US] ever fought in combat.

.. I don’t think anybody’s even noticed that. I don’t think anybody is trying to be racist.

But can you imagine how I feel? . . . There must be over 100 pictures down there. See,

this is America. Your question was does it [race] play a role? Yeah, it plays a role. . .

Veterans they look for things. You go to the wall and start looking at all these pictures.

...You say I wonder if any African-Americans are up here ... because you understand

what has gone on before. (72 years-old male).

In this excerpt, the participant acknowledged that the omission of African-American
heroes in the display may have been unintentional, yet it is nonetheless impactful.

3.3 Situational cues that signal identity threat by evoking feelings of being feared, judged; and
disrespected in healthcare interactions.

The second theme that emerged from participants’ discussions centered on cues that
evoked feelings of being judged, feared, or stereotyped in healthcare encounters because of their
racial identity. Participants described clinic visits where providers’ words or actions expressed
fear of Black veterans. For example, several participants described providers being distant, not
wanting to touch them or take time to listen and address their concerns. Some participants also
shared that because of their physical appearance, they felt stereotyped as “angry, big Black
men.” They explained that some providers viewed them as a physical threat and react fearfully.

It’s just something about African-American male that they perceive being a threat to

them. .. They just wanna get you in that room and out as quick as they can. . .They don’t



wanna spend time and really take care of you right. Sometimes you feel like they come

in, they act like they scared to even talk to ya, and you get that feeling and then and if you

got that feeling, they're kinda scared of you, you don’t want them working on ya, do you?

(56 years-old male)

Other participants discussed identity threatening cues that made them feel “looked down
upon,” “disrespected,” and treated as an unequal partner in clinical interactions. Specifically,
they described providers’ perceived lack of interest in them as individuals, dismissal of their
complaints, and use of condescending language. One participant explained:

I think sometimes that it [race] can play a part by the way a doctor talks to you or treats

you with a lack of respect. . . when I would say something that was important to me, he

would end up kind of turning it to a joke. He didn't seem like he was concerned about
anything that I told him. There is still some racism in the medical field because he

[provider] talked down to me and showed me no respect as a man . . . It is awful. [ would

leave the VA thinking that I didn't get anything done. He just wasn’t interested in how |

felt. (66 years-old male)

In another example, a female veteran discussed her experiences of being stereotyped as a
poor, uneducated Black woman.

They see me, an African-American female. . . The first personification of us is . . . that I

have two children out of wedlock, I was an addict, I was incarcerated ...[they] think that I

come from an impoverished background, [that] I have no education . . . [They] talked to

me as if [ was a third grader . . . just by the way they talk to me, it was really insulting.

(47 years- old female)



Participants also identified microaggressions in clinical encounters as identity threatening
cues that could negatively affect patients’ engagement behaviors and healthcare communication,
as the next two excerpts show.

He [provider] needed to get me a copy of my meds. When he left the room, he told me,

“Now don’t touch my computer.” ... I was thinking that he should know me well enough

now to know that I’m not the kind of person that will want to steal from you or that will

want to try to mess with his computer in any way. . . it reminded me that I was Black . . .

I don’t let them really shock me because it’s already something that I know I should

expect. . . my ability to freely tell him some things for a short period of time may have

been lowered. (68 years-old male)

The nurse said to me...: “What is the deal with Black men here [city]. There [are] not any

fathers in the house...” 1 didn't let her know that it had offended me... I didn't act out

because at that time, it would have been a negative way. I was mentally, physically in
pain . .. I already feel like that they expect us to act out, in a negative way, in a violent
way. So, I want to kill that perception [of] African-American males, and not feed into it.

(45 years-old male)

Both veterans in these examples interpreted providers’ comments as identity threatening
cues and situated them within larger historical contexts. Participants, like those in these excerpts,
connected their negative healthcare experiences to broader experiences of being Black. Indeed,
participants explained that providers may hold racial prejudices that manifest overtly or in subtle
forms in interactions with minority veterans. A female veteran summarized this argument as
follows: “Doctors are human beings. I think most physicians take the oath and mean to be color-

blind. . ... But, some people's personalities and some of the misconceptions that have been



projected on Blacks make it difficult.” Notably, for this participant, the notion of racial color
blindness — the disregard of patients’ racial characteristics in healthcare interactions — surfaces as
an effective approach to address racial healthcare inequalities.

Recognizing that healthcare interactions and patient-provider communication occur within
larger social contexts, some participants entered healthcare relationships with apprehension and
vigilance, screening for identity-safe and threatening cues. One participant explained, “When [
started coming here [VA], when I met with all my providers, I tried to read them to try to see if
they are treating me based on my race.” Another participant added:

Whenever I'm dealing with a healthcare provider when it comes to the VA, that's the first
thing I think of: How they are gonna depict me? What are they gonna think about me? I
usually try to pick it up on the first day of the conversations. . . If their first questions are:
where are you from? what about your father? That's telling me they wanna know —stuff
like have I been to jail? Might as well ask that. . . that always seemed to have been the
first questions. It's like stereotyping me already. And that's just the way I felt. . . I've
always been getting negative feedback or energy from them. I've always been judgmental
towards them because of the way [ was treated there. (32 years- old male)

As shown in these examples, participants used situational cues to shape perceptions of
providers and treatment.

4. Discussion and Conclusion
4.1. Discussion

Our findings show that for some Black veterans, identity-safe and identity-threatening
cues impact patient engagement and patient-provider communication. Non-verbal cues, such as

workforce diversity and socially inclusive art displays are powerful signs that indicate to



minority patients whether they will be welcome. While these signs may appear well-intentioned
and innocuous to many, they can hold markedly different meanings for minority patients.
Moreover, visual arts have been shown to enhance clinical settings and support healing
experiences [67, 68]. Use of socially inclusive art could provide additional benefits by creating
affirmations for and making visible patients that have been traditionally marginalized in
healthcare settings. These might be relatively easier actions for healthcare institutions to
implement to create inclusive environment for minority populations.

Consistent with social identity theory, this finding further illustrates that minority groups
are attuned to cues that signal social identity contingencies, including organizations’ workforce
diversity [45, 58, 69]. Many have argued that healthcare workforce diversity is important for the
provision of culturally competent care, expansion of healthcare access for the underserved, and
enrichment of the pool of policymakers to meet the needs of a diverse patient population [70,
71]. Yet, a recent study indicates that VA providers do not believe that workforce diversity is
important for fostering health equity in their organization [72]. This study provides additional
support for developing workforce diversity in the VA healthcare system to help create an
identity-safe environment.

In this study, we illustrated that patients not only reacted to perceived racial threats in
healthcare encounters but also pre-emptively searched for early warning signs to inform their
healthcare behaviors and relationships. Studies have shown that perceived experiences of
discrimination and even health care stereotype threats lead to negative physical and mental
health outcomes [73-75]. Based on our findings, future research could examine the impact of
pre-screening healthcare providers for identity-safe cues. For patients who already experience

psychological distress, this additional cognitive task and emotional labor may keep them from



effectively processing healthcare information and be fully engaged in healthcare interactions. It
may also add to additional stress.

Participants’ discussions also show how routine clinical interactions, such as asking a
patient about his father, could be interpreted as an identity-threatening cue. However, as they
explained, the contexts of the clinical interactions, as well as their past experiences of
discrimination and history of racism against Blacks were critical in shaping their perceptions of
these cues as threatening. These findings support the social identity theory that contextual
factors, such as stereotypes about absent Black fathers, created perceptions of routine, situational
cues and fear of being judged based on stereotypes that have characterized Black people.

4.2 Conclusion

This study represents a first step in exploring what factors minority veterans find identity-
threating in VA mental healthcare and how they may affect their engagement in care and patient-
provider communication. Theoretically significant, our study adds to a growing research on
healthcare stereotype threats [75-77]. It helps sets the stage for future studies to examine how
multiple identities intersect to affect experiences of racial bias, and to explore different strategies
that patients employ to prevent, cope with, or reduce the impact of perceived bias in healthcare
encounters.

This study has some limitations. It was conducted at one VA facility. It is not
representative of all veterans and minority veterans. Therefore, our findings should be interpreted
with caution. Also, the data for this study were collected in 2014 and 2015, during the Obama
administration, which some researchers and politicians have characterized as “post-racial.” [78,
79]. The recent shift in social and political climates may affect minority veterans’ views and

experiences of race in healthcare encounters. In that regard, this study may provide a useful point



of reference to compare changes in patients’ perspectives based on larger sociohistorical events.
Our findings also warrant future research to further investigate how sociopolitical contexts
impact patients’ healthcare experiences, especially in this current era of increased racial tension
and racial violence in the US.
4.3 Implications for practice

Findings from this study have several implications for patient engagement. Identity-
threatening cues may serve as barriers to engage minority patients in healthcare services. The
challenge therefore remains how providers can effectively respond to the unique needs of diverse
minority populations. This is an enormous task as minority populations are “hyper-diverse,”
representing different races, ethnicities, cultures and values, and divergent views of racial bias
[80]. Training providers in cultural competence is not enough to address bias in care [81, 82].
For providers, recognizing the presence and impact of identity-threatening cues for minority
groups may be the first step in creating a more inclusive healthcare environment. Using a person-
centered approach to care that involves assessing what matters the most to patients and
incorporating shared decision-making processes may be particularly relevant and useful for
minority patients, especially when they do not share the same sociocultural backgrounds with
their providers [28, 80].

While it may be difficult to prevent manifestation of implicit biases and divergent views
of cues indicating racial bias, strong interpersonal relationships and open communication
between patients and providers may help weather negative healthcare interactions [26, 83].
Providers may start by asking patients about their past negative healthcare experiences and
develop understanding of sociocultural factors that could influence patients’ healthcare

experiences and relationships. In addition to interpersonal factors, organizational structures are



needed to support providers in providing equitable care, such as infrastructure that facilitate
training and resources needed to engage patients in shared decision-making and to address social
determinants of health. Providers who are burnt out are more likely to exhibit behaviors that are
perceived as racial bias [5, 9]. Therefore, reducing burnout and helping providers to be mindful
and sensitive to patients’ preferences and unique needs may help create respectful, identity safe

healthcare environments.
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