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Abstract

Background: Health disparities in cancer care pose significant challenges. These disparities arise from a
complex interplay of socioeconomic factors, discrimination, and inadequate healthcare access, leading to
suboptimal clinical outcomes. This review aims to synthesize existing literature on patient-physician
interaction among diverse patient identities in cancer care, emphasizing the impact of these dynamics on
treatment experiences.

Methods: A comprehensive scoping review was conducted using major academic databases, including
PubMed, Google Scholar, and EBSCO Discovery. The focus was on studies addressing disparities in cancer
care related to race/ethnicity, age, sexual orientation gender identity (SOGI), and disabilities. A total of 37
publications were included in the analysis, highlighting the nuances of the patient-physician rapport across
various marginalized groups.

Results: The findings underscore that racially and ethnically minoritized patients often experience
communication barriers, reduced access to timely and aggressive treatment, and diminished trust in
healthcare providers. Additionally, elderly patients and individuals with disabilities exhibited similar
challenges in engaging with healthcare providers, further exacerbating health inequities.

Conclusion: This review highlights the urgent need for improved patient-physician communication
strategies that are culturally and contextually sensitive to enhance the quality of cancer care for
marginalized populations. Interventions aimed at fostering trust and encouraging patient engagement are
essential in mitigating health disparities. Future research should focus on multi-perspective assessments
of the patient-physician relationship to inform equitable healthcare practices.
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1. Introduction

Due to ongoing health inequities, health equality is a critical public health need. Disparities in cancer care
are particularly concerning, given cancer is among the foremost causes of mortality globally [1]. The
inequalities literature illustrates variations in cancer incidence, screening, quality of treatment, clinical
outcomes, and clinical trial participation due to many socioeconomic determinants of health [2-5].
Populations experiencing disparities in cancer care have traditionally encountered structural inequalities
in employment, housing circumstances, education, imprisonment rates, and healthcare access [5].
Moreover, societal hierarchy and institutional policies based on discrimination have led to the systematic
marginalization and minoritization of these groups. Cancer-related clinical outcomes in these groups result
from a complex interaction of psychological concerns, environmental variables, and healthcare access and
quality, with the fundamental biology of cancer [6,7].

The discourse surrounding health and healthcare disparities frequently emphasizes variations among
racial and ethnic groups; however, disparate health outcomes are evident across numerous marginalized
populations, including individuals with low socioeconomic status (SES), those identifying as sexual
orientation and gender identity (SOGI) minorities (e.g., gay, transgender), females or older adults (> 65
years), residents of rural areas, or individuals with disabilities [8-10]. Despite advancements in cancer
detection and treatment leading to a reduction in overall incidence and death, certain vulnerable patient
populations continue to face elevated risks of cancer diagnosis and mortality. For instance, while the
incidence of breast cancer is comparable, the death rates associated with breast cancer are significantly
elevated in Black women compared to White women [11]. Moreover, the incidence rates of colorectal, lung,
and cervical cancer are elevated in rural Appalachia relative to urban Appalachia [12].

Although substantial institutional and cultural changes are necessary, it is equally crucial to address
inequities at the patient level. The transition in cancer treatment from a disease-centered model to a
patient- or relationship-centered one may help mitigate cancer-related health inequities by enabling
caregivers to customize their approach according to essential cultural variables [13]. Consequently,
elements of patient-centered care (PCC) that substantially impact the cancer experience and can be easily
adjusted according to specific patient requirements may represent a neglected approach to bridging this
gap. A favorable patient-physician connection is an element of patient-centered care (PCC) linked to
enhanced outcomes, such as increased patient satisfaction, adherence to treatment protocols, less
decisional regret over treatment, and greater adjustment to a cancer diagnosis [14-16]. An unfavorable
patient-physician connection may lead to discordant treatment objectives and unfulfilled emotional and
spiritual requirements, hence elevating the risk of bad clinical outcomes, including death and recurrence
rates [17, 18]. A comprehensive knowledge of the patient-physician interaction in underrepresented
communities may enhance therapeutic results. The objective of this review is to analyze and classify the
existing information about the patient-physician interaction among marginalized patient identities in the
realm of cancer care.

2. Methods

We performed extensive searches in major discovery and web-based platforms, including WorldCat, Google
Scholar, and EBSCO Discovery. In EBSCO Discovery, the discipline-specific databases examined included
Academic Search Complete, PubMed/MEDLINE, APA Psyclnfo, SocIndex, CINAHL, and PsycARTICLES.

3. Disparities in health linked to race/ethnicity within the patient-physician interaction

Patients from racially and ethnically minoritized groups have several obstacles to receiving adequate
treatment, which exacerbate inequities associated with cancer. Minoritized patients may encounter
restricted access to health services [19-23]. For instance, American Indian/Alaska Natives are unable to get
certain specialized medical services at tribal clinics and must instead navigate a complex application
procedure with Contract Health Services [24, 25]. Language issues may hinder patients' access to treatment
and their overall experience; several hospital systems may lack qualified translators to facilitate patient-
physician communication. Despite the patient’s proficiency in English, issues may still arise in
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comprehensively assimilating all disease-related information conveyed during a brief typical cancer clinic
consultation. Cultural issues, such as the heightened stigma surrounding depressed symptoms in Hispanic
populations, might impede access to treatment [26]. Ultimately, minoritized patients exhibit widespread
distrust of the medical system stemming from previous trauma, abuses, and contemporary biases. Studies
indicate that racially and ethnically minoritized patients frequently receive less aggressive, timely, and
guideline-adherent cancer treatment (e.g., conservative management instead of radical prostatectomy for
prostate cancer), even when accounting for confounding variables such as cancer type, stage at diagnosis,
access to care, and socioeconomic status [27-29].

Racial prejudice and other detrimental race-related attitudes among healthcare practitioners lead to
treatment inequities and negatively impact the patient-physician interaction. Evidence indicates that
oncology providers, predominantly White, perceive racial and ethnic minority patients as fewer effective
communicators than their White counterparts, resulting in a tendency to exhibit greater verbal dominance
and reduced patient-centeredness in discussions regarding cancer treatment [30]. These biases may lead
some physicians to provide certain treatment alternatives and/or to phrase treatment options distinctly.
From the patient's viewpoint, elements such as perceived discrimination, racial prejudice, and general
distrust of the provider and healthcare system correlate with reduced healthcare usage and follow-up,
delays in getting treatment, and increased treatment nonadherence [31]. Moreover, delays in diagnosis and
treatment correlate with advanced stages of presentation, thereby reducing possible survival chances [32].
There are substantial obstacles to establishing linguistically and culturally suitable patient-physician
connections for racially and ethnically marginalized patients, increasing their risk for adverse outcomes.

Our assessment of research involving racially and ethnically minoritized patients emphasized the need for
physicians to address culturally particular requirements while still catering to the essential universal needs
of all patients. In the patient-physician interaction, these requirements included communication and
confidence between the patient and physician. Numerous research indicates substandard patient-physician
communication among racially and ethnically minoritized patients, particularly highlighting that Black
women have the most significant communication deficiencies [33]. In comparison to White women, Black
women were less likely to have their informational requirements satisfied by their cancer provider [34].
The absence of communication may directly influence treatment choices and, therefore, survival outcomes.
Research conducted by Sheppard et al. showed that Black women who had improved communication with
their doctors had approximately fourfold increased likelihood of commencing clinically recommended
chemotherapy as a component of their cancer treatment, after adjusting for any confounding factors [35].
Gordon et al. conducted research in which patient-physician interactions were videotaped and analyzed by
an impartial third party, revealing racial disparities in information-sharing habits. Black patients got less
information from their doctors and were less engaged in treatment discussions compared to White patients
[36].

Numerous research examined obstacles to successful communication between patients and physicians
about racially and ethnically minoritized individuals, including time constraints, patient health literacy, and
language problems [26]. Oncologists exhibiting higher scores on unconscious racial prejudice assessments
engaged in briefer, less patient-centered contacts with racial minority patients [27]. Siminoffand colleagues
also indicated that doctors allocate more time to relationship-building activities with White patients
compared to non-White patients [37, 38]. Medical distrust correlated with diminished satisfaction with
doctors' competencies, less patient self-efficacy, a decline in positive coping mechanisms, and worse quality
of life [39, 40]. An adverse correlation existed between the duration before chemotherapy commencement
and confidence in their physician among Black patients. Increased confidence in a provider led to a
decreased delay in the commencement of treatment [35].

The use of a common language and the inclusion of a patient's social network, such as family and other
significant community figures, have shown efficacy in reducing racial and ethnic differences in therapy.
English-speaking Latina patients were more likely than Spanish-speaking Latina patients to follow up with
their physician after breast cancer surgery and to express greater satisfaction with their treatment [32, 41].
A qualitative study by Williams et al. revealed that Black cancer patients emphasized the necessity for their
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physicians to establish a rapport and communicate effectively with them and their family members, as well
as the need for providers to customize their communication strategies according to their understanding of
and relationships with each family member [42].

4. Patient-physician rapport and age-associated health inequalities

Senior patients have obstacles in obtaining participative treatment from their healthcare professionals.
Physicians often provide less information, allocate less time, and exhibit less involvement with elderly
patients compared to younger patients throughout the treatment process [43]. Moreover, elderly people
are less inclined to be aggressive, inquire with their physicians, and engage actively in treatment decision-
making discussions [44-47]. An assessment of the impact of physician-patient interactions on older patients
(age = 55) indicates that the primary element of this connection is informational assistance. Patients with
elevated perceived support exhibited enhanced breast cancer awareness, a reduced probability of
treatment delay, and an improved chance of receiving breast-conserving surgery. Significantly, patient age
did not exert influence in the multivariable analysis [47].

5. Patient-physician rapport and health inequalities Linked to sexual orientation and gender
identity

Recent studies indicate that elevated frequencies of hazardous health behaviors, such as smoking, may lead
to increased incidence rates of some malignancies among SOGI persons. Concerning the patient-physician
interaction, there is no data illustrating the significance of patients revealing their sexual orientation to
their doctors. Patients who do not identify as heterosexual typically have difficulties in discussing their
sexual orientation with cancer doctors, who seldom inquire about patients' sexual orientation [84].

This study examined two papers centered on SOGI patients, namely those with entirely lesbian
participant groups afflicted with breast cancer. The disclosure of sexual orientation was a significant factor
for patients and impacted the patient-physician interaction [49, 50]. A qualitative study conducted by
Boehmer and colleagues identified three themes related to the patient-physician relationship: physicians'
interpersonal behaviors (e.g., eye contact); communication with partners and their involvement in medical
appointments, when relevant; and the inclusion of patients in decision-making processes. Patients
expressed their discontent with clinicians adopting a paternalistic attitude [51]. Moreover, in comparison
to heterosexual women, lesbian participants had elevated stress levels upon diagnosis and decreased
satisfaction with their medical treatment [52].

Sociocultural norms related to gender significantly impact health and access to healthcare services.
Historical mistreatment of women in medical research has led to the development of several therapy
regimens tailored for males, which, when administered to women, may yield detrimental effects [9].
Moreover, gendered communication patterns and interpersonal dynamics may profoundly influence a
woman's healthcare experience, particularly her connection with her physician [53]. Traditional power
dynamics and communication styles between male clinicians and female patients may diminish patient
participation and participative treatment decision-making, hence impacting the patient-physician
relationship and disease trajectory [53]. Health inequalities are exacerbated when women belong to
additional disadvantaged groups, leading to cancer-related disparities stemming from the intersectionality
of several identities (e.g., gender, age, race, sexual orientation, and disability) [54].

Both studies indicated a disparity in views between patients and their doctors about diagnosis and therapy.
Brufsky and colleagues identified a communication disparity between women and their oncologists;
women with metastatic breast cancer deemed discussions regarding long-term treatment planning as
highly significant in their interactions, while oncologists assigned it lesser importance [51]. Research
conducted by Coran and colleagues found no differences between women and men regarding their
likelihood of having concordant evaluations of their encounters with doctors [55].
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6. Patient-physician rapport and health inequalities associated with disabilities

Individuals with impairments are often neglected, despite growing evidence of unequal cancer treatment
results. Various intersecting sociocultural variables may impact these results, including physical
impediments to accessing healthcare facilities (e.g., lack of transportation, non-accommodating buildings
or equipment), elevated poverty rates, and diminished health literacy [56, 57]. Furthermore, clinicians may
lack inclusivity in their treatment methodologies, such as modifying medical tests to suit differently abled
individuals or ascribing new or exacerbated symptoms to the identified impairment, a phenomenon
referred to as “diagnostic overshadowing” [58]. These problems include not only physical disability but also
intellectual and psychological conditions. In the absence of provider attention, intellectual and psychiatric
disabilities may impede patients' comprehension of information conveyed during clinical interactions,
thereby obstructing their capacity to discuss treatment options, preferences, and particular concerns with
their physician. This communication failure may result in diminished trust, less satisfaction with care, and
worse patient adherence to follow-up and treatment.

Research investigating the impact of anxiety disorders on the patient-physician interaction in
cancer treatment was identified. No articles addressed physical or intellectual disability. Spencer and
colleagues propose that the patient-physician connection may influence the correlation between anxiety
and end-of-life outcomes, such as medical treatment choices and quality of death [59]. Advanced cancer
patients who fulfilled DSM criteria for an anxiety disorder had more unsatisfactory interactions with their
doctors, characterized by diminished trust levels. Patients expressed less comfort in inquiring with their
doctors and a reduced capacity to comprehend and assimilate information conveyed by their physicians.
Furthermore, patients with anxiety problems were more inclined to indicate that their physician failed to
manage their pain well or provided ineffective treatment alternatives [59].

7. Discussion

To adopt a genuine, equitable, and patient-centered approach to treatment, physicians must include
patients and families in discussions that encompass all pertinent medical information and prioritize the
patient's wants and preferences [60]. Culture is an essential dimension for ensuring equal, tailored patient
care. Providers must acknowledge that culture may operate as the lens through which certain groups
engage with the world and, by extension, the healthcare system. Cultural awareness is an essential
cornerstone of the physician-patient interaction. If oncology doctors contextualize their discussions and
customize their information-sharing strategies according to individual requirements, patients will have
enhanced empowerment and engagement in their treatment, therefore fostering trust and strengthening
the patient-physician relationship. This scoping review has analyzed and classified the existing information
about the patient-physician interaction among marginalized patient identities in the context of cancer care.
All 37 publications demonstrated discrepancies in the patient-physician interaction across all 7
disadvantaged patient groups. Nonetheless, most papers focused on racially and ethnically marginalized
patients, emphasizing disparities in trust, satisfaction with providers, and quality of treatment.
Discrepancies in the communication practices and quality between patients and physicians were often
addressed, particularly on variations in information-sharing.

Interventions aimed at enhancing patient-physician communication may serve as a viable approach to
mitigating cancer-related inequities and enhancing the care experience for racially and ethnically
marginalized patients. Crucial initiatives to tackle this problem have included training on provider-implicit
bias and communication skills. Physicians should be ready to broaden their patient-centered practices to
include other significant individuals in the patients' lives, such as family and members of the religious
community [61]. Racial concordance in the patient-physician interaction significantly enhances minoritized
patients' perceptions of their treatment, resulting in increased participation. Racial concordance is
especially relevant in cancer care since patients must make critical treatment choices early in the care
continuum and establish connections with their physicians [62]. Consequently, addressing the
underrepresentation of racially and ethnically marginalized groups in medical and oncology fields will be
essential for tackling racial and ethnic inequities in cancer care.
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The present research revealed a scarcity of studies addressing additional disadvantaged patient identities,
such as SOGI, elderly patients, those of lower socioeconomic position, those residing in rural areas,
individuals with disabilities, and variations in sex/gender. Several studies have examined lesbian cancer
patients and the significance of disclosing sexual orientation for SOGI patients. Although the results of this
research may not apply to other sexual orientation and gender identity minorities (e.g., bisexual
individuals), there is evidence indicating that the disclosure of sexual orientation is crucial for patients
across other healthcare fields, as it may mitigate the effects of minority stress [48]. A study by Brooks et al.
found that elements of the patient-physician interaction, particularly physician communication, facilitated
the revelation of patient sexual orientation. Inclusive language and environmental cues of acceptance
facilitated disclosure, but heteronormative language (e.g., presuming the patient has an opposite-sex
spouse) constituted a barrier [48]. Although these guidelines may be relevant for SOGI persons within the
cancer care framework, more study on SOGI patients, especially transgender and other non-cisgender
individuals, is necessary.

The present review found no papers examining the influence of patient physical limitations on patient-
physician interaction; nonetheless, evidence indicates that these patients face cancer-related health
inequities. those with impairments have a higher likelihood of succumbing to breast cancer compared to
those without disabilities. Additionally, women with disabilities have indicated physical obstacles to care,
including the inaccessibility of examination tables and treatment apparatus such as infusion chairs and
radiological equipment (e.g.,, mammography machines) [63]. Patients with impairments diagnosed with
early-stage, non-small cell lung cancer are less inclined to opt for surgical surgery. Addressing patient
impairments is particularly crucial in cancer treatment, since over 50% of older adults (> 60 years) have a
recorded handicap, with the typical age of cancer diagnosis being 66 years. Therefore, while evaluating
inclusive strategies, the confluence of age and disability-related requirements must be addressed
concurrently. Investigating the interaction between patient impairments, age, and the evolution of the
patient-physician relationship will be a crucial focus for future research and healthcare policy, particularly
as the "baby boomer" group ages and disability rates rise [63]. Regrettably, there is a notable deficiency of
research on the impact of intersectionality in health care. Strategies for customizing patient-centered
treatment will remain inadequate unless we recognize and comprehend how the junction of several
identities concurrently and equally affects patient obstacles and experiences in healthcare.

Among all publications included in this study, few assessed both patient and physician viewpoints. Many of
those who responded saw a discrepancy between the perceptions of patients and their physicians. This
discovery corroborates an earlier study conducted by our team, which indicated that the majority of our
comprehension of the patient-physician interaction is derived from patient self-reporting [64]. Although
this viewpoint is undeniably significant, the patient-physician interaction cannot be comprehensively
represented by one perspective. In a prior review concerning the methodologies employed to assess the
patient-physician relationship, we advocate for the adoption of a “relational lens” or framework. This
approach redirects the emphasis from the individual as the primary unit of analysis to the dyad, facilitating
an examination of interaction patterns among the patient, family members, and physician, rather than
solely the attitudes and behaviors of an individual [64]. Multi-perspective data would provide a
comprehensive knowledge of both patient and physician viewpoints, hence informing the creation of future
interventions and clinical practices aimed at resolving cancer-related health inequalities. Moreover, several
provider categories, such as social workers and family therapists, include a clear dedication to social justice
and helping marginalized populations in their training and ethical guidelines [65]. Incorporating providers
with expertise in psychosocial-spiritual care, including chaplains, palliative care specialists, and patient
navigators, into an integrated healthcare team can enhance the patient-physician relationship and improve
patients' experiences of care. Enhancing interprofessional skills is a crucial approach to providing equitable,
culturally congruent patient-centered care to disadvantaged individuals [66].

This review included certain limitations that must be acknowledged when evaluating the findings.
Conducting comprehensive assessments for these particular targeted communities will be a crucial
subsequent step in our study. The present review concentrated on the cancer care context; however, studies
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regarding marginalized patients and the patient-physician relationship exist in other illness contexts not
encompassed in this review, which could further elucidate the correlation between patient identities and
their interactions with providers.

8. Conclusion

Despite being restricted, the evidence from the present analysis indicates that disadvantaged cancer
patients have barriers to establishing optimal patient-physician interactions. From the patient's viewpoint,
enhancing this connection involves superior communication, trust, and culturally appropriate treatment.
The findings from the current review can guide future research and clinical practice on how providers can
modify their interactional strategies with various marginalized patients to enhance the patient-physician
relationship, potentially reducing the risk of negative health outcomes and contributing to the alleviation
of disparities among marginalized cancer patients.
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