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ABSTRACT

PURPOSE Despite being key to better health outcomes for patients from racial and ethnic
minority groups, the proportion of underrepresented in medicine (URiM) physicians remains
low in the US health care system. This study linked a nationally representative sample of
family physicians (FPs) with Medicaid claims data to explore the relative contributions to
care of Medicaid populations by FP race and ethnicity.

METHODS This descriptive cross-sectional study used 2016 Medicaid claims data from

the Transformed Medicaid Statistical Information System and from 2016-2017 American
Board of Family Medicine certification questionnaire responses to examine the diversity and
Medicaid participation of FPs. We explored the diversity of FP Medicaid patient panels and
whether they saw >150 beneficiaries in 2016. Using logistic regression models, we con-
trolled for FP demographics, practice characteristics, and characteristics of the communities
in which they practiced.

RESULTS Of 13,096 FPs, Latine, Hispanic, or of Spanish Origin (LHS) FPs and non-LHS Black
FPs saw more Medicaid beneficiaries compared with non-LHS White and non-LHS Asian FPs.
The patient panels of URiM FPs had a much greater proportion of Medicaid beneficiaries
from racial and ethnic minority groups. Overall, non-LHS Black and LHS FPs had greater
odds of seeing >150 Medicaid beneficiaries in 2016.

CONCLUSIONS These findings clearly show the critical role URiM FPs play in caring for
Medicaid beneficiaries, suggesting physician race and ethnicity are correlated with Medicaid
participation. Diversity in the health care workforce is essential for addressing racial health
inequities. Policies need to address problems in pathways to medical education, including
failures to recruit, nurture, and retain URiM students.

Ann Fam Med 2024;22:383-391. https://doi.org/10.1370/afm.3140

INTRODUCTION

espite evidence supporting the positive effects of workforce diversity on

equity in scientific investigation and access to care, racial disparities are

persistent in the composition of the US physician workforce. The term
“underrepresented in medicine” (URiM) refers to those racial and ethnic groups that
do not have adequate representation in the medical profession relative to their num-
bers in the general population of the United States.! In spite of investments to boost
the diversity of the US health workforce, individuals from URiM backgrounds
remain severely underrepresented.?? For example, in 2022, only 5% of active physi-
cians identified themselves as Black, approximately 7% as Latine, Hispanic, or of
Spanish Origin (LHS), and only 0.3% as American Indian or Alaska Native.* Such
lack of representation in the US health workforce might be further exacerbated by
the recent Supreme Court decision regarding affirmative action.’

The National Academy of Medicine asserted that it is in the US health care's
compelling interest to ensure a representative health workforce because increased
health workforce diversity can have implications for the workforce itself and the
patients it serves.® This is particularly important in light of evidence suggesting
worsening primary care workforce shortages in minoritized communities and the
overall decrease in URiM primary care physicians.”” Yet, the goal of a diverse and
inclusive health workforce remains aspirational for the United States. A recent
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review concluded that diversity of health professionals could
improve patient health outcomes, quality of care, and finan-
cial performance.' Similarly, a preponderance of evidence
supports the vital role a diverse health workforce plays to
improve the experience of care and health outcomes, particu-
larly for patients from racial and ethnic minority groups.'-°
Studies have also shown the essential role URiM physicians
play in providing care for the nation's most disadvantaged
populations. Physicians identifying as URiM are more likely
to practice in primary care and in underserved areas than
their White or Asian peers.?'??

However, there are compositional and distributional dif-
ferences among primary care physicians by specialty.?* For
example, family physicians (FPs), who constitute the largest
and most broadly distributed primary care specialty, are
more racially and ethnically diverse than most other primary
care specialties.?” In addition, one study reported that FPs
who identify as URiM were also more likely to have a larger
proportion of disadvantaged populations in their patient
panels.?* Overall, these findings suggest that URiM physi-
cians could have a profound effect on access to health care
for socioeconomically disadvantaged populations, particu-
larly those covered by Medicaid.

Considering URiM physicians' role in primary care
access for socioeconomically disadvantaged populations,
understanding their role in caring for Medicaid beneficiaries
is critical. Yet, little is known about the diversity of the FP
workforce that cares for Medicaid beneficiaries. Further, no
study to date has quantified the contribution of URiM FPs to
Medicaid in terms of Medicaid beneficiary volume.

In this study, we examined the diversity of the FP work-
force that provides care for Medicaid beneficiaries by link-
ing a unique data set containing information on FP race and
ethnicity to national-level Medicaid claims data (Transformed
Medicaid Statistical Information System [T-MSIS]). Further,
we explored how individual-level physician and practice
characteristics are associated with URiM FP Medicaid par-
ticipation. Specifically, we evaluated the following research
questions: (1) does the racial/ethnic composition of Medicaid
patient panels differ by FP race and ethnicity?, and (2) are
URiM FPs more likely to meaningfully participate in Medic-
aid programs?

METHODS

Data

The main data sources for this study were (1) 2016 T-MSIS
Other Services, Pharmacy, Demographic and Eligibility, and
Annual Provider files (Release 2) and (2) 2015-2016 American
Board of Family Medicine (ABFM) Certification Examination
application questionnaire data (certification data). The certi-
fication data provided information on self-reported race and
ethnicity of physicians as well as demographic characteristics
such as years in practice, gender, type of medical degree
received (doctor of medicine [MD]/doctor of osteopathic

medicine [DO]), and whether they were an international
medical graduate (IMG). In addition, the survey question-
naire data provided information about physician practice set-
ting including size, ownership type, and amount of time each
physician spent in direct patient care. Rural status of practice
location was determined by using county-level information
(geocoded addresses) and US Department of Agriculture
Rural-Urban Continuum Codes. Using the Census Tract from
the geocoded addresses, the ABFM data were combined with
the Robert Graham Center census-tract—level Social Depriva-
tion Index (SDI) (https://www.graham-center.org/maps-data-

tools/social-deprivation-index.html). Information on physi-

cian patient panels was derived from the T-MSIS. In addition,
we used data on physician county-level socioeconomic factors
from the Area Health Resources Files and from the US Cen-
sus Bureau.?* We used data from KFF (formerly known as the
Kaiser Family Foundation) on the Medicaid expansion status
of physicians' states and on states’' primary care payment rates
under Medicaid in 2016.%

Study Sample

We limited the analytical sample to Medicaid-participating
FPs who practiced in states that did not have any data qual-
ity issues in the 2016 T-MSIS. Data quality issues were
assessed using a combination of Centers for Medicare and
Medicaid Services resources and internal analysis, details
of which are available elsewhere.?®? As a result, FPs from 6
states (Arkansas, Florida, Maine, Minnesota, Pennsylvania,
and Rhode Island), Washington, DC, and Puerto Rico were
excluded; those from the other 44 states were included in the
sample. Family physicians for whom data on demographic
characteristics were missing were also excluded from the
sample. Finally, we excluded FPs who saw an unusually high
number of Medicaid beneficiaries in 2016 to avoid skew-
ing the results as a result of outliers. We excluded FPs who
saw >2,000 Medicaid beneficiaries based on prior evidence
on average patient panel size for a typical family physi-
cian.?® The final analytical sample comprised 13,096 FPs
(Supplemental Figure).

Measures

We included 2 measures of Medicaid participation in the
analysis. The first pertained to meaningful FP participation in
Medicaid, and the second to the racial/ethnic composition of
each FP's Medicaid patient panel. For regression analysis, the
outcome measure was whether an FP participated meaning-
fully in Medicaid by seeing =150 Medicaid beneficiaries in
2016. The 150-beneficiary cutoff has been used in research
on Medicaid participation, with physicians that satisfy this
condition being termed core Medicaid providers.?' Family
physician race and ethnicity were self-reported and included
the following categories: LHS (all races), Non-LHS White,
Non-LHS Black, Non-LHS Asian, Non-LHS American Indian
or Alaska Native (AIAN), and Non-LHS Hawaiian or Pacific
Islander (HPI). We also controlled for FP-level characteristics
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including gender, years in practice (as a proxy for age), type
of medical degree (MD/DO), and whether they were an IMG.
In a unique contribution to literature on Medicaid participa-
tion, we controlled for several practice-level characteristics
such as percentage of time FPs spent on direct patient care,
the ownership and operating type of their medical practice
(private solo practice, group practice, hospital outpatient
departments, or safety net locations; this information was self-
reported in the ABFM survey), and census tract SDI score.
The SDI is a measure of area-level deprivation, constructed
using 7 demographic factors (percentage living in poverty,
percentage with <12 years of education, percentage of single-
parent households, percentage living in rented housing units,
percentage living in an overcrowded housing unit, percentage
of households without a car, and percentage of nonemployed
adults aged <65 years) from the American Community Survey
(detailed methodology found elsewhere).?? We categorized
SDI scores into quintiles, with the lowest quintile representing
less deprivation and the highest representing more depriva-
tion. Further, we controlled for county-level measures for
whether the county was rural, the primary care physician-to-
population ratio, and the populations that belonged to select
racial and ethnic groups because these can potentially influ-
ence utilization of services by Medicaid beneficiaries.?® Finally,
to account for state-level variations in Medicaid policies, we
controlled for the Medicaid expansion status of each FP's state
in 2016 and whether the state had higher payment rates for
primary care providers compared with the national average.

Analysis

We began with a descriptive analysis of FPs in the sample, in
terms of demographic and practice characteristics, along with
Medicaid participation patterns. We then focused on the racial
and ethnic composition of each FP's Medicaid patient panel.
We used multivariate logistic regression models to assess
whether FPs saw >150 Medicaid beneficiaries in 2016, control-
ling for FP-, practice-, community-, and state-level characteris-
tics. As a sensitivity check, we relaxed the condition of seeing
>150 Medicaid beneficiaries each year and redefined the main
outcome measure to whether an FP saw >10 Medicaid benefi-
ciaries in the study year. This allowed us to examine a broader
pattern of FP engagement with Medicaid programs. We also
explored an alternate specification whereby we assessed the
effect of FP characteristics on the total number Medicaid ben-
eficiaries seen using negative binomial regression models. All
statistical tests were run at an alpha level of .05. All analyses
were conducted using Stata 18 (StataCorp LLC).

RESULTS

Sample Description

Table 1 describes sociodemographic and other characteristics
of the study sample. Among a sample of 13,096 FPs, 72%
were non-LHS White, 15% non-LHS Asian, a similar propor-
tion non-LHS Black (7%) and LHS (6%), and 1% non-LHS
AIAN and non-LHS HPI. Forty percent of FPs were female,

10% graduated from schools of osteopathic medicine, 18%

Table 1. Description of Family Physicians in Study Sample

Non-LHS  Non-LHS  Non-LHS Non-LHS Non-LHS
Sample LHS AIAN Asian Black HPI White
No. (%) 13,096 (100) 777 (6) 127 (1) 1,897 (15) 848 (7) 67 (1) 9,380 (72)
Medicaid participation
No. of beneficiaries, mean (SD) 291.85 342.50 253.69 282.98 354.12 244.42 284.68
(355.60) (416.57)  (284.12) (365.85) (394.55)  (301.15) (344.51)
Family physicians with >150 beneficiaries, No. 6,793 (52) 418 (54) 65 (51) 904 (48) 493 (58) 30 (45) 4,883 (52)
(%)
Medicaid panel composition by patient race and ethnicity, mean (SD)
LHS 16.90 42.25 13.44 20.31 12.79 22.58 14.48
(24.57) (32.92)  (19.98) (22.59)  (18.60) (2.90) (23.36)
Non-LHS AIAN 2.10 1.91 12.25 1.35 1.62 0.41 2.18
(9.74) (9.69) (23.82) (7.94) (9.10) (0.12) (9.76)
Non-LHS Asian 3.62 2.93 2.22 10.69 2.23 7.38 2.37
(9.62) (5.90) (5.81) (18.60) (5.57) (1.60) (6.31)
Non-LHS Black 15.66 11.01 15.76 17.78 43.67 9.79 13.12
(21.31) (15.57)  (21.65) (20.54)  (30.03) (1.94) (18.94)
Non-LHS HPI 0.53 0.47 0.74 0.97 0.31 2.12 0.45
(2.80) (3.74) (3.66) (3.88) (1.77) (0.87) (2.43)
Non-LHS White 58.31 39.59 53.89 47.39 36.52 54.49 64.13
(32.01) (29.85) (29.60) (29.01) (27.86) (3.81) (31.11)
continues

AIAN = American Indian or Alaska Native; HPl = Hawaiian or Pacific Islander; LHS = Latine, Hispanic, or of Spanish origin; SDI = Social Deprivation Index.
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Table 1. Description of Family Physicians in Study Sample (continued)

Non-LHS Non-LHS Non-LHS Non-LHS Non-LHS

Sample LHS AIAN Asian Black HPI White
Physician characteristics, No. (%)
Femnale 5,263 (40) 308 (40) 57 (45) 986 (52) 527 (62) 37 (55) 3,348 (36)
Doctor of osteopathic medicine 1,288 (10) 39 (5) 13 (10) 160 (8) 38 (5) 6 (9) 1,032 (11)
International medical graduate 2,342 (18) 214 (28) 9(7) 1,027 (54) 166 (20) 27 (40) 899 (10)
Years in practice, mean (SD) 18.67 16.90 17.76 13.97 16.48 13.94 20.02
(9.05) (8.54) (9.14) (7.18) (8.07) (6.44) (9.13)
Specific years in practice, No. (%)
<5 228 (2) 32 (4) 3(2) 72 (4) 26 (3) 4 (6) 91 (1)
5-14 4,505 (34) 309 (40) 54 (43) 1,046 (55) 364 (43) 31 (46) 2,701 (29)
15-24 4,866 (37) 269 (35) 40 (32) 614 (32) 306 (36) 25 (37) 3,612 (39)
25-34 2,791 21) 147 (19) 22 (17) 131(7)  130(15) 7 (10) 2,354 (25)
>35 706 (5) 20 (3) 8 (6) 34 (2) 22 (3) 0 (0) 622 (7)
Percent of time spent in direct patient care, mean 87.04 88.34 84.31 89.06 86.64 85.42 86.61
(SD) (21.05) (18.79)  (19.62) (18.90)  (19.95) (21.08) (21.72)

<75% time spent in direct patient care, No. (%) 1,928 (15) 102 (13) 27 (21) 224 (12) 133 (16) 13 (19) 1,429 (15)
Practice ownership characteristics, No. (%)

Safety net 1,282 (10) 84 (11) 20 (16) 137 (7) 98 (12) 4 (6) 939 (10)
Private solo practice 1,449 (11) 129 (17) 14 (11) 267 (14) 133 (16) 6 (9) 900 (10)
Group practice 5,063 (39) 273 (35) 42 (33) 671 (35) 239 (28) 25 (37) 3,813 (41)
Urgent care 1,057 (8) 60 (8) 17 (13) 105 (6) 73 (9) 3 (5) 799 (9)
Hospital outpatient setting 2,907 (22) 152 (20) 20 (16) 503 (27) 187 (22) 21 (31) 2,024 (22)
Other 940 (7) 25 (3) 12 (9) 90 (5) 43 (5) 6 (9) 236 (3)
Government 398 (3) 54 (7) 2 (2) 124 (7) 75 (9) 2 (3) 669 (7)
Community characteristics
Rural, No. (%) 2,213 (17) 67 (9) 21 (17) 106 (6) 72 (9) 4 (6) 1,943 (21)
SDI score, mean (SD) 48.56 52.92 50.56 48.03 57.11 51.09 47.48
(28.31) (29.28) (28.90) (28.84) (29.97) (27.45) (27.80)
Primary care physician-to-population ratio, mean 0.81 0.77 0.81 0.84 0.79 0.84 0.81
(SD) (0.31) (0.27) (0.32) (0.29) (0.29) (0.27) (0.32)
County percentage population AIAN, mean (SD) 1.76 2.07 5.44 1.54 1.43 1.73 1.75
(4.76) (4.74) (13.35) (2.58) (4.83) (1.98) (4.87)
County percentage population Asian, mean (SD) 5.52 7.48 4.90 9.26 6.01 9.69 4.54
(6.37) (7.23) (6.35) (8.50) (5.89) (10.00) (5.39)
County percentage population Black, mean (SD) 11.88 10.62 12.16 12.36 24.39 9.70 10.77
(12.65) (10.10) (13.82) (10.96) (17.16) (8.49) (12.06)
County percentage population LHS, mean (SD) 15.94 31.99 12.19 22.06 17.01 23.51 13.28
(15.69) (21.98) (11.48) (16.62) (15.55) (17.52) (13.62)
County percentage population White, mean (SD) 78.14 77.07 74.14 73.68 65.67 75.17 80.34
(14.54) (12.99) (18.75) (13.171) (16.91) (14.98) (13.82)
State policy characteristics, No. (%)
Medicaid expansion status 8,549 (65) 519 (67) 83 (65) 1,428 (75) 456 (54) 53 (79) 6,010 (64)
High primary care reimbursement rate 4,597 (35) 187 (24) 63 (50) 408 (22) 263 (31) 9(13) 3,667 (39)

AIAN = American Indian or Alaska Native; HPl = Hawaiian or Pacific Islander; LHS = Latine, Hispanic, or of Spanish origin; SDI = Social Deprivation Index.

were IMGs, and 17% practiced in rural areas. The average 22% were in a hospital outpatient setting, 11% were in a
number of years in practice was 19, with >70% having prac- private solo practice, and 10% practiced in a safety net set-
ticed 5-24 years. Family physicians spent their time primarily ting. The mean SDI score for FP practice location was 48.56,
in direct patient care; only 15% spent <75% of their time in approximately two-thirds were in a state that expanded Med-
direct patient care. The FPs in our sample practiced in a vari- icaid, and 35% practiced in a state with a high primary care
ety of settings; approximately 40% were in a group practice, reimbursement rate for Medicaid.
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Figure 1. Medicaid patient panel characteristics of family physicians.
Transformed Medicaid Statistical Information System, 2016
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Family physician race and ethnicity
AIAN = American Indian or Alaska Native; HPI = Hawaiian or Pacific Islander; LHS = Latine, Hispanic, or of Spanish origin.

Medicaid Participation and Patient Panel Raciall
Ethnic Diversity
On average, FPs saw 292 Medicaid beneficiaries, with 52%
participating meaningfully in Medicaid by seeing >150
Medicaid beneficiaries. Notably, non-LHS Black and LHS
FPs saw a greater mean number of beneficiaries (354 and
342, respectively) relative to the overall sample mean of 292
beneficiaries—a difference of 17%-21%. Whereas the dif-
ferences in proportion of core FPs appeared to be smaller,
much larger differences existed in terms of mean number
of beneficiaries seen by core FPs from each racial/ethnic
group (Supplemental Table 1). For example, non-LHS Black
and LHS FPs saw a mean of 570 and 586 beneficiaries,
respectively, relative to non-LHS White FPs (495), a differ-
ence of 15%-18%.

In the overall sample, regardless of FP race or ethnicity,

more than one-half of their patient panels comprised non-
LHS White patients, 16% non-LLHS Black patients, and 17%
LSH patients (Table 1). However, the racial and ethnic com-
position of the FPs' Medicaid patient panels differed by FP
race and ethnicity (Figure 1). There were relatively smaller

proportions of non-LHS AIAN and non-LHS HPI patients
(2% and 0.5%, respectively). Family physicians were more
likely to see Medicaid beneficiaries of similar race and eth-
nicity to them. For example, for non-LHS Black FPs, 44% of
patient panels comprised non-LHS Black patients. Similarly,
approximately 55% of patients in LHS FPs' patient panels
were of LHS ethnicity.

Results of Multivariate Regression Analysis

We used multivariate logistic regression to examine the
association between FP race and ethnicity and meaningful
Medicaid participation, defined as seeing 2150 Medicaid
beneficiaries (Table 2). Non-LHS Black FPs (odds ratio
[OR]=1.60; 95% CI, 1.36-1.89) and LHS FPs (OR = 1.42;
95% CI, 1.18-1.71) had significantly greater odds of seeing
>150 Medicaid beneficiaries. Select provider-, practice-,
community-, and state-level factors were also associated
with study outcomes. Female FPs had lower odds of seeing
>150 Medicaid beneficiaries (OR=0.67; 95% CI, 0.62-0.72).
Whereas IMGs had greater odds of seeing >150 Medicaid
beneficiaries (OR = 1.48; 95% CI, 1.22-1.80), there were no
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notable differences between DOs and MDs or according

to years in practice. Relative to FPs in safety net settings,

all other practice settings had lower odds of seeing 2150
Medicaid beneficiaries. Family physicians practicing in rural
areas (OR=1.42,95% CI, 1.16-1.74) and in communities with
greater SDI had significantly greater odds of seeing 2150
Medicaid beneficiaries. Finally, whereas Medicaid expansion
status of a state was positively associated (OR =1.83; 95% CI,
1.36-2.48), greater primary care reimbursement rate for Med-
icaid was not associated with the likelihood of seeing >150
Medicaid beneficiaries. Our results remained largely robust in
sensitivity analyses (Supplemental Tables 2 and 3).

3151 The present study

also found that greater reimbursement rates were not associ-

among a small percentage of physicians.

ated with increased Medicaid participation. These findings are
consistent with prior studies that found mixed evidence on the
effect of greater reimbursement rates on Medicaid participa-
tion.*?°! [t is postulated that the complexities of billing for
Medicaid, such as higher claim denials, prior authorization

Table 2. Odds of Seeing >150 Medicaid Beneficiaries,

DISCUSSION

In this cross-sectional study of Medicaid claims data, we
documented the contribution of URiM physicians in caring
for Medicaid beneficiaries and factors associated with FPs'
meaningful participation in Medicaid. The present study
builds on prior work in the area of health workforce diversity
by leveraging the largest health care utilization data set for
Medicaid beneficiaries and by using data on race and ethnic-
ity for both physicians and Medicaid beneficiaries. In addi-
tion, we included several FP and practice characteristics not
previously examined to evaluate physicians’ participation in
Medicaid. Our findings suggest that FP race and ethnicity
are associated with the size of their Medicaid patient panel.
We also observed that URiM physicians not only care for a
greater number of Medicaid beneficiaries on average but also
see a greater proportion of Medicaid beneficiaries from racial
and ethnic minority groups.

Medicaid covers >90 million low-income people in the
United States and is critical to improving access to primary
care in this socioeconomically disadvantaged population.??
Notably, Medicaid covers a greater share of Black, LHS, and
AIAN children and adults and is a vital source of coverage for
these populations.?* Racial and ethnic minority communities
continue to bear a disproportionately greater burden of poor
health outcomes as a result of differences in access, quality,
and experiences of care.?3¢ Therefore, improving access to
care for those who have Medicaid is key to addressing racial
health inequities. Whereas expansions in Medicaid have
improved health coverage, lower provider participation in
Medicaid continues to pose barriers and worsens gaps in care
for low-income racial and ethnic minority populations.’”-3

Evidence suggests that multiple factors can affect physi-
cians' decisions to participate in Medicaid, and these decisions
are largely attributed to variations in practice and policy char-

40-50 T engage more providers in Medicaid, policy

acteristics.
changes have traditionally focused on economic incentives of
increasing reimbursement rates and decreasing administrative
burden associated with processing reimbursements. Yet, these
policies have shown minimal effect on meaningfully engaging
the primary care workforce in Medicaid, and evidence sug-

gests that Medicaid participation remains highly concentrated
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by Family Physician Characteristic (N = 13,096)

Coefficient
(95% qI)

Physician characteristics
LHS
Non-LHS AIAN
Non-LHS Asian
Non-LHS Black
Non-LHS HPI
Female
Doctor of Osteopathic Medicine
International medical graduate
Years in practice
5-14
15-24
25-34
>35
<75% time spent in direct patient care
Ownership
Private solo practice
Group practice
Urgent care
Hospital outpatient setting
Other
Government
Community Characteristics
Rural
SDI quintile 2
SDI quintile 3
SDI quintile 4
SDI quintile 5
Primary care physician-to-population
ratio
County percentage population AIAN
County percentage population Asian
County percentage population Black
County percentage population LHS
State policy characteristics
Medicaid expansion status
High primary care reimbursement rate

1.420(1.18-1.71)
0.90 (0.60-1.35)
0.98 (0.84-1.15)
1.60° (1.36-1.89)
0.92 (0.55-1.54)
0.67°(0.62-0.72)
1.01 (0.87-1.18)
1.480(1.22-1.80)

1.15 (0.72-1.84)
0.99 (0.62-1.60)
0.86 (0.54-1.34)
0.64 (0.40-1.02)
1.01 (0.85-1.20)
0.21°(0.15-0.30)
0.27°(0.17-0.44)
0.88 (0.57-1.36)
0.380(0.23-0.65)
0.16°(0.11-0.22)
0.12°(0.08-0.19)

1.42°(1.16-1.74)
1.16°(1.01-1.34)
1.34°(1.09-1.64)
1.45b (1.20-1.76)
2.06P (1.74-2.45)
0.81 (0.63-1.03)

0.98> (0.97-0.99)
0.96b (0.95-0.98)
1.00 (0.99-1.00)
0.99> (0.98-1.00)

1.83°(1.36-2.48)
1.24 (0.89-1.72)

2P <.05.

bp <.01.

AIAN = American Indian or Alaska Native; HPI = Hawaiian or Pacific Islander; LHS = Latine,
Hispanic, or of Spanish origin; SDI = Social Deprivation Index.
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requirements, and reimbursement delays, result in greater
administrative burden for providers, which could discourage
their Medicaid participation.*>>2°3 [t will therefore be criti-
cal to address the Medicaid administrative burden for small
and solo practices, in which URiM FPs are more likely to
practice.”* Further, our results on meaningful URiM FP par-
ticipation in Medicaid suggest that they have systematically
different patterns of engaging with Medicaid beneficiaries,
even after adjusting for provider- and practice-level factors.
Our findings are consistent with research showing that URiM
physicians are more likely to care for underserved communi-
ties, and they bolster evidence on the likely differences in
Medicaid service commitment by URiM FPs 232455

Notably, we found that non-LHS Black and LHS FPs have
racially diverse patient panels composed of a greater propor-
tion of patients of race and ethnicity similar to their own. We
were not able to examine preferences of Medicaid beneficia-
ries for physicians of their own race and ethnicity, in other
words, their preference for a racial- and ethnic-concordant
physician. Research has shown that patients of minority racial
and ethnic groups strongly prefer to receive medical care
from physicians with the same racial/ethnic background.>
Further, robust evidence supports the positive effect of a
racial/ethnic-concordant physician-patient dyad on patient
experience and satisfaction with care, quality of care, and

12:16.20.5758 [t js postulated that racial/ethnic-

health outcomes.
concordant interactions between providers and their patients

build trust and improve patient-provider communication. For

decades, racial and ethnic minority communities have experi-
enced discrimination and implicit bias, which has led to medi-
cal mistrust.”>°® Therefore, a diverse health workforce that

is representative of the populations served is undoubtedly an

important pathway to restore trust.

A representative health workforce has several benefits
including boosting learning environments, improving patient-
cinician interactions, improving health outcomes for patients
from minority racial and ethnic groups, and building trust
in communities.?> Most importantly, diversity of the health
workforce promotes social justice by holding health profes-
sions accountable for the historic exclusionary policies that
kept individuals from minority racial and ethnic groups from
becoming physicians.®' Yet, efforts to improve the racial/
ethnic diversity of the health workforce have not produced
desirable results. Educational institutions for health profes-
sions play an important role in generating a diverse pool of
candidates for the health workforce that will eventually lead
to a more representative health workforce. Thus, the adop-
tion of policies focused on recruiting, admitting, retaining,
and nurturing students of diverse backgrounds by institu-
tions of higher education, including medical schools, can be
an important pathway to diversify the health workforce. In
addition to changes in recruitment policies, there is a greater
need to ensure that URiM clinicians have opportunities for
professional growth and choice of specialties by making our
institutional culture and climate more inclusive. Mechanisms

can be put into place to track and monitor the diversity of
the student cohort at the institutional/medical school level to
increase transparency and improve accountability.? Although
there is a strong evidence base showing the central role of

a racially/ethnically diverse workforce in addressing health
inequities faced by minority populations, the United States
continues to debate the importance of race-conscious medi-
cal admissions. Statewide laws banning affirmative action
have shown a sharp decrease in the first-time matriculation
of URiM medical school students.®> Therefore, the recent
nationwide ban on affirmative action is concerning, given

its likely deleterious effect and further worsening the under-
representation of URiM physicians.® Future studies should
expand on these findings to explore the effects of COVID-
19 pandemic disruptions, recent Supreme Court decisions,
state-level bans on diversity, equity, and inclusion initiatives,
ongoing state-level Medicaid expansion efforts, and the accel-
eration of telemedicine use on the patterns of URiM care for
Medicaid populations.

Limitations

One potential limitation of the present study is the sampled
assessment of all FPs, drawing from 2 years' certification sur-
vey responses. However, each year's respondents are a random
selection of all certified FPs, which as a compulsory survey
achieves a 100% response rate, making this sample function-
ally a partial census, which should be nationally representative
of the overall FP workforce.®® That the responses are from
2016 opens the possibility that our estimates of Medicaid ser-
vice are now slightly dated in light of recent policy changes
because of continued state-level expansions and disenrollment
efforts that could affect total Medicaid population counts. In
addition, changes in the primary care workforce as a result of
COVID-19 and increasing diversity among medical students
were not captured in our data.®**® Notwithstanding, our find-
ings provide baseline evidence to compare future estimates
from a longitudinal assessment of the Medicaid claims data

to track if URiM FPs' role in caring for Medicaid patients

has evolved in response to the aforementioned changes and
trends. Finally, we could not explicitly measure or control

for patient preferences in terms of race and ethnicity of their
treating FP because we had access only to claims data.

CONCLUSION

Whereas the present study is correlational,®® it nonethe-
less underscores how recent policy and legal developments
might have an effect on Medicaid beneficiaries' access to
care by uncovering the importance of URiM FPs for Medic-
aid programs.

’g Read or post commentaries in response to this article.
Key words: health workforce diversity; Medicaid; racial health inequities
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