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Purpose: Hispanics, the largest minority in America, have increased risk of several medical issues and face noteworthy health 
disparities. This study compares care-seeking behaviors and choice experience among Hispanics, Asians, Blacks, and Whites, 
considering SES (income, education, and insurance status) and across five healthcare provider (HCP) types. Concurrent analysis 
provides a comprehensive view of how and where inequity manifests in healthcare.
Methods: A cross-sectional online survey assessed 1485 adults (Hispanic=314, Asian=313, Black=316, White=542, recruited through 
a panel agency) of the frequency of visiting primary care providers, dentists, optometrists, gynecologists, and specialists for chronic 
conditions. Participants also rated the importance of self-selecting a HCP and difficulty in finding one.
Results: Whites visited each HCP most regularly. Compared to Asians, more Hispanics saw specialists regularly (45.1% vs 56.5%, 
p=0.042), and Blacks saw dentists less (47.0% vs 38.3%, p=0.028) and gynecologists more often (21.2% vs 33.1%, p=0.024). No other 
frequency differences were observed among minorities. Low-income participants across four races saw dentists and gynecologists with 
comparable infrequency. Hispanics and Asians assigned similarly significantly lower self-choice importance and experienced more 
difficulty relative to Whites or Blacks. Participants with lower income or education visited HCPs less regularly yet perceived the same 
choice importance as higher-SES peers (p>0.05). Notably, discrepancies in visit frequency between Whites and minorities were more 
pronounced in higher-SES than lower-SES group. Differences in experiencing care-seeking difficulty were associated with income 
(p=0.029) and insurance type (p=0.009) but not education (p>0.05).
Conclusion: Higher income and education increase healthcare utilization; however, racial disparities persist, particularly among 
higher-SES groups. Despite similarities among minorities, the extent of disparities varied by SES and provider type. The findings help 
explain evident inequity in healthcare access and health outcomes. Tailored patient education, culturally-specific navigation support, 
and more inclusive services are needed to address barriers faced by minorities and disadvantaged populations.
Keywords: healthcare access, minority, equity, health behavior, patient preference, decision-making

Introduction
Diversity is a signature of the US; health disparities across race/ethnicity and socioeconomic status (SES) have continued 
to draw attention, yet improvements are uneven. Hispanics constitute a rapidly growing population in America, 
comprising over 62.1 million individuals (19.1%) with different backgrounds and lived experiences.1 Compared to 
other populations, they are at higher risk of several health issues, such as undiagnosed hypertension2 (33% vs 26.5% of 
Whites),3 age-related eye diseases (eg, glaucoma, cataract),4 and obesity (44.8% vs 17.4% of Asians).5 Hispanics are also 
more likely to be uninsured (18.8% vs 10% in Black and 6.6% in White);6 one in five reported experiencing 
discrimination in the healthcare system, and 17% avoided seeking care due to fear of prejudice.7 These gaps have not 
been addressed adequately, resulting in inequities in receiving care and health outcomes.8
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Research on health disparities often cites healthcare access as the central issue.9,10 In addition to availability and 
affordability,11 access also includes individuals’ decisions regarding service utilization.12 Comparing healthcare usage 
preferences and perceptions among groups can illustrate health behavior or experience differences that may contribute to 
existing inequities. Extensive research has documented the process of selecting a primary care provider (PCP), with 
patients often prioritizing provider qualification and years of experience,13 logistical factors (eg, location, wait time),14,15 

and cost or insurance coverage.16,17 US patients visit specialists less frequently than PCPs,18 citing higher costs,19 

appointment delays,20 negative perceptions about specific specialties (eg, mental health),21 or PCPs serving as 
gatekeepers.22 Race/ethnicity has also been reported as a prominent factor in the frequency of visiting healthcare 
providers (HCP) with minorities having lower rates in comparison to Whites, even when accounting for barriers in 
care accessibility.23 Hispanics expressed that care-seeking can be impeded by experienced or anticipated 
discrimination,24 limited English proficiency or health literacy,25–27 cultural barriers (eg, stigma surrounding certain 
medical conditions),28,29 SES,30 immigration status,31 or a low rate (9%) of Hispanic HCPs.32 Moreover, PCP shortage is 
more prevalent in zip codes with higher ratio of African Americans,33 which indicates less procedure referrals,34 

continuity of care,35 and quality of care.36 The Social Determinants of Health theory helps explain why societal and 
economic factors (including where one lives) influence an individual’s health outcomes far more than their genetic 
makeup.37,38 These barriers impact the health status of minorities and disadvantaged populations. For example, lower 
health literacy has been associated with decreased symptom reporting,39 living in poverty,40 lack of insurance,40 and 
lower quality of care.41 In addition, individuals’ perceived dynamics or challenges in interacting with their HCP may 
determine their health behaviors. According to the Theory of Reasoned Action, an individual’s attitudes and beliefs 
influence their intentions to engage in a particular behavior.42 Studies have cited how cultural beliefs such as religion, 
spiritual disposition, and centrality of family impact Hispanics’ health-related behaviors and decision-making such as 
end-of-life care.43,44 The custom of relying on complementary and alternative medicine may also contribute to 
misunderstandings that impact care provided by Western HCPs.45–47

When examining health behavior and inequities, most studies investigated one or two ethnic minority groups or compared 
to Whites.48–50 Considering the complex factors relating to Hispanics’ preferences, barriers, and choices in healthcare that 
may affect health outcomes, there remains a gap in the literature assessing minorities’ healthcare-seeking behavior comparing 
multiple racial/ethnic groups and concurrently with SES. Disparity likely starts from the beginning of the patient journey; 
better understanding of initial choices could inform interventions to improve experience and foster equity.

Terms such as Hispanic, Latino, and Latinx have been used to describe populations that speak Spanish/Portuguese or 
have heritage in Latin America. In this study, Hispanic refers inclusively to US residents who have origins in a Spanish- 
speaking or Latin American country and those who self-identify as Latino/Hispanic, regardless of birthplace or whether 
they speak Spanish. The objectives of this research were to investigate group discrepancies among Hispanics, Asians, 
Blacks, and Whites in the frequency of visiting PCPs and specialists (dentist, gynecologist, optometrist) as well as their 
perceived importance of self-selecting a HCP and difficulty in finding one. This study also examined behaviors and 
perceptions by income and educational levels and insurance status to discern the independent and joint influences of race/ 
ethnicity and SES. Analyzing variations in obtaining care and decision-making experiences can provide a deeper 
understanding of the causes and nuances of disparities in service utilization. The findings could inform policy makers 
in identifying access barriers and designing culturally sensitive interventions to improve health equity.

Methods
Study Sample
Two identical online cross-sectional surveys were conducted in March and October 2023. The first fielding surveyed 
a nationally representative sample; setting the acceptable margin of error at 3%, a target of at least 1067 participants was 
determined based on the size of the American population.51,52 To ensure adequate number in each racial/ethnic group for 
meaningful statistical comparisons, the second fielding collected additional responses from the three largest minority 
populations: participants self-identified as Hispanic/Latinos, Asian/Asian Americans/Pacific Islander, or Black/African 
Americans. A US-based panel survey company assisted in survey distribution and participant recruitment; eligibility 
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criteria included age 18 or older, US resident, and visited a HCP in the past two years. Potential respondents opted-in to 
receive survey announcements; if they chose to participate but did not meet the above-mentioned criteria, they were 
thanked and excluded from data collection.

Duke University IRB approved the study protocol (#2023-0315). Prior informed consent was obtained from each participant.

Measures
The questionnaire assessed care-seeking behaviors, decision-making preferences and experiences in healthcare, related 
logistical factors, and demographics. The primary outcome variables were doctor-visit frequencies: participants were 
asked if they regularly see a PCP, dentist, optometrist, gynecologist (non-male participants only), and medical specialist 
if they have a chronic condition. Two other questions queried care-seeking preference and experience: “From not at all 
(1) to extremely important (5), how important is it for you to have a say in choosing your own provider?” and “On a scale 
from very difficult (1) to very easy (5), how difficult is it for you to find a healthcare provider when you need one?”.

Responses to the five provider visits and two perception questions were compared across four groups (Hispanic, 
Asian, Black, and White) and three SES factors. Educational levels were categorized as low (high school/GED or less), 
medium (some college), and high (college degree or more); annual household income levels were grouped as low (≤ US 
$49,999), medium ($50,000-$99,999), and high (≥ $100,000).

Statistical Analysis
Kruskal–Wallis tests were performed to determine whether participants’ HCP visit frequencies and perception/experience 
were significantly associated with race or SES. Then, Mann–Whitney U-tests were run to identify which pairs of racial or 
income/education groups were significantly different. To further investigate whether the observed impact of race/ 
ethnicity was due to SES, each group was divided into lower/higher income and education subgroups for additional 
tests. All analyses were performed using SPSS (Version 29.0.0.0).

Results
Participant Characteristics
A total of 1522 participants completed the survey. Respondents who self-identified as American Indian/Native American 
(n=7), mixed race/other (n=23), or “prefer not to say” (n=7) were excluded due to the small numbers; 1485 responses 
were retained for analysis. Each racial/ethnic group had at least 300 participants, with relatively balanced distributions on 
other demographics (Table 1). Among them, 1360 (91.6%) reported having a PCP, 22.3% of who did not visit regularly; 
901 (60.7%) indicated having a chronic medical condition, for which 56.0% saw a specialist regularly.

Disparities in the Frequency of Seeing a HCP
The frequencies of receiving care were significantly associated with race/ethnicity and SES. Overall, Whites had the 
highest percentages in regularly visiting each of the HCPs (Figure 1). Analyzing pairwise across the four groups, 15 
of the 30 comparisons (six pairs times five providers) were significant; 12 of those occurred between Whites and 
a minority (Table 2). Hispanics and Whites had similar rates of seeing a gynecologist and chronic disease specialist 
(p>0.05). On the other hand, there were few differences among the three minorities: Hispanics were significantly 
more likely than Asians to regularly visit a specialist (56.5% vs 45.1%, p=0.042) but no other differences were 
observed between Hispanics and another minority. Compared to Blacks, Asians had a higher percentage of regularly 
seeing a dentist (38.3% vs 47.0%, p=0.028) and lower for gynecologist (33.1% vs 21.2%, the lowest of all groups, 
p=0.024).

Comparing SES across three income and educational levels in visiting the five HCPs, 21 out of 30 pairwise 
comparisons were significant (Table 3). Groups of high-income or high-education almost consistently showed higher 
ratios of obtaining care from any provider compared to both low- and medium-SES groups (Figure 2). The three 
exceptions were: for gynecologist visit, no significant difference between medium and high groups by either income or 
education, or between medium- and high-income groups in visiting a specialist (p>0.05). Notably, high-income 
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participants were even more likely than high-education participants to regularly see a dentist, optometrist, and gynecol-
ogist. No differences were observed between low- and medium-education groups for all five HCPs (p>0.05). However, 
the low-income group was significantly less likely than medium-income group to see any HCP regularly, except for PCP.

Table 1 Participant Characteristics by Race/Ethnicity (N=1485)a

Self-identified Race/Ethnicity n (percentage)

Hispanic 
314 (21.1%)

Asian 
313 (21.1%)

Black 
316 (21.3%)

White 
542 (36.5%)

Total 
1485 (100%)

Age

18–24 45 (3.0%) 37 (2.5%) 37 (2.5%) 18 (1.2%) 137 (9.2%)

25–34 68 (4.6%) 64 (4.3%) 74 (5.0%) 53 (3.6%) 259 (17.4%)

35–44 63 (4.2%) 52 (3.5%) 38 (2.6%) 65 (4.4%) 218 (14.7%)

45–54 50 (3.4%) 51 (3.4%) 32 (2.2%) 86 (5.8%) 219 (14.7%)

55–64 31 (2.1%) 33 (2.2%) 72 (4.8%) 83 (5.6%) 219 (14.7%)

65–74 43 (2.9%) 48 (3.2%) 44 (3.0%) 142 (9.6%) 277 (18.7%)

75 or older 14 (0.9%) 27 (1.8%) 19 (1.3%) 95 (6.4%) 155 (10.4%)

Gender (self-identified)

Male 156 (10.5%) 174 (11.7%) 164 (11.0%) 245 (16.5%) 739 (49.8%)

Female 151 (10.2%) 136 (9.2%) 149 (10.0%) 297 (20.0%) 733 (49.4%)

Transgender/non-binary 5 (0.3%) 2 (0.1%) 1 (0.1%) 0 (0%) 8 (0.5%)

Educational level

Less than High School 10 (0.7%) 6 (0.4%) 12 (0.8%) 12 (0.8%) 40 (2.7%)

High School/equivalent 86 (5.8%) 32 (2.2%) 92 (6.2%) 111 (7.5%) 321 (21.6%)

Some college 103 (6.9%) 69 (4.6%) 96 (6.5%) 133 (9.0%) 401 (27.0%)

College degree 79 (5.3%) 142 (9.6%) 84 (5.7%) 195 (13.1%) 500 (33.6%)

Postgraduate 36 (2.4%) 63 (4.2%) 32 (2.2%) 91 (6.1%) 222 (14.9%)

Household income (USD$)

< $25,000 66 (4.4%) 38 (2.6%) 75 (5.1%) 71 (4.8%) 250 (16.8%)

$25,000-$49,999 81 (5.5%) 57 (3.8%) 77 (5.2%) 99 (6.7%) 314 (21.1%)

$50,000-$99,999 102 (6.9%) 102 (6.9%) 105 (7.1%) 111 (7.5%) 420 (28.3%)

$100,000-$199,999 46 (3.1%) 73 (4.9%) 35 (2.4%) 218 (14.7%) 372 (25.1%)

> $200,000 8 (0.5%) 24 (1.6% 17 (1.1%) 40 (2.7%) 89 (6.0%)

Health insurance type

Private 180 (12.3%) 141 (9.7%) 141 (9.7%) 233 (16.0%) 695 (47.6%)

Public 118 (8.1%) 162 (11.1%) 143 (9.8%) 285 (19.5%) 708 (48.5%)

Uninsured 9 (0.6%) 8 (0.5%) 23 (1.6%) 16 (1.1%) 56 (3.8%)

Notes: a Percentages are calculated out of the total sample of 1,485. Some percentages may not add up to 100% of the respective 
category’s subtotal due to rounding or omission: responses of answer options “other” and “prefer not to say” are not listed in the 
table: age (n=1), gender (5), income (40), education (1), and insurance (26).
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Relative to participants with public insurance, those with private insurance were more likely to regularly visit 
a dentist (42.9% vs 55.6%, p<0.001) and gynecologist (23.7% vs 41.3%, p<0.001). The uninsured participants reported 
much lower visit frequencies (up to 51.8% differences for PCP) across all five HCPs (Table 3).

Preference in Decision-Making and Experience of Care-Seeking
Significant associations were also found between race/ethnicity and each of the two care-seeking behavior questions: Q1— 
importance of self-selecting a HCP and Q2—difficulty in finding a HCP when needed. Across the four groups, eight of the 
12 pairwise comparisons were significant; four of which were between Whites and Hispanics or Asians (lower part of 
Table 2). Hispanics and Asians had no difference regarding perceived importance in choosing their HCP (μ=4.06 and 3.95 
out of 5, respectively, p=0.137); both rated significantly lower than Blacks or Whites (μ=4.22 and 4.21, no difference 
between these two, p=0.843). Likewise, Blacks and Whites reported a significantly easier experience finding a HCP (μ=3.61 
and 3.57, p=0.476) than Hispanics or Asians (μ=3.32 and 3.36, lower score denotes more difficulty, p=0.750).

The analysis by SES on perceived importance and experience revealed more commonalities across subgroups than by race/ 
ethnicity. Examining the influences of education and income, only two of the 12 pairwise comparisons were significant: the 
low-income group experienced more difficulty (μ=3.37) in finding a HCP than medium- and high-income groups, respectively 
(μ=3.60 and 3.52, p=0.279, insignificant between the latter two groups). Further, participants at different educational levels 
showed no variation in either the importance or difficulty of care-seeking. Similarly, participants with public and private 
insurance rated the same levels of choice importance (μ=4.12 and 4.14, p=0.921 (lower part of Table 3).

Figure 1 Ratios of Regularly Seeing HCP by Race/Ethnicity (N=1,485)a.. 
Notes: a Of the total 1,485 participants, the group sizes were Hispanic (n=314), Asian (n=313), Black (n=316), and White (n=542), of which the reported percentages are 
calculated from, respectively. Participants were asked whether they regularly see each of the five healthcare providers (HCP). For chronic disease specialist: Participants who 
reported having a chronic disease were asked whether they regularly see a specialist for it. The subgroup sizes for this category were Hispanic (ns=170), Asian (ns=153), 
Black (ns=188), and White (ns=389). For gynecologist: Participants who did not self-identify as male were asked whether they regularly see a gynecologist. The subgroup 
sizes for this category were Hispanic (nf=151), Asian (nf=137), Black (nf=151), and White (nf=297).
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The Impacts of Race/Ethnicity by SES on Patient Behavior and Perception
To further investigate the influence of race/ethnicity considering individuals’ SES, each group was split by income (< or 
≥ $50,000) and educational level (without or with a college degree) to determine whether higher attainment of earning or 
education could overcome the evident healthcare inequalities. For both care-seeking frequencies and preference/experi-
ence, all four SES subgroups (especially the lower-SES subgroups) showed fewer significant differences across race/ 
ethnicity than the full sample, indicating the observed disparity was partially but not wholly attributed to SES. Moreover, 
as higher-SES subgroups had more regular visits to each HCP than their lower-SES peers, the behavior divergence still 
primarily occurred between Whites and a minority group; in particular, the higher-education subgroup showed the largest 
number of pairwise differences across race/ethnicity—12 out of 30 (Table 4).

Among minorities, there was no significant difference in seeing a PCP, specialist, dentist, and optometrist in the lower- 
income, lower-education, and higher-income subgroups (with one exception where more Hispanics saw a specialist regularly 
than Asian (58.5% vs 42.3%, p=0.016) in lower-income participants). For gynecologist, participants within lower-income 
(20.2%~31.5%, p=0.212) or lower-education (24.0%~28.7%, p=0.897) subgroups had similar visit infrequencies regardless of 
race/ethnicity; in higher-income subgroup, only Asians had lower percentage of regular visit than Whites (21.9% vs 50.9%, 

Table 2 Care-Seeking Frequency, Decision Preference, and Experience by Race/Ethnicity (N=1485)a

Hispanic vs 

White

Asian vs. 

White

Black vs 

White

Hispanic vs 

Asian

Hispanic vs. 

Black

Asian vs 

Black

Frequency of regularly seeing a HCP: %

PCP 65.9%, 78.6% 66.1%, 78.6% 68.4%, 78.6% 65.9%, 66.1% 65.9%, 68.4% 66.1%, 68.4%

p-value <0.001 <0.001 <0.001 0.956 0.516 0.553

Chronic Disease 

Specialistb

56.5%, 62.5% 45.1%, 62.5% 51.6%, 62.5% 56.5%, 45.1% 56.5%, 51.6% 45.1%, 51.6%

p-value 0.182 <0.001 0.013 0.042 0.356 0.233

Dentist 39.8%, 58.5% 47.0%, 58.5% 38.3%, 58.5% 39.8%, 47.0% 39.8%, 38.3% 47.0%, 38.3%

p-value <0.001 0.001 <0.001 0.071 0.696 0.028

Optometrist 33.4%, 51.8% 36.2%, 51.8% 36.8%, 51.8% 33.4%, 36.2% 33.4%, 36.8% 36.2%, 36.8%

p-value <0.001 <0.001 <0.001 0.464 0.464 0.892

Gynecologistc 31.1%, 35.4% 21.2%, 35.4% 33.1%, 35.4% 31.1%, 21.2% 31.1%, 33.1% 21.2%, 33.1%

p-value 0.372 0.003 0.638 0.056 0.712 0.024

Preference and experience in care-seeking: Mean [SD]d

Q1: Importance to 

self-select a HCP

4.06 [0.98] 3.95 [0.99] 4.22 [0.87] 4.06 [0.97] 4.06 [0.97] 3.95 [0.99]

4.21 [0.88] 4.21 [0.88] 4.21 [0.88] 3.95 [0.99] 4.22 [0.87] 4.22 [0.87]

p-value 0.041 <0.001 0.843 0.137 0.047 <0.001

Q2: Difficulty in 

finding a HCP

3.32 [1.12] 3.36 [1.06] 3.61 [1.17] 3.32 [1.12] 3.32 [1.12] 3.36 [1.06]

3.57 [1.13] 3.57 [1.13] 3.57 [1.13] 3.36 [1.06] 3.61 [1.17] 3.61 [1.17]

p-value <0.001 =0.003 0.476 0.750 <0.001 <0.001

Notes: a Of the total 1485 participants, the group sizes were Hispanic (n=314), Asian (n=313), Black (n=316), and White (n=542), of which the reported percentages are 
calculated from, respectively. Participants were asked whether they regularly see each of the five HCPs. P-values are presented in italic below the two pairwise comparison 
values; those that are significant (p<0.05) are bolded. b Participants who reported having a chronic disease were asked whether they regularly see a specialist for it. The 
subgroup sizes in this category were Hispanic (ns=170), Asian (ns=153), Black (ns=188), and White (ns=389). c Participants who did not self-identify as male were asked 
whether they regularly see a gynecologist. The subgroup sizes in this category were Hispanic (nf=151), Asian (nf=137), Black (nf=151), and White (nf=297). d Participants 
were asked Q1: “From not at all important (1) to extremely important (5), how important is it for you to have a say in choosing your own provider?” and Q2: “On a scale 
from very difficult (1) to very easy (5), how difficult is it for you to find a healthcare provider when you need one?”.
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Table 3 Care-Seeking Frequency, Decision Preference, and Experience by SES (N=1485)a

Educational Level Income Level Insurance Status

Low vs 
Medium

Medium vs 
High

Low vs  
High

Low vs 
Medium

Medium vs 
High

Low vs  
High

Private vs 
Public

Public vs 
Uninsuredb

Private vs 
Uninsuredb

Frequency of regularly seeing a HCP: %

PCP 67.8%, 67.4% 67.4%, 74.5% 67.8%, 74.5% 67.7%, 68.7% 68.7%, 76.6% 67.7%, 76.6% 71.7%, 75.0% 75.0%, 23.2% 71.7%, 23.2%

p-value 0.889 0.009 0.020 0.733 0.007 0.001 0.157 <0.001 <0.001

Chronic Disease 
Specialistc

52.0%, 52.4% 52.4%, 61.1% 52.0%, 61.1% 47.3%, 62.4% 62.4%, 61.4% 47.3%, 61.4% 58.5%, 56.2% 56.2%, 25.0% 58.5%, 25.0%

p-value 0.924 0.027 0.024 <0.001 0.808 <0.001 0.487 0.001 <0.001

Dentist 36.2%, 37.1% 37.1%, 59.7% 36.2%, 59.7% 33.1%, 44.0% 44.0%, 68.2% 33.1%, 68.2% 55.6%, 42.9% 42.9%, 20.0% 55.6%, 20.0%

p-value 0.777 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001

Optometrist 34.7%, 36.3% 36.3%, 47.5% 34.7%, 47.5% 32.4%, 39.9% 39.9%, 52.2% 32.4%, 52.2% 40.7%, 44.9% 44.9%, 12.7% 40.7%, 12.7%

p-value 0.652 <0.001 <0.001 0.014 <0.001 <0.001 0.114 <0.001 <0.001

Gynecologistd 23.9%, 31.6% 31.6%, 36.8% 23.9%, 36.8% 24.4%, 33.8% 33.8%, 43.2% 24.4%, 43.2% 41.3%, 23.7% 23.7%, 10.8% 41.3%, 10.8%

p-value 0.083 0.209 0.022 0.018 0.055 <0.001 <0.001 0.075 <0.001

Preference and experience in care-seeking: Mean [SD]e

Q1: Importance to 
self-selectHCP

4.03 [0.98] 4.15 [0.92] 4.03 [0.98] 4.11 [0.95] 4.10 [0.92] 4.11 [0.95] 4.14 [0.91] 4.12 [0.95] 4.14 [0.91]

4.15 [0.90] 4.15 [0.90] 4.15 [0.91] 4.10 [0.92] 4.16 [0.91] 4.16 [0.91] 4.12 [0.95] 4.10 [0.88] 4.10 [0.88]

p-value 0.135 0.755 0.053 0.657 0.300 0.525 0.921 0.352 0.558

Q2: Difficulty in 
finding a HCP

3.38 [1.18] 3.35 [1.13] 3.38 [1.18] 3.37 [1.14] 3.60 [1.09] 3.37 [1.14] 3.42 [1.15] 3.59 [1.07] 3.42 [1.15]

3.54 [1.08] 3.54 [1.08] 3.35 [1.13] 3.60 [1.09] 3.52 [1.13] 3.52 [1.13] 3.59 [1.07] 2.95 [1.21] 2.95 [1.21]

p-value 0.098 0.818 0.109 <0.001 0.279 0.029 0.009 0.595 0.005

Notes: a Of the total 1485 participants, one responded “prefer not to answer” for the education question and 40 for the income questions, and 26 reported “other” for insurance type; they were excluded from this set of analyses. The 
resulting subgroup sizes were Low-Education (n=361), Medium-Education (n=401), High-Education (n=722); Low-Income (n=564), Medium-Income (n=420), High-Income (n=461); Private Insurance (n=695), Public Insurance (n=708), 
and Uninsured (n=56), of which the reported percentages were calculated from, respectively. Participants were asked whether they regularly see each of the five HCPs. P-values are presented in italic below the two pairwise comparison 
values; those that are significant (p<0.05) are bolded. b Due to the much smaller size of the Uninsured subgroup than the compared subgroups, the p-values in the last two columns should be interpreted with caution. c Participants who 
reported having a chronic disease were asked whether they regularly see a specialist for it. The subgroup sizes for this category were Low-Education (ns=225), Medium-Education (ns=246), High-Education (ns=450), Low-Income 
(ns=353), Medium-Income (ns=245), and High-Income (ns=306). 
dParticipants who did not self-identify as male were asked whether they regularly see a gynecologist. The subgroup sizes for this category were Low-Education (nf=209), Medium-Education (nf=206), High-Education (nf=342), Low- 
Income (nf=336), Medium-Income (nf=204), and High-Income (nf=192). e Participants were asked Q1: “From not at all important (1) to extremely important (5), how important is it for you to have a say in choosing your own provider?” 
and Q2: “On a scale from very difficult (1) to very easy (5), how difficult is it for you to find a healthcare provider when you need one?”.
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p=0.004) and also was the lowest of all races/ethnicities in the higher-education subgroup (Table 4; full comparison statistics are 
presented in Appendix Tables 1 and Appendix Tables 2).

Regarding perceived importance of self-selecting a HCP, lower-education participants showed uniformity across race/ 
ethnicity (3.98~4.17, p=0.09); Hispanics rated lower than Blacks in the lower-income subgroup (4.02 vs 4.22, p=0.025) 
and higher than Asian in the higher-education subgroup (4.16 vs 3.94, p=0.047). On care-seeking experience, lower- 
income/education Hispanics and Asians reported significantly greater difficulty in finding a HCP than Whites or Blacks; 
this disparity persisted for Asians compared to Whites in higher-income/education subgroups but no other differences 
were observed across other race/ethnicity (Table 4).

Discussion
This study reveals several novel insights into healthcare disparities among four racial/ethnic groups and income and 
educational levels across five provider types. Unlike previous research that often examined these factors in isolation, our 
concurrent analysis provides a comprehensive view of how race and SES independently and jointly influence healthcare- 
seeking behaviors and decision preferences. The detailed examination by provider type further points to specific areas—such 
as dental and optometric care—where interventions are needed for the respective populations. The approach allows a nuanced 
understanding of how and where inequity manifests across various aspects of healthcare.

Figure 2 Ratios of Regularly Seeing HCP by SES (N=1,485)a. a Participants were asked whether they regularly see each of the five HCPs. Of the total 1,485 participants, one 
responded “prefer not to answer” for the education question and 40 for the income question; they were excluded from this comparison. The resulting subgroup sizes and 
definitions were Low-Education=361 (≤ high school), Medium-Education=401 (some college), High-Education=722 (≥ college degree), Low-Income=564 (≤ US$49,999), 
Medium-Income=420 (US$50,000–99,999), and High-Income=461 (≥ US$100,000), of which the reported percentages are calculated from, respectively. For chronic disease 
specialist: Participants who reported having a chronic disease (ns) were asked whether they regularly see a specialist for it. The subgroup sizes for this category were Low- 
Education (ns=225), Medium-Education (ns=246), High-Education (ns=450), Low-Income (ns=353), Medium-Income (ns=245), High-Income (ns=306). For Gynecologist: 
Participants who did not self-identify as male (nf) were asked whether they regularly see a gynecologist. The subgroup sizes for this category were Low-Education (nf=209), 
Medium-Education (nf=206), High-Education (nf=342), Low-Income (nf=336), Medium-Income (nf=204), High-Income (nf=192).
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While minorities account for 40% of the US population,53 Whites consistently had the highest ratios of regularly 
seeing the five HCPs investigated (although 20% of the pairwise analyses showed a similar ratio with one other group). 
Few statistical variations in behavior were observed among minorities, indicating their common reservation in seeking 
care. Literature has documented barriers such as fear of discrimination,54,55 lack of or inadequate health insurance, 
limited access to specialty care,11 language challenges,56,57 and lower health literacy.27

At the same time, despite similarities among minorities, the extent of the disparities varies by race and provider type. 
Relative to Hispanics and Asians, Whites and Blacks reported similarly higher perceived importance in choosing their 
own doctor and easier times in finding one. Such division has not been reported in earlier research, likely because most 
studies compared Whites to a single or multiple grouped minorities, and Asians were more often left out in these 
analyses.58,59 The shared obstacles faced by Hispanics and Asians, as opposed to Blacks, could be attributed to the 

Table 4 Care-Seeking Frequency, Decision Preference, and Experience Across Race/Ethnicity by SES – Pairwise Significance 
(N=1485)a

Racial/Ethnic Comparisonb

H vs W A vs W B vs W H vs A H vs B A vs B H vs W A vs W B vs W H vs A H vs B A vs B

Lower Income (< $49,999) Higher Income (> $50,00)

% of subgroup visiting HCP regularlyc

PCP * * * * *

Chronic Disease Specialist * * * *

Dentist ** * *

Optometrist ** * * * *

Gynecologist *

Preference/experienced

Q1-Importance * * * *

Q2-Difficulty * * * *

Lower Education (without college degree) Higher Education (with college degree)

% of subgroup visiting HCP regularlyc

PCP * * * ** *

Chronic Disease Specialist * * *

Dentist * ** ** **

Optometrist * ** ** **

Gynecologist ** * *

Preference/experienced

Q1-Importance ** * *

Q2-Difficulty * * * * *

Notes: a Of the total 1,485 participants, there were 314 Hispanic, 313 Asian, 316 Black, and 542 White. One participant responded “prefer not to answer” for the 
education question and 40 for the income questions; they were excluded from the analyses. The resulting subgroup sizes were Low-Education (n=762), High-Education 
(n=722), Low-Income (n=984), and High-Income (n=461). Pairwise comparisons were performed within each income or education subgroup across race/ethnicity. The pairs 
that are significantly are indicated by * for p<0.05 and ** for p<0.01. The full analysis statistics, including percentages, means, SD, and p-values can be found in Appendix 
Tables 1 and Appendix Table 2. b Abbreviations: H=Hispanic, W=White, A=Asian, B=Black. c All participants were asked whether they regularly visit a primary care provider 
(PCP), dentist, and optometrist. Participants who reported having a chronic disease were asked whether they regularly see a specialist for it; participants who did not self- 
identify as male were asked whether they regularly see a gynecologist. d For care-seeking preference and experience, participants were asked Q1: “From not at all important 
(1) to extremely important (5), how important is it for you to have a say in choosing your own provider?” and Q2: “On a scale from very difficult (1) to very easy (5), how 
difficult is it for you to find a healthcare provider when you need one?”.
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greater proportion of immigrants in these populations who are less familiar with the US healthcare system, proficient in 
navigating health insurance, or comfortable in choosing or interacting with American HCPs. Categorizing all racial 
minorities as a homogeneous and disadvantaged group overlooks distinctions in customs, lived experiences, and actions 
and expectations surrounding healthcare utilization. Our findings suggest the importance of culturally tailored interven-
tions and support systems in healthcare settings.

Participants with lower income or education saw all HCPs less regularly than their more privileged counterparts. 
However, perceived choice importance did not vary by either SES factors; compared across race, all groups (except 
Asians) rated the same importance regardless of SES. Further examination showed the greater influence of income over 
education: the high-income subgroup had more frequent visits to dentist, optometrist, and gynecologist than high- 
education subgroups; and the difficulty in finding a provider was statistically associated with income and insurance 
type but not education. The divergence reflects the expensive, fragmented US healthcare system with individual 
responsibility for insurance and separate dental and eye care coverage. SES is often reported an indicator of health 
outcomes60 and life expectancy,61 associated with accessibility and quality of care.10 The high rates of uninsurance62,63 

and lack of dental and eye care coverage among low-income individuals64 hinder their care-seeking choices and 
perpetuate inequities. Oral, eye, and gynecological care are integral to overall health and social wellbing.65 

Incorporating related health education and basic checkups in PCP visits, inclusive insurance, and interprofessional 
collaboration66 would help address these inadequacies.67

Notably, though the likelihood of obtaining and receiving care increases with upward socioeconomic mobility, higher 
SES does not uniformly mitigate healthcare disparities between Whites and minorities; in many cases, racial disparities 
are more pronounced among higher-SES groups. The result challenges the conventional assumption about the protective 
effects of socioeconomic advancements.68–70 Again, the narrowing of the gaps vary by race and provider type. PCP visit 
difference between Hispanics and Whites in lower-income and lower education groups were not observed in the higher- 
income and higher-education groups; likewise, their optometrist visit difference in the lower-income group was not found 
in the higher-income group. Nevertheless, for Asians, such disparity did not diminish with higher income or education for 
any provider type, possibly because Whites’ visit frequencies increased at a faster rate. The contrast underscores the 
complexity of healthcare access and utilization in the US, exposing that greater income or education attainment alone is 
insufficient to overcome existing racial inequities; there are hidden needs among higher-SES minorities who still face 
considerable barriers. Earlier studies have discussed the racialized structure of the US healthcare system disadvantaging 
minorities, including overt or subtle discrimination and unequal treatments.7,24,32,71 Moreover, it is concerning to observe 
greater racial differences in experienced difficulty in lower-SES populations and fewer differences in both behavior and 
perceptions among minorities regardless of SES.

These findings help explain the enduring inequities in receiving care and subsequent health outcomes with important 
implications for policymakers and healthcare professionals. Cultural and structural factors concerning specific groups 
need to be considered to design effective interventions that reduce access barriers. Tailored patient education, improved 
navigation support, and inclusive services that address the unique needs of disadvantaged populations and minorities 
(including higher-SES minority groups) could help mitigate these disparities.

Limitations and Future Research
Two of the study’s limitations were attributed to the nature of the online survey. It limited the participation to individuals 
with internet access and certain levels of English and digital proficiency. The results may also be influenced by self- 
selection and non-response biases, as the survey was anonymous, and participants could decline participation at any 
stage. To ensure a 95% confidence level with a low margin of error in the results, the study collected over 300 more 
responses than the pre-determined target while attending to have sufficient and comparable sample sizes across the four 
racial/ethnic groups. As the research objective was to highlight group disparities rather than causality, the analysis 
primarily reported on statistical differences. The cross-sectional design captured behavior and perceptions at one point in 
time but cannot account for possible changes over time. Finally, the measures were self-recalled and perceived rather 
than actual visit records. Additional indicators of decision-making and care experience across racial/ethnic and SES 
groups could be included in future studies to unveil other variations. For instance, considering the diversity and level of 
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assimilation to the US, country of origin, language proficiency, and immigration status can shed light on ways to improve 
perceived healthcare accessibility and utilization. It would be valuable to employ qualitative methods to explore the 
underlying causes of the persistent barriers and evaluate the effectiveness of targeted interventions along with long-
itudinal studies to track changes. Moreover, with the rise in eHealth services, it would be informative to investigate how 
health behaviors and preferences differ between online platforms and in-person interactions, as well as the provision of 
educational programs to support populations needing additional assistance.

Conclusion
By analyzing how people of different race/ethnicity and SES level experience healthcare differently, the study adds depth 
to the understanding of systemic inequities in healthcare provision and utilization. Access is built up on availability, 
affordability, approachability, and individual decisions. SES and race are intertwined determinants of patients receiving 
care. Easier access, more welcoming environments, and greater HCP diversity66 can lower barriers and encourage care- 
seeking when needed to minimize preventable ailments and improve health outcomes among minorities and disadvan-
taged populations. Increasing awareness regarding seeing different provider types and expanding primary care to include 
basic gynecologist, dentist, and optometrist visits are efforts that can contribute to a more equal and appropriate 
regularity in obtaining care. Policymakers, HCPs, and public health professionals should continue to address not just 
economic or insurance factors but also structural, perceptual, and cultural-specific issues for system changes when 
creating laws, designing and delivering care, and implementing interventions to ensure a more inclusive health system.
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