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“Choose from the options below.” This seemingly innocuous prompt embedded in 

countless daily medical registrations aims to capture race and ethnicity. Yet, as mothers 

of children with multiple racial and ethnic identities, a prompt that could take just moments 

sometimes becomes a weighted pause, reminding us of the intersectional reality of our 

families. How do we represent the Thai and non-Hispanic White; Cuban and Vietnamese; 

Colombian, non-Hispanic Black, and non-Hispanic White backgrounds, roots, and cultures 

that our children embody? Which box or boxes do we check off?

Selecting every possibly relevant box might imply that our children are counted as their 

whole selves, described by each part within. But do we also try to anticipate their eventual 

self-determined identity that will coalesce with their socially assigned one, as both may 

contribute to their health status?1 Or, we can reflex to “other,” recognizing that any 

collection of small boxes will never equal the sum of their inherited legacies or gathered 

experiences, a critical acknowledgment as we seek to disentangle the drivers of disparate 

health outcomes. But, if we designate our children as “other,” how will they be accurately 

ascribed risk in clinical practice or research?

The weight of the pause and the many different approaches to these questions are not 

just informed by our own lived experiences and what we understand about the world. 

They are questions we ponder deeply because, in addition to mothers, we are physician-

scientists. We know that our children—with their specific family ancestries—are unlikely 

to be meaningfully represented in our own result tables. By selecting “other,” we relegate 

them to exclusion from many data analyses, decreasing not only their contribution to the 

advancement of health care systems research but also any benefit children like them might 
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receive because we have obscured them into a box that is uninterpretable. By selecting 

their specific combinations of races and ethnicities among the options available, they are 

equally uninterpretable within the typically resultant multiracial category given the infinite 

combinations contained within.

These are not outlier considerations for just our own children. The 2020 US Census has 

shown that when given the opportunity, there are many of us who view our family heritage 

in complex ways that do not fit neatly within a handful of boxes. As of 2020, “some other 

race” was the second most common racial category selected, an option chosen for 49.9 

million people.2 The multiracial population in the US increased by 276%, from 9 million 

in 2010 to 33.8 million in 2020. These large shifts likely represent a combination of real 

population change along with the improved methodologies to select options that reflect 

self-perceptions. But it also means that only 66% of infants born in the US in 2020 can be 

immediately summarized to any single race and ethnicity when you consider both parents’ 

backgrounds as listed on their birth certificate.3

Many of our own research questions require the careful examination of race and ethnicity 

and an understanding of how societally constructed variables have been used to group 

people throughout centuries for political and economic purposes.4 We grapple with 

challenges of feasibility, replicability, and statistical power that arise when we seek to 

capture the deep granularity that we know exists within racial and ethnic categories. 

Increasing the number of options to better capture the compositional background of an 

individual human will inevitably yield smaller and smaller study populations, widening 

confidence intervals and under-mining associated estimates. Even using the fewest number 

of categories available from the US Centers for Disease Control and Prevention Wide-

ranging Online Data for Epidemiologic Research (CDC WONDER) database of the entire 

population of infants born in the US in 2020,448 of 729 potential parent race and ethnicity 

combinations had 5 or fewer infants, including 385 combined parental race and ethnicity 

categories with 0 births recorded.3

Historically, attempts to address such issues include various data reduction approaches. 

Some investigators may exclude or impute the missing data under assumptions that each 

reason for missing is equivalent and random. For birth data, researchers may choose 

to ignore paternal race and ethnicity altogether in recognition that missingness could 

introduce nonrandom bias into analyses.5 Other researchers may collapse categories to large, 

aggregated groups, erasing even continental specificities. This has frequently happened to 

non-Hispanic Black communities, where African-born and US-born individuals are grouped 

together, and among Hispanic individuals, where someone born in Spain may be grouped 

with someone born in the Caribbean or Latin America. However, it is important to consider 

that while these methodologic choices may be functional and even arbitrary, they may also 

reflect implicit and explicit biases within investigator teams or within the original data 

collection process itself. Because the race and ethnicity variables have evolved depending on 

who is creating the variables, who is making the categorical determination, and how these 

data are collected, these variables likely reflect sociopolitical contexts in which the work is 

conducted.4
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Thoughtful considerations have been provided for the inclusion of race and ethnicity in 

biomedical results, and medical journals have developed guidance to support standardized 

reporting of race and ethnicity.6–8 However, it is clear that more work is needed.4,6,8,9 We 

offer 3 broadly relevant action items.

1. Increase data transparency, including the how and why and strengths and 

limitations of decisions to aggregate and/or disaggregate demographic categories. 

This should include examining sources of missing data and use of proxy 

measures. For instance, is race actually being used as a proxy for experiences 

of structural or interpersonal racism? It is possible, in fact probable, that some 

data assumptions are underpinned by explicit and implicit biases.

2. Advance research and statistical methods to better account for population 

complexities. For example, researchers may need to account for race, ethnicity, 

and nativity together given that health outcomes are known to differ when 

all these characteristics are considered.10 Researchers may also plan a priori 

subanalyses of the other category, accounting for the inherent power limitations. 

Such analyses can help assess whether association estimates found in typical 

demographic groups are similar to those found within other subgroups to 

provide exploratory directions. Relatedly, component identities reflected within 

the multiracial category should be considered and may require partnering with 

statisticians and methodologists to add to the current cadre of typical approaches.

3. Reflect equity principles within research teams via diversity, equity, and 

inclusion expertise or lived experience representation.9 Beyond making the 

research process more equitable, these changes may also improve effectiveness 

and efficiency. Studies developed by diverse teams broaden the consideration 

of approaches, language, or analyses that may be better aligned with the needs 

of the population or community being studied, expediting the goal of health 

improvement underpinning medical research at large.

Ultimately, as proud parents of vibrant, multiracial and multiethnic children, we experience 

the complicated inadequacy of race and ethnicity, and simultaneously as physician-scientists, 

we know the importance of data accuracy and the potential harm of small assumptions 

that undermine the data we build our research on. Thus, we advocate that the scientific 

community prioritize the work above with urgency to benefit the health of all the children 

that we serve and love—not only those who we fit nicely into a box.
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