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ABSTRACT

Objective: The aim of this study was to identify racial and ethnic disparities in patient portal offers, access, and

use and to examine the role of providers in facilitating access to electronic health information (EHI) by offering

patient portals and encouraging their use.

Materials and Methods: Using nationally representative survey data from 2019 and 2020 (N¼8028), we exam-

ined disparities in patients being offered access to a portal by their provider and differences in subsequent access

and use. Using multivariable models, we estimated the effect of race and ethnicity on the likelihood of being

offered, accessing or using a portal. Among those offered, we examined the relationship between provider

encouragement and portal access; and for those who did not access their portal, we explored reasons for nonuse.

Results: Black and Hispanic individuals were offered and accessed patient portals at significantly lower rates

than White individuals. Compared to Whites, Black and Hispanic individuals were 5.2 percentage-points less

likely to be offered a portal (P < .05) and, among those offered, 7.9 percentage-points less likely to access their

portal (P < .05). Black and Hispanic individuals who were offered and accessed a portal were 12 percentage-

points more likely than Whites to use it to download or transmit information (P < .01). Individuals who were

offered a portal and encouraged to use it were 21 percentage-points more likely to access it.

Discussion: Differences in patient portal access and use are likely driven by disparities in which groups of

patients reported being offered a portal.

Conclusions: Providers play an important role in increasing access to EHI by facilitating access to patient por-

tals.
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INTRODUCTION

Patient medical records are digitized across many healthcare

settings.1,2 Federal policies have sought to increase patients’

access to their electronic health information (EHI), as studies

have shown that patient engagement with EHI—such as

through the use of patient portals (hereafter also referred to as

“portals”)—can help patients make informed decisions about

their health care, facilitate communication with healthcare pro-

viders, improve adherence to medications, and lead to better

health outcomes.3–8 Starting in 2014, the Centers for Medicare

& Medicaid Services (CMS) Electronic Health Record (EHR)

Incentive Programs, supported by the Office of the National

Coordinator for Health Information Technology (ONC) Health

IT Certification program, required participating hospitals and

eligible healthcare providers to adopt certified EHR technology

with capabilities that enable patients to electronically view,

download, and transmit their health information, which was

largely implemented via patient portals.9–11
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In 2019, 60% of office-based physicians and nearly all hospitals

(97%) enabled patients to view their EHI using a patient portal.12,13

As of 2020, only about six in 10 individuals nationwide (57%)

reported being offered access to a patient portal by their healthcare

provider and 40% accessed their record at least once within the past

year.14 This represents significant progress from 2014 when only

33% of individuals reported being offered access to a portal and

27% logged in to their account.15,16 While the overall increase in

portal access is encouraging, a digital divide exists in the access and

use of patient portals despite the enactment of policies aimed at

increasing access to EHI.17 Early studies leveraging administrative

and national survey data found that, in addition to differences in

patient portal access and use—which may be driven in part by vary-

ing preferences for portal use—Black and Hispanic individuals were

significantly less likely to report being offered access to EHI via a

portal after adjusting for personal characteristics.18–24 Later studies

found similar racial/ethnic disparities in the likelihood of patients

reporting they were offered a portal, but no longer found significant

differences in portal access and use among those who were offered

access to their portal or encouraged by their healthcare provider to

use it.25–27

In 2020, ONC published the Cures Act Final Rule (Cures Rule),

which sought to advance patient access to EHI by calling on health

IT developers to adopt standards-based application programming

interfaces (APIs) that could enable patients to access their EHI using

health apps via their smartphone or other methods.28 Since modern

methods of accessing EHI require an individual to first have patient

portal credentials, racial and ethnic disparities in portal offers and

use have downstream implications for API-based app access.

Building on prior studies, we use the most recent nationally rep-

resentative survey data to identify disparities in patient reports of

being offered access to a patient portal by their healthcare provider

(henceforth “offered” a portal). To understand the role that pro-

viders play in exacerbating disparities in patient access to EHI, we

compare rates of patient-reported access and use among White,

Black, and Hispanic individuals in the overall sample and among

those who were offered a portal by their provider, and thus were

given an opportunity to access and use it. To understand how pro-

viders can ameliorate disparities in patient access to EHI, we exam-

ine the role of patient-reported provider encouragement in

increasing portal access among those who were offered a portal

(henceforth “encouraged” to use a portal). Finally, for those who

were offered but did not access their portal, we explore reasons for

nonuse. Unlike previous studies, we apply inverse propensity score

weighting to adjust for potential confounding factors. Given that

health inequities are often the product of inequities in other parts of

society, accounting for these factors allows us to isolate the unique

effect of race and ethnicity on patient portal offers, access, and use.

Our analysis goes beyond identifying disparities by shedding light

on mechanisms through which disparities may occur—through ini-

tial offer rates and subsequent encouragement—and how they can

be addressed.

OBJECTIVE

The overarching objective of this study is to identify racial and eth-

nic disparities in patient portal offers, access, and use. We explore

five research questions:

1. Are there racial and ethnic disparities in the share of individuals

who were offered, accessed, or used their patient portal to view

test results, download or transmit information, and message

with their provider?

2. What is the effect of race and ethnicity on the likelihood of being

offered a patient portal?

3. What is the effect of race and ethnicity on the likelihood of

accessing or using a patient portal among those offered a portal?

4. What is the effect of healthcare provider encouragement on the

likelihood of accessing a portal among those offered? Does this

effect vary by racial or ethnic group?

5. What are the reasons for not using a portal among those who

were offered a portal but did not access it? Do reasons vary by

racial or ethnic group?

MATERIALS AND METHODS

Data and study population
Data used for this study came from two cycles of the Health Infor-

mation National Trends Survey (HINTS), a nationally representa-

tive survey of civilian, noninstitutionalized adults conducted by the

National Cancer Institute that tracks individuals’ access and use of

their health information. Data were collected prior to the Cures Act

API provisions going into effect. HINTS 5 Cycle 3 (2019) was con-

ducted from January to May 2019, yielding 5438 eligible question-

naires and a response rate of 30.3%. Cycle 4 (2020) was conducted

from February to June 2020 yielding 3,865 eligible questionnaires

and a response rate of 36.6%. We restricted our sample to respond-

ents who had a healthcare visit in the past 12 months (N¼8028) to

better identify racial and ethnic disparities in portal use among indi-

viduals with a recent interaction with the healthcare system, and

thus had an opportunity to be offered a patient portal and use it. All

analyses used survey weighting procedures with jackknife replicate

weights to account for the complex survey design. See the HINTS

website for additional information on survey design and weight-

ing.29,30

Variables
Independent variables

For the descriptive analysis, race/ethnicity was defined as a categori-

cal variable representing five mutually exclusive groups: Hispanic,

non-Hispanic White, non-Hispanic Black, non-Hispanic Asian, non-

Hispanic other or multiple races (henceforth referred to as White,

Black, Asian, and other or multiple races). For multivariate analyses,

we narrowed our focus to examine disparities among Black and His-

panic respondents—the two groups with the lowest rates of patient

portal access and use—relative to White respondents. Separate mul-

tivariate analyses were performed across three sub-populations of

respondents (where White is the reference group): Black alone, His-

panic alone, and Black or Hispanic. We included this pooled sample

in all analyses as a robustness check, particularly for stratified analy-

ses where the sample size is small. All multivariate models controlled

for gender, education, income, rurality, insurance status, chronic

condition, having a regular healthcare provider, and number of

internet access types.

Outcome variables

In this study, we examined several binary outcomes related to

patients’ engagement with their online medical records via a patient

portal. The first outcome indicates respondents who reported being

offered access to their patient portal by a healthcare provider

(ie, whether they were offered portal credentials needed to access
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their online medical record). The second indicates respondents who

accessed their portal at least once in the last 12 months. Among

those who accessed their portal, we examined use of a patient portal

to view test results, download or transmit health information, and

securely message with a provider. Our fourth outcome indicates

whether any of a respondent’s healthcare providers ever encouraged

them to use a patient portal, which we exclusively examined among

those who were offered access to their portal. Finally, we explored a

list of reasons for not using a portal among those who were offered

a patient portal but did not access it (eg, preferring to speak to their

healthcare provider directly, privacy and security concerns, having

no way to access the website). More information on key measures

and corresponding survey questions is provided in Supplementary

Appendices SA and SB.

Statistical analysis
We reported national statistics on rates of individuals who were

offered a patient portal by their healthcare provider and examined

rates of patient portal access—overall and among those offered a

portal—and use among those who were offered and accessed their

portal. We then compared differences in unadjusted estimates

among respondents identifying as Black, Hispanic, Asian, and other

or multiple races relative to White. Next, we used a weighted linear

probability model (LPM) to estimate the effect of identifying as

Black or Hispanic, Black alone, and Hispanic alone on the likeli-

hood of being offered, accessing, or using a patient portal. To adjust

for potential confounding, we controlled for factors related to race

and ethnicity and our outcomes of interest using inverse propensity

score weighting. We followed the approach of Ye et al31 in defining

the treatment or “risk-exposed” group as respondents who identi-

fied as Black or Hispanic, whereas the reference sample included

those who identified as White. To validate the use of propensity

score methods, we assumed conditional independence—that treat-

ment assignment and potential outcomes are independent condi-

tional on measured covariates—and checked for sufficient overlap,

or common support, among observed characteristics in the risk-

exposed and reference groups. If these two assumptions are met,

propensity score methods enable unbiased estimates of treatment

effects.

We took a similar approach in estimating the effect of provider

encouragement on the likelihood of accessing a patient portal by

first predicting the propensity to be encouraged to use a portal and

then estimating the effect of encouragement on patient portal access

(among those offered a portal). To examine whether the effect of

provider encouragement varied by race/ethnicity, we included inter-

action terms between each racial/ethnic group and encouragement.

We then re-estimated the effect of encouragement for each sub-

group. Finally, we described reasons for not using a portal among

those who were offered a patient portal but did not access it (overall

and by race/ethnicity). More details on the statistical analysis and

methodological assumptions can be found in Supplementary Appen-

dix SB).

RESULTS

Descriptive analysis
Race/ethnicity, education, income, insurance status, having a regular

provider, and access to the Internet were associated with being

offered a patient portal (Table 1).

Table 2 reports unadjusted rates of individuals who were

offered, accessed, or used a patient portal in 2019 and 2020. Com-

pared to Whites, Black and Hispanic individuals were significantly

less likely to be offered a patient portal by their healthcare provider

(54% and 49%, respectively) and had significantly lower rates of

patient portal access (overall and among those offered a portal).

Rates of patient portal offers and access among individuals identify-

ing as Asian and other or multiple races were similar to those

observed for Whites with the exception of Asians being significantly

more likely to access their patient portal once offered.

Among individuals who were offered and accessed their patient

portal, most used their portal for at least one purpose including to

view test results (87%), download or transmit health information

(39%), or message their healthcare provider (57%). While individu-

als identifying as Black, Hispanic, and other or multiple races

reported slightly lower rates of portal use for viewing test results

compared to Whites, they reported significantly higher rates of por-

tal use to download or transmit information. Compared to White

individuals, rates of portal use among Asians were higher across all

functionalities.

Multivariable regression analysis
Patient portal offers

Table 3 reports adjusted estimates from separate weighted LPMs

estimating the effect of race and ethnicity on the likelihood of being

offered, accessing, or using a patient portal. The predicted probabil-

ity of being offered a patient portal was significantly lower for Black

and Hispanic individuals combined (58%) compared to White indi-

viduals (64%) (Figure 1). This corresponds to a 5.2 percentage-

point reduction in the likelihood of being offered a patient portal (P

< .05) for respondents who identified as Black or Hispanic (Table 3,

panel A). When examined separately, compared to Whites, Black

and Hispanic individuals were 5.3 and 5.4 (P < .05) percentage-

points less likely to be offered a patient portal, respectively.

Males, individuals with a high school education or less, and

those with annual household incomes below $75 000 had signifi-

cantly lower predicted probabilities of being offered a patient portal

compared to females, college-educated individuals, and those earn-

ing more than $75 000 (Figure 1). Conversely, individuals with

internet access, insurance, a chronic condition or regular healthcare

provider had significantly higher predicted probabilities of being

offered a patient portal. On average, an additional internet access

type increased the likelihood of being offered a patient portal by 5.8

percentage-points (P < .01) (Supplementary Table SA1).

Patient portal access

Identifying as Black or Hispanic was associated with a 7.2

percentage-point reduction in the likelihood of accessing a patient

portal (P < .01) (Table 3, panel B). Separately, Black and Hispanic

individuals were 7.2 and 6.4 percentage-points less likely to access

their patient portal, respectively, compared to Whites (P < .05).

Once we conditioned on being offered a patient portal, Black and

Hispanic individuals combined were nearly 8 percentage-points less

likely to access a patient portal (P < .05), however, individual esti-

mates were no longer statistically significant.

Individuals with less than a college degree had a significantly

lower predicted probability of accessing a portal compared to those

with a college degree regardless of receiving an offer (Figure 2).

Internet access was also a significant predictor of patient portal

access across analyses. On average, an additional internet access
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type increased the likelihood of accessing a patient portal among

those offered by almost 6.5 percentage-points (P < .01). Having a

regular provider was a significant predictor of patient portal access

for Hispanic individuals, but not for Black individuals (Supplemen-

tary Table SA2).

Patient portal use

Differences in patient portal use were examined among respondents

who were offered and accessed a patient portal. While Black and

Hispanic respondents were less likely than Whites to use their portal

to view test results and more likely to message with their provider,

these differences were not statistically significant. In contrast, Black

and Hispanic respondents were 12 percentage-points more likely to

use their patient portal to download or transmit information (P <

.01) (Table 3, panel C). After accounting for patient portal offers

and access, gender, education, and income were not strong predic-

tors of portal use. Having more methods by which to access the

Internet, however, was generally associated with increased usage.

An additional method of accessing the Internet increased the likeli-

hood of use by approximately 4 to 8 percentage-points (Supplemen-

tary Tables SA3–SA5).

Role of provider encouragement

Table 4 reports adjusted estimates from separate weighted LPMs

estimating the effect encouragement on the likelihood of accessing

a patient portal for the overall sample and stratified by race and

Table 1. Sample characteristics for the overall study population and by those offered and not offered a patient portal, 2019–2020

Offered a patient portalb

All (N¼ 8028) (%) Yes (61%, N¼ 4892) (%) No (39%, N¼ 2993) (%) Chi square

Gender

Female 53 57 47 v2(1) ¼ 75.14

Male 47 43 53 P < .001

Race/ethnicity

Non-Hispanic White 66 70 59

Non-Hispanic Black 12 10 14 v2(4) ¼ 131.76

Non-Hispanic Asian 5 5 5 P < .001

Non-Hispanic other or multiple races 3 3 3

Hispanic 14 11 19

Age (years)

18–34 23 23 24

35–46 18 19 17 v2(3) ¼ 22.50

47–64 36 38 34 P ¼ .07

65þ 22 20 24

Education

Less than high school 7 3 11

High school grad 2 18 28 v2(3) ¼ 414.87

Some college 40 42 37 P < .001

College grad 32 37 24

Income

<$35,000 27 20 36

$35,000–$74,000 31 30 31 v2(2) ¼ 262.16

>$75,000 43 49 33 P < .001

Location

Urban 87 88 87 v2(1) ¼ 3.06

Rural 13 12 13 P ¼ .33

Insurance status

Insured 95 97 93 v2(1) ¼ 73.43

Uninsured 5 3 7 P < .001

Chronic condition

Yes 62 64 60 v2(1) ¼ 9.51

No 38 36 40 P ¼ .05

Regular provider

Yes 72 78 61 v2(1) ¼ 261.52

No 28 22 39 P < .001

Internet access typesa

Broadband 39 44 32 v2(1) ¼ 126.01 P < .001

Cellular 60 66 52 v2(1) ¼ 153.37 P < .001

Wireless (Wi-Fi) 73 79 63 v2(1) ¼ 257.29 P < .001

Dial-up 2 1 3 v2(1) ¼ 20.66 P ¼ .01

No internet access 13 6 24 v2(1) ¼ 501.55 P < .001

Note: Only includes respondents who had a healthcare visit in the past year. The last column reports results from a chi-square test of independence between

respondent characteristics and being offered a patient portal
aInternet access categories are not mutually exclusive.
bExcludes 143 respondents who did not respond to the survey question about being offered a patient portal.
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ethnicity. Overall, individuals who were offered a patient portal and

encouraged to use it by their healthcare provider were 21

percentage-points more likely to access their portal compared to

those who were not encouraged (P < .01). Being offered and encour-

aged to use a patient portal by a healthcare provider was a strong

predictor of patient portal access in the overall sample and across

different racial and ethnic groups, however, the effect of encourage-

ment was not statistically significant in the Black stratified sample.

While the marginal effects of encouragement varied by race and eth-

nicity (columns 2–4), coefficients on the interaction terms between

race/ethnicity and encouragement included in the overall sample

(column 1) were not statistically significant, suggesting there were

no meaningful differences in the effect of encouragement across

racial/ethnic groups (Supplementary Table SA6).

Reasons for not using a portal

To understand whether there may be differences in the perceived

utility of patient portals that contribute to disparities in access and

use, we explored reasons for not using a patient portal among

respondents who were offered a portal, but did not access or use it.

Overall, preferences for speaking with a healthcare provider directly

and perceived lack of need to access online medical records were the

most common reasons provided for not accessing a patient portal

among those offered (77% and 63%, respectively) (Table 5). Com-

Table 2. Percent of individuals who were offered, accessed, or used a patient portal in 2019–2020, stratified by race and ethnicity (unad-

justed estimates)

All (%) White (%) Black (%) Hispanic (%) Asian (%) Other (%)

Offered patient portal 61 65 54*** 49*** 58 66

Accessed patient portal

Overall 45 49 36*** 33*** 50 44

Among offered 69 71 62** 59** 81** 64

Used patient portal (among offered and accessed)

View test results 87 88 84 81 96*** 85

Download or transmit 39 36 45** 45 53** 55

Message HCP 57 55 62 54 74*** 70

Note: Only includes respondents who had a healthcare visit in the past year. Asterisks indicate statistically significant differences in race/ethnicity (with White

as the reference category) and patient portal offers, access, and use.

***P < .01, **P < .05. Abbreviation: HCP: healthcare provider

Table 3. Marginal effects of race and ethnicity on the likelihood of being offered, accessing, or using a patient portal, 2019–2020 (adjusted

estimates)

Panel A: patient portal offers from HCP

Offered

Black or Hispanic (vs White) �0.0524** (0.0221)

Black (vs White) �0.0534 (0.0318)

Hispanic (vs White) �0.0535** (0.0264)

Panel B: patient portal access

Accessed Accessed (among offered)

Black or Hispanic (vs White) �0.0717*** (0.0208) �0.0792** (0.0332)

Black (vs White) �0.0715** (0.0299) �0.0778 (0.0419)

Hispanic (vs White) �0.0637** (0.0288) �0.0691 (0.0452)

Panel C: patient portal use among those who were offered and accessed their portal

View test results Download or transmit Message HCP

Black or Hispanic (vs White) �0.0323 (0.0310) 0.122*** (0.0367) 0.0305 (0.0384)

Black (vs White) �0.0135 (0.0355) 0.129*** (0.0444) 0.0573 (0.0499)

Hispanic (vs White) �0.0277 (0.0345) 0.135*** (0.0507) 0.0263 (0.0455)

Note: Panels A–C report marginal effects (ME) derived from separate weighted linear probability models that control for gender, education, income, rurality,

insurance status, chronic condition, having a regular healthcare provider, and number of internet access types. The analytical weight is the survey weight inter-

acted with the inverse of the propensity score. Standards errors (SE) are in parentheses. Reported estimates in each cell indicate the marginal effect of being in

each risk-exposed group (ie, Black or Hispanic, Black only, or Hispanic only relative to White) on the likelihood of being offered a patient portal (panel A), access-

ing the portal (panel B), or using the portal to view test results, download or transmit information, and message with a healthcare provider (HCP) (panel C). All

analyses control for respondent characteristics and were restricted to respondents who had a healthcare visit in the last year. Full regression output is available in

the Appendix. Standard errors are in parentheses.

***P < .01, **P < .05.
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pared to Whites, Black individuals were significantly more likely to

indicate they did not access their portal because they preferred to

speak with their provider directly (91%, P < .01) or were concerned

about the privacy or security of the website (33%, P < .05). There

were no significant differences in reasons for not accessing a patient

portal among Hispanic and White individuals.

DISCUSSION

Consistent with earlier studies investigating disparities in patients’

engagement with their EHI via a patient portal,18–27 we found that

in 2019 and 2020, Black and Hispanic individuals reported being

offered and subsequently accessing patient portals at significantly

lower rates than White individuals. In multivariable models, Black

and Hispanic individuals were significantly less likely than Whites

to report being offered a patient portal and to access it. However,

once we conditioned on being offered a portal, differences in access

were no longer significant in the nonpooled samples, which suggests

differences in access may be driven by disparities in being offered a

portal and points to the importance of healthcare providers offering

portals to promote access. Encouragingly, we found little evidence

of differences in patient portal use among individuals who reported

they were offered and subsequently accessed their portal. Rates of

portal use to view test results and message with providers were simi-

lar across racial/ethnic groups, whereas Black and Hispanic individ-

uals were more likely than Whites to use their portal to download or

transmit information.

Overall, our findings suggest that while there are varied reasons

for not accessing a portal, providers’ lack of consistency in offering

patients access to portals remains a limiting factor to broadening

patient access and use of EHI. Given that EHR developers have

Figure 1. Predicted probabilities of being offered a patient portal.

Note: Predicted probabilities correspond to the model presented in Supplementary Table SA1, column 1. Access types include broadband (such as DSL, cable, or

FiOS), cellular network (eg, phone, 3G/4G), and/or wireless network (ie, Wi-Fi). iAn additional access type significantly increases the likelihood of being offered a

patient portal by 5.8 percentage-points (P < .01). ***P < .01, **P < .05.

Figure 2. Predicted probabilities of accessing a patient portal (among offered).

Note: Predicted probabilities correspond to the model presented in Supplementary Table SA2, column 4. Access types include broadband (such as DSL, cable, or

FiOS), cellular network (eg, phone, 3G/4G), and/or wireless network (ie, Wi-Fi). iAn additional access type significantly increases the likelihood of accessing a

patient portal (among offered) by 6.5 percentage-points (P < .01). ***P < .01, **P < .05.
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largely chosen to authorize third-party health app connections to

their IT systems32 using the patient portal credentials issued to indi-

vidual patients,33 limited portal access may diminish patients’ ability

to take advantage of modern tools to access and manage their health

information. To reap the full benefits of polices aimed at increasing

patient access to EHI, it is critical to foster practices that lead to

equitable access and use.34 This includes encouraging the adoption

of information-sharing best practices, addressing access-related bar-

riers to use, and facilitating conversations that alleviate patient con-

cerns around the privacy and security of EHI. Our findings also

indicate that individuals who were offered a patient portal and

encouraged to use it were significantly more likely to access their

portal compared to those who were offered but not encouraged,

which speaks to the importance of healthcare provider conversations

around patient portal access and use.

Taken together, our findings indicate that providers can play an

important role in promoting patient engagement with EHI via

patient portals. However, as evidenced from prior analyses of

hospital-level data,13 smaller practices and lower-resourced health-

care providers who serve disadvantaged populations may be less

likely to have EHRs that possess certain patient engagement capabil-

ities, and therefore less likely to offer patient portals or encourage

their use. Given that access and use did not vary substantially by

race and ethnicity once individuals were offered access to a patient

portal, interventions that increase availability and awareness of

patient engagement functions and incentivize providers to encourage

the use of these features could be an important means to increasing

access and use of EHI among diverse populations.

To date, interventions to address disparities in portal use have

been limited. Efforts have largely focused on targeting patients

rather than educating providers and health IT developers or imple-

menting structural solutions that promote equitable access to EHI.

Multi-pronged interventions that make it easier for patients to

access their EHI and broaden access via organizational policies and

provider incentives may be more effective at addressing disparities

in portal use. For example, implementing a “universal access” policy

requiring providers to offer patient portal enrollment is one strategy

that could help increase patient portal offers and subsequent use.35

However, it is important to note that being encouraged to use a

portal was not equally effective in increasing access in our study

and, as evidenced by reasons for not using a patient portal, nor is it

the only factor that influences individual decisions to access and use

EHI. Thus, a one-size approach may not be effective in addressing

underlying issues related to patient access. Effective interventions

should aim to resolve specific barriers to access and use. In exploring

reasons for not using a portal among those who were offered, Black

individuals were significantly more likely than Whites to indicate

they preferred to speak with their provider directly. They were also

more likely to indicate other barriers to use—such as privacy or

security concerns. These findings are consistent with prior qualita-

Table 4. Marginal effects of encouragement on the likelihood of accessing a patient portal (among those who were offered a patient portal),

overall and stratified by race and ethnicity, 2020 (Adjusted estimates)

(1) (2) (3) (4) (5)

Variables All respondents White Black or Hispanic Black Hispanic

Encouraged 0.214*** (0.0620) 0.220*** (0.0597) 0.206** (0.102) 0.199 (0.134) 0.260** (0.123)

Observations 1792 1192 458 241 217

Note: Columns (1)–(5) report marginal effects derived from separate weighted linear probability models that control for gender, education, income, rurality,

insurance status, chronic condition, having a regular healthcare provider, and number of internet access types. The analytical weight is the survey weight inter-

acted with the inverse of the propensity score. Column (1) includes all respondents; this specification controlled for race/ethnicity as a categorical variable (White

is the reference group) and included a set of interaction terms between race/ethnicity and encouragement (estimates on the interactions were not statistically signif-

icant). Columns (2)–(5) report results from analyses stratified by White, Black or Hispanic, Black, and Hispanic, respectively. All analyses were restricted to

respondents who went to the doctor in the last year and those who reported being offered a patient portal by their healthcare provider. Standard errors are in

parentheses.

***P < .01, **P < .05.

All analyses were restricted to respondents who had a healthcare visit in the past year and who reported being offered a portal by their healthcare provider.

Standard errors are in parentheses. Full regression output is available in the Supplementary Appendix.

Table 5. Reasons for not accessing a patient portal among individuals who were offered a portal and had a healthcare visit in the past year,

stratified by race and ethnicity

Overall (%) White (%) Black (%) Hispanic (%)

Prefer to speak to your healthcare provider directly 77 78 91*** 63

Did not have a need to use online medical record 63 65 52 61

Found it difficult to login 27 27 23 28

Concerned about the privacy or security of the website 22 19 33** 27

Not comfortable or experienced with computers 23 21 27 27

Do not have a way to access the website 14 14 16 15

Don’t have an online medical record 12 12 12 13

More than one online medical record 11 11 5** 9

Note: All analyses were restricted to respondents who went to the doctor in the last year and those who reported being offered a patient portal by their health-

care provider.

***P < .01, **P < .05.
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tive research that identified fear of eroding personal relationships

with providers and concerns related to the security and privacy of

online information as barriers to portal use among Black or African

American patients.36 These findings reinforce the importance of

building patient-provider trust, which in turn, can help increase

communication between patients and providers. However, achieving

meaningful engagement may require employing community-based

interventions that leverage trusted sources to address privacy and

security concerns and communicate the benefits of having access to

EHI. Using trusted sources to provide tangible examples of how

patient portals and health apps can be used to message with pro-

viders, manage health conditions, and participate in healthcare

decision-making may serve to increase access and use among hesi-

tant populations.

Beyond issues related to patient-provider trust, low rates of

patient portal offers and access among Hispanic populations may

also stem from language barriers, which can diminish the utility of

patient portals as well as hinder patient-provider conversations

around access and use. Consequently, providers may be less likely to

offer patient portals to individuals they perceive to have limited Eng-

lish proficiency (LEP). While several major EHR developers offer

patient portals in Spanish, most do not have multilingual resources

for a broad range of languages.37 Moreover, it is unclear whether

providers are aware of these capabilities or feel equipped to convey

this information to LEP patients. Resources to help providers com-

municate effectively with LEP patients could help reduce disparities

in patient portal access and ultimately use. Furthermore, requiring

multi-lingual portals to be uniformly available and offering patient

educational materials in multiple languages may improve patient

portal access and use among Hispanic individuals and LEP individu-

als more broadly.38,39

Given persistent racial and ethnic disparities in patients reporting

being offered access to their medical records via a patient portal,

policy efforts aimed at making it easier for patients to access their

EHI should embrace the concept of health equity by design.34,40 For

instance, given that Black and Hispanic portal users may be more

likely to use mobile devices to access EHI,41,42 promoting access

through mobile health apps could increase access to EHI through

features that enable easy log-in access, real-time tracking, and sim-

plified data display.43 However, as portal access currently remains a

prerequisite for accessing one’s data through a health app since

patient portal credentials are often required to authorize health apps

to receive their EHI from within an EHR, eliminating racial and eth-

nic disparities in patient portal offers is critical to ensuring equitable

access and use of health apps.

LIMITATIONS

One potential limitation of this study is our inability to capture

unobserved preferences related to portal use—such as attitudinal

barriers, general distrust for the healthcare system, or other factors

that may influence access and use—and thus our propensity score

estimates may produce biased results since we can only balance

observed covariates.44 Another limitation of this study is the use of a

cross-sectional, self-report survey to make inferences about provider

behavior which may be subject to recall and nonresponse bias. For

instance, our results may be biased if individuals with limited tech-

nology access or familiarity with health IT were less likely to recall

being offered a patient portal by their provider. We aimed to miti-

gate this limitation by restricting the sample to individuals who had

a healthcare visit in the past year and by controlling for characteris-

tics—for example, internet access, having a regular provider or

chronic condition—that may affect an individual’s recall or fre-

quency of interaction with their healthcare provider and patient por-

tal. Finally, we are limited in our ability to detect the full extent of

potential racial/ethnic disparities in patient portal offers, access, and

use by our use of a simplified categorization of race/ethnicity, which

does not fully represent the diversity of races and ethnicities present

in the United States.

CONCLUSION

In 2019 and 2020, Black and Hispanic individuals were less likely to

report being offered a patient portal compared to their White coun-

terparts. While there were significant differences in rates of patient

portal access and use at the national level, race and ethnicity were

not strong predictors of patient portal access and use in multivari-

able analyses once we conditioned on being offered a patient portal.

Our findings suggest that differences in access and use are likely

driven by disparities in whether a patient is offered a portal. More-

over, our findings indicate that provider encouragement significantly

increased the likelihood of access and use among those offered a

portal.

Our findings point to the role healthcare providers play in exac-

erbating and ameliorating racial and ethnic disparities in patients’

access and use of their EHI. These findings are somewhat encourag-

ing because they indicate portal access and use can be influenced by

tailored efforts that ensure patient portals are being offered consis-

tently—regardless of race, ethnic origin, or native language—and

incentivize healthcare providers to encourage their use. As ONC

embarks on expanding access to EHI through health apps it is crit-

ical to monitor disparities in patient access to EHI, as well as assess

the impact of interventions that engage specific populations of focus

and policy efforts aimed at reducing disparities in patient portal

access and use.
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