
The Impact of Patient-Provider Race/Ethnicity Concordance
on Provider Visits: Updated Evidence from the Medical Expenditure
Panel Survey

Alyson Ma1 & Alison Sanchez1 & Mindy Ma2

Received: 30 January 2019 /Revised: 14 May 2019 /Accepted: 19 May 2019 /Published online: 24 June 2019
# W. Montague Cobb-NMA Health Institute 2019

Abstract
Objective To examine the association between race/ethnicity concordance and in-person provider visits following the imple-
mentation of the Affordable Care Act.
Design Using 2014–2015 data from the Medical Expenditure Panel Survey, we examine whether having a provider of the same
race or ethnicity (“race/ethnicity concordance”) affects the probability that an individual will visit a provider. Multivariate probit
models are estimated to adjust for demographic, socioeconomic, and health factors.
Results Race/ethnicity concordance significantly increases the likelihood of seeking preventative care for Hispanic, African-
American, and Asian patients relative to White patients (coef = 1.46, P < 0.001; coef = 0.71, P = 0.09; coef = 1.70, P < 0.001,
respectively). Race/ethnicity concordance also increases the likelihood that Hispanic and Asian patients visit their provider for
new health problems (coef = 2.14, P < 0.001 and coef = 1.49, P < 0.05, respectively). We find that race/ethnicity concordance is
also associated with an increase in the likelihood that Hispanic and Asian patients continue to visit their provider for ongoing
medical problems (Hispanic coef = 1.06, P < 0.001; Asian coef = 1.24, P < 0.05).
Conclusions There is an association between race/ethnicity concordance and the likelihood of patients visiting their provider. Our
results demonstrate that racial disparities in health care utilization may be partially explained by race/ethnicity concordance.
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Introduction

Racial and ethnic disparities in health care have been docu-
mented extensively. Despite improvements in Americans’
overall health, ethnic and racial minorities continue to have
lower rates of utilization [1, 2], lower rates of adherence to
prescribed medications and medical interventions [3, 4], and
worse health outcomes and lower life expectancy [3, 4] and
receive differential treatment and/or advice from their physi-
cians [5]. The economic costs associated with racial health
disparities were estimated in 2015 to be $35 billion in excess
health care expenditures, $10 billion in illness-related

productivity losses, and nearly $200 billion in premature
death. Thus, reducing these disparities can also reduce both
direct and indirect expenditures [6]. One factor that has been
extensively documented as having a significant impact on
utilization and health outcomes across a variety of medical
specialties is patient-provider race/ethnicity concordance
([7–16]).

“Race/ethnicity concordance” is defined as occurring when
the race/ethnicity of a patient matches the race/ethnicity of the
individual’s provider whereas “race/ethnicity discordance”
occurs when their respective races/ethnicities do not match.
Previous studies have shown that, when given a choice, pa-
tients often choose providers of their own race and/or ethnicity
[17–20]. Patients in race and/or ethnic concordant relation-
ships with their providers often report higher levels of satis-
faction with the care they receive, greater levels of trust in their
provider, higher levels of perceived health care quality, and
more accurate risk assessment of certain diseases [3, 4,
20–24]. It has also been shown that the quality of patient-
provider communication during medical visits is impacted
by race/ethnicity concordance. In a meta-analysis of the
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effects of race on communication, Shen et al. [25] found that
race/ethnicity concordance affects patients’ clinical encounter
experiences. While there was variability in the domains and
measures of communication across studies, 11 out of 12 stud-
ies on race/ethnicity concordance in the review found that
racial discordance consistently predicts poorer patient-
physician communication (specifically poor communication
in the domains of satisfaction, information-giving, partnership
building, participatory decision-making, visit length, and re-
spect of conversations). Quality of communication was the
only communication domain found not to be affected by
race/ethnicity concordance. There is much evidence to support
the hypothesis that differences in provider treatment and lin-
guistic or cultural barriers may negatively affect health out-
comes for minority patients [26, 27]. Provider beliefs about
minority patients have been shown to influence both the level
of care provided to minority patients and physicians’ percep-
tions of minorities’ intelligence and education [25, 28]. Over
the past decades, there has been an abundance of research, but
no consensus, as to whether race/ethnic patient-provider con-
cordance is associated with positive health outcomes for mi-
norities [29].

In this paper, we examine data from the 2014–2015Medical
Expenditure Panel Survey (MEPS) to explore the association
between patient-provider race/ethnicity concordance and health
care utilization, specifically the link between race/ethnicity con-
cordance and the patient’s likelihood of seeking preventative
care as well as care for new and ongoing health problems.
Previous studies utilizing MEPS data have used a range of
years between 2002 and 2012 and found mixed results on the
associations between race/ethnicity concordance and health
care interactions ([16, 29]; and [14]). The data in this study
was collected after the implementation of the Affordable Care
Act Health Care Exchanges and thus provides an analysis on
patient-provider interactions and behavior after health care ac-
cess and coverage was greatly expanded. Evidence has shown
that utilization rates increased after the ACA expansion [30].
Therefore, exploring factors associated with utilization, such as
race/ethnicity concordance, is warranted.

Methods

Data

This study uses the 2014–2015 Medical Expenditure Panel
Survey-Household Component (MEPS HC), a set of large-
scale surveys of Americans which collect nationally represen-
tative data on demographic characteristics, health conditions,
health status, use of medical care services, charges and pay-
ments, access to care, satisfaction with care, health insurance
coverage, income, and employment. The set of households
selected for each panel of the MEPS HC is a subsample of

households participating in the previous year’s National
Health Interview Survey (NHIS) conducted by the National
Center for Health Statistics. This study limits data to adults
who self-reported as non-Hispanic White (herein White),
Hispanic, non-Hispanic African-American (herein African-
American), and/or non-Hispanic Asian-American (herein
Asian-American) and for whom complete data is available.
Information pertaining to the race/ethnicity of the provider is
reported by the participating households. The Health Belief
Model posits that perception (e.g., perceived provider
race/ethnicity) guides health promotion and maintenance be-
haviors [31, 32]. This is consistent with previous studies that
have also relied on patients’ self-reports of their physician’s
race [8, 18, 20, 21].

Figure 1 shows a breakdown of the MEPS sample included
in our study. The sample size consists of 25,045 observations,
including 10,625 White respondents, 7467 Hispanic respon-
dents, 4956 African-American respondents, and 1997 Asian-
American respondents. While some patients (755) self-
identified as multiple races, this information is not available
for the provider. As a result, we exclude these individuals from
the analyses. A total of 18% (4548 cases) of patient-provider
race/ethnicity concordance was observed in the data, with the
majority being for White patients (3114 cases), followed by
Hispanic patients (624 cases) and Asian-American patients
(512 cases). The patient-provider race/ethnicity concordance
is lowest for African-American patients with only 298
patient-provider matches.

Variables

Our outcome variables from the MEPS HC data include five
standard measures of utilization. The first three measures are
categorical (binary) outcome measures and include the prob-
ability of seeking preventive care, obtaining care for new
health problem, and seeking continuing care for an ongoing
health problem. We also include two numerical health care
utilization measures: the number of any emergency depart-
ment (ER) visits and the number of total physician visits.
Figure 2 shows the hypothesized relationship between our
dependent and independent variables of interest.

We build on the protocols outlined in Chen et al. [11] and
Chen et al. [1] in selecting the covariates. Covariates from five
general categories are included: race/ethnicity concordance,
non-health-related socioeconomic and demographic factors,
health-related characteristics, and clinical encounter factors
such as provider communication characteristics and provider
location characteristics. The race/ethnicity factors are White,
African-American, Hispanic, and Asian-American, along
with their respective provider concordance.

Our non-health-related socioeconomic and demographic
covariates include immigration status (US-born citizens, those
in the USA for less than 5 years, and those in the USA for
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greater than 5 years), age, sex, marital status (married/single),
education (less than a high school degree, high school degree,
and college/advanced degree), family income [< 100% federal
poverty line (FPL), 100–200% FPL, and > 200% FPL], US
Census region (northeast, midwest, south, and west), and in-
surance status. Health-related characteristics include self-
reported physical condition (excellent, very good, good, fair,
and poor), any functional limitations, and self-reported chron-
ic conditions (hypertension, diabetes, cholesterol, heart dis-
eases, and cancer). We also include an interaction term be-
tween the race/ethnicity concordance and the covariate indi-
cating less than a high school degree as a measure of whether
the effect of race/ethnicity concordance depends on the level
of education of the patient. The provider characteristic covar-
iates include both location and convenience factors (ease in
contacting by phone, weeknight and weekend office hours,
and “travel time is less than 30 min”), as well as communica-
tion factors such as whether the provider speaks the patient’s
language and ratings of how well the provider communicates
with the patient (listens, explains, has respect for patient,
spends enough time with patient, and provides easy-to-
understand instructions).

Analysis

Our main research objective is to examine the relationship
between race/ethnicity concordance and the five measures of
health utilization. We hypothesize that patients in race/ethnic
concordant relationships with their provider will have a higher
probability of seeing a health provider for an ongoing prob-
lem, a higher probability of seeing a health provider for a new
problem, a higher probability of seeking preventative care, a
decreased number of ER visits, and an increased total number
of physician visits. In order to explore our research objective,
we follow the protocol outlined in previous studies on concor-
dance [1, 11]. Similar to Chen et al. [1], we estimate the mul-
tivariate non-linear probability models for each of the three
dichotomous measures of health utilization using probit anal-
yses. In addition, we also estimate multiple regressions for the
numerical health measures. To provide a nationally represen-
tative estimate, we use survey weights provided with the
MEPS data to adjust the sample characteristics. All models
include the race/ethnicity concordance, non-health-related so-
cioeconomic and demographics, health-related identifiers, and
provider characteristics. We present the marginal effects for

Fig. 1 Data flow diagram
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each of the probit models. The benefit of using probit analyses
is that marginal effects can be estimated and directly
interpreted. More specifically, the coefficients presented can
be directly interpreted as the change in the probability of the
utilization measure associated with a change in the covariates,
such as race/ethnicity concordance. For example, the coeffi-
cient on race/ethnicity concordance is interpreted as the asso-
ciated change in the probability of seeking care from a pro-
vider if that provider is the same race/ethnicity as the patient.
To estimate the effect of race/ethnicity concordance, we define
a match as cases in which a provider is identified as the same
race/ethnicity as the patient. For example, a Hispanic race/
ethnic concordant relationship would be one in which the
individual identifies him or herself as Hispanic and answers
yes to the following question in the survey: “Is provider
Hispanic or Latino?” All analyses are carried out using Stata
SE15.

Results

Table 1 presents the marginal effects of the multivariate non-
linear probability models for each of the binary measures of
utilization, “seeking preventative care,” “seeking care for a
new problem,” and “seeking care for an ongoing problem.”
Controlling for the covariates of race/ethnicity, non-health-
related socioeconomic and demographic factors, health-
related conditions, and provider characteristics, being in a

race/ethnic concordant relationship is associated with signifi-
cant increases in the probabilities of seeking preventive care
for Hispanics and Asian-Americans relative toWhites (coef =
1.46, P < 0.001 and coef = 1.70, P < 0.001, respectively).
Race/ethnicity concordance is associated with an increase in
the likelihood of patients seeing their provider for new health
problems for Hispanics and Asian-Americans relative to
Whites (coef = 2.14, P < 0.001 and coef = 1.49, P < 0.05, re-
spectively). The probability of seeking care for ongoing health
problems is also positively correlated with race/ethnicity con-
cordance for Hispanics and Asian-Americans (coef = 1.06,
P < 0.001 and coef = 1.24, P < 0.05, respectively). The inter-
action between race/ethnicity concordance and those with less
than a high school degree is only statistically significant for
Hispanics seeking medical care for ongoing problems (coef =
1.28, P < 0.05).

In general, socioeconomic and demographic factors have a
relatively limited impact on health utilization. The results in
Table 1 show that patients between the ages of 45–54 are more
likely than patients between the ages of 25–34 to utilize health
care services. However, the increased likelihood is minimal
ranging from 0.18 for seeking care for a new problem (coef =
0.18, P < 0.001) to 0.21 for visiting the provider for preventive
care and ongoing problem (coef = 0.21, P < 0.001). The like-
lihood of seeking medical care (preventive care (coef = 0.29,
P < 0.001), new problem (coef = 0.26, P < 0.001), and ongo-
ing problem (coef = 0.35, P < 0.001) is slightly higher for
those between the ages of 55–64 than for patients between

Fig. 2 Relationship between
independent and dependent
variables
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Table 1 Marginal effects of the probability model of health care utilization in 2014–2015

Prob. of preventive care Prob. of visit for new problem Prob. of visit for ongoing problem

Coef 95% CI P Coef 95% CI P Coef 95% CI P

Race/ethnicity

White Reference Reference Reference

Hispanic 0.04 − 0.05 0.14 0.37 − 0.11 − 0.23 0.01 0.06 0.01 − 0.09 0.11 0.87

African-American − 0.08 − 0.21 0.06 0.25 − 0.20 − 0.33 − 0.07 < 0.001 − 0.01 − 0.13 0.12 0.91

Asian-American 0.11 − 0.10 0.33 0.30 0.07 − 0.13 0.28 0.49 0.03 − 0.19 0.24 0.81

Concordance

White Reference Reference Reference

Hispanic 1.46 0.68 2.23 < 0.001 2.14 1.24 3.04 < 0.001 1.06 0.40 1.71 < 0.001

African-American 0.71 − 0.10 1.51 0.09 0.47 − 0.14 1.08 0.13 0.82 − 0.05 1.69 0.06

Asian-American 1.70 0.55 2.85 < 0.001 1.49 0.34 2.64 < 0.05 1.24 0.20 2.28 < 0.05

Interaction terms

White × <HS Reference Reference Reference

Hispanics × <HS − 0.19 − 1.76 1.37 0.81 − 0.94 − 2.39 0.51 0.20 1.28 0.05 2.50 < 0.05

African Amer. × <HS 0.31 − 1.32 1.93 0.71 − 0.02 − 1.41 1.38 0.98 − 0.31 − 1.65 1.04 0.66

Asian × <HS − 0.93 − 2.33 0.47 0.19 − 1.23 − 2.74 0.29 0.11 − 0.85 − 2.10 0.40 0.18

Age

25–34 Reference Reference Reference

35–44 0.01 − 0.12 0.13 0.91 − 0.01 − 0.12 0.10 0.84 − 0.02 − 0.14 0.11 0.77

45–54 0.21 0.09 0.34 < 0.001 0.18 0.06 0.30 < 0.001 0.21 0.09 0.34 < 0.001

55–64 0.29 0.13 0.45 < 0.001 0.26 0.10 0.41 < 0.001 0.35 0.21 0.49 < 0.001

65+ 0.37 0.21 0.53 < 0.001 0.28 0.11 0.44 < 0.001 0.17 0.00 0.34 0.05

Female 0.02 − 0.06 0.09 0.69 0.05 − 0.03 0.13 0.24 0.06 − 0.01 0.14 0.10

Married 0.08 − 0.02 0.17 0.12 0.04 − 0.05 0.13 0.40 0.05 − 0.04 0.14 0.28

US status

US born Reference Reference Reference

< 5 years in the USA − 0.31 − 0.61 − 0.02 < 0.05 − 0.29 − 0.57 − 0.02 < 0.05 − 0.22 − 0.48 0.03 0.08

> 5 years in the USA − 0.13 − 0.25 − 0.01 < 0.05 − 0.14 − 0.28 − 0.01 < 0.05 − 0.11 − 0.21 − 0.01 < 0.05

Family income

< 100% FPL Reference Reference Reference

100–200% FPL 0.00 0.00 0.00 0.64 0.00 0.00 0.00 0.26 0.00 0.00 0.00 0.71

> 200% FPL 0.00 0.00 0.00 < 0.05 0.00 0.00 0.00 0.07 0.00 0.00 0.00 0.16

Education

College or adv. deg. Reference Reference Reference

No high school deg. 0.06 − 0.08 0.19 0.39 − 0.02 − 0.17 0.13 0.80 − 0.03 − 0.17 0.11 0.65

High school deg. 0.04 − 0.07 0.15 0.46 0.01 − 0.10 0.12 0.82 − 0.01 − 0.13 0.11 0.83

Some college 0.08 − 0.03 0.19 0.15 0.05 − 0.08 0.18 0.47 − 0.01 − 0.14 0.12 0.89

US census region

Northeast Reference Reference Reference

Midwest − 0.01 − 0.17 0.15 0.90 − 0.18 − 0.33 − 0.02 < 0.05 0.02 − 0.13 0.17 0.78

South − 0.23 − 0.37 − 0.09 < 0.001 − 0.21 − 0.35 − 0.08 < 0.001 − 0.28 − 0.43 − 0.14 < 0.001

West − 0.07 − 0.21 0.07 0.32 − 0.15 − 0.31 0.00 0.06 − 0.11 − 0.25 0.03 0.14

Self-report health status

Excellent Reference Reference Reference

Poor − 0.56 − 0.85 − 0.27 < 0.001 − 0.59 − 0.90 − 0.28 < 0.001 − 0.44 − 0.70 − 0.18 < 0.001

Fair − 0.02 − 0.14 0.11 0.81 0.06 − 0.05 0.17 0.28 0.01 − 0.11 0.14 0.84

Good − 0.03 − 0.12 0.07 0.58 0.03 − 0.06 0.12 0.46 0.03 − 0.05 0.11 0.48

Very good 0.02 − 0.07 0.11 0.66 − 0.01 − 0.09 0.08 0.89 − 0.05 − 0.14 0.03 0.23
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the ages of 25–34. The likelihood of seeking health care ser-
vices for preventive care and new problems is highest for
patients 65 or older (coef = 0.37, P < 0.001 and coef = 0.28,
P < 0.001; respectively) relative to all other age groups.
Compared with US-born patients, foreign-born patients are
slightly less likely to seek preventive care (coef = − 0.31,
P < 0.05 for < 5 years in the USA and coef = − 0.13,
P < 0.05 for > 5 years in the USA) or to seek care for new
problems (coef = − 0.29, P < 0.05 for < 5 years in the USA
and coef = − 0.14, P < 0.05 for > 5 years in the USA) or on-
going problems (coef = − 0.11, P < 0.05 for > 5 years in the
USA). While family income for those “> 200% FPL” is sta-
tistically significant at the 5% level, the coefficient is equal to
zero (coef = − 0.00, P < 0.05). Those patients living in the
southern USA are slightly less likely to seek preventive care
and care for new or ongoing problems compared with patients
living elsewhere in the northeast (coef = − 0.23, P < 0.001;
coef = − 0.21, P < 0.001; and coef = − 0.28, P < 0.001, respec-
tively). Neither gender nor marital status has a significant ef-
fect on the probability of seeking preventive care, care for a
new problem, or care for an ongoing problem.

The results for self-reported health status indicate some
associations with the likelihood of someone receiving medical
care. More specifically, self-reported health status of being in
poor health is negatively associated with seeking care (coef =
− 0.56, P < 0.001 for preventive care, coef = − 0.59, P < 0.001

for new problem, coef = − 0.44, P < 0.001 for ongoing prob-
lem). Among patients that self-reported having chronic condi-
tions, having health issues such as hypertension (coef = 0.23,
P < 0.001 for preventive care and coef = 0.17, P < 0.001 for
ongoing problem) and high cholesterol (coef = 0.12, P <
0.001 for preventive care, coef = 0.11, P < 0.05 for new prob-
lems, and coef = 0.13, P < 0.05 for ongoing problem) are pos-
itively associated with seeking care. Similarly, having a heart
condition, as well as diabetes, is also associated with an in-
creased probability of seeking medical care (heart cond./dis-
ease: coef = 0.20, P < 0.0001 for new problem and coef =
0.15, P < 0.05 for ongoing problem; diabetes: coef = 0.17,
P < 0.05 for ongoing problem). Patients living with any func-
tional limitations are alsomore likely to seekmedical attention
(coef = 0.20, P < 0.001 for preventive care and coef = 0.21,
P < 0.001 for ongoing problem).

Factors that have a greater association with the likelihood
of seeking health care services include convenience and
whether the provider speaks the same language as the patient.
With the former, being able to contact the provider by phone is
associated with an increase in the probability of seeking care
by 1.53, 1.62, and 1.45 for preventive care (coef = 1.53, P <
0.001), new problem (coef = 1.62, P < 0.001), and ongoing
problem (coef = 1.45, P < 0.001), respectively. The associated
likelihood increases if the travel time to a provider is less than
30min (preventive care (coef = 2.02, P < 0.001), new problem

Table 1 (continued)

Prob. of preventive care Prob. of visit for new problem Prob. of visit for ongoing problem

Coef 95% CI P Coef 95% CI P Coef 95% CI P

Chronic condition

Hypertension 0.23 0.12 0.34 < 0.001 0.10 − 0.01 0.21 0.07 0.17 0.06 0.28 < 0.001

Heart cond./disease 0.08 − 0.08 0.23 0.31 0.20 0.07 0.34 < 0.001 0.15 0.01 0.29 < 0.05

Cholesterol 0.12 0.02 0.22 < 0.05 0.11 0.02 0.20 < 0.05 0.13 0.03 0.24 < 0.05

Cancer 0.02 − 0.17 0.20 0.86 0.04 − 0.13 0.20 0.67 − 0.11 − 0.29 0.06 0.21

Diabetes 0.11 − 0.04 0.26 0.14 0.02 − 0.14 0.18 0.80 0.17 0.03 0.31 < 0.05

Any functional limits 0.20 0.07 0.33 < 0.001 0.10 − 0.02 0.23 0.11 0.21 0.08 0.34 < 0.001

Insurance 0.01 − 0.08 0.10 0.86 0.05 − 0.04 0.14 0.29 − 0.04 − 0.12 0.04 0.33

Convenience

Phone contact 1.53 1.42 1.65 < 0.001 1.62 1.50 1.75 < 0.001 1.45 1.34 1.55 < 0.001

Office hours 0.16 − 0.03 0.35 0.10 0.61 0.40 0.83 < 0.001 0.11 − 0.06 0.28 0.21

< 30-m travel 2.02 1.92 2.12 < 0.001 2.14 2.04 2.25 < 0.001 1.92 1.84 2.01 < 0.001

Communication

Listens − 0.03 − 0.15 0.09 0.57 − 0.05 − 0.18 0.07 0.42 0.01 − 0.11 0.13 0.90

Explains 0.19 0.06 0.31 < 0.001 0.14 0.00 0.28 < 0.05 0.05 − 0.07 0.16 0.42

Respect 0.02 − 0.10 0.14 0.72 0.05 − 0.09 0.19 0.47 0.07 − 0.07 0.21 0.29

Enough time 0.00 − 0.10 0.10 0.97 0.03 − 0.09 0.15 0.57 0.02 − 0.09 0.13 0.70

Easy instructions 0.03 − 0.03 0.09 0.35 0.02 − 0.05 0.09 0.53 0.04 − 0.03 0.10 0.31

Prvdr. spks pat.’s lang 1.17 0.79 1.55 < 0.001 0.93 0.59 1.27 < 0.001 1.30 0.96 1.64 < 0.001

Constant − 1.73 − 1.93 − 1.54 < 0.001 − 1.62 − 1.79 − 1.46 < 0.001 − 1.53 − 1.73 − 1.33 < 0.001
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Table 2 Multiple regression model of health care utilization in 2014–2015

Number of ER visits Number of provider visits

Coef 95% CI P Coef 95% CI P

Race/ethnicity

White Reference Reference

Hispanics − 0.02 − 0.06 0.01 0.16 0.28 − 0.06 0.61 0.10

African-American 0.01 − 0.02 0.04 0.62 − 0.27 − 0.49 − 0.05 < 0.05

Asian − 0.07 − 0.10 − 0.03 < 0.001 − 0.58 − 1.08 − 0.07 < 0.05

Concordance

White Reference Reference

Hispanics − 0.02 − 0.09 0.04 0.51 0.24 − 0.35 − 0.96 0.26

African-American 0.08 − 0.05 0.20 0.22 0.42 0.14 − 0.49 0.76

Asian 0.01 − 0.04 0.07 0.64 0.65 0.33 − 0.24 0.91

Interaction term

White × <HS Reference Reference

Hispanics × <HS − 0.12 − 0.19 − 0.04 < 0.001 1.29 0.27 2.31 < 0.05

African Amer. × <HS − 0.11 − 0.37 0.14 0.39 1.62 − 1.89 5.13 0.36

Asian × <HS − 0.09 − 0.18 0.00 0.05 1.69 0.22 3.16 < 0.05

Age

25–34 Reference Reference

35–44 0.00 − 0.03 0.03 0.96 − 0.32 − 0.56 − 0.09 < 0.05

45–54 − 0.02 − 0.05 0.01 0.23 −0.33 − 0.58 − 0.08 < 0.05

55–64 − 0.09 − 0.13 − 0.06 < 0.001 − 0.15 − 0.42 0.12 0.28

65+ − 0.08 − 0.12 − 0.04 < 0.001 1.09 0.69 1.48 < 0.001

Female 0.05 0.03 0.07 < 0.001 0.63 0.47 0.80 < 0.001

Married − 0.05 − 0.08 − 0.03 < 0.001 0.14 − 0.05 0.34 0.14

US status

US born Reference Reference

< 5 years in the USA 0.01 − 0.04 0.06 0.66 − 0.29 − 0.80 0.21 0.25

> 5 years in the USA 0.00 − 0.05 0.04 0.93 − 0.01 − 0.38 0.35 0.95

Family income

<100% FPL Reference Reference

100–200% FPL 0.00 0.00 0.00 0.89 0.00 0.00 0.00 0.43

> 200% FPL 0.00 0.00 0.00 < 0.001 0.00 0.00 0.00 < 0.05

Education

College or adv. deg. Reference Reference

No high school deg 0.02 − 0.02 0.06 0.40 − 1.33 − 1.64 − 1.01 < 0.001

High school deg 0.02 − 0.01 0.05 0.12 − 0.97 − 1.23 − 0.71 < 0.001

Some college 0.01 − 0.01 0.04 0.34 − 0.56 − 0.82 − 0.29 < 0.001

US census region

Northeast Reference Reference

Midwest 0.00 − 0.03 0.04 0.88 − 0.28 − 0.63 0.07 0.11

South − 0.02 − 0.05 0.01 0.26 − 0.02 − 0.29 0.25 0.87

West − 0.05 − 0.08 − 0.02 < 0.05 − 0.06 − 0.40 0.27 0.70

Self-report health status

Excellent Reference Reference

Poor 0.76 0.50 1.01 < 0.001 0.93 0.61 1.25 < 0.001

Fair 0.15 0.12 0.19 < 0.001 − 0.08 − 0.27 0.12 0.44

Good 0.03 0.01 0.05 < 0.001 − 0.43 − 0.62 −0.25 < 0.001

Very good − 0.02 − 0.04 0.00 0.09 − 0.61 − 0.83 − 0.39 < 0.001
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(coef = 2.14, P < 0.001), and ongoing problem (coef = 1.92,
P < 0.001)). If the provider speaks the patient’s language, the
likelihood of seeking medical care is also higher (preventive
care (coef = 1.17, P < 0.001), new problem (coef = 0.93, P <
0.001), and ongoing problem (coef = 1.30, P < 0.001)).
Moreover, there is a positive association between the patient’s
perception of whether the provider clearly explains any health
issues during the visit and seeking health care services for
preventive care (coef = 0.19, P < 0.001) as well as for new
problems (coef = 0.14, P < 0.05).

Table 2 shows that the race/ethnicity concordance is only
significant for the interaction term with less than a high school
education. More specifically, race/ethnicity concordance is
negatively associated with Hispanics for the number of ER
visits (coef = − 0.12, P < 0.001) and positively correlated with
the number of provider visits for Hispanics and Asian
American (coef = 1.29, P < 0.05 and coef = 1.69, P < 0.05,
respectively). Patients reporting a chronic condition visit the
provider more often.

Discussion

Our findings suggest that race/ethnicity concordance is asso-
ciated with an increase in the probability that patients seek or
receive medical care. This is particularly prominent for

Hispanic and Asian patients, potentially due to language and
cultural barriers. Having a provider who speaks the patient’s
language has been shown to be associated with a higher prob-
ability of health utilization [18].

Compared with US-born patients, foreign-born patients are
less likely to seek preventive care or care for ongoing or con-
tinuing medical problems. Family income is largely unassoci-
ated with seeking medical care. Gender does not have a sig-
nificant effect on the probability of seeking preventive care,
care for a new problem, or care for an ongoing problem.
However, females visit their provider and the ER slightly
more than males. Marital status also has very little effect on
the decision to seek care, with married patients making slight-
ly fewer ER visits than unmarried patients.

Those patients living in the southern USA are slightly less
likely to seek preventive care or care for ongoing or new
problems compared with patients living elsewhere in the
USA. As expected, patients with diseases such as hyperten-
sion and high cholesterol are more likely to seek care. Having
a higher level of education than a high school diploma and
self-reported health status of “fair” or “better” also increases
the likelihood of someone receiving medical care. However,
in addition to these factors, this study has also demonstrated
that factors other than socioeconomic and health factors, such
as race/ethnicity concordance, remain an important feature of
a patient’s decision to seek health care from a provider.

Table 2 (continued)

Number of ER visits Number of provider visits

Coef 95% CI P Coef 95% CI P

Chronic condition

Hypertension 0.17 0.13 0.21 < 0.001 0.16 − 0.07 0.40 0.18

Heart cond./disease 0.02 − 0.01 0.04 0.18 1.07 0.72 1.43 < 0.001

Cholesterol 0.04 − 0.01 0.08 0.09 0.61 0.41 0.81 < 0.001

Cancer 0.01 − 0.03 0.06 0.52 2.08 1.65 2.51 < 0.001

Diabetes 0.15 0.12 0.19 < 0.001 0.89 0.45 1.33 < 0.001

Any functional limits − 0.04 − 0.06 − 0.02 < 0.001 2.26 1.98 2.54 < 0.001

Insurance 0.17 0.13 0.21 < 0.001 − 0.33 − 0.51 − 0.16 < 0.001

Convenience

Phone contact − 0.01 − 0.03 0.02 0.68 0.18 − 0.07 0.44 0.16

Office hours 0.01 − 0.02 0.03 0.72 0.07 − 0.18 0.32 0.58

< 30-m travel 0.01 − 0.02 0.04 0.41 0.48 0.25 0.72 < 0.001

Communication

Listens − 0.01 − 0.06 0.03 0.55 0.15 − 0.26 0.55 0.48

Explains − 0.01 − 0.06 0.04 0.62 0.22 − 0.19 0.64 0.29

Respect 0.04 − 0.03 0.10 0.30 0.05 − 0.43 0.53 0.84

Enough time − 0.01 − 0.04 0.02 0.59 − 0.02 − 0.29 0.26 0.91

Easy instructions 0.05 0.03 0.06 < 0.001 0.90 0.77 1.03 < 0.001

Prvdr. spks pat.’s lang − 0.07 − 0.11 − 0.03 < 0.001 0.10 − 0.32 0.53 0.63

Constant 0.13 0.09 0.18 < 0.001 0.48 0.07 0.89 < 0.05
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Previous findings that patients in race/ethnic concordant
relationships with their provider report higher levels of satis-
faction with medical treatment and greater patient-provider
communication are consistent with our results that patients
may be more willing to visit their provider for new problems
and preventive care if they are in race/ethnic concordant
relationships.

Our study has some limitations. First, we did not examine
specific ethnicities within racial categories. Studies have iden-
tified disparities across multiple ethnic subgroups [19]. Future
work should examine if our results generalize across ethnic
subgroups. Second, we were not able to investigate the impact
of the decreased number of visits resulting from discordant
relationships on measurable health outcomes such as patient
life expectancy. This would be a fruitful direction for future
research. Third, the cross-sectional design limits our ability to
make causal inferences on the association between race/
ethnicity concordance and utilization.

We have shown that even after the greater access and cov-
erage provided by the ACA, racial and ethnic disparities in
utilization of medical services may continue to be driven in
part by social factors. Given the substantial economic cost
associated with racial and ethnic health disparities, analyzing
the impact of patient-provider race/ethnicity concordance in
increasing health utilization is only one of the many determi-
nants that should be considered to close the gap in health
utilization across racial/ethnic groups.
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