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What explains individuals’ support to government social policy provision? Many scholars
consider economic factors, such as income and risk, as the key determinants of social policy
preferences. However, economic self-interest is not the solo determinant of policy
preference, particularly in the health care domain. The social identity approach of
policy preferences argues one’s social identiﬁcation shapes her policy preferences. We
recognize the strength of the social identity literature, but view its lack of consideration for
the intersection of multiple identities as a shortcoming. Using an intersectional approach and
data from the 2012 General Social Survey, we examine how political ideology colors the
effects of two ascriptive identities – race and gender – in shaping individuals’ health care
preferences. Findings suggest that neither race nor gender independently explains health
care attitudes. Instead, connecting ideology with the intersection between race and gender
offers a more comprehensive account of how sub-population groups differ in their attitudes
toward the role of government in health care. This timely analysis captures the complexity
of Americans’ health care attitudes and brings the intersectionality approach to the social
policy literature.
Keywords: race; gender; intersectionality; ideology; health care preferences

Understanding the formation of citizens’ preferences on the role of government in social policy
provision is a core question of public policy. Mass preferences provide the legitimacy foundation
of social policy provision in democracies; thus political scientists have long studied the question
of what are key determinants of individuals’ social policy preferences. A great deal of recent
research focuses on economic factors, such as income and risk, as key explanations for social
policy preferences. Under this view, those with lower incomes and greater economic risk are
more likely to support government responsibility in social policy provision (Marglit 2013;
Meltzer and Richard 1981; Rehm 2011).
However, the relationship between economic self-interest and support for government responsibility in social policy provision is not always airtight (Citrin et al. 1997; Gilens 1999;
Schlesinger 2011; Sears and Funk 1990). Studies suggest that individuals adopt social policy
stances that conﬂict with their economic self-interest (Bartels 2008; Hacker 2004; Jacobs and
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Skocpol 2007; Soss, Hacker, and Mettler 2007). Recognizing that economic interest only explains
some policy preferences, many scholars turn to the social identity approach as an alternative.
Under this view, identities are distinct individual-level traits or shared characteristics of
members belonging to a social group. One’s social identiﬁcation reﬂects his value choices and
the ideals important to his preferences about how to allocate resources in a society (Worell
2001). Empirical evidence shows that individuals’ attitudes toward government spending in
welfare programs can be affected by their social identities, such as race (Goren 2003) and
gender (Page and Shapiro 1992; Shapiro and Mahajan 1986).
Despite signiﬁcant empirical evidence for the social identity approach, there is a shortcoming
in this literature – many scholars only focus on the effects of one identity (Breznau 2010; Klar
2013), such as considering race and gender in isolation. As Cassess, Barnes, and Branton
(2015) suggest, evaluating attitudes by considering important ascriptive social groups as isolated
categories can produce misleading conclusions. The idea that multiple social identities can interactively affect the formation of policy attitudes is central to research on intersectionality, which
focuses on the “simultaneous and interactive effects of race, gender, class, sexual orientation
and national origin” (Simien and Hancock 2011, 185). In this paper, we apply the intersectional
approach to social policy preferences, but examine the interactive effects between race and gender
in the context of political ideology. We contend that race and gender interactively shape one’s
social policy preferences, because both race and gender create boundaries between low-status
and high-status groups, which translate into differentiable attitudes toward social policy. Moreover, we consider political ideology as an important context to further decipher how minority
women may endorse different policy positions than white women, and men. Existing research
suggests that ideological identiﬁcation is an important determinant of social policy preferences
(Jacoby 1991, 1994). Although ideological groups are not ascriptive groups (such as race and
gender) that directly place individuals in low social status, one’s political ideology can reinforce
or mitigate social cues such as racial prejudice (Gilens 1999) and gender role identiﬁcation
(Rinehart 1992).
The US health care domain provides an excellent empirical context to examine how the joint
effect of race and gender on policy preferences is conditioned by political ideology. While voters
in most developed countries have stronger support for redistributive health policies than other
social policy areas (Carpenter 2012), the USA appears to be an exception (Soss and Jacobs
2010). The key to understanding the more complex pattern of public options in this issue area
is the racialized and gendered nature of health care in the American context (Lee and Roemer
2006; Soss and Jacobs 2010; Tesler 2012). Recent studies suggest that President Obama’s national
health care reform triggers racial cues in the health care debate (Tesler 2012). Moreover, social
policies, especially health care issues, have long been deemed as “women’s issues,” because of
women’s traditional gender role (Clark and Caro 2013; Page and Shapiro 1992; Rinehart
1992). This study also goes a step further by considering ideology as a divisive factor, which
colors how race and gender jointly affect individuals’ views regarding the role of government
in health care provision. Health care in the USA has long been an issue that polarizes the mass
ideology (Grogan and Rigby 2009; Jacobs and Skocpol 2012). The salience of race, gender,
and ideology in the health care debate makes it an ideal policy area for examining how these identities work together to inﬂuence individuals’ preferences.
Using the 2012 General Social Survey (GSS) data, we ﬁnd evidence that neither race nor
gender can fully account for varying public opinions on the role of government in health care.
Rather, considering the intersection of race and gender in the context of ideology helps to
better identify which sub-population group has the strongest support or opposition to publicly
funded health care. We ﬁnd that liberals uniformly have high support for more government
health care. Among those who are moderate and conservative, however, minority women show
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stronger support for more government health care than white women and men. Nevertheless,
when respondents were asked about their willingness of paying more taxes for health care,
support uniformly declines along the liberal-conservative (L-C) ideology scale, with white conservative females and white conservative males showing the lowest support. As for support to
non-citizens’ access to publicly funded health care, we observe both racial and gender-based
differences across the L-C ideology spectrum, with whites showing substantially lower support
than non-whites. Our key ﬁndings suggest that connecting ideology with the intersection
between race and gender offers a more comprehensive account of how sub-population groups
differ in their attitudes toward the role of government in health care. This timely analysis captures
the complexity of Americans’ health care attitudes and brings the intersectionality approach to the
social policy literature.
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The formation of social policy preferences: the literature
There are two major approaches for understanding individuals’ social policy preferences: the
political–economy approach and the social identity approach. The political–economy explanation of an individual’s social policy preferences is that her economic self-interest (such as
income and economic risk) shapes her attitudes toward social policy provision. Under this
view, individuals with lower incomes and greater health or labor-market risks should be more
likely to support redistributive policies and to desire more government involvement in social
policy areas (Meltzer and Richard 1981; Moene and Wallerstein 2001; Iversen and Soskice
2001; Rehm 2009, 2011). The model of pocketbook voting makes a similar argument that
voters cast ballots based on perceptions of their personal economic situation, as opposed to
voting for the common good (Sigelman, Sigelman and Bullock 1991). The thermostatic
model (Soroka and Wlezien 2005; Wlezien 1995) of policy preferences manifests a similar argument in its theory regarding aggregated policy preferences. The thermostatic model likens the
responsiveness of the public to a thermostat and argues that policy preferences adjust according
to the policy changes (Soroka and Wlezien 2005). Under the thermostatic model, a change
occurs in public policy, the public assesses that change, and the preference of the public develops; policy-makers respond to public opinion by “adjusting” future legislation according to
public opinion of existing policies. In the long run, changes in aggregated policy preferences
in a subsequent time period are driven by the public’s economic evaluation of the status quo
policy.
The social identity approach is the second major approach for studying individual-level social
policy preferences. Inﬂuenced by the social and political psychology perspectives (Conover
1984; Green, Palmquist, and Schickler 2002; Stryker and Burke 2000), scholars in this camp
argue that one’s social identiﬁcations, not economic interests alone, explain social policy preferences (Fong 2001; Klar 2013). For example, given their income and perception of economic
beneﬁts, the political economy approach would expect poor white males to adopt liberal
stances on policy issues. However, Bartels (2008) ﬁnds that this is not the case as poor white
males in the south are likely to support conservative policy issue stances. Because individuals
adopt policy preferences that conﬂict with their economic interests, many scholars argue that
the social identity approach is a valuable alternative to the political–economy approach in
accounting for social policy preferences. The existing literature shows ascriptive social identities
such as race (Dawson 1994; Gilens 1999) and gender (Shapiro and Mahajan 1986) inﬂuence
policy preferences.1 One of the most prominent arguments in this camp links a social group’s
low status to greater reliance on the government’s role in providing safety net. In other words,
because of lower social economic status, racial minorities and women are more likely to
support generous social policy provision.
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Despite all of its strengths, scholars using the social identity approach generally limit their
focus to one identity. Far less attention is given to determining how multiple social identities
interactively determine policy preferences. The authors that have studied interactive effects
often ﬁnd different identities may lead to competing interests (Klar 2013), but the mechanisms
driving these complex effects have yet to be fully explored. Because individuals are able to
have more than one identity, for example, white conservatives or black females – examining
the intersectional effects of multiple identities is a research area ripe for exploration.
Race, gender, and preferences: applying the intersectional approach in the ideological
context
Intersectionality research considers the interactive and simultaneous effects of multiple social
constructions such as race, gender, class, sexual orientation, and national origin (Simien and
Hancock 2011). The social groups that are the basis of this line of research are groups that can
be categorized as facing social oppression or being socially dominated. Many scholars recognize
the potential of applying an intersectional approach to political science research (Bratton, Haynie,
and Reingold 2007; Crenshaw 1989, 1991; Simien 2007; Simien and Hancock 2011; Walby,
Armstrong, and Strid 2012).2
Central to the intersectional approach is the concept of double disadvantage, that socially
constructed attitudes based on two or more ascriptive identities can simultaneously contribute
to structural inequality in a society (Cassess, Barnes, and Branton 2015). The intersectional
approach recognizes such multiple categories of sociopolitical differences as mutually constitutive, thus focus on the interaction between different axes of sociopolitical marginalization
(e.g., race and gender) (Hancock 2007; Weldon 2006). Applying the intersectional approach,
a relatively new research paradigm in the public policy literature (Hankivsky and Cormier
2011), we theorize how race and gender work jointly shape policy preferences. We do this
by conceptualizing one’s ideological identiﬁcation as a key political context that conditions
the interactive effects between race and gender.
Health care preferences in the intersection of race and gender
There is a lengthy literature examining the role of race and gender as separate determinants of
social policy preferences. Considering race a core social identity that inﬂuences one’s social
experiences, many scholars offer several theoretical mechanisms of how race shapes policy preference. First, the linked fate theory suggests that blacks will determine policy preferences based
on how a policy is perceived as affecting other members of their race (Dawson 1994). Studies
testing the linked fate theory ﬁnd, regardless of education, income, or class, blacks will
support politicians and policies perceived as helping other blacks (Dawson 1994; Shapiro and
Jacobs 2013; Tate 1993, 2010).
Second, perceptions of beneﬁciary groups also shape social policy preferences. For instance,
when the perceived beneﬁciary of a social policy belongs to a racial group that whites view unfavorably, whites will show less support for that policy than if the perceived beneﬁciary was a
member of a more favorable racial group (Gilens 1999; Page and Shapiro 1992). Schneider
and Ingram (1993) explain policy orientations are driven by social constructions surrounding perceived “targeted populations.” Here, public policy is viewed as sending messages on appropriate
government action and “deservingness” of targeted groups (Schneider and Ingram 1993). Attitudes about targeted groups affect preferences regarding health care, speciﬁcally. For example,
Stone (2008) ﬁnds general attitudes toward helping the sick determine support or opposition
toward health care policies and reform initiatives. Other scholars report similar ﬁndings
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(Gollust and Lynch 2011), and some scholars go a step further by arguing that these perceptions
are racialized (Tesler 2012).
The inﬂuence of racial attitudes also increases the importance of perceptions of “deservingness” on policy preferences (Gilens 1999; Nelson and Kinder 1996; Tate 2010). Gilens (1999)
ﬁnds most Americans desire government involvement in providing welfare beneﬁts, but racial
bias results in a lack of public support for redistributive policies. Rigby et al. (2009) draw a
similar conclusion, noting “Americans tend to view African Americans as less deserving of government assistance” (Rigby et al. 2009, 1337). In the health care domain, many Americans view
racial minorities as the primary beneﬁciaries of government provision of health care and as standing to gain the most from changes to health care policies. The recent health care reform has only
increased the inﬂuence of such racial attitudes in shaping policy issue stances of Americans.
Tesler (2012) uses the term “racialization” to describe the increasing relevance of racial attitudes
in health care preferences and ﬁnds that racial attitudes and race are more important when health
care reform is associated with President Obama than when health care reform is associated with
President Clinton.
In a different vein, scholars view gender as an important social identity for understanding
policy preferences, and have focused on gender differences in opinion toward social welfare
issues (Shapiro and Mahajan 1986). There is evidence that women tend to give higher priority
than men to social policy issues (Poggione 2004; Sapiro 1986; Thomas 2001), have greater
reliance on welfare state (Mettler 1998), and in many cases, are more supportive than men to generous government provision of safety-net programs (Shapiro and Mahajan 1986). The underlying
mechanism of these gender differences is twofold. First, “the feminization of poverty” (Pearce
1978) suggests that women are the primarily targeted population of social welfare programs,
thus would be more supportive to expanding government responsibility in welfare provision.
Second, taking a socio-psychological perspective, some scholars contend that men and women
have different childhood and political socialization, thus have different beliefs and priorities
when considering government’s role in provisioning social safety-net programs (Mueller
1988). Empirical studies show that women are less individualistic than men and value nonhierarchical social relationships more than men (Bussey and Maughan 1982, 42; Gilligan
1982). Because of these unique gender-based beliefs, women are more likely to support
greater role of government in social welfare policies.
Nevertheless, scholars are increasingly skeptical about treating race and gender as two separate identities that affect preference formation. As Rinehart (1992) reports, diverse opinions and
attitudes on political parties, candidate preferences, and policy issues can be found among
women. Similarly, Cassess, Barnes, and Branton (2015) contend that treating race and gender
as two independent social identities could create “a false sense of unity” and lead researchers
to overlook important within group heterogeneity. Conceptualizing race and gender as two
mutually constitutive identities, scholars have started to connect multiple social identities to
study public policy opinions. The key insight from this emerging literature on interesectionality
is that individuals at the interaction (e.g., minority women) can experience multiple layers of marginalization (Hancock 2004). For example, racial prejudice can be reinforced by sexism that
endorses a male-dominant social hierarchy, which further marginalizes minority women in the
society. The stereotype image of “welfare queen” is a negatively constructed public identity
based on both and race, which profoundly shapes society’s perceptions and attitudes on
welfare recipients and welfare policies Hancock (2004). Consistent with Hancock (2004),
Soss, Fording, and Schram (2011, 75) ﬁnd that “the strongest stereotype effects [on welfare attitudes] are observed when we attend to the intersection between race and gender that underlies the
iconic image of the welfare queen as a black women.”
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White male to the right? Connecting the intersection of race and gender to the ideological
context
The intersectional approach offers a useful framework to decipher how multiple social identities,
such as race and gender, work together to shape policy preferences. However, some recent studies
point out the necessity in considering political ideology as an important context to explore the
interactive relationship between race and gender. Ideology reﬂects an individual’s core values
and views of the proper role of government. There is a sizable literature focusing on how individuals’ ideological predispositions shape their social welfare preferences (Erikson and Tedin 2001;
Feldman and Zaller 1992; Jacoby 1994). Those who self-identify as liberals generally support
more government involvement in everyday affairs than those who self-identify as conservatives
or moderates. As such, left-leaning voters tend to be more supportive of more government involvement in social policy areas (Erikson and Tedin 2001). Health care policy scholars also ﬁnd ideological identiﬁcation determines voters’ health care policy preferences (Barrilleaux and Miller
1988; Brady and Kessler 2010). Blendon et al. (2011) review more than 200 national opinion
surveys on health care-related topics and ﬁnd conservatives are more likely to desire less government spending in Medicaid and Medicare than liberals (175). Focused on health care reform,
Jacobs and Skocpol (2012) describe a staunch opposition to health care reform by conservatives
(184). An empirical section in Rudolph and Evans (2005) examines the effects of ideology on
public support for government spending in various social policy areas and ﬁnd conservatives
usually dislike government spending in health care (Rudolph and Evans 2005, 667).
But beyond its direct impact on policy preferences, political ideology is also found to be a
divisive factor among individuals who share the same racial and/or gender identity. For
example, Gilens (1999) and Feldman and Huddy (2005) ﬁnd that racial prejudice against
ethnic minorities is more prominent among white conservatives than white liberals. Cassess,
Barnes, and Branton (2015) ﬁnd that white men and minority women have signiﬁcantly different
preferences regarding equal-pay policies, and political ideology moderates the link between race,
gender and policy attitudes.
Thus, considering the intersection between race and gender in the ideological context is
pertinent and may offer insight that considering these factors separately may overlook. This is
particularly the case in the issue area of health care, whereby, both race and gender remain as
power sources of political control, and those who enjoy their privileged status will not support
policies that equalize status across different social groups. There are several underlying mechanisms explain why the intersection between race and gender affect health care preferences differently among conservatives and liberals.
First, both race and gender jointly deﬁne social positions for the privileged and the marginalized. In racially coded and gendered policy areas (such as health care), white males are
deemed as the “privileged” while ethnic minority women are viewed as the disadvantaged
(Song 2004; Soss, Fording, and Schram 2008). A similar socioeconomic hierarchy develops
along ideology by considering trends in those who identify as conservatives. Though perceptions
are those with higher incomes, higher education levels, and in the upper classes of the American
society are more likely to identify as conservative, many scholars also highlight the role of moral
and core values in determining ideology (Conover and Feldman 1981; Ellis and Stimson 2012).
Conover and Feldman (1981) put forth six symbolic scales, each representing a different group in
society. Among other social groups, Protestants, whites, men, and the high-income are described
as those who prefer to maintain the status quo. Following the contentions of Conover and
Feldman (1981), it is appropriate to view ideology as reﬂecting preferences for change; the
author’s argument suggests that those that beneﬁt from an existing social hierarchy
(white conservative males) desire maintenance of the status quo while liberals desire change to
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the status quo. In other words, white males’ racial prejudice against ethnic minorities and sexism
against women can be reinforced by their conservative predispositions that favor the status-quo
social hierarchy, thus they would have strong opposition to policies that are viewed to help
ethnic minority women (Sears and Henry 2003). Maintenance of the status quo is likely
desired by white males, but more so among those who have conservative ideological orientations
because the privileged group in a power hierarchy accrues direct material beneﬁts from their
dominant social identities. Their social identities, such as “whiteness,” “maleness,” and “upper
class,” can also carry indirect beneﬁts.
Second, conservative ideological principles emphasize on individualism and self-reliance,
which can reinforce beliefs that poor minority women do not deserve help from the government
(Feldman and Huddy 2005; Lee and Willcoxon 2013). Minority women, speciﬁcally, face stereotypes of being “welfare queens,” who are accused of having a large number of children, committing welfare fraud, and of receiving and misusing funds they receive from federal assistant
programs to take of their children. Hancock (2004) ﬁnds some of the most common words associated with “welfare queen” are “don’t work,” “teen mothers,” and “single parents” (69). These
examples of stereotypes and other negative perceptions about racial-gender groups inﬂuence
the attitudes individuals have toward health care and welfare beneﬁciaries. These racial-gender
stereotypes and racial attitudes remain important in predicting policy preferences, even when individuals are given vignettes offering information about those described as potential beneﬁciaries of
government policies. For example, Gollust and Lynch (2011) use cues about an individual’s
ascriptive characteristics to determine how these factors shape health care-related attitudes and
ﬁnd racial cues about the individual suffering from poor health shape levels of support for
social involvement in helping the individual.
Third, conservative ideology can be a divisive force that differentiates individuals’ sociopolitical beliefs by both race and gender. Recent studies ﬁnd that the mutually reinforcing
inﬂuence from conservatism and prejudice against socially marginalized groups is more
salient among whites than that in the non-white context. Feldman and Huddy (2005) ﬁnd
that white conservatives’ opposition against policies that beneﬁt blacks appear to be more ideological than blacks and white liberals. McDaniel and Ellison (2008) ﬁnd that religious conservatism does not shape the political socialization of whites and non-whites in the same way,
with the conservative identiﬁcation driving whites to embrace the Republican party’s policy
platforms, but having much less of an effect on Latinos and blacks. Glass and Jacobs
(2005) ﬁnd that religious conservatism profoundly shapes white women’s beliefs of their traditional family roles, yet has muted results for black women. In other words, political ideology,
particularly conservatism, can be linked to differential beliefs and preferences by race and
gender.
To summarize, we derive two hypotheses for how the joint effect of race and gender on health
care preferences are conditional on one’s political ideology. H1 follows the intersectionality literature and highlights that the combination of a dominant racial identity (white) and dominant
gender identity (male) can jointly produce opposition to government provision of health care.
H2 posits that the joint effect of race and gender on health care preferences is moderated by ideology. We only expect to see divergent public opinion by race and gender among conservative
respondents rather than liberal respondents.
H1: White male respondents will have less supportive attitudes to government provision of health care
than minority female respondents.
H2: The divergent health care preferences between white male respondents and minority female
responds are more salient among conservatives than among moderates and liberals.
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Research design
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We use data from the 2012 GSS to test our hypotheses on how ideology conditions the interactive
effects of race and gender on individuals’ health care preferences. Since 1972, the National
Opinion Research Center (NORC) at the University of Chicago has conducted the GSS. The
GSS is an annual/biannual survey that asks respondents a variety of questions on their attitudes
regarding issues, such as civil liberties, morality issues, social welfare, health care, etc. Since
2006, the GSS has used a two-stage probability sampling design to deal with non-response
bias (Smith et al. 2012). It samples both the English- and Spanish-speaking population. The
GSS is widely recognized as the single best data set on social trends. Table 1 presents the
2012 GSS sample by race, gender, and ideology. White female and white male respondents
account for 43.03% and 35.53% of the sample, respectively. Non-white female counted about
12.82%, while non-white male respondents counted 8.62% of the sample.

Measuring health care preferences
We use four GSS questions to measure individuals’ preferences on publicly funded health care.
Respondents were given the following four statements and asked to rate their responses using
5-point agree–disagree Likert scales.
1.
2.
3.
4.

“Government should provide only limited health care.”
“Government should help to pay for medical care.”
“I am willing to pay more taxes to improve health care for all.”
“Non-citizens should have access to publicly funded health care.”

To simplify the substantive interpretation of our empirical ﬁndings, we recode responses to the
four aforementioned questions into 1–3 ordinal scales, whereby the highest value of each dependent variable (i.e., “3”) reﬂects support to more government involvement in providing health

Table 1. Sample size for sub-population groups by race, gender and ideology: General Social Survey 2012.
Sub-population group
Non-white female
Non-white liberal female
Non-white moderate female
Non-white conservative female
White female
White liberal female
White moderate female
White conservative female
Non-white male
Non-white liberal male
Non-white moderate male
Non-white conservative male
White male
White liberal male
White moderate male
White conservative male

N

% of total number of obs.

171
16
69
41
574
173
211
190
115
32
46
37
474
112
170
192

12.82
4.57
5.17
3.07
43.03
12.97
15.82
14.24
8.62
2.40
3.45
3.52
35.53
8.40
12.74
14.39

Note: We calculate sample size for each sub-population group based on the total number of in- sample observations for
Model 1 in Tables 2 and 3 (i.e., N = 1334).
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care,3 support to more government medical care spending in helping the sick, the willingness to
pay more taxes to improve health care for all, and the agreement with providing non-citizens
access to publicly funded health care. Figure 1 presents the distribution of responses to these
four health care preference questions. Thirty percent of GSS respondents agree that government
should provide only limited health care, while almost 37% respondents do not want to pay more
taxes to improve health care for all. Nearly 46% of the respondents agree that government should
help the sick by paying for medical care. Public opinion on immigrant-related health care provision is even more negative: 60% of the respondents believe that non-citizens should not
have access to publicly funded health care.
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Measuring race
GSS identiﬁes respondents’ race in three categories: “white,” “black,” and “other.” In the GSS
sample, nearly 79% respondents are identiﬁed as white, nearly 15% are black. About 6% respondents are identiﬁed as the “other” category. In our empirical models, we include a dummy variable, non-white, coding minority respondents as “1” and white respondents as “0.”4

Measuring gender
We use a dummy variable to capture respondents’ gender. This variable is coded as “0” for males,
and “1” for female respondents.

Measuring ideology
Our measure for ideology asks respondents to identify themselves on a seven-point ideological
scale. Responses range from “1” (extremely liberal) to “7” extremely conservative. As Table 1
presents, in our empirical sample, nearly 28% respondents identify themselves as being liberal,
nearly 38% as being moderate, and 34% as being conservative. Liberal minority females
account for 4.57% of the full sample, and conservative minority female account for 3.07% of

Figure 1. The distribution of preferences on Government’s role in health care provision: General Social
Survey 2012.
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the full sample. Liberal minority males account for 2.4% of the full sample, and conservative minority males account for 3.52% of the full sample.
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Control variables
We control for other factors that are likely to inﬂuence preferences on government health care
provision. Considering the political economy perspective, we control for family income level,
education, self-identiﬁed class, and labor force status (Iversen and Soskice 2001). Since perceptions and attitudes of beneﬁciary groups inﬂuence health care policy preferences, we control for
individual perceptions that being poor can cause one’s health to suffer (Schneider and Ingram
1993; Stone 2008). The social policy literature suggests other micro-level factors, such as age
(Erikson and Tedin 2001; Gilens 1999), party identiﬁcation (Page and Jones 1979; Tesler
2012), and marital status, affect policy preferences. Therefore, we control for each of these
factors.5
Model speciﬁcation
We use an ordered logistic regression with robust standard errors to perform the empirical analysis. All of our empirical models include a full set of ﬁxed-effects dummy variables for respondents’ region. We control for regional ﬁxed effects for two reasons. First, individuals in the
South may particularly be prone to linking racial bias to their health care preferences because
of the long history of racial segregation in the South. Second, regional ﬁxed effects help to
control for unobserved macro-level contexts, such as the racial diversity of populations and
regional variation in existing health care policies.
Findings
Table 2 presents four models that include the linear terms of all explanatory variables. Across the
four models, we ﬁnd consistent evidence that conservative ideology depresses support to government provision of health care. Compared with liberals, conservatives are signiﬁcantly less likely
to agree with government providing more health care, less likely to support government’s responsibility in paying for health care for the sick, much less willing to pay more taxes to improve
health care for all, and less likely to agree with non-citizens have access to publicly funded
health care. Turning to the two social identity variables, as Table 2 presents, neither race nor
gender independently affects health care preferences in a uniform way. We ﬁnd that, comparing
with white respondents, non-white respondents are signiﬁcantly more likely to support greater
government provision of health care, and to agree with providing non-citizens access to publicly
funded health care. Yet, when turning to the two questions speciﬁcally asking respondents’
opinion about government spending on health care and their willingness to pay for more taxes
for health care (Models (2) and (3)), although the coefﬁcients of Non-white are positive (as
expected), they are not statistically signiﬁcant. Similarly, when considering gender (coded as
Female) as an independent factor, we do not ﬁnd a monotonic relationship between respondents’
gender and their attitudes toward publicly funded health care. Models (1) and (3) show that
females are more likely to support more government health care provision than males yet they
are less likely to pay more taxes to improve health care for all.6
Table 3 presents four models, in which we examine how political ideology conditions the
interactive relationship between race and gender on health care preferences.7
Each model in Table 3 includes a three-way interaction of Non-white, Female and L-C Ideology. As expected, we ﬁnd signiﬁcant interactive relationships between Non-white, Female and
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Table 2.

Race, gender, ideology, and preferences on public health care.

Variable

Model 1
Govt. provision
Coefﬁcient (SE)

Model 2
Help the sick
Coefﬁcient (SE)

Model 3
More taxes
Coefﬁcient (SE)

Model 4
Non-citizen access
Coefﬁcient (SE)

0.364*
(0.164)
0.312**
(0.116)
−0.250**
(0.049)
−0.054
(0.038)
−0.014
(0.022)
−0.307**
(0.090)
−0.046
(0.123)
0.295*
(0.119)
−0.243**
(0.035)
−0.122*
(0.057)
1334

0.209
(0.195)
0.165
(0.138)
−0.420**
(0.063)
−0.007
(0.035)
0.011
(0.024)
−0.259**
(0.100)
−0.356*
(0.144)
0.016
(0.142)
−0.265**
(0.043)
−0.216**
(0.070)
911

0.089
(0.147)
−0.329**
(0.114)
−0.251**
(0.050)
−0.029
(0.031)
0.047*
(0.020)
0.063
(0.087)
−0.016
(0.122)
−0.200†
(0.117)
−0.241**
(0.036)
−0.295**
(0.059)
1322

0.846*
(0.143)
0.146
(0.122)
−0.254**
(0.050)
−0.021
(0.033)
0.038†
(0.023)
−0.057
(0.089)
0.095
(0.127)
0.104
(0.125)
−0.164**
(0.036)
−0.184**
(0.061)
1328

Non-white
Female
L-C Ideology
Income
Education
Class
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Married
Full-time worker
D-R Party ID
Poverty causes poor health
N
Note: D-R, Democrat-Republican.
†Signiﬁcance at the 10% level.
*Signiﬁcance at the 5% level.
**Signiﬁcance at the 1% level.

L-C ideology, but in a more complex, yet interesting way. To substantively interpret the interactive effects of race, gender and ideology, we use the clarify program to generate interaction ﬁgures
with predicted probabilities (King, Tomz, and Wittenberg 2000). Holding all the control variables
constant at their means, we graph mean predicted probabilities of supporting government health
care provision and their corresponding 95% conﬁdence intervals for sub-groups by race and
gender. Using these interaction ﬁgures, we examine (1) whether we observe different preferences
by race and gender, (2) more speciﬁcally, whether minority women have different health care preferences from white men, and (3) whether we observe the joint effects of race and gender vary
along the ideology scale.
Figure 2 compares the predicted probabilities of supporting more government involvement
in health care for white female, minority female, white male and minority male respondents,
across the L-C ideology scale. We ﬁnd that liberals uniformly have high level of support for
more government health care. Among those who self-identiﬁed as moderates and conservatives,
we do not observe different preferences among male respondents. For moderates and conservatives, minority females exhibit greater support for government health care than white females.
Further comparing the two subﬁgures, we observe that white conservative males have a substantially lower level of support to government health care compared with minority women
across the full ideology scale. In other words, political ideology is a divisive factor, but only
among female respondents. The ﬁndings in Figure 2 provide some support to H2.
We now turn to the remaining ﬁgures to determine whether we ﬁnd consistent evidence for
H2. The left-hand-side panel in Figure 3 compares non-white female and white female
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Table 3.

Joint inﬂuence of race and gender on health care preferences in ideological context.

Variable

Non-white
Female
L-C Ideology
Non-white × female × ideology
Income

Downloaded by [50.244.96.163] at 06:21 30 July 2015

Education
Class
Married
Full-time worker
D-R Party ID
Poverty causes poor health
N

Model 1
Model 2
Model 3
Model 4
Govt. provision
Help the sick
More taxes
Non-citizen access
Coefﬁcient (SE) Coefﬁcient (SE) Coefﬁcient (SE) Coefﬁcient (SE)
0.089
(0.215)
0.217†
(0.126)
−0.263**
(0.045)
0.127†
(0.068)
−0.052
(0.038)
−0.014
(0.022)
−0.304**
(0.090)
−0.046
(0.123)
0.293*
(0.119)
−0.243**
(0.036)
−0.124*
(0.057)
1334

0.404
(0.254)
0.239
(0.150)
−0.409**
(0.063)
−0.093
(0.085)
−0.008
(0.035)
0.013
(0.024)
−0.263**
(0.100)
−0.360*
(0.144)
−0.011
(0.142)
−0.268**
(0.043)
−0.218**
(0.070)
911

0.014
(0.201)
−0.357**
(0.127)
−0.256**
(0.051)
0.034
(0.062)
−0.028
(0.031)
0.047*
(0.020)
0.065
(0.087)
−0.016
(0.122)
−0.202†
(0.117)
−0.240**
(0.036)
−0.296**
(0.060)
1322

0.738**
(0.205)
0.099
(0.134)
−0.262
(0.051)
0.048
(0.062)
−0.018
(0.033)
0.038
(0.023)
−0.058
(0.089)
0.097
(0.127)
0.101
(0.125)
−0.163**
(0.036)
−0.184**
(0.061)
1328

Note: D-R, Democrat-Republican.
†Signiﬁcance at the 10% level.
*Signiﬁcance at the 5% level.
**Signiﬁcance at the 1% level.

Figure 2. Comparing respondents’ support for more Government health care by gender, race, and ideology:
General Social Survey 2012.
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Figure 3. Comparing respondents’ support for Government responsibility in helping the sick by gender,
race, and ideology: General Social Survey 2012.

preferences on government’s responsibility in helping the sick (i.e., paying for medical care)
across the ideology scale. The right-hand-side panel in Figure 3 compares non-white male and
white male preferences on government’s responsibility in helping the sick across the ideology
scale. We ﬁnd that liberals uniformly have supportive attitudes toward government responsibility
in helping the sick. Among conservative respondents, however, we do not observe signiﬁcant
difference between white female and non-white female preferences. Nor do we ﬁnd signiﬁcantly
different preferences when comparing white male and non-white male preferences.

Figure 4. Comparing respondents’ willingness to pay more taxes for health care by gender, race, and
ideology: General Social Survey 2012.
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Figure 5. Comparing respondents’ support to non-citizens’ access to public health care by gender, race, and
ideology: General Social Survey 2012.

Figure 4 shows preferences on paying more taxes for improving health care for all across the
ideology scale, for the four demographic groups. Figure 4 shows a similar pattern as Figure 3.
We observe that liberals are uniformly associated with a high probability of being willing to pay
more taxes for improving health care for all. Yet, among conservatives, we do not observe signiﬁcant
differences between white female and non-white female respondents. We also do not ﬁnd signiﬁcant
differences in the willingness to pay for tax between white male and non-white male respondents.
Figure 5 compares non-white and white respondents’ support for non-citizens’ access to publicly funded health care by gender and across the ideology variable. Again, we observe that liberals are uniformly more supportive to granting non-citizens access to publicly funded health care,
and moving from liberal to conservative along the ideology scale, the probability of supporting
non-citizens’ access to public health care decrease substantially. Across the full ideology scale,
we observe divergent preferences between white and non-white female respondents, with minority female respondents showing higher probabilities than white female respondents of supporting granting publicly funded health care to non-citizens. We observe the comparable pattern
among male respondents, with minority male respondents showing higher probabilities than
white male respondents of supporting non-citizens’ access to publicly funded health care.
Among those self-identiﬁed as the most conservative, minority female respondents exhibit
greater probability of supporting non-citizens’ access to public health care than white female,
and male respondents. In addition, for most conservative respondents, we do not observe signiﬁcant differences between minority male and white male respondents. Similar to Figures 2–4, we
observe that white conservative males are least likely to support non-citizens’ access to publicly
funded health care. Figure 5 provides additional evidence for H2.

Concluding discussion
In this paper, we view health care as one of the most suitable social policy issues to apply the
intersectional approach to understand mass policy preferences. Americans have long been
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divided on the issue of health care and are exceptional in the signiﬁcant number of voters who
dislike government-provided health care (Starr 2013). Traditional self-interest arguments offer
limited insight as conservative white males often adopt health care policy stances that counter
their best interests (Gilens 1999). Recognizing this dynamic President Obama’s recent association
with health care makes this policy area ideal for examining the intersectional effects of race,
gender, and ideology. We offer a timely analysis of Americans’ health care preferences by
placing the race–gender nexus in the ideological context. Our ﬁndings suggest that the joint
effects of race and gender are altered by political ideology. In the two empirical models that
depict preferences regarding the general government role in health care provision and responsibility in providing access to non-citizens, we ﬁnd that white conservative males hold the strongest
opposition to government-funded health care, while minority females have more supportive attitudes toward government responsibility in health care. But the divergence in preferences is not
observed among liberals. These ﬁndings offer insight on how two important ascriptive identities
– race and gender – interactively shape health care preferences in America. Though conservative
opposition toward health care policy has been found elsewhere in the literature (Erikson and Tedin
2001; Page and Shapiro 1992), our results suggests that considering the intersectional effects of
race and gender together with the inﬂuence of political ideology offers a more comprehensive
picture of health care preferences.
Moreover, in the two empirical models that depict health care preferences speciﬁcally tied to
ﬁscal responsibilities, political ideology seems to trump both race and gender. We ﬁnd that the
conservative ideology uniformly decreases support to more government spending on medical
care and the willingness of paying more taxes for improving health care for all. These ﬁndings
are indicative that when ﬁscal responsibilities are concerned, ideological predispositions many
converge differences across racial and gender groups. The nuances regarding how health care
opinions differ across the four survey questions call for future research that further explore the
relative inﬂuence of different identities.
There are also several other ways to extend this study. First, our intersectional approach can be
generalized to study the combined effect of other social identities such as sexual orientation, the
status of welfare recipiency, citizenship, and partisanship identiﬁcation. A second empirical
extension of this line of research would be considering the interactive effects of race, gender,
and ideology across different policy issue areas. Applying an intersectional approach to other
policy issue areas may contribute broader scholarly understanding of the key determinants of
policy preferences. For example, giving our interesting ﬁndings on who endorse and oppose
non-citizens’ access to publicly funded health care, it will be worthwhile to apply the intersectional approach to attitudes toward immigrants’ access to other welfare programs outside of
the health care domain.
To conclude, theories of identity politics emphasize the importance of social identities in
understanding social inequality and policy solutions to social discrimination in a plural society.
Intersectionality research deﬁnes the new edge of the identity politics literature by focusing on
how multiple identities interactively shape the politics of social policy. Although gaining its popularity in other disciplines, intersectionality research receives limited attention in public policy
research (Manuel 2007). Following the recent scholarly efforts in applying the intersectional
approach in study public policy (Hancock 2007; Hankivsky and Cormier 2011; Simien 2007),
we apply the intersectional approach in the ideological context and bring the multiple-identity
approach to the social policy literature. We show that linking the interactive effects of multiple
ascriptive identities to political ideology enhances our understanding of differences between
and within groups (Crenshaw 1991). The key to understanding the divided American electorate
on social policy issues is the social prejudice against marginalized groups, and how conservative
political ideology reinforces the multiple axes of social prejudice.
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Notes
1.

2.

3.

4.

5.

6.

In a similar vein, scholars contend that one’s partisan identiﬁcation is a generic form of social identiﬁcation and works similarly as political ideology in shaping policy preferences (Bolsen, Druckman, and
Lomax Cook 2014; Green, Palmquist, and Schickler 2002; Leeper and Slothuus 2014; Taber and Lodge
2006).
There are different approaches and classiﬁcations within the intersectional approach. For example,
(McCall 2005) discusses three approaches for using intersectionality: intra-categorical, anti-categorical,
and inter-categorical. Hancock (2007) also puts forth a classiﬁcation for intersectionality but uses three
different approaches: the unitary, the multiple, and the intersectional approach (Walby, Armstrong, and
Strid 2012).
Because the ﬁrst health care question is a negative statement, which asks respondents if they think “government should provide only limited health care.” The responses are originally coded as “1” = strongly
agree (that government should provide only limited health care), “2” = somewhat agree, “3” = neutral,
“4” = somewhat disagree, and “5” = strongly disagree. We recoded responses “1” and “2” as “1,” the
neutral response “3” as “2,” and responses “4” and “5” as “3.” As such, the recoded value “3” refers
to disagreement with the statement that government should provide only limited health care, i.e. supportive attitudes toward more government health care.
In the Supporting Information (Section 3), we present model results using the alternative coding of the
race variable, by differentiating black respondents from Hispanics and other racial/ethnic groups. Our
substantive ﬁndings about white conservative males’ policy preferences remain the same. One may
also argue that racial identity (or identiﬁcation with a race group) can also be manifested by group
affect (Conover 1984), thus the link between race and policy preferences needs to be evaluated by
gauging one’s racial prejudice toward an out-group. Following the existing literature (Gilens 1999),
we specify an alternative model by replacing the objective race variable with a measure of racial prejudice toward African Americans. We provide more details in the Supporting Information.
The Family Income variable is categorical with 12 categories ranging from $1 to $250,000 or more.
Married is coded as a dummy variable, whereby “1” refers to married respondents and “0” otherwise.
The Age variable ranges from 1 to 89 and older. The Education variable asks the highest year of school a
respondent has completed; it ranges from 0 to 20. There are four categories for our subjective class
measure-lower, working, middle, and upper class. The Full-Time Worker variable is a dummy variable,
coded as “1” for full-time workers and “0” otherwise. The Party Identiﬁcation variable is coded as a
categorical variable, ranging from strong democrats to strong republicans. The variable Poverty
Causes Poor Health is coded as a ﬁve-point Likert scale, which asks a respondent if he suffers from
health problems because of being poor. Summary statistics of all the variables used in this paper are
in the Supporting Information (see Section 1).
For simplicity, coefﬁcients for the two cut-points and the regional ﬁxed effects are not reported in Table
2. In the Supporting Information (Section 2), we also present four empirical models that only include a
two-way interaction term between non-white and female. In these alternative models, we ﬁnd robust evidence that liberals are uniformly more supportive to publicly funded health care than conservatives.
Similar to Table 2, these models also show that neither race nor gender independently shape health
care preferences in a monotonic way.
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In the Supporting Information (Sections 5 and 6), we provide two additional robustness checks: we
check whether our ﬁndings hold when we consider health care preferences in years prior to 2012,
and when we consider Ideology as an endogenous regressor. The robustness analysis shows we reach
similar substantive conclusions. A look at the control variables in both Tables 2 and 3 show the expected
relationships. The self-reported class variable is negatively associated with support for more government in health care. Individuals that afﬁliate with the Republican Party are more likely to oppose generous and inclusive government health care provision. The ﬁndings of our models also suggest those that
believe being poor can cause one to suffer from health, are less supportive of government provision of
health care.
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