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Introduction
Despite efforts to improve healthcare delivery within the United 

States (US), inequitable care based on race and ethnicity permeates our 
healthcare system and adversely impacts the quality and quantity of 
life.1 Multiple studies have highlighted these discrepancies in cardiac 
diseases.  For example, Black and Latinx patients are less likely to 
receive angiography, angioplasty, and coronary artery bypass surgery 
than White and Asian patients.2 Despite generalized population 
trends for rhythm control strategies for atrial fibrillation (AF), Black 
and Latinx ethnicity is associated with lower usage rates of catheter 
ablation.3  Finally, despite similar efficacy and persistence of use with 
direct oral anticoagulants (DOAC) for AF, Black patients are less 
likely to receive a DOAC compared to White patients, and Black and 

Latinx patients are more likely to receive inappropriate dosing when 
compared to White patients.4

Some efforts have been made to improve racial and ethnic disparities 
in healthcare, but large-scale, multifactorial solutions have yet to make a 
substantial impact. There are multiple stakeholders to provide equitable 
care, including patients, healthcare professionals, utilization managers, 
hospital administrators, and healthcare administratorsthat contribute to 
these discrepancies and are culpable.1 Similarly, processes must address 
all these stakeholders to minimize gaps in care.

On the healthcare system level, there are intervention objectives 
for culturally and linguistically appropriate service (CLAS) standards 
for healthcare that are issued by the United States Department of 
Health and Human Services Office of Minority Health (Table 1).5  

These objectives provide a framework for improving healthcare 
systems, yet alone they are insufficient and do not include the needs 
and responsibilities of all stakeholders.  We will use CLAS standards 
to illustrate opportunities to improve racial and ethnic disparities in 
electrophysiology.

The multifaceted opportunity to improve racial and ethnic disparities 
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Abstract
Despite efforts to improve healthcare delivery within the United States, inequitable care based on race and ethnicity permeates our 

healthcare system and adversely impacts the quality and quantity of life.  Some efforts have been made to improve racial and ethnic 
disparities in healthcare, but large-scale, multifactorial solutions have yet to make a substantial impact. There are multiple stakeholders 
to provide equitable care, including patients, healthcare professionals, utilization managers, hospital administrators, and healthcare 
administrators that contribute to these discrepancies and are culpable.  Similarly, processes must address all these stakeholders to minimize 
gaps in care.  Ethnic-race differences exist broadly in electrophysiology and specifically in atrial fibrillation (AF) prevalence, treatment, and 
outcomes.  Additional information is needed to fully understand the impact of these differences so clinical practice can be altered as needed.  
There are no single solutions that will improve racial and ethnic disparities in electrophysiology yet there are many opportunities.  This review 
was undertaken to explore opportunities for improvement.  First, we need to reach patients in their communities, improve education broadly, 
and minimize barriers to care.  Next, we need to completely study racial differences in risks of diseases and outcomes.  This understanding 
will only improve with a concerted effort to enroll minority patients in all pivotal electrophysiology studies.  Finally, we must improve the 
availability and use of electrophysiology specialty centers that provide comprehensive care and long-term outcomes because as seen in 
many studies, minority patients may be the ones that will benefit most.
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is a complex topic and the logistics are beyond what we can provide in 
a short review.  As an alternative we will share a patient case, highlight 
key opportunities missed, and advocate potential solutions.

Case History
Mr. C is a 50-year-old Black male with a history of hypertension, 

coronary artery disease without percutaneous intervention, complex 
sleep apnea on BIPAP ventilation, heart failure with a preserved ejection 
fraction, and pulmonary embolism.  He presented to our clinic for a 
second opinion regarding refractory atrial arrhythmias after a recent 
prolonged hospitalization at another hospital for persistent AFand 
atrial flutter (AFl)with acute NYHA class IV heart failure with mixed 
systolic and diastolic dysfunction (left ventricular ejection fraction of 
45%).  He required an emergent ablation after antiarrhythmic drug 
therapies with cardioversions and did not maintain a normal sinus 
rhythm (NSR).  His ablation procedure comprised a cryothermal 
balloon ablation of the pulmonary veins and radiofrequency ablation 
for typical AFl.Post ablation mapping in sinus rhythm revealed diffuse 
atrial scar defined by electroanatomic mapping.  Additional ablation 
was not performed.  After the procedure, he could not be extubated 
because of pulmonary compromise from fluid overloadand aspiration 
resulting in an extended ICU stay.  His ICU course was notable for 
recurrent paroxysmal AFand AFlwith rapid ventricular rates, despite 
the recentablation.  

In our outpatient clinic, he presented with a blood pressure of 166/93 
mmHg, heart rate of 78 bpm (NSR), respiratory rate of 20 breaths 
per minute, and a saturation of 98% on 3L of oxygen.  His body mass 
index (BMI) was 47 kg/m2 (189 kg).  He was admitted for heart 
failure management, initiation of sotalol, cardiac rehabilitation with 
a goal of weight loss, improvement of blood pressure management, 
andmanagement of severe mixed sleep apnea. 

Dialogue on Missed Opportunities
Often our impression of patients at their initial and subsequent 

clinic visits/admissions is incomplete.  To fully exploreopportunities to 
prevent the progression of his systemic diseases it is critical to review 
prior history and medical touch points of care.

In regard toMr C, Figure 1 shows the patient’s weight at the 
time of this index clinical visit for his second opinion regarding AF 

management and includes all measures in EPIC.  This figure contains 
approximately 5 years of previous clinical data with most of the 
measurements before the index clinical visit.  The patient at this visit 
was morbidly obese despite 106 clinic appointments from 2016 to 
2022 and his weight remained severely elevated without meaningful 
improvement prior to his extended hospital stay for sustained atrial 
arrhythmias and heart failure.

According to the ACC/AHA Guidelines for obesity, patients with 
BMI > 30 should be advised of their increased risk of cardiovascular 
disease, type 2 diabetes, and all-cause mortality.6The contemporary 
recommendation for obese males includesprescription of a diet which 
will result in an energy deficit by either prescribing a reduced calorie 
intake 1,500–1,800 kcal/d, prescribing a 500-kcal/d or 750-kcal/d 
energy deficit, or prescribing an evidence-based diet such as restriction 
of high-carbohydrates or high-fat foods.  It is also recommended that 
the patient be referred to a nutrition professional for counseling and 
to participate in a comprehensive lifestyle program which includes 
assistance in adhering prescribed diet and increasing physical activity 
via behavioral strategies.  Last, given the patients BMI is >40 the ACC/
AHA also recommends referral for bariatric surgery consultation.6

While it is unclear if the patient was educated on these 
recommendations or provided the opportunities to do so, it is reasonable 

Figure 1: Measurement of Weight in Clinical and Hospial Admissions

Table 1:
United States Department of Health and Human Services National 
Standards for Culturally and Linguistically Appropriate Services 
(CLAS) in Health and Health Care 

Principal Standard: 
1. Provide effective, equitable, understandable, and respectful quality care and services that 
are responsive to diverse cultural health beliefs and practices, preferred languages, health 
literacy, and other communication needs. 

Governance, Leadership, and Workforce: 
2. Advance and sustain organizational governance and leadership that promotes CLAS and 
health equity through policy, practices, and allocated resources. 
3. Recruit, promote, and support a culturally and linguistically diverse governance, leadership, 
and workforce that are responsive to the population in the service area. 
4. Educate and train governance, leadership, and workforce in culturally and linguistically 
appropriate policies and practices on an ongoing basis. 

Communication and Language Assistance: 
5. Offer language assistance to individuals who have limited English proficiency and/or other 
communication needs, at no cost to them, to facilitate timely access to all health care and 
services. 
6. Inform all individuals of the availability of language assistance services clearly and in their 
preferred language, verbally and in writing. 
7. Ensure the competence of individuals providing language assistance, recognizing that the 
use of untrained individuals and/or minors as interpreters should be avoided. 
8. Provide easy-to-understand print and multimedia materials and signage in the languages 
commonly used by the populations in the service area. 

Engagement, Continuous Improvement, and Accountability: 
9. Establish culturally and linguistically appropriate goals, policies, and management 
accountability, and infuse them throughout the organization’s planning and operations. 
10. Conduct ongoing assessments of the organization’s CLAS-related activities and integrate 
CLAS-related measures into measurement and continuous quality improvement activities. 
11. Collect and maintain accurate and reliable demographic data to monitor and evaluate the 
impact of CLAS on health equity and outcomes and to inform service delivery. 
12. Conduct regular assessments of community health assets and needs and use the results to 
plan and implement services that respond to the cultural and linguistic diversity of populations 
in the service area. 
13. Partner with the community to design, implement, and evaluate policies, practices, and 
services to ensure cultural and linguistic appropriateness. 
14. Create conflict and grievance resolution processes that are culturally and linguistically 
appropriate to identify, prevent, and resolve conflicts or complaints. 
15. Communicate the organization’s progress in implementing and sustaining CLAS to all 
stakeholders, constituents, and the general public. 
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to assume any breakdown in provider/patient relationshipmay limit the 
patient’s willingness or ability to be successful including any ethnic-
racial disparities such as patient/provider trust and/or communication.  
There are clear racial disparities for obesity and characteristics 
associated with weight loss, in particular Blacks are less likely than 
Whites or Hispanic patients to lose weight and if a weight loss program 
is pursued, less likely to change diet or increase exercise.  These data 
suggest opportunity to improve cardiovascular risk of a modifiable risk 
factor obesity by augmenting exercise and improving diet.7,8

Yet, other possibilities which may have limited the patients 
weight loss success may have includedsocio-economic limitations, 
transportation limitations, scalability, availability of healthy food at 
a low cost, comorbid diseases, availability of comprehensive centers 
to address weight and enhance long-term compliance to effective 
programs,community perceptions of weight and weight loss, 
unwillingness to do so, amongst others.9-11

Next, he presented to our office with poorly controlled hypertension.  
He stated at the visit that his blood pressure had been better controlled 
in the past and can fluctuate. Figure 2 shows his blood pressure 
measurements at clinical encounters over the same 5-year period.  The 
dotted lines estimated a systolic pressure of 120 mmHg and a diastolic 
pressure of 80 mmHg in which values below this line are a goal per the 
Sprint trial to reduce the risk and adverse cardiovascular outcomes.12  
Mr. C was persistently above the goals, at times severely, throughout the 
5-year period. Despite more aggressive intervention after his clinical 
visit with our team, blood pressure control remained difficult even with 
poly-drug therapies.  Also, its apparent in the figure that in almost two 
years, from 2018 to 2020, follow-up was sparse and not routine. 

Moreover, Figure 3 shows his first electrocardiogram (ECG) from 
2016.  At this time, he had ECG evidence of left ventricular hypertrophy, 
with an atypical right bundle branch block and left anterior fascicular 
block consistent with cardiomyopathy, but no echocardiogram was 
performed.  At the index clinic visit, his left ventricular ejection fraction 
was 45%, he had concentric moderate left ventricular hypertrophy (1.5 
cm), moderate-severe left atrial enlargement, moderate right ventricular 
enlargement with mild dysfunction, and a right ventricular systolic 
pressure of 45 mmHg.

With an eye toward opportunities for thetreatment of Mr. C before 
end-stage manifestations of disease became manifest, how can we 
improve?

In electrophysiology, the most common sustained arrhythmia 
in clinical practice is AF.13 AF incidence varies amongst different 
ethnicities. In the Multi-Ethnic Study of Atherosclerosis (MESA), 
the incidence rates of AF adjusted for traditional risk factors for the 
arrhythmia were up to 65% lower in Black patients, Asian patients, and 
Latinxpatients over the age of 65.  In all groups, the risk augmented 
with aging.14 Findings were similar in a study from the Veterans Affairs 
hospital database.  In this analysis, the age-adjusted prevalence of AF 
was 5.7% in White patients, 3.4% in Black patients, 3.6% in Asian 
patients, and 3.0% in Latinxpatients.15 The mechanisms underlying 
the racial AF paradox are not fully understood and may reflect genetic, 
inflammatory, and other mediators. Despite the observed differences 
in incidences between races, as management of AF is often allocated 
to improve symptoms, Black patients reported more AF-related 
symptoms and AF-related impact on quality of life compared to White 
patients and Asian patients.16

The majority of arrhythmias from the atrium and ventricle reflect 
underlying cardiomyopathy.  Risk factors for cardiomyopathy such 
as obesity, hypertension, diabetes, inactivity/sedentary lifestyles, and 
vascular disease are increasing throughout the US.17 In most patients, 
AF is a barometer of systemic health that is negatively impacted by these 
various risk factors and acquired diseases.18 Therefore, AF management 
must be interpreted in this context with ideal outcomes achieved when 
a multi-disciplinary approach is used to treat the arrhythmia and the 
risk factors that result in the arrhythmia initiation and progression.17

What is clear is there are meaningful racial differences in the 
USregarding risk factors for cardiomyopathy.  A study of 11,285 patients 
(>20 years) from the National Health and Nutrition Examination 
Surveys survey cycles assessed 7 health factors and behaviors—diet, 
physical activity, smoking status, body mass index, blood pressure, 
blood glucose, and total cholesterol.  Black and Latinxwomenhad 
lower comprehensive scores that White women with trends toward 
worsening discrepancies.  Men also displayed a similar pattern that was 
significant during some time periods of study and trended only during 
others.19  Independent of these trends is compelling racial differences 
in treatment of these risk factors and outcomes related to the diseases 
and their treatments.20

1. Improve Community and Patient Education and Access 
to Healthcare

When Mr. C first presented to establish care, he was already morbidly 
obese with poorly controlled hypertension and ECG evidence of 
heart injury.  The lack of treatment and continued disease progression 
isrelated to the patient but also potentially his community. As such, 
solutions to improve racial and ethnic disparities are needed in local 
communities forpeople, who may not have a formal relationship with 
a healthcare professional, and then also directly with the patient.

Several studies have shown the impact of community outreach and 
improving health in marginalized communities.  Black men have 

Figure 2: Systolic and Diastolic Blood Pressure Measurements 
during Clinical and Hospital Admissions
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patients respond better to healthcare professionalsthat look like them 
or may be able to better understand their lived experiences.

Cooper-Patrick et al.23 evaluated patient perceptions of physician 
participatory decision-making styles via telephone surveys which 
included 1816 adult patients from 32 urban primary practices between 
1996 and 1998. Of those patients surveyed 43% were whiteand 45% 
were Black. Of the 64 physicians included in the sample, 56% were 
white and 25% were Black . This study concluded that patients were 
more likely to give higher participatory scores to physicians of their 
same race suggesting patients preferred interactions with healthcare 
professionals of the same race. Ma et al.24 came to similar conclusions 
when they examined whether having healthcare professional of the 
same race or ethnicity affected the probability that a patient would 
visit the healthcare professional. The study utilized the 2014–2015 
Medical Expenditure Panel Survey-Household Component (MEPS 
HC) which is a large-scale national survey of Americans. Of the 25,045 
surveys, only 4548 (18%) responded to patient-provider race/ethnicity 
concordance questions, the majority of which were White (3114 cases), 
followed by Latinx(624 cases), Asian-American (512 cases), and 
Black(298) patients. The study found that race/ethnicity concordance 
significantly increased the likelihood of patients visiting theirfor 
preventative care, new health problems, and ongoing medical problems. 
Last, Takeshita et al.25 conducted a study that evaluated 117,589 surveys 
from adult patients from an urban outpatient academic health system 
practice between 2014 to 2017. This study found that physicians were 
less likely to receive higher patient experience scores from patients of 
different ethnic groups. Results of these studies highlighted how race 
and ethnicity differences between patients and providers may impact 
patient care and how access to a diverse provider population may reduce 
racial disparities in healthcare utilization. 

Improving the diversity of the electrophysiology provider panels is 
a daunting task, however, surmountable with careful and deliberate 
action. Improvements begin at the lowest level and include recruiting 
bright young minds to pursue a career in cardiac electrophysiology. 
Importantly, by the time students have entered medical school, 
it may be too late. Therefore, effort must be made during the 
undergraduate education years to support mentoring of students in 
cardiac electrophysiology. This can be through physician shadowing, 
clinical research, and professional development. The electrophysiology 
community must make a conscious effort to support students in the 
earliest stages of their training to make a meaningful impact on diversity 
and create a sustained diverse provider workforce. 

Furthermore, the training required to become a cardiac 
electrophysiologist must also be considered. To become a cardiac 
electrophysiologist a current medical graduate must complete 
three years of internal medicine residency, three years of cardiology 
fellowship, and two more years of cardiac electrophysiology fellowship. 
To underrepresented and marginalized students this means accruing 
debt and delaying other personal goals to continue rigorous training. 
For many, that is simply not possible. The training is important to ensure 
patient safety and providing the best possible outcomes. However, the 
compensation and possible loan forgiveness should be reconsidered to 
provide students with security during extensive training periods. 

high rates of hypertension, untreated hypertension, and physician 
interactions compared to Black women and other races.21,22 In an 
innovative study of 52 Black-owned barbershops, hypertensive male 
patrons were randomized to have their barber encourage them to meet 
with specialty-trained pharmacists who prescribed hypertension drug 
therapy in a practice agreement with the participant’s doctor or to have 
the barber recommend they see their physician and undergo lifestyle 
changes.In preparation for the study, barbers were trained to take and 
interpret blood pressure. At 6 months the active intervention with 
the pharmacist resulted in reduced blood pressure by 27.0 mmHg 
compared to 9.3 mmHg in the other group (p<0.001).  In this familiar 
community setting, the adherence to drug use was excellent at 95%.22

This barbershop study is a key example of cultural integration to 
provide better communication.  The investigators integrated the 
information into well-known cultural communication conduits that 
were trusted confidants to minimize access barriers to medical care 
and treatment.  For cardiac arrhythmias, there are multiple disease 
targetsincluding obesity, hypertension, sleep apnea, sedentary lifestyles, 
and diabetes.  The barbershop study could serve as a model for how 
to reach people who traditionally do not use health care systems and 
help them manage chronic conditions, thus making health care easy 
to access. Barbershops were chosen because they are trusted figures 
in black communitiesand could serve as links between providers and 
patientsto build trustandimprove racial and ethnic disparitieswith 
health care delivery.

In the case of Mr. C, there were 2 years with very little follow-upyet 
the reason for this lack of continuityis not clear to us.  However, it is 
plausible that barriers to care access, costs of medical therapies or health 
care appointments, and inadequate education about his disease may 
have played roles. 

2.  Recruit diverse men and women faculty that represent 
the community that receives care

In the case of Mr. C, he was seen for over 5 years by 101 different 
healthcare professionals.  The figure highlights the gender and racial 
diversity of these healthcare professionals.  Over 5 years he only saw 1 
Black healthcare professional.  

Over the past twenty years, there has been a focus on improving 
diversity in medical schools, residency and fellowship programs, and 
broadly throughout medical specialties. There are data that shows 

Figure 3: Baseline electrocardiogram at first available clinic visit 
of Mr. C
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again only represented 10.2% of minorities. The median age for the 
drug therapy group was 67 years and only 37.0% were women. Patients 
randomized to drug therapy included 1096 patients including 1007 
(92.1%) White participants, 38 (3.5%) Blackparticipants, and 48 (4.4%) 
others. This study offers a glimpse into the imbalance between women 
and minorities in studies.28

In the RAFT-AF trial, patients with AF and HF were 
evaluated to determine if AF ablation reduced all-cause mortality 
and hospitalizations for HF patients compared to rate control 
methods.29The study randomized 411 patients between 2011 to 2018, 
214 to ablation and 197 to rate control. The majority of the participants 
were White (N=397). In the group that was randomized to ablation, 
204 (95.3) were White, 6 (2.8%) were Asian, 2 (0.9%) were Black, and 2 
(0.9%) were characterized as other. In the rate control group, 193 (98%) 
were White, 3 (1.5%) were Asian, there were no Black patients (0%), 
and 1 (0.5%) was characterized as other. The study concluded there was 
no statistical difference in all-cause mortality or HF with the ablation 
group versus the rate-control group, yet a trend existed in improved 
outcomes with the ablation group over the rate-control group.  

Finally, a study of left atrial appendage closure called Protection 
Against Embolism for Nonvalvular AF Patients: Investigational 
Device Evaluation of the Watchman FLX LAA Closure Technology 
(PINNACLE FLX), the use of the next-generation WATCHMAN 
FLX LAA closure device in patients in nonvalvular AF patients who 
preferred to avoid the use of oral anticoagulation was evaluated.30The 
study enrolled patients between May 2018 to November 2018. 
According to the reported racial demographics the study included 
382 patients of which 358 (93%) were White, 18 (4.7%) were Black, 10 
(2.6%) were Latinx, 2 (0.5%) were Asian, and 1 (0.3%) was American 
Indian.

All of these studies are examples of the need to increase the 
recruitment of women and minorities in trials to ensure unique 
differences are represented. 

4. Improve access to electrophysiology treatments and 
procedures that are most effective and durable

Improving access to electrophysiology consultation, treatment, and 
procedures can be accomplished by ensuring services are accessible and 
affordable to the public. Both ethnic-racial stigmatization and poor 
socioeconomic status have been shown to have a negative impact on 
health outcomes both independently and in combination.31 Ethnic-
racial disparities have social, cultural, and environmental factors which 
intermix with economic factors creating variations in health risks. 
Recognition of disparities creates the opportunity to offer resources 
to patients as appropriate therefore improving affordability and 
reducing time to treatment. Resources vary yet may include language 
interpretation to improve communication or financial assistance 
programs to improve the patient’s ability to seek care. 

In a study of 109,22 patients, Black race and lower zip code-
linked income were independently associated with lower (6-17%) 
use of rhythm control in general.  For both Latinx  and Black race 
patients, catheter ablation use was lower (up to 40% depending on 

3. Improve recruitment of women and underrepresented 
races in electrophysiology trials

As previously discussed, although Black patients have higher rates 
of risks factors for AF in the community, the incidence of AF is lower.  
The mechanisms underlying these paradoxical findings are currently 
unknown. A likely possibility is poor screening in Black and Latinx 
populations and the prevalence is much higher than originally reported.  
It is also possible that mediators of AF are different despite the known 
risk factors of AF risk in the community. With increased access to 
consumer products that detect AF, such as the Apple watch, more 
accurate data of AF prevalence in these communities should become 
available.  However, management of AF across the spectrum of disease 
severity and with and without different risk factors is needed in both 
men and women and for diverse races.

Despite this need, there remains an underrepresentation of both 
women and races in many of the pivotal AF management trials.   
First, the Apple Heart Study assessed the ability of the Smartwatch 
to identify AF and included 419,297 participants over an 8-month 
period.26  The goal of the study was to evaluate the ability of optical 
sensors on the Apple iPhone app to detect AF. When considering 
the racial differences between participants, it included 286,190 
White participants (68%) and only 48,775 Latinxparticipants (12%), 
32,275 Black participants (7.7%), 26,156 Asian participants (6.2%), 
4,696 American Indian participants(1.1%), 3,652 Middle Eastern 
participants (0.9%), and 1,493 Pacific Islanders (0.4%). While the 
study included participants from several races, minorities remained 
underrepresented. 

Next, the study that defined the role of early rhythm management 
(ablation versus rate/rhythm control), The Catheter Ablation vs 
Antiarrhythmic Drug Therapy for Atrial Fibrillation (CABANA) 
trial, included 2204 patients with AF that were recruited from 126 
different centers in 10 different countries between 2009 and 2016.27 
The purpose of this study was to randomize patients with AF to either 
catheter ablation or medical therapy and compare outcomes. Patients 
randomized to ablation included only 10.2% of participants belonging 
to a minority. The median age for the ablation group was 68 years and 
only 37.3% were women. This included 1108 participants including 
1018 White participants (92%), 39 Black participants (3.5%), and 50 
characterized as other (4.5%). Patients randomized to drug therapy 

Figure 4: Racial and gender profiles of healthcare providers for 
Mr. C
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differences in risks of diseases and outcomes.  This understanding 
will only improve with a concerted effort to enroll minority patients 
in all pivotal electrophysiology studies.  Finally, we must improve the 
availability and use of electrophysiology specialty centers that provide 
comprehensive care and long-term outcomes because as seen in many 
studies, minority patients may be the ones that will benefit most.
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electrophysiology procedures based on race.  However, in a small study 
of 118 patients that underwent catheter ablation for AF, late recurrence 
of AF was similar between Black patients and White patients (33.3% vs 
34.4%, p=1.0) independent of gender.  These outcomes were achieved 
despite Black patients having higher rates of traditional risk factors 
for AF recurrences after catheter ablation such as hypertension, 
diabetes, and chronic kidney disease.34  In the CABANA trial (see 
racial enrollment limitations above), comparing outcomes between 
racial/ethnic minority and non-minority patients, the event rate of 
the primary endpoint (death, disabling stroke, serious bleeding, or 
cardiac arrest) was similar in those that received ablation (12.3% versus 
9.9%); however, minority participants had much higher event rates if 
randomized to drug therapy (27.4% vs. 9.4%).  The CABANA trial 
which represents the largest randomized prospective trial of ablation 
versus medical therapy for AF suggests if anything that there needs to 
be augmented attention to getting racial minority patients in specialty 
clinics to receive rhythm-based care, in particular catheter ablation.28

Ablation is not performed in all hospitals, and when performed, is 
typically done in hospitals that are more economically sound, offer 
comprehensive care, and are of higher quality.  Blacks compared to 
White patients more often receive treatment in lower quality hospitals 
with less resources.35  The reasons for these trends and decisions are 
multifactorial.  However, it is critical the Black patients feel welcomed 
in a hospital that may have less racial diversity and there needs to be 
active strategies to direct Black and LatinX patients to higher quality 
hospitals that offer more comprehensive care.35 Black and Latin X 
patients more than Whites prefer racial concordance when choosing 
a provider or where to receive medical care.36  As most choices for 
advanced care are driven by referring providers, there needs to be more 
effort to educate and provide healthcare navigators to people to help 
them make the best and most informed decisions.

Conclusions
Ethnic-race differences exist broadly in electrophysiology and 

specifically in AF prevalence, treatment, and outcomes. Additional 
information is needed to fully understand the impact of these 
differences so clinical practice can be altered as needed.  We shared a 
case of a patient in which there were multiple gaps in care that begin 
before he was first seen and continued over 5 years of follow-up.  There 
are no single solutions that will improve racial and ethnic disparities in 
electrophysiology yet there are many opportunities.  We need to first 
reach patients in their communities, improve education broadly, and 
minimize barriers to care.  Next, we need to completely study racial 
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