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Understanding why some ethnic minority patients evaluate
medical care more negatively than white patients: a cross
sectional analysis of a routine patient survey in English
general practices

Nicola Mead, research fellow,1 Martin Roland, professor of health services research2

ABSTRACT

Objective To examine why patients from ethnic minorities

give poorer evaluations of primary health care than white

patients.

Design Cross sectional analysis of patient surveys

collected in general practice.

Setting 1098 English general practices that undertook a

routine survey of patients using the General Practice

Assessment Questionnaire between April 2005 and

March 2006.

Participants 188572 survey respondents, 95.8% of

whom identified themselves as “white,” “black/black

British,” “Asian/AsianBritish,” or “Chinese.”Analyseswere

restricted to between 133441 (71%) and 147686 (78%)

respondents with complete data on relevant variables.

Main outcome measures Patient evaluations of waiting

times for general practitioner appointments, time spent

waiting in surgeries for consultations to start, and

continuity of care.

Results All aspects of care were rated substantially lower

by respondents from the three ethnic minority groups

than by white patients. Poorer evaluations of time spent

waiting for consultations to begin (rated lowest by Asian

patients) and continuity of care (rated lowest by Chinese

patients) appeared to reflect worse reported experiences

by ethnic minority groups. Substantial differences

between white and ethnic minority patients’ ratings of

appointment waiting times persisted, however, even after

adjusting for the actual time patients reported waiting.

This effect disappeared for Chinese and black

respondents after adjusting for evaluations of reception

staff and doctors’ communication skills, but Asian

patients’ ratings remained considerably lower than those

of white respondents.

Conclusions Important differences in assessments of care

exist in different ethnic minority groups. Some negative

evaluations may reflect communication issues. Among

Asian patients, lower ratings of waiting times for

appointments may also reflect different expectations of

care. Adjusting survey results for ethnicity may be

justified when comparing healthcare providers; however,

health services also have a responsibility to meet

legitimate patient expectations.

INTRODUCTION

Patient evaluations are increasingly being used as a
way of measuring the quality of medical care. Studies
in the United States and the United Kingdom have
consistently shown that ethnic minority patients eval-
uate their caremore negatively than dowhite patients,
even after analyses have been adjusted for potential
confounders.1-7 A report from the UK Department
of Health in 2008 advised that specific measures
needed to be taken to address the high levels of dissa-
tisfaction expressed by patients from ethnic minority
communities.8

There are several possible explanations for the lower
ratings assigned by ethnic minority groups:
� Demographic factors: there may be differences
between white and ethnic minority patients in
demographic factors such as socioeconomic
status and employment status

� Health need: ethnic minority patients may have
different health needs from those of white
patients, leading them to evaluate their care
differently

� Quality of care: ethnic minority patients might
experience lower standards of care than white
patients; for example, in terms of access,
technical quality of care, or interpersonal care

� Response set: ethnic minority patients may have
a tendency to give less favourable evaluations
even when receiving the same standards of care as
white patients, which might reflect different
expectations of care or differences in the way
questionnaire items are interpreted.
The implications of these alternatives for policy

makers, service managers, and healthcare profes-
sionals are very different, so it is important to deter-
mine which factor is the most likely cause of poor
service evaluations by ethnic minority patients com-
pared with white patients.
To address this question, we analysed patient survey

data on access and continuity of care in an instrument
routinely used in general practice in England, the Gen-
eral Practice Assessment Questionnaire (GPAQ).9 This

1NIHR School for Primary Care,
University of Manchester,
Manchester M13 9PL
2General Practice and Primary
Care Research Unit, University of
Cambridge, Cambridge CB2 0SR

Correspondence to: Martin Roland
martin.roland@medschl.cam.ac.uk

Cite this as: BMJ 2009;339:b3450
doi:10.1136/bmj.b3450

BMJ | ONLINE FIRST | bmj.com page 1 of 10

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

at D
ep

artm
en

t G
E

Z
-L

T
A

 E
rasm

u
sh

o
g

esch
o

o
l

 
o

n
 11 M

ay 2025
 

h
ttp

s://w
w

w
.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

17 S
ep

tem
b

er 2009. 
10.1136/b

m
j.b

3450 o
n

 
B

M
J: first p

u
b

lish
ed

 as 

https://www.bmj.com/


survey collects data on sociodemographic characteris-
tics, self reported health, and actual experiences of care.

The key research questions in this study were
whether patients from ethnicminority groups evaluate
general practice care more negatively than do white
patients, whether differences in ratings are consistent
across different ethnic groups and different aspects of
care, and what factors account for lower ratings.

METHODS

Between 2004 and 2009, English general practitioners
(GPs) received a financial incentive to administer a
patient survey as part of the quality and outcomes
framework.10 The GPAQ was one of two approved
questionnaires, although both have recently been
replaced by a new GP patient survey introduced by
the Department of Health in January 2009.11 Licensed
suppliers and primary care trusts offering GPAQ ser-
vices to general practicesmade anonymised data avail-
able to the National Primary Care Research and
Development Centre to support ongoing research
and development, and these data form the basis of
the current analyses.

The GPAQ is designed for self completion by
patients aged 16 years and over. Two versions are

available: a post-consultation version designed to be
completed by patients in the surgery immediately
after seeing a GP; and a postal version designed to be
administered by mail to a random sample of the prac-
tice population. In reality, however, the postal version
is often administered to patients waiting in the surgery
to see a clinician. Both versions contain common core
items evaluating access, continuity of care, the manner
of reception staff, and GP communication skills, along
with seven health and sociodemographic items. These
items are the focus of the current analysis.

TheGPAQisunusual in that respondents are invited
to provide two different assessments for certain aspects
of their care (table 1). The first is a report of their actual
experience of care (for example, how long they usually
wait for an appointment with a particular doctor), and
the second is their evaluation of that aspect of care
rated on a six point scale (from “very poor” to “excel-
lent”). Although actual experience and evaluation of
care are related, research has indicated that there is
often significant variation in the way experiences are
evaluated.12

The full dataset included 188 572 individual
questionnaire responses collected between April
2005 and March 2006 from the patients of 1098

Table 1 | Report and evaluation items in the General Practice Assessment Questionnaire

Item

Report items (independent variables) Evaluation items (dependent variables)

Item content Response options Item content Response options

Waiting time for
appointments with a
particular general
practitioner

Thinking of times when you
want to see a particular doctor:
How quickly do you usually get
to see that doctor?

Same day

How do you rate this?

Very poor

Next working day Poor

Within 2 working days Fair

Within 3 working days Good

Within 4 working days Very good

Five or more working days Excellent

Does not apply Does not apply

Waiting time for
appointments with any
general practitioner

Thinking of times when you
are willing to see any doctor:
How quickly do you usually
get seen?

Same day

How do you rate this?

Very poor

Next working day Poor

Within 2 working days Fair

Within 3 working days Good

Within 4 working days Very good

Five or more working days Excellent

Does not apply Does not apply

Waiting time for
consultations to begin

How long do you usually have
to wait at the practice for your
consultations to begin?

5 minutes

How do you rate this?

Very poor

6-10 minutes Poor

11-20 minutes Fair

21-30 minutes Good

More than 30 minutes Very good

Excellent

Does not apply

Continuity of care
In general, how often do you
see your usual doctor?

Always

How do you rate this?

Very poor

Almost always Poor

A lot of the time Fair

Some of the time Good

Almost never Very good

Never Excellent

Does not apply
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practices, which encompasses approximately two
thirds of the English primary care trusts in existence
at that time. Sixty two per cent of responses were pro-
vided in the post-consultation version of the GPAQ,
36% in the postal version completed bypatients attend-
ing surgeries, and 2% in the postal version mailed to
randomly sampled patients. The data are drawn from
a larger dataset of approximately 300 000 responses,
but we included only responses that could be matched
to individual general practices.
Questionnaires were included in the analyses if

respondents had identified themselves as belonging
to one of four ethnic groups (“white,” “black/black
British,” “Asian/Asian British,” or “Chinese”) and
had complete data on all items that were included as
explanatory factors in the regression modelling: age,
gender, housing tenure (a proxy for socioeconomic sta-
tus), employment, presence or absence of longstanding
illness, and reported number of GP visits in the pre-
vious 12 months. Actual sample size therefore varied
between 133 441 (71%) and 147 686 cases (78%)
depending on the analysis. Information collected in
the questionnaires is shown in table 2.

Analysis

Initial descriptive analyses assessed the representative-
ness of the respondent sample by comparing propor-
tions from each ethnic groupwith those reported in the
2001UKcensus and the 2004GeneralHousehold Sur-
vey of Great Britain.13 14We then carried out a series of

regression analyses using as dependent variables
patients’ ratings of the four aspects of care that are
alsomeasured in theGPAQwith report items (table 1)
—namely, waiting time for appointments with a parti-
cularGP in the practice; waiting time for appointments
with any GP in the practice; time spent waiting in the
surgery for appointments to begin; and continuity of
care (that is, the proportion of consultations with the
patient’s “usual” GP or one they know best). As
noted, patients evaluated each of these aspects of care
by using a six point scale. These ratings were rescaled
to give a score of 0-100 (with 100 representing “excel-
lent” care).
Regressions were initially conducted with dummy

independent variables representing each ethnic
group. The regression coefficient associated with an
ethnic minority group variable represents the differ-
ence between that group’s evaluation (that is, average
percentage score) and the evaluation given by white
respondents for each of the four dependent variables
of interest. Comparison of coefficients betweenminor-
ity ethnic groups provides an estimate of the degree to
which differences in evaluations (comparedwith white
respondents) vary across groups and across aspects of
care. Given that responses to the questionnaire were
clustered at the level of the practice, a multi-level ana-
lysis was undertaken in Stata v9.2 to provide robust
confidence interval estimates.
Further regression analyses were then conducted

that incorporated additional independent variables

Table 2 | Information collected in the General Practice Assessment Questionnaire and used as independent variables in the analyses

Number of response categories or scaling used and description Notes

Mode of administration

Survey type Three categories: “postal version administered by post,” “postal version administered in
surgeries,” and “post-consultation version administered in surgeries”

“Postal version administered by post” is the
reference category

Demographics

Ethnicity Four categories: “white,” “black/black British,” “Asian/Asian British,” or “Chinese” Two other response categories (“mixed” and
“other ethnic group”) were excluded. “White” is
the reference category

Age Five categories: “16-30 years,” “31-45 years,” “46-60 years,” “61-75 years,” and “76+ years” “61-75 years” is the reference category

Sex Two categories: “male” and “female” “Male” is the reference category

Employment status Various categories, recoded as: “employed or in full time education” and “not employed”
(includes “unemployed,” “unable to work owing to long term sickness,” “looking after home
and/or family,” and “retired from paid work”)

“Other” employment status was excluded. “Not
employed or in full time education” is the
reference category

Accommodation status Two property categories: “owner occupied or mortgaged” and “rented or other arrangement” “Rented or other arrangement” is the reference
category

Health

Longstanding illness or disability Two categories: “yes” (presence) and “no” (absence) “Absence” is the reference category

Number of general practitioner consultations
in the past 12 months

Five categories: “none,” “once or twice,” “three or four times,” “five or six times,” and “seven
times or more”

“None” is the reference category

Experienced quality of care

Reported level of care experienced Four report items corresponding to dependent variables in the analyses: waiting time for
appointments with particular general practitioner, waiting time for appointments with any
general practitioner, waiting time for consultations to begin, and continuity of care (see
table 5 for details)

Treated as ordinal

Manner of the receptionists One evaluative item measured on a six point scale (“very poor” to “excellent”) Item score converted into a percentage score

Generalpractitioner communicationduring the
consultation

Eight evaluative items measuring general practitioner communication skills: history taking;
listening; putting at ease during examination; involving in decisions; explaining; length of
consultation; patience; and caring and concern. Each item measured on a six point scale
(“very poor” to “excellent”)

Scale score calculated as a percentage of the
maximum achievable score across aminimum
of four completed items
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relating to the different possible explanations for lower
ethnic minority scores outlined in the introduction.
These were:
� Demographic factors: age, sex, housing tenure
(as a proxy for socioeconomic status), and
employment status

� Health need: self reported longstanding illness
or disability and number of GP consultations in
the past 12 months

� “Experienced quality of care”: patients’
reports of the actual level of care received on the
dependent variable of interest, plus their
evaluations of interpersonal care within the
practice (both doctor-patient communication and
interaction with reception staff).
Inaddition, scoresgeneratedusing thepost-consultation

version of theGPAQare between 2%and6%higher than
those for thepostalversion (regardlessofwhether the latter
is administered in surgeries or by mail),15 so mode of sur-
vey administration was adjusted for in all analyses.

The independent variables were added to the regres-
sion in separate steps: (a) mode of administration; (b)
demographic factors; (c) health need; and (d) “experi-
enced quality of care.”Themagnitude of the coefficient
associated with each ethnic minority group (represent-
ing the difference in evaluation score compared with
white respondents) was examined at each step. If an
ethnic minority group’s mean score remained substan-
tially different from that of white patients, then the inde-
pendent variables included at that step and at previous
steps could not account for the observed difference. If
there was no longer a substantial difference, however,
we concluded that the independent variables added in
that stepmight account for thedifference in ratings com-
pared with white respondents.

The size of the GPAQ sample was such that very
small differences in mean scores were statistically sig-
nificant, so statistical significance alone was a poor
guide to the substantive importance of relations
between variables. We therefore used the magnitude

Table 3 | Comparison of ethnic groups in the General Practice Assessment Questionnaire sample with national population

statistics

Total UK population,
2001 census (%)

Total Great Britain population,
2004 General Household Survey (%)

General Practice Assessment Questionnaire
(England) 2005-6 sample (%)*

White 92.1 91.1 86.5

Asian or Asian British 4.0 4.4 6.1

Black or Black British 2.0 2.5 2.9

Mixed 1.2 0.7 1.3

Chinese 0.4 0.5 0.4

Other ethnic group 0.4 0.7 1.5

*n=188 572. Percentages do not add up to 100% owing to 1.4% of cases having missing ethnicity information.

Table 4 | Baseline sociodemographic and health characteristics of respondents

White Black/black British Asian/Asian British Chinese

Mean age (years (SD)) 51.5 (18.2) 42.4 (15.2) 41.0 (15.6) 41.1 (16.8)

n 163 119 5452 11 488 673

Gender (% female) 65.1 66.6 58.5 68.7

n 162 738 5432 11 454 671

Socioeconomic status

Proportion living in owner-occupier
or mortgaged property (%)

72.3 44.3 70.3 58.6

n 159 570 5099 10 799 636

Employment status

Proportion in employment or full time education (%) 51.4 63.7 58.4 65.7

n 157 874 5176 10 853 648

Health

Proportion with longstanding illness or disability (%) 50.7 40.7 33.0 30.5

n 157 510 5101 10 848 639

Number of general practitioner consultations in past 12 months

None 4.2 4.4 4.0 7.1

1-2 23.9 20.8 21.1 29.5

3-4 31.2 30.0 29.0 29.3

5-6 20.6 23.0 20.0 16.4

7+ 20.2 21.8 26.0 17.7

n 160 034 5311 11 296 665
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of the difference inmean scores between ethnicminor-
ity respondents and white patients as a guide to impor-
tance. A difference of 10 points on a GPAQ scale is
considered significant in terms identifying practices
with outlying scores,9 but for the purpose of these ana-
lyses we defined a difference of 2.5 percentage points
or more between white and ethnic minority respon-
dents’ ratings as being an important difference.

RESULTS

Characteristics of the sample

Ethnicity data were available for 98.6% of respondents
in the full dataset. Comparisons with the 2001UK cen-
sus and the 2004 General Household Survey of Great
Britain showed that ethnic minority individuals were
slightly over-represented in the GPAQ survey sample,
particularly those identifying themselves as Asian/
Asian British (table 3). Baseline characteristics of the
sample are shown in table 4. Table 5 presents data on
the “experienced quality of care variables” from the
GPAQ that were included as explanatory factors in
the regression analyses. Lower standards of care were
reported by all threeminority ethnic groups compared
with white respondents, except in relation to waiting
times for appointments with a particular GP.

Regression analyses

Detail of the analyses is presented in tables 6 and7, and
summarised in table 8. Before inclusion of demo-
graphic, health need, or “experienced quality of care”
variables, the three minority ethnic groups rated all

four aspects of care under investigation substantially
lower than did white patients, irrespective of mode of
questionnaire administration (table 7, model 1).
After adjusting for differences in mode of survey

administration, demographic factors, health need, and
howmany days patients reported having to wait for an
appointment, black, Asian, and Chinese patients’ eva-
luations of waiting times for appointments (both with a
particular GP and any GP) remained substantially
lower than those of white respondents (table 7, model
4). Once patients’ evaluations of receptionists and GP
communication were additionally adjusted for, how-
ever, Chinese and black patients’ ratings were no
longer lower than those of white patients (table 7,
model 6). Although adjusting for communication vari-
ables also reduced the difference between Asian and
white respondents’ ratings of waiting times for GP
appointments, a substantial difference persisted after
all independent variables were included in the model.
Substantial differences between the ratings of all

three minority ethnic groups and those of white
patients with respect to time spent waiting in surgeries
for consultations to start disappearedwhen the analysis
was adjusted for actual waiting times reported by
respondents (table 7, model 4). This suggests that
poorer evaluations, in this instance, are largely
explained by the longer waiting times experienced by
ethnic minority patients.
Disparity between black and white patients’ ratings

of continuity of care appears to be explained by socio-
demographic differences in the respondent samples

Table 5 | Patient experience of general practice care in the General Practice Assessment Questionnaire

White Black/black British Asian/Asian British Chinese

Reported waiting time for appointments with a particular general practitioner* (%)

Same day, next day, or within two working days 61.7 67.0 67.4 62.8

Five or more working days 19.0 15.6 15.2 15.5

n 144 338 4759 10 446 599

Reported waiting time for appointments with any general practitioner* (%)

Same day, next day, or within two working days 88.0 82.6 82.3 81.1

Five or more working days 3.3 5.5 6.0 6.0

n 142 756 4838 10 299 587

Reported waiting time for consultations to begin* (%)

10 minutes or less 47.8 41.1 33.4 42.3

More than 30 minutes 5.3 10.3 15.7 11.3

n 157 240 5220 11 124 656

Reported continuity of care* (%)

See usual general practitioner “always” or “almost always” 57.0 41.7 41.9 38.4

“Never” see usual general practitioner 1.1 2.3 1.5 2.7

n 152 977 5010 10 675 603

Evaluation of receptionists

Mean score (% (SD)) 76.6 (20.4) 71.0 (22.7) 70.3 (23.3) 69.1 (21.3)

n 160 334 5329 11 306 665

Evaluation of general practitioner communication

Mean score (% (SD)) 80.4 (18.3) 72.7 (20.9) 71.8 (21.4) 69.7 (20.8)

n 156 292 5176 11 039 638

*In the General Practice Assessment Questionnaire, these report items have five or six response options (that is, levels of reported care). For ease of

comparison, proportions choosing the higher and lowest levels only are presented. Each report item was treated as ordinal when entered into the

relevant regression model as an explanatory variable.
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(table 7, model 2). For Asian and Chinese patients,
however, lower ratings seem to be explained largely
by differences in reported experience of continuity of
care (table 7, model 4).
Finally, to allow for clustering of ethnic minority

patients within particular practices, we adjusted addi-
tionally for the proportion of patients from each min-
ority ethnic group in the respondent sample from each
practice (not shown). Although this adjusting made
some difference to individual coefficients, it did not
alter the summary of results shown in table 8.

DISCUSSION

In line with previous studies, ethnic minority patients
included in our sample of primary care patients rated
their caremore negatively than didwhite patients. This
finding held true for all four aspects of care andwas not
to the result of differences in the method of survey
administration. However, reasons for poorer evalua-
tion varied by ethnic group and by the aspect of care
being assessed. Among black and Chinese patients,
negative evaluations seemed to be largely accounted
for by differences in demographic profile and in actual
experiences of continuity of care and waiting times in
surgeries. In addition, issues relating to communica-
tion with practice staff played a part in explaining
lower evaluations of appointment waiting times
among black and Chinese patients compared with
white respondents. Similarly, actual experiences of
continuity and waiting times in surgeries seemed to
account for lower evaluations of those particular
aspects of care among Asian patients. However, none
of the explanatory variables entered into the final
regression model fully accounted for Asian patients’
lower evaluations of appointment waiting times.

Interpretation and policy implications

It is not clear why, after adjusting for somany potential
confounding factors, Asian patients should continue to
evaluate appointmentwaiting times substantiallymore
negatively than do white respondents. This finding
may reflect different interpretations of the question-
naire items, or higher expectations of access to care
among Asians so that equivalent performance is
judged more harshly. Bangladeshi patients have pre-
viously been found to express particularly high levels

of dissatisfaction with their care,6 but we were not able
to distinguish this group specifically in our data.
For all three ethnicminority groups, lowermean eva-

luation scores on each of the four aspects of care are
partly explained by interpersonal experiences during
care. Changes in absolute scores after adjusting for rat-
ings of receptionists’ and GP communication were
greatest among Chinese individuals and least for
black respondents (table 7).The fact that black andChi-
nese patients’ ratings of appointment waiting times
were no longer substantially lower than those of white
respondents after this adjustment suggests that cultural
dissonance and language problems increase the pro-
pensity for ethnic minorities to rate care more nega-
tively than do white patients. This is consistent with
Weech-Maldonado et al’s finding that linguistic mino-
rities rate healthcare experiences more negatively than
do other ethnic minorities.4 Difficulties with language
causeparticular problemswith certain types of appoint-
ment system.16 Linguistic barriers also impact on
patient reported outcomes of care. Freeman et al
found that despite having shorter consultations,
patients who spoke South Asian languages and who
consulted a GP in their own language reported better
outcomes (in terms of patient enablement) than did
patients who consulted in English.17

The analyses presented here provide only prelimin-
ary insights into themechanismsunderlyingdisparities
in evaluations of primary care between ethnicminority
groups. In each analysis, the final regression model
explained less than 60% of the variance in the depen-
dent variable, suggesting that other unaccounted fac-
tors might explain the difference in evaluations. For
example, we were unable to include measures of tech-
nical quality of care, known to be of key importance to
patients but difficult to assess from patient reports.18-21

A recent study found little evidence of inequalities
between ethnic minority groups in clinical outcomes
of care for three conditions commonly managed in
general practice in England (hypertension, hypercho-
lesterolaemia, and diabetes); however, the same study
found evidence of inequalities in use of hospital
services.22 Given that access to UK hospital services is
largely via GP referral, poorer evaluations of primary
care by ethnicminority patients could be influenced, to
some extent, by disparities in access to secondary care.

Table 6 | Baseline mean scores on the four dependent evaluation items in the General Practice Assessment Questionnaire

White Black/black British Asian/Asian British Chinese

Evaluation of waiting time for appointments
with a particular general practitioner (% (SD))

60.3 (27.8) 57.7 (27.8) 55.0 (27.8) 55.1 (26.9)

n 145 647 4802 10 547 596

Evaluation of waiting time for appointments
with any general practitioner (% (SD))

69.7 (25.0) 62.8 (26.5) 60.0 (27.5) 61.5 (25.6)

n 138 828 4671 10 133 572

Evaluation of waiting time for consultations to
begin (% (SD))

56.0 (22.5) 51.2 (24.4) 48.3 (25.5) 50.5 (24.3)

n 153 813 5123 10 937 640

Evaluation of continuity of care (% (SD)) 67.8 (23.3) 63.3 (24.9) 62.5 (24.8) 61.6 (23.0)

n 149 175 4812 10 348 585
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There are competingmodels of factors that influence
patients’ evaluations of healthcare services. Such
factors include beliefs about health, illness, and
medical care; previous experiences; values; and
expectations.23-25 Qualitative work with ethnic minor-
ity groups is needed to further explore the decision
making processes underlying patient evaluations and
to provide a more detailed exploration of variation
within and between ethnic groups.26

A key question in measuring the quality of medical
care is whether assessments should be compared
against predefined standards orwhether the aim should
be to meet patients’ expectations. Research suggests
that patient expectations of care may be higher than
the quality standards set by the NHS, underlining the
importance of this distinction.1227 This issue has impli-
cations for deciding whether surveys should be
adjusted for ethnic minority composition when com-
paring the scores for different providers. The argument
for adjusting is that it would be unfair to compare prac-
tices providing the same standard of care without tak-
ing into account differences in the expectations of their
populations. The alternative argument is that it is the
job of the NHS to meet the expectations of local popu-
lations. The Healthcare Commission argues that “it is
more appropriate to report the actual percentages of

these variables rather than adjusting them for variation
among trusts.”28 However, practices and primary care
trusts in areas with a large ethnic minority population
may think that their care is being unfairly represented if
no allowance is made for differences in population
expectations. This perspective is highlighted in a recent
Department of Health report, which suggested that
“many [ethnic minority] patients have a limited under-
standing of the services offered by the NHS . . . [and]
can have unrealistic expectations about services.”8

Limitations of the study

Caution is required in generalising the study findings
because the vast majority of surveys were completed
on a voluntary basis by patients attending GP sur-
geries. Previous analyses have shown that respon-
dents to the post-consultation version of the GPAQ
are broadly similar (in terms of age, sex, and ethnicity)
to general practice consulters identified in the 2004
General Household Survey of Great Britain,29 but
the current study sample cannot be assumed to be
representative of the wider primary care population
in England. Furthermore, although the GPAQ is
available in a number of languages, only data from
surveys completed in English were included in
this analysis.

Table 7 | Results* of clustered regression analyses, adjusted sequentially for mode of questionnaire administration (model 1), demographic factors (model

2), health need (model 3), relevant report item (model 4), evaluation of receptionists (model 5), and evaluation of general practitioner communication

(model 6)

Model 1:
adjusted for mode
of administration

Model 2:
adjusted additionally

for demographic factors

Model 3:
adjusted additionally

for health need

Model 4:
adjusted additionally
for relevant report item

Model 5:
adjusted additionally for
evaluation of receptionists

Model 6:
adjusted additionally

for evaluation of general
practitioner communication

Dependent variable 1: Evaluation of waiting time for appointments with a particular general practitioner (n==138 955 from 1095 practices)

White (90.8%) 0 0 0 0 0 0

Black (2.7%) −2.6 (−4.0 to −1.2) −1.3 (−2.7 to 0.12) −1.6 (−3.0 to −0.2) −3.0 (−3.9 to −2.1) −1.2 (−2.0 to −0.48) −0.33 (−1.1 to 0.43)

Asian (6.1%) −5.2 (−6.7 to −3.7) −4.4 (−5.9 to −2.9) −5.1 (−6.6 to −3.6) −6.4 (−7.4 to −5.3) −4.1 (−5.0 to −3.3) −2.9 (−3.6 to −2.1)

Chinese (0.4%) −4.9 (−7.3 to −2.5) −4.7 (−7.1 to −2.4) −5.1 (−7.6 to −2.7) −4.7 (−6.7 to −2.7) −2.2 (−4.0 to −0.36) −0.60 (−2.4 to 1.2)

R2 0.00 0.02 0.03 0.46 0.55 0.58

Dependent variable 2: Evaluation of waiting time for appointments with any general practitioner (n==133 441 from 1096 practices)

White (90.7%) 0 0 0 0 0 0

Black (2.8%) −6.9 (−8.2 to −5.7) −5.8 (−7.1 to −4.5) −6.1 (−7.4 to −4.8) −3.6 (−4.5 to −2.6) −2.2 (−3.0 to −1.4) −1.3 (−2.1 to −0.50)

Asian (6.2%) −9.5 (−10.9 to −8.1) −9.2 (−10.7 to −7.8) −9.9 (−11.4 to −8.5) −6.3 (−7.3 to −5.3) −4.5 (−5.3 to −3.7) −3.2 (−4.0 to −2.5)

Chinese (0.4%) −7.9 (−10.3 to −5.5) −7.8 (−10.2 to −5.5) −8.3 (−10.7 to −6.0) −4.3 (−6.4 to −2.2) −2.0 (−3.9 to −0.16) 0.16 (−1.7 to 2.0)

R2 0.02 0.02 0.02 0.35 0.47 0.50

Dependent variable 3: Evaluation of waiting time for consultations to begin (n==147 686 from 1096 practices)

White (90.9%) 0 0 0 0 0 0

Black (2.8%) −4.5 (−5.5 to −3.6) −2.6 (−3.6 to −1.5) −2.7 (−3.8 to −1.7) −0.14 (−0.92 to 0.64) 0.78 (0.05 to 1.5) 1.5 (0.78 to 2.2)

Asian (6.0%) −7.4 (−8.8 to −6.1) −5.8 (−7.2 to −4.5) −6.2 (−7.5 to −4.9) −0.50 (−1.4 to 0.44) 0.60 (−0.25 to 1.4) 1.6 (0.84 to 2.4)

Chinese (0.4%) −5.2 (−7.2 to −3.2) −3.7 (−5.7 to −1.7) −3.9 (−6.0 to −1.8) −1.2 (−2.8 to 0.36) 0.48 (−1.0 to 2.0) 2.1 (0.69 to 3.6)

R2 0.01 0.04 0.04 0.41 0.49 0.53

Dependent variable 4: Evaluation of continuity of care (n==143 664 from 1096 practices)

White (91.0%) 0 0 0 0 0 0

Black (2.7%) −4.0 (−5.2 to −2.8) −1.7 (−3.0 to −0.41) −1.9 (−3.2 to −0.58) −0.27 (−1.1 to 0.54) 0.79 (0.05 to 1.5) 1.7 (1.0 to 2.4)

Asian (5.9%) −4.8 (−6.0 to −3.6) −2.8 (−4.0 to −1.5) −3.2 (−4.4 to −2.0) −1.9 (−2.8 to −1.1) −0.41 (−1.1 to 0.28) 1.1 (0.53 to 1.7)

Chinese (0.3%) −5.7 (−7.7 to −3.7) −3.7 (−5.8 to −1.7) −3.4 (−5.4 to −1.4) −0.87 (−2.6 to 0.89) 0.70 (−0.89 to 2.3) 2.4 (0.92 to 3.9)

R2 0.00 0.04 0.05 0.43 0.50 0.55

*Regression coefficients (with 95% CIs) showing the percentage point difference in mean score associated with each ethnic minority group compared with white respondents, adjusted for

the independent variables named in each column and those in preceding columns.
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Patterns of response found for ethnic minority
groups in England cannot be assumed to be replicable
in other countries. Recent examination of disparities in
patients’ experiences of primary care in the United
States, however, found evidence that the mechanisms
underlying poorer evaluations vary between different
ethnicminority groups,30 echoing the broad findings of
the present study.
There were few constraints on how questionnaires

were administered by general practices to fulfil their
contractual requirements, thus no details of response
rates are available and the data are subject to uncertain
levels of response bias. The unstandardised method of
administration of the GPAQ survey and lack of data
about response rates are, therefore, significant limita-
tions of this study, as it is possible that non-respondents
would show different patterns of response. However,
the main bias introduced by these problems will be on
absolute levels of satisfaction, which were not the prin-
cipal focus of this paper, and the effect of any bias is
likely to be reduced when examining associations
between items within the questionnaire. Although the
data do not allow us to determine differences in
response rate between ethnic groups, the comparison
with data in the 2001 UK census and the 2004 General
Household Survey ofGreat Britain suggests that ethnic
minorities were slightly over-represented in our sam-
ple compared with the general population.
Ethnicity is a constantly evolving sociopolitical con-

struct relating to issues of race, geographical or tribal
origin, national identity, migratory status, culture, tra-
ditions, language, and religion. As such, it is difficult to
define and measure. Criteria for classifying ethnicity
vary between countries and are a subject of continuing
debate.31-33 For brevity (to maximise completion rates)
and to enable direct comparison with UK population
data, the GPAQ uses a single six category self classifi-
cation scheme for measuring ethnicity (table 2). This
scheme is effectively a condensed version of the 16

category scheme included in the 2001 UK census.34

The relatively crude categorisation used in the
GPAQ thus masks important sociocultural differences
within categories that may influence the use and eva-
luation of health services. For example, respondents
classifying themselves as “white” could be recent
immigrants from eastern European countries who
may have particular healthcare needs or may interpret
survey questions differently from “white British” or
“white Irish”patients. Similarly, the “Asian/AsianBrit-
ish” category fails to differentiate respondents of
Indian, Pakistani, and Bangladeshi heritage.35

Although the present analysis includes some adjust-
ment for the heterogeneity in health need and socio-
economic status that exists between ethnic groups,
collection of a wider range of information pertaining
to ethnicity (such as religion, country of birth, or pri-
mary language) would provide amore accurate picture
of differences between andwithin groups. The newpri-
mary care patient survey is being sent by post to 5.6
million patients annually and is the largest survey of
its kind ever undertaken in the UK.11 This new survey
includes both the full 16 category 2001 UK census eth-
nic group classification and an additional item on reli-
gion, which should allow a more detailed examination
of ethnic response patterns andpotential response bias.
The validity of our analyses depends on the reliabil-

ity and validity of the items and subscales in the
GPAQ.Although there is someevidenceof the validity
of the GPAQ,36 independent data to verify patient
reports are not available (for example, data on the
actual availability of appointments in practices to com-
pare with patients’ reports of appointment waiting
times). However, other studies suggest that despite
some inaccuracy in patient reports, levels of agreement
between self reported experiences and external
sources of information are reasonable.37 38 Neverthe-
less, it is important to emphasise that the variables
relating to “quality of care” in the current study are

Table 8 | Summary of ethnic minority groups that rated each aspect of care substantially lower than white respondents*

Unadjusted
analysis

Adjusted
additionally
for mode

of administration

Adjusted
additionally

for demographic
factors

Adjusted
additionally

for health need

Adjusted additionally
for reported experience
of the aspect of care
being evaluated

Adjusted additionally
for evaluation
of receptionists

Adjusted additionally
for evaluation

of general practitioner
communication

Evaluationofwaiting time
for appointments with a
particular general
practitioner

Black Black — — Black — —

Asian Asian Asian Asian Asian Asian Asian

Chinese Chinese Chinese Chinese Chinese — —

Evaluationofwaiting time
for appointments with
any general practitioner

Black Black Black Black Black Asian Asian

Asian Asian Asian Asian Asian Asian Asian

Chinese Chinese Chinese Chinese Chinese — —

Evaluationofwaiting time
for consultations to begin

Black Black Black Black — — —

Asian Asian Asian Asian — — —

Chinese Chinese Chinese Chinese — — —

Evaluation of continuity
of care

Black Black — — — — —

Asian Asian Asian Asian — — —

Chinese Chinese Chinese Chinese — — —

*Cells show ethnic minority groups with a mean score at least 2.5 percentage points lower than that of white respondents on the evaluation item in question, adjusting for other

independent variables named in that column heading and all those to the left. Where an ethnic minority group is no longer listed in a cell, the difference in scores no longer meets the 2.5

percentage point threshold, suggesting that the independent variables adjusted for up to that step account for the observed difference in evaluations.

RESEARCH

page 8 of 10 BMJ | ONLINE FIRST | bmj.com

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

at D
ep

artm
en

t G
E

Z
-L

T
A

 E
rasm

u
sh

o
g

esch
o

o
l

 
o

n
 11 M

ay 2025
 

h
ttp

s://w
w

w
.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

17 S
ep

tem
b

er 2009. 
10.1136/b

m
j.b

3450 o
n

 
B

M
J: first p

u
b

lish
ed

 as 

https://www.bmj.com/


based on patients’ perceptions and cannot be assumed
to directly reflect actual quality of care provided.

Conclusions

Overall, our results suggest that for aspects of care such
as access and waiting times it is important to focus on
actual experiences of care. However, it is also impor-
tant to understand that patients’ assessments of their
caremay be influenced by factors other than the actual
care received.39 In our view, reporting both the abso-
lute results of patient surveys and the results adjusted
for important sociodemographic factors such as ethni-
city would be valuable. This approach would have
important implications for the reporting of data from
the new primary care patient survey.11
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