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Abstract
Background Racial concordance between patients and clinician has been linked to improved satisfaction and patient outcomes.
Objectives (1) To examine the likelihood of clinician-patient racial concordance in non-Hispanic White, non-Hispanic Black,
Asian, and Hispanic patients and (2) to evaluate the impact of patient-clinician race concordance on healthcare use and expen-
ditures within each racial ethnic group.
Methods We analyzed data from the 2010–2016Medical Expenditure Panel Survey (MEPS).We used bivariate and multivariate
models to assess the association between patient-clinician race concordance and emergency department (ED) use, hospitaliza-
tions, and total healthcare expenses, controlling for patient socio-demographic factors, insurance coverage, health status, and
survey year fixed effects.
Results Of the 50,626 adults in the analysis sample, 32,350 had racial concordance with their clinician. Among Asian and
Hispanic patients, low income, less education, and non-private insurance were associated with an increased likelihood of
patient-clinician racial concordance. Emergency department use was lower among Whites and Hispanics with concordant
clinicians compared to those without a discordant clinician (15.6% vs. 17.3%, p = 0.02 and 12.9% vs. 16.2%, p = 0.01 respec-
tively). Total healthcare expenditures were lower among Black, Asian, and Hispanic patients with race-concordant clinicians than
those with discordant clinicians (14%, 34%, and 20%, p < 0.001 respectively).
Conclusions These results add to the body of evidence supporting the hypothesis that racial concordance contributes to a more
effective therapeutic relationship and improved healthcare. These results emphasize the need for medical education surrounding
cultural humility and the importance of diversifying the healthcare workforce.

Keywords Patient-clinician race concordance . Communication .Medical education . Cultural humility .Minorities . Healthcare
delivery . Healthcare utilization

Introduction

Health disparities occur when avoidable social disadvantage
contributes to worse health outcomes for the socially disad-
vantaged group [1]. Health disparities specific to race exist
broadly throughout the USA [2–5]. Certain factors like socio-
economic status [6, 7], language proficiency barriers between
patients and clinicians [8, 9], and health literacy [10, 11] are
closely associated with race and provide partial explanations
for these observed racial health disparities. However, these
factors do not completely explain documented racial health
disparities [3–7, 12, 13]. Racial health inequities often arise
due to structural racism [14–19]. Within healthcare, structural
racism can be mediated by clinicians’ false beliefs about bio-
logical differences between racial groups [20], differential
treatment of patients [19], and unfamiliarity with tools (such
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as structural competency [21] and cultural humility [22]) they
can employ to intervene in structural racism.

Examining the association of patient-clinician racial concor-
dance on patient-clinician communication, patient satisfaction,
and health outcomes may provide insight into the role that inter-
personal dynamics play in the development of racial health dis-
parities [23]. Concordance refers to a patient and clinician sharing
a specific trait. It is well known that patients prefer racial concor-
dance with their clinicians [24, 25], although it is less certain
what effect racial concordance has on the actual delivery of
healthcare and healthcare utilization. Most studies hypothesize
that racial concordance is associated with improvements in com-
munication, which facilitates improved adherence to treatment
plans, deeper partnership formation between patients and clini-
cians, and ultimately better health outcomes [25].

In an experiment conducted in Oakland, California, Black
men were more likely to accept preventive services, speak to a
physician, and have more detailed documentation of their
visits when seen by Black physicians. The authors estimated
that, due to these differences, a larger number of Black phy-
sicians could reduce the Black-White gap in mortality due to
heart disease by up to 19%.[26] In a recent observational
study, patient-physician racial concordance was found to be
associated with lower mortality for Black newborns [27].

Some suggest that the beneficial outcomes of racial con-
cordance may be linked to acculturation. Studies have shown
that preference for racial concordant clinician varies by the
degree of acculturation [28]. Previous studies demonstrated
Black, Hispanic, and Asian American patients were more like-
ly to choose physicians from their own racial/ethnic group
[29, 30]. Particularly this match between patient and provider
race is more prominent among Hispanics and Asian
Americans who recently immigrated to the US, not comfort-
able speaking English, and those adhering to traditional values
of the country of origin [29, 30]. There is also evidence that
demographic factors, and not necessarily patient choice or
acculturation may be mediating patient-physician concordant
relationships. Prior literature shows that factors such as low
socioeconomic status, less education, and having non-private
insurance may be associated with increased likelihood of
patient-clinician racial concordance [31]. Conversely, socio-
demographic factors associatedwithmore access to healthcare
like income greater than 400% FPL, private insurance, and
higher education were associated with a decreased likelihood
of patient-clinician racial discordance. One potential explana-
tion is that patients with less exposure to the healthcare system
and the greatest mistrust of the medical system have been
shown to benefit the most from patient-clinician racial con-
cordance [32]. Furthermore, clinicians from Hispanic, Black,
and Native American backgrounds tend to practice in under-
served areas at a higher rate than White clinicians [33], there-
by increasing the probability of treating an underserved pa-
tient from the same race. This may be compounded by the

disproportionately low number of underrepresented minority
physicians in medicine overall [33], resulting in a dispropor-
tionately low number of minority physicians in more well-
resourced areas where patients with higher income, more ed-
ucation, and private insurance may be seeking care. Structural
racismmay also limit minority clinicians’ access to working in
more affluent, White communities as well as minority pa-
tients’ access to White clinicians and private health insurance.

In practice, patient-clinician racial concordance has been
associated with improvements in patient-physician communi-
cation [23, 32, 34–39], greater time spent with physicians
[18], improved shared decision-making [27], improved pa-
tient understanding of disease risk [20], improved medication
adherence [34], decreased wait times for treatment [35], im-
proved cancer screening [32, 36], improved cholesterol
screening [37], and decreased implicit bias from clinicians
[38]. Communication and health outcome differences be-
tween racially concordant and discordant patient-clinician
dyads are not uniform, however large reviews have found a
meaningful trend connecting racial concordance between pa-
tients and clinicians with improved communication23] and
health outcomes [39]. Despite the known role of racial con-
cordance on the patient-clinician relationship, it remains un-
known whether racial concordance is associated with one key
measure of high-quality healthcare: appropriate use of service
and provision of appropriate care.

While there is little evidence showing race concordance is
associated with expenditures, previous studies have shown
that continuity of care and comprehensiveness, have been
shown to reduce healthcare costs [40, 41]. A recent study by
Ma et al. found patients having racial concordance were more
likely to visit their USC clinician for preventive care, new
health and ongoing medical problems [42]. Although USC
is not a direct measure of comprehensiveness and continuity,
having a USC is associated with four C types of care—first
contact, continuity of care, comprehensive care, and care.

The primary purpose of this study is to examine use of
health services—primary care visits, cancer screening ser-
vices, emergency department (ED) use, hospitalizations, and
healthcare expenditures across patients from different racial
groups and with varying socio-demographic backgrounds to
evaluate if having a racially concordant clinician impacts their
healthcare use and expenditures. By comparing patients of the
same racial group, our study seeks to better understand which
specific socio-demographic factors are associated with an in-
creased likelihood of having a racially concordant clinician.

Methods

We used 2010–2016 Medical Expenditure Panel Survey
(MEPS) data. MEPS is administered by the Agency for
Healthcare Research and Quality (AHRQ) and provides
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national estimates of healthcare use and expenditures of the
civilian and non-institutionalized US population. Data are col-
lected across five rounds extended over 2 years. Every year, a
third of the respondents from the previous year’s National
Health Interview Survey enters MEPS. Approximately
30,000–35,000 respondents are surveyed every year and the
response rate varies from 58 to 66% [43]. Further details of the
survey are described in detail elsewhere [44]. The study was
exempted by the institutional review board of the American
Academy of Family Physicians as it is based on secondary
data analysis of deidentified publicly available MEPS data.

Study Sample

We pooled data from the 2010–2016 MEPS. We had 249,030
respondents in the original pooled sample. We included re-
spondents who were in-scope for the survey during the entire
two-year study period and had valid survey weights (n =
237,414) (Fig. 1). Since only respondents who reported hav-
ing “a person” as their usual source of care (USC) or “a person

in facility” as their USC were asked about the race of their
clinician, we excluded those without a USC (n = 59,562),
which reduced the sample to 177,762. We then excluded re-
spondents with missing data for clinician race (n = 105,944).
Next, we excluded respondents less than 18 years old, which
reduced the sample to 52,494. Finally, we excluded those with
missing data for education, census region of residence, health
status, marital status chronic conditions, nativity status, and
duration of stay in the USA yielding a final analysis sample of
50,626.

Study Variables

We derived the variables from the MEPS consolidated and
office-based files. The main explanatory variable was the ra-
cial concordance between the respondents and the physician.

Based on self-reported race, respondents in the sample were
divided into four groups: non-Hispanic White, non-Hispanic
Black, Hispanic, and Asian patients. We first identified the usual
source of care clinician (person or person in a facility) for the
individual respondent and determined the race of the physician as
perceived by the respondents. Using the race of the respondent
and the race/ethnicity of the physician we created a dichotomous
measure of racial concordance. We coded “1” if the race of the
physicianwas the same as the respondent (concordant) and “0” if
it was different (discordant).

Response variables included healthcare use and healthcare
spending. We created dichotomous measures of ED use and
hospitalization, scoring each as “1” if the respondent had at
least one ED visit or one hospitalization and as “0” otherwise.
We also examined count data for number of primary care
visits, ED use and hospitalizations. We looked at screening
tests for cervical, breast and colorectal cancers with “1” indi-
cating receipt of age and or gender appropriate screening ser-
vice and “0” otherwise. Apart from the total healthcare expen-
ditures, we also examined spending on ED, inpatient, office-
based care, and prescription medications.

Covariates included age, gender, census region, education,
income, insurance coverage, health status, number of chronic
conditions, marital status, acculturation, English language profi-
ciency and year fixed effects. We included age of the respondent
as a continuous measure.. Based on the place of residence, we
created four US Census regions: (1) South, (2) Northeast, (3)
Midwest, and (4) West. We divided the sample into five groups
based on the family income—(1) less than 100% federal poverty
level (FPL), (2) 101–124% FPL, (3) 125–199% FPL, (4) 200–
399% FPL, and (5) 400% FPL or greater.

We created three education categories—(1) less than high
school, (2) completion of high school diploma or GED, and
(3) greater than high school. Three types of insurance cover-
age were included—private, public, and uninsured. We creat-
ed two health status categories, scoring the respondents
reporting fair or poor health as “1” and good to excellent

Respondents with valid
weights and person or person
in facility USC clinician race
(n=71,818) 

Excluded who had 
facility USC and 
missing data for 

clinician race 
(n=105,944)

Adults (>=18 years) with valid 
weights, USC clinician race 
and non-missing data (50,626)

Adults (>=18 years) with valid 
weights and USC clinician 
race data (52,494)

Respondents with weights 
(n=237,414)

Excluded those with ‘0’ 
weights (n=11,616) i.e. 

Out-of-scope 
d t

Respondents with valid 
weights and USC (n=177,762)

Excluded those 
without USC 
(n=59,562)

Excluded children 
(age <18 years) 

(n=19,324)

Initial Sample Pooled data
(n=249,030)

Excluded those with missing 
data for education, region 

health status, marital status, 
nativity status and duration of 

stay in the US chronic 
conditions (n=1,868)

Fig. 1 Flowchart-analysis sample, pooled medical expenditure panel
survey data 2010-2016
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health as “0.” Based on the number of chronic conditions
reported by the respondents, we classified them into 4
groups—(1) zero condition, (2) one condition, (3) two condi-
tions, and (4) three or more conditions. Responses on marital
status were collapsed to create a binary variable with “1” in-
dicating married and “0” indicating not married. We com-
bined responses on nativity status and length of stay in the
USA to obtain acculturation measure. However, to avoid du-
plication of foreign-born status we created three categories for
acculturation measure—(1) US born, (2) foreign-born with
length of stay in the USA less than 10 years, and (3)
foreign-born with length of stay in the USA for 10 years or
more. Respondents speaking a language other than English at
home were asked about how well they speak English. We
combined the responses on language spoken at home and
how well person speaks English to create three categories of
limited English Proficiency with “0” indicating speaks
English at home, “1” not comfortable speaking English and
“2” comfortable speaking English.

Statistical Analysis

We used Stata 14.2 statistical software in analyzing the data
[45]. All analyses were adjusted for MEPS complex sampling
design [43].

We first created summary statistics for all the covariates and
the outcomes for each of the racial groups by concordance. We
assessed the significant differences between concordant and dis-
cordant groups within each of the racial groups using Chi-
squared tests for categorical variables and t-tests for continuous
variables. Finally, we ran multiple binary logistic regressions
with and without controls to investigate the association between
the patient-clinician racial concordance and healthcare use. We
used Poisson regressions for count data on primary care visits,
ED visits and hospitalizations. We performed GLM models
using log link function and gamma distribution to examine the
relationship between patient-clinician race concordance and
healthcare expenses. We ran regressions separately for each of
the health outcomes (healthcare service use, and healthcare ex-
penses) within each of the four racial groups. We included ac-
culturation and limited English proficiency measures in the
models for non-Hispanic Asians and Hispanics.

Results

Table 1 presents demographic factors by racial concordance
for each of the four race groups. Of the 50,626 adult patients in
the analysis sample, 32,350 had racial concordance with their
clinician). Of those patients, 72.8% were White, 6.5% were
Black, 9.3% were Asian, and 11.4% were Hispanic. Our bi-
variate analysis demonstrated that the mean age of Asian and
Hispanic respondents having a racially concordant clinician

was greater than those who see a discordant clinician (50.9
vs. 48.2, p = 0.032 and 49.8 vs. 46.8, p < 0.001), respectively).
In the White population, there was a higher proportion that
had private insurance in the racially concordant group (78.1%
vs. 72.6%, p < 0.001). In contrast, there was a higher propor-
tion of public insurance status among Asian and Hispanic
patients with racially concordant clinicians compared to the
racially discordant dyads in these groups (26.9% vs. 15.7%,
p < 0.001 and 34.7% vs. 25.0%, p < 0.001 respectively).
Similarly, higher proportion of poor (< 200% FPL) Asian
and Hispanic respondents had racially concordant clinicians
than Asian and Hispanic respondents in the same income
group that had discordant clinicians (26.0% vs. 17.3%,
p = .0.02 and 43.9% vs. 30.9%, p < 0.001 respectively).
Finally, there was a higher proportion of Asian and Hispanic
patients with less than a high school education that had a
concordant clinician than those with the same education level
that had a discordant clinician (14.7% vs. 8.7%, p = 0.014 and
35.8% vs. 22.4%, p < 0.001 respectively).

In Table 2, we present distribution of outcomes across the
race/ethnicity groups by racial concordance. The number of
primary care visits was higher in the concordant group than
the discordant group for Asian patients (1.9 vs. 1.5, p < 0.001)
(Table 2). White patients with a race-concordant clinician had
fewer primary care visits (1.9 vs. 2.3, < 0.001). ED usage was
lower among White and Hispanic patients with concordant
clinicians compared to those in the same racial group without
a concordant clinician (15.6% vs. 17.3%, p = 0.016 and 12.9%
vs. 16.2%, p = 0.014 respectively). Number of ED visits were
lower among Hispanic respondents with concordant clinician
than those with discordant clinician (0.17 vs. 0.23, p < 0.05).

Supplementary content (SC) Table 1 presents regression re-
sults examining factors (socio-demographic, nativity status,
length of stay in the US, English speaking proficiency, poor
health and number of chronic conditions) associated with racial
concordance. Non-Hispanic White patients who were publicly
insured and those with poor health status had lower odds of
having racial/ethnic concordance. The likelihood of having
patient-clinician racial concordance among non-Hispanic Black
respondents was lower for those living in Northeast (odds ratio
(OR) 0.73, confidence interval (CI) (0.56–0.95) and West (OR
0.38, CI 0.23–0.60) and higher for those who were foreign-born
with length of stay in the USA of < 10 years.

Among non-Hispanic Asian patients, the odds of having a
race-concordant clinician was higher for those living in West,
who were uninsured, those who spoke English less well.
Hispanics who had less than high school education, publicly
insured or uninsured, poor health status, were foreign-born (irre-
spective of the duration of stay in the US), and thosewho did and
did not speak English well were more likely to see a race-
concordant clinician. Whereas females, those with residence in
regions in other than South, and were not poor had lower odds of
having racial concordance.
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Table 3 (SC Table 2) summarizes regression results related
to ED visit. Asian patients who saw race-concordant physi-
cians had 0.71 times the odds of an ED visit than those who
saw discordant physicians after controlling for socio-
demographic and other factors (OR 0.71, 95% CI 0.52–0.93)
(Table 3) Hispanic patients who saw a race-concordant phy-
sician had 0.75 times the odds of an ED visit compared to
those who saw a discordant physician (OR 0.75, 95% CI
0.61–0.93). No statistically significant association between
ED visits and racial concordance was found in non-Hispanic
Whites and non-Hispanic Blacks. However, Poisson regres-
sion analysis showed Hispanic patients with racially concor-
dant clinicians had 22% lower number of ED visits compared
to Hispanic patients who had a discordant provider (incidence
risk ratio (IRR) 0.78, 95% CI 0.64–0.94) (SC Table 3).

Hispanic patients seeing race-concordant clinicians had
lower number of hospitalizations than those seeing discordant
clinicians (IRR 0.76, (0.61–0.95) (SC Table 4).

SC Table 5 shows that there are no associations between
receipt of cancer screening tests and racial concordance.
However, odds of being screened for breast cancer were
higher among women of all racial groups when they saw a
gender concordant clinician. Non-HispanicWhite women had
1.3 times and Hispanic women had 1.4 times the odds of
receiving cervical cancer screening if seen by a female clini-
cian. Similarly, non-Hispanic Black patients had higher odds
of receiving colorectal cancer screening from gender concor-
dant providers.

Figure 2 (Table 4, SC Table 6) illustrates that the total
healthcare expenditures were lower among Black, Asian,
and Hispanic respondents with race-concordant clinicians
than those with discordant clinicians (14%, 34%, and 20%,
p < 0.001 respectively). Additionally, Asian and Hispanic pa-
tients with a race-concordant clinician showed lower expen-
ditures for office-based care than those who had a discordant
clinician (Fig. 3, Table 4, SC Table 7). Expenditures on inpa-
tient care (39%, p < 0.001) (Table 4, SC Table 8) and prescrip-
tions (38.0%, < 0.001) (Table 4, SC Table 9) were lower
among Blacks seeing race-concordant clinicians compared
to those seeing discordant clinicians

Discussion

This cross-sectional study used MEPS data to identify socio-
demographic characteristics that increase and decrease the
probability of patients having a race-concordant provider.
We also examined differences in healthcare utilization and
total healthcare expenditures between patients of the same
race with and without race-concordant clinicians.

Overall, our study findings are consistent with previous
studies that showed minority populations were more likely
to prefer or have a race-concordant clinician [29]. In particularT
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Asians and Hispanics who were foreign-born, spoke English
less fluently, and were publicly insured had increased likeli-
hood of seeing a clinician of their own race. This study dem-
onstrates that patient-clinician racial concordance for Asian,
Hispanic, and Black patients is associated with lower ED use
(Asian/Hispanic patients), lower rates of hospitalization
(Hispanic patients), and lower total healthcare expenditures
(Asian, Hispanic, and Black patients). However, having
race-concordant clinician did not lead to increased use of ser-
vices such as primary care visits, and receipt of screening tests
for cervical, breast, and colorectal cancers. The combination
of decreased ED visits, hospitalizations, and health expendi-
ture observed for Hispanic patients with racial concordant
clinicians suggests both appropriate healthcare delivery and
appropriate healthcare utilization. Having established ongoing
relationship with these racial concordant USC clinicians, par-
ticularly in minority populations, may have reduced
healthcare expenditures. Many previous studies have shown
that usual source of care and continuity with a clinician

contribute to more appropriate utilization of healthcare ser-
vices [46]. Whether this is due to greater disease prevention,
improved disease management, improved patient counseling,
or simply less healthcare utilization warrants future studies.

Interestingly, despite lower total health expenditures found
in the non-Hispanic Black concordant dyads, there was no re-
duced odds of ED visits or hospitalizations for this concordant
group compared to non-Hispanic Black respondents seen by
race-discordant clinicians. While approximately 13% of
Americans are Black [47], Black patients only made up 6.4%
of patients in racially concordant patient-clinician dyads in our
study. A larger sample size of Black patients and greater repre-
sentation of older Black patients may have shown a statistically
significant decrease in expenditure and ED use for Black pa-
tients in concordant dyads. This finding could also indicate a
systematic difference between Black patients in concordant vs
discordant dyads, such as higher medical complexity and bur-
den of disease in the former. This difference could also be
explained by disproportionate experiences of racism and

Fig. 2 Adjusted mean total and office-based expenditures by race con-
cordance within each racial/ethnic group, pooled MEPS (2010–2016).a

Notes: NH, non-Hispanic; C, concordant; D, discordant. aAdjusted for

gender, age, region, education, poverty, insurance coverage, poor health
status, marital status, number of chronic conditions, nativity status, dura-
tion of stay in the USA, and survey year. ***p < 0.01, **p < 0.05
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barriers to accessing outpatient care for Black patients treated in
underserved settings.

Future topics to explore include the following: (1) structural
barriers uniquely experienced by Black patients in terms of re-
ceiving longitudinal care in outpatient settings; (2) potential pro-
tective factors uniquely experienced by Black patients receiving
care in emergency departments; (3) Black patients’ interactions
with appointment schedulers, front-desk staff, medical assistants,
nurses, advanced practice clinicians, and physicians; and (4) dis-
ease severity and socio-demographic characteristics of Black pa-
tients seeking care in emergency departments. It is important to
note that greater ED utilization and hospitalization may be indi-
cated for some, regardless of the quality of outpatient care re-
ceived. Future research can further examine the quality of care
received and appropriateness of healthcare utilization in racially
concordant and discordant patient-clinician dyads by comparing
medical indications for treatment, timing of diagnoses, wait times
for treatment, and actual health outcomes.

Our results add to a body of similar evidence supporting the
initial hypothesis that improved communication from racial

concordance leads to an improved and therefore more effective
therapeutic relationship. A variety of overlapping explanations
for a communication gap in discordant patient-clinician dyads
has been presented in the literature. A leading theory points to
limited English proficiency, especially among Hispanic and
Latino patients seeing language discordant clinicians, which
has been found to be associated with worse glycemic control9

and nonemergent ED usage [48].While language mediates com-
munication, it does not fully explain why a similar, yet statisti-
cally insignificant, association was seen in terms of ED use
among Black and White patients in racially/ethnically concor-
dant patient-clinician dyads.

The multivariate results for breast cancer screening tests were
consistent with a recent study where patients with gender con-
cordance had higher rates of cancer screenings [49]. There were
no associations with racial concordance. Here the effect of racial
concordance may be limited or less significant than gender con-
cordance. In our study the effect of gender concordance was
limited to the uptake of cervical cancer screening test in non-
Hispanic White and Hispanic women and colorectal screening

Fig. 3 Adjusted mean prescription and inpatient expenditures by race
concordance within each racial/ethnic group, pooled MEPS (2010–
2016).a Notes: NH, non-Hispanic; C, concordant; D, discordant.
aAdjusted for gender, age, region, education, poverty, insurance

coverage, poor health status, marital status, number of chronic conditions,
English proficiency, nativity, duration of stay in the USA, and survey
year. ***p < 0.01, **p < 0.05
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test in non-Hispanic Black patients. Although gender concor-
dance plays a major role in uptake of breast and cervical cancer
screening, the impact was not uniform across the racial/ethnic
groups. Future studiesmay need to explore thiswith large sample
sizes for Asian and non-Hispanic Black populations.

This study has a number of limitations.We cannot infer causal
effects of racial concordance on healthcare use or expenditures,
as our study is based on cross-sectional data and can report
associations only. The MEPS data comes from a self-reported
survey with limited external validation, introducing the possibil-
ity of bias in answers, particularly regarding clinician race and
healthcare expenditures. Unreported healthcare costs were im-
puted based on local estimates, which introduces additional error
into the healthcare expenditure values. As the clinicians’ race
was based on patient’s perceptions, it may lead to misclassifica-
tion of patient-clinician concordance. However, patients’ per-
ceived clinician race may be as important of a mediator for our
outcomes of interest as clinician self-identified race. Since only
broad racial categories were used on the questionnaire, it may
minimize this bias. The use of broad racial categories instead of
disaggregated ethnic information, which was not available, to
define concordance may underestimate the effect of patient-
clinician concordance. Only those who had aUSC clinicianwere
included in the study, limiting the generalizability of the study
findings to those without USC. The survey was distributed only
to the non-institutionalized civilian population, limiting the abil-
ity to extrapolate results to separate health systems. Our analysis
did not distinguish between nonemergent and emergent ED us-
age, limiting the ability to conclude that lower usage corresponds
with more appropriate usage. Additionally, because minorities
have decreased representation in the primary care workforce,
minority patients have limited ability to choose a concordant
clinician of their choice. It is impossible to infer preference on
the part of the patient for a racially concordant or discordant
clinician. Future qualitative or mixed-methods research may be
conducted to further explore the role of patient preference for
racially concordant or discordant clinicians.

Importantly, racial concordance provides a means for examin-
ing persistent racial/c disparities in healthcare only insofar as it is a
useful stand-in for the explicit and implicit cultural characteristics
that are closely associated with the social constructs of race and
ethnicity. The inconsistent relationship in outcome shown here
underscores the fact that differences in interaction with the
healthcare system exist between racial groups and even within
members of the same racial group. With this in mind, results
reported here should be viewed as indicators for areas that need
improvement within healthcare delivery and medical education
regarding cultural understanding, communication training, and
structural competency. Addressing these underlying contributory
factors to racial health disparities will likely facilitate improvement
in these disparities in the USA. To that end, we advocate improv-
ing access to medical professions for underrepresented minorities
in medicine as well as expanding existing training in medical

school and graduate medical education curricula on race, cultural
humility, structural competency, and anti-racism. This training
should take into consideration evidence-based techniques that have
been shown to reduce the impact of bias, to decrease the degree of
physician and patient self-categorization, and to promote a shared
common identity between the patient and clinician [3].

Supplementary Information The online version contains supplementary
material available at https://doi.org/10.1007/s40615-020-00930-4.
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