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Abstract
Racial and ethnic minority populations in the U.S. experience disparities in 

their health and health care that arise from a combination of interacting factors, 
including racism and discrimination, social drivers of health, health care access 
and quality, individual behavior, and biology. To ameliorate these disparities, 
the American College of Physicians (ACP) proposes a comprehensive policy 
framework that recognizes and confronts the many elements of U.S. society, 
some of which are intertwined and compounding, that contribute to poorer 
health outcomes. Ensuring a diverse health care workforce that is representative 
of the patients it serves is crucial in building trust and understanding between 
patients and health care professionals of different backgrounds. However, to 
enhance the physician pathway and also equip patients with the knowledge 
and skills necessary for living healthy lives, barriers and inequities in education 
at all levels must be eliminated. To achieve these goals, this ACP position paper 
makes recommendations for safe, inclusive, and supportive educational and 
workplace environments; diverse medical school bodies and workforces; and 
supporting, funding, and strengthening education at all levels.

Introduction
In this position paper, the American College of Physicians (ACP) proposes 

recommendations for addressing disparities and discrimination based on race, 
ethnicity, religion, and cultural characteristics and identities in the context of 
education and the physician workforce. These recommendations are made 
as part of ACP’s comprehensive, interconnected, and evidence-based policy 
framework to address racial and ethnic health disparities. This framework, which 
is outlined in an accompanying proposal (1), includes 17 recommendations, 
four of which are expanded upon and discussed in more detail in this paper. The 
two other companion papers address specific issues affecting the health and 
health care of those populations most at risk (2) as well as discrimination and 
disparities in criminal justice and law enforcement and their impact on health 
(3). Together, these four papers provide a comprehensive and interconnected 
policy approach to addressing important issues cutting across clinics, hospitals, 
schools, universities, prisons, and various other elements of society to achieve 
ACP’s holistic vision to eliminating health disparities.

Disparities exist in all levels of education. At the primary and secondary 
education levels, disparities in resources can impact quality, opportunities, 
and outcomes, particularly for persons most affected because of their race, 
ethnicity, and cultural characteristics and identities. Education is an important 
social determinant of health as it can determine access to safer neighborhoods, 
financial resources, employment opportunities (and in turn insurance coverage), 
and the skills and reasoning necessary for producing health (4,5). More 
education has been associated with longer life expectancy (6,7), lower mortality 
rates (8), and lower rates of risk factors (7). The effect of these primary and 
secondary education disparities can appear in medical school, where only 6.2% 
of students are Black, 5.3% Hispanic or Latino, 0.2% American Indian or Alaska 
Native, and 0.1% Native Hawaiian or Pacific Islander (9).

These disparities can further in part translate to disparities in the physician 
workforce: 5.8% of physicians are Hispanic, 5% Black, 0.3% American Indian or 
Alaska Native, and 0.1% Native Hawaiian or Pacific Islander (10). Physicians from 
underrepresented backgrounds can face numerous barriers, discrimination 
(11,12), a lack of career advancement and mentors (13), and the burden of extra 
responsibilities for diversity activities and services (14,15). Several studies have 
found that racial and ethnic minority patients with racially concordant physicians 
have experienced improvements in outcomes (16) and rates of preventive 
services (17), which demonstrates the importance of recruitment and retention 
of physicians of underrepresented backgrounds. In addition, physicians 
from underrepresented backgrounds are more likely to see racial and ethnic 
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current discriminatory practices and the legacy of past 
discrimination practices and better reflect the current 
composition of the population. Programs that provide 
outreach to encourage racial and ethnic minority enrollment 
in medical and other health professional schools should be 
maintained, reinstated, and expanded, including diversity/
minority affairs offices, scholarships, and other financial  
aid programs.

d.	All arenas of the health care workforce should be 
incentivized to implement evidence-based best practices 
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projections, there is a clear gap between the ratio of Black or African American, 
Hispanic or Latino, and American Indian or Alaska Native physicians to their 
respective racial/ethnic group’s population percentage. These gaps identify 
Black or African American, Hispanic or Latino, and American Indian or Alaska 
Native physicians as underrepresented minorities (URM) in the U.S. health care 
workforce. U.S. Census population estimates from 2019 identify 76.5% of the 
population as being White, 18.3% as Hispanic or Latino, 13.4% as Black or 
African American, 5.9% as Asian American, 2.7% as two or more races, 1.3% as 
American Indian and Alaska Native, and 0.2% as Native Hawaiian and Pacific 
Islander (55).

A number of studies have shown URM physicians are more likely than White 
physicians to see patients in underserved communities, provide care to low-
income patients and to those on Medicaid, and treat more racial and ethnic 
minority patients. Additionally, racial and ethnic minority patients report higher- 
quality care and higher care satisfaction when treated by a physician of the same 
racial or ethnic background. One study found that Black men who saw Black male 
doctors were more likely to opt for preventive screening tests, particularly those 
more invasive, and were more likely to discuss other health problems than those  
with White male doctors (17). Another study found that newborn-physician 
racial concordance was associated with improvements in mortality for Black 
newborns (16).

Increased diversity in the health care workforce not only benefits minority 
patients but improves care for all patients. Evidence has shown diverse 
populations in educational and medical training settings improves learning 
outcomes by increasing active thinking and intellectual engagement skills and 
increases understanding of and empathy for diverse cultures (56). Improving 
these learning outcomes is critical as a 2020 survey analysis showed third-year 
medical students reported moderate comfort while navigating complex clinical 
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students has increased over the years, their numbers have been relatively flat 
compared to the overall population growth for these communities. An analysis of 
medical school applicants and matriculants between 2002 and 2017 found that 



Understanding and Addressing Disparities and Discrimination in Education and in the Physician Workforce

11

widespread efforts are needed to root out forms of structural racism and foster 
environments to attract and support racial and ethnic minority medical students.

Racism and bias in medical schools must be addressed to create a learning 
environment welcoming and supportive of minority students. Racial and ethnic 
minority students are more likely to report adverse medical school experiences 
as a result of their race due to discrimination, prejudice, feelings of isolation, 
and different cultural experiences and these students were more likely to report 
burnout, depressive symptoms, and low mental quality of life (73). One study 
found 38% of URM medical students reported mistreatment while in school 
compared to only 24% of White students. Researchers noted the potential 
impact of racism in medical education on the low numbers of racial and ethnic 
minorities who enter and complete medical school. Discriminatory comments 
have lasting effects on the targets and bystanders who may feel uncomfortable 
or unwanted in medicine by certain comments (74). Additionally, some research 
suggests that medical school admissions committees display unconscious White 
preference (75), creating additional institutional barriers for Black, Indigenous, 
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improve diversity in faculty hiring. Practices like assembling diverse hiring 
committees, providing implicit bias workshops for hiring committees, drafting 
broad job descriptions that include cues of belonging, targeted outreach and 
advertisement of job postings, relationship building with targeted communities, 
and incorporation of diversity statements in the assessment process have been 
found to increase diversity in faculty hires (84,85,86,87). Hiring committees 
should avoid relying on flawed proxies for quality that may be subject to bias, 
such as where a candidate has trained or been published (84). Pathway programs 
can help identify, foster, and attract faculty candidates of diverse backgrounds 
to an institution (88). One such example is the Chicago Cancer Health Equity 
Collaborative Research Fellows Program, which provides exposure to local 
students through opportunities to network with health care professionals 
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Educational attainment is often linked to health status and the role of 
education as a social determinant of health is established throughout the 
literature (91). An analysis of deaths in the U.S. between 2010 and 2017 found 
that average life expectancy increased for those with a college degree, whereas 
it decreased for those without (6). The life expectancy gap between the most 
and least educated has grown from 13 years for men and 8 years for women in 
1990 to 14 years and 10 years in 2008, respectively, a trend that has widened 
since the 1960s (7). Overall mortality rates are roughly four times higher for 
those without a high school degree compared to those with more than 16 years 
of education (8). An analysis of patients with coronary artery disease found 
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poverty areas, which are 80% Black or Hispanic, offered less access to college-
prep courses and fewer math and science courses expected by colleges (102). 
Fewer Black students were found to take advanced courses and dual-credit 
programs or have access to advanced tracked programs compared to White, 
and in some cases Asian American students (102). Hispanic, Black, and American 
Indian and Alaska Native students had lower high school graduation rates as 
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Appendix: Glossary
Black: The term Black is used rather than African American to capture 

the shared and distinct experiences of both those who are descended from 
enslaved Africans brought to North America who have a long history in the 
United States as well as others who have more recently immigrated from 
African, Caribbean, and other countries and who may not as strongly identify 
with the American identity.

Latinx: Gender-neutral term to refer to those living in the United States 
who are of Latin American descent, rather than Hispanic, which refers to those 
who share Spanish as a common language. While respecting the views of those 
who do not prefer to be called Latinx, we conclude that Latinx captures power 
and privilege dynamics in the United States better than Hispanic, which would 
include those of Spanish descent who would identify as White but would exclude 
those of Brazilian descent and other non–Spanish-speaking Latin American 
countries. When referencing other sources, we use the descriptors the authors 
used. We recognize the controversy over the use of Latinx: Some argue that 
the term imposes American and Anglocentric ideals, encompasses a broad 
and diverse group, is incomprehensible to native Spanish speakers without any 
fluency in English—some of the very people the term is meant to serve—and is 
not a term that most persons of Latin American descent identify with. Although 
an imperfect solution, we choose to use the gender-neutral Latinx over Latino 
(in Spanish, many nouns and adjectives are gendered, with nouns ending in -o 
typically using masculine pronouns) in an effort to be as inclusive as possible.
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