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Abstract

Purpose: To describe trends in emergency medicine faculty demographics, examining

changes in the proportion of historically underrepresented groups including female,

Black, and Latinx faculty over time.

Methods: Data from the Association of American Medical Colleges faculty roster

(1990–2020) were used to assess the changing demographics of full-time emergency

medicine faculty. Descriptive statistics, graphic visualizations, and logistic regression

modeling were used to illustrate trends in the proportion of female, Black, and Latinx

faculty. Odds ratios (OR) were used to describe the estimated annual rate of change of

underrepresented demographic groups.

Results: The number of full-time emergency medicine faculty increased from 214 in

1990 to 5874 in 2020. Female emergency medicine faculty demonstrated increases

in representation overall, from 35 (16.36%) in 1990 to 2247 (38.25%) in 2020, sug-

gesting a 3% estimated annual rate of increase (OR 1.03, 95%CI 1.03–1.04) andwithin

each academic rank. A very small positive trendwas noted among Latinx faculty (n= 3,

1.40% in 1990 to n = 326, 5.55% in 2020; OR 1.01, 95% CI 1.01–1.02), whereas an

even smaller, statistically insignificant increase was observed among Black emergency

medicine faculty during the 31-year study period (N = 9, 4.21% in 1990 and N = 266,

4.53% in 2020; OR 1.00, 95%CI 0.99–1.00).

Conclusions: Although female physicians have progressed toward equitable repre-

sentation among academic emergency medicine faculty, no meaningful progress has

been made toward racial parity. The persistent underrepresentation of Black and Lat-

inx physicians in the academic emergency medicine workforce underscores the need

for urgent structural changes to address contemporary manifestations of racism in

academic medicine and beyond.
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1 INTRODUCTION

1.1 Background

Demographics of the US physician workforce, and those of US emer-

gency physicians specifically, fail to reflect the diversity of the overall

population.1–5 Gender disparities and underrepresentation of Black

and Latinx physicians are further compounded by inequities in aca-

demic rank and financial compensation.2,5–7 Diverse educational envi-

ronments and workplaces benefit people from all backgrounds; they

improve educational outcomes8 and promote cultural competency,9

effective problem solving, and group work.10 Further, diverse health

care teams facilitate improved patient care and financial outcomes.11

Physician workforce diversity has implications both for access to

care in underserved communities where physicians of color are more

likely to work12,13 and for quality of care. Among Black and Lat-

inx populations, concordance of patient–physician gender, race, and

ethnicity have positive effects on patient experience,14–17 health

outcomes,18–21 and health care expenditure.22

1.2 Importance

Eliminating gender and racial inequities among academic emergency

physicians is challenging. Although equitable representation is only

one component of creating inclusive workplaces, workforce diversity

is nevertheless an important benchmark against which progress can

be measured. In recent years women represented more than half of

all medical students,1 but only 35%–39%of emergency residents.23–25

Further, little to no progress has beenmade in achieving equitable rep-

resentation among Black and Latinx medical students1,4 or emergency

residents.4,25 This is particularly concerning given themyriad of efforts

enacted over the past decade to increase recruitment and retention of

emergency physicians from demographic groups underrepresented in

medicine (URiM).26–31

1.3 Goals of this investigation

The goal of our study was to perform an analysis of the academic

emergency medicine workforce using 31 years of comprehensive

demographic data.We sought to describe the proportion of emergency

medicine faculty physicians who identified as female, Black, and Lat-

inx each year and to understand how these proportions compare both

to faculty physicians across clinical specialties and to the overall US

population at large. Based on prior work describing the overall US

physician workforce,1,32 studies describing the emergency medicine

workforce in either a cross-sectional manner,4 and studies using other

data sources,2,3,5,28 we anticipated that we would observe an increase

in the proportion of female emergency physicians.We expected to find

little (if any) progress toward equitable representation of URiM racial

and ethnic groups among emergency medicine faculty. In addition to

describing overall trends for emergency medicine faculty physicians

The Bottom Line

Using 1990–2020 data from the Association of American

Medical Colleges faculty roster, the authors assessed the

changing demographics of full-time emergency medicine

faculty. Although female physicians have progressed toward

equitable representation among academic emergency

medicine faculty, no meaningful progress has been made

toward racial parity.

who identify as female, Black, and Latinx, we also sought explore the

changes in these groups’ representation over time by academic rank.

Where progress has been made toward equitable representation

of URiM emergency medicine faculty relative to either the overall

cohort of academic physicians or the general US population, we then

developed a conceptual model to predict the time it will take for

these groups to achieve parity (equitable representation relative to

either comparator group). This study builds on priorwork documenting

gender, racial, and ethnic disparities in the academic emergency physi-

cian workforce.1–5,27,28 In addition, by quantifying the time to achieve

parity we sought to assess the adequacy—or inadequacy—of past

and current efforts toward equitable representation and workforce

balance.

2 METHODS

2.1 Study design and population

A total of 31 years (1990–2020) of demographic data on medical

school faculty at US medical schools were obtained from the Associa-

tion of AmericanMedical Colleges (AAMC) faculty roster.33 The roster

is updated annually and includes the aggregate number of faculty by

self-reported sex, race, ethnicity, rank, and academic department. Sex

is limited to male or female, but faculty are allowed to select multiple

races (e.g., Asian, American Indian or Alaskan Native, Black or African

American). Academic ranks studied included professor, associate

professor, assistant professor, and instructor. Given that the intent of

our study was to focus on URiM34 faculty in emergency medicine, we

evaluated trends in representation among female, Black, and Latinx

emergency physicianswith planned subgroup analyses of demographic

trends by academic rank. Because AAMC data were not primarily

collected for our purpose, our analysis was a secondary analysis of

previously collected data. This study was reviewed and approved

by the institutional review board at the senior author’s institution

(Protocol number 61151).

Throughout this manuscript we use terminology recommended by

theAmericanMedical Association (AMA) andAAMC in theirAdvancing

Health Equity: A Guide to Language, Narrative, and Concepts.35 As such,

faculty who self-identify as “Hispanic, Latino, or of Spanish origin” (the
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category providedby theAAMCroster) are referred to throughout this

manuscript with themore inclusive term Latinx; in linewith priorwork,

Latinx faculty were analyzed in combination with faculty who self-

identify as Multiple Race-Hispanic.36,37 The lack of specificity within

the Asian race category precluded our evaluation of trends among

specific URiM Asian groups (e.g., Laotian, Cambodian, or Indonesian1

physicians). Respondents who reported a racial category of American

Indian or Alaskan Native, Native Hawaiian or Other Pacific Islander,

Other, or Unknown and who reported “Other” under academic rank

were included in the descriptive demographics but were omitted from

the remainder of analyses because of their very small numbers.

In analyses comparing emergency physicians to academic physi-

cians overall, the overall group represented all faculty from the 16

clinical specialties (anesthesiology, dermatology, emergency medicine,

familymedicine, internalmedicine, neurology, obstetrics & gynecology,

ophthalmology, orthopedic surgery, otolaryngology, pathology-clinical,

pediatrics, physical medicine, psychiatry, radiology, and surgery)

reported in the AAMC roster. A small number of faculty with miss-

ing sex data (ranged from n = 73 in 2018 to n = 241 in 2010) are

not included in the aggregate roster reports and were not included

in our analysis. No other data were missing or excluded from the

analyses.

2.2 Statistical analysis

In our primary analysis, we used descriptive statistics and graphs to

illustrate the trends by sex, race and ethnicity, and academic ranks over

the years. Then, we used logistic regression to model the proportion

of emergency medicine faculty physicians who identified as female,

Black, and Latinx in each year from 1990 to 2020 (inclusive).24,38,39

The response variable in the logistic regression models was a 2-vector

response variable, which comprised the annual number of females and

males, or Black and non-Black, or Latinx and non-Latinx.38,39 Instead

of directly modeling percentage as the outcome variable, we made use

of the information contained in the number of females, Black, and Lat-

inx respectively by using them as weights in the regression model.38,39

Academic year, coded as an integer, was the only explanatory vari-

able included. Odds ratios (OR) and 95% confidence intervals (CI) were

used to provide an estimated annual rate of change for each under-

represented group. For example, an OR of 1.05 would suggest that on

average, the proportion of female physicians has been increasing by

5% for each successive year in the past 31 years. Conversely, an OR of

0.97 would indicate that the proportion of female physicians has been

decreasing on average by 3% for each successive year from 1990 to

2020.

In our secondary analysis, we explored the interactions of aca-

demic rank with female, Black, and Latinx emergency medicine faculty,

respectively. We used chi-square tests to assess interaction terms

between sex and race and ethnicity. We further stratified the trends

in female, Black, and Latinx emergency medicine faculty by academic

rank and the trends among female faculty by race and ethnicity. All

statistical analyses were performed in R 3.5.1.40

3 RESULTS

We identified an overall population that ranged from 58,561 (1990)

to 157,816 (2020) faculty physicians practicing in 16 clinical spe-

cialties. A total of 214 (1990) to 5874 (2020) emergency physi-

cians were represented in the data (Table 1). In 1990 this included

35 (16.36%) female, 9 (4.21%) Black, and 3 (1.4%) Latinx (includ-

ing multiracial Hispanic) faculty emergency physicians, whereas in

2020 this included 2247 (38.25%) female, 266 (4.53%) Black, and

326 (5.55%) Latinx faculty. Among these groups, only females saw

a steady increase in their proportion over the course of the three-

decade study period (Figure 1). Relative to 1990 AAMC data, the

proportion of female emergency physicians increased by 21.89% by

2020, whereas the changes in the proportions of Black and Lat-

inx emergency physicians were small (0.32% and 4.15%, respectively,

see Table 2).

Over the past three decades, the proportion of female physician

has increased steadily among both academic physicians overall and

emergency medicine faculty specifically (Figure 1). Female emergency

medicine faculty representation increasedby an estimated3%per year

(OR 1.03, 95%CI 1.03–1.04) (Table 2). However, female faculty remain

underrepresented among emergency medicine faculty relative to the

overall cohort of academic physicians, a trend that has remained rela-

tively stable over time. The proportion of female emergency medicine

faculty increased across all academic ranks (Figure 2A). The propor-

tion of female emergency medicine faculty at the level of instructor

is similar to that of the academic physician workforce and the general

population.

In examining the proportions of Black and Latinx physicians within

emergencymedicine, little changed over the study period. Black physi-

cians remain severely underrepresented in both emergency medicine

and academic faculty, a trend that has not improved over the past

three decades (Figure 1 and Table 2). Although the trend in propor-

tions for Black emergency medicine faculty differ by academic rank

(P < 0.01), the rate of change was negative or flat within all academic

ranks.Weobserved a very small increaseover the31-year studyperiod

in the proportion of Latinx emergency physicians. The estimated rate

of increase among Latinx emergency medicine faculty overall is 1%

(OR 1.01, 95% CI 1.01–1.02) and there was no statistically significant

difference within academic ranks.

An examination of intersectional representation among URiM fac-

ulty revealed significant differences in female representation within

racial and ethnic categories (P = 0.01) (see Table 3 and Figure 2B). The

level of female representation among Black, Latinx, and Asian emer-

gencyphysicians increasedby160% (1.48/0.93), 370% (1.75/0.47), and

480% (4.48/0.93), respectively. However, Black and Latinx emergency

medicine faculty of both sexes remain severely underrepresented rela-

tive to both the overall academic physician population and the general

US population.

A conceptual illustration of the time it may take for groups under-

represented among academic emergency medicine faculty to achieve

parity, developed using linear regression models to make out-of-

sample predictions, is presented in Supplemental materials.
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TABLE 1 Summary statistics of emergencymedicine faculty by sex, race and ethnicity, and academic rank in 1990 and 2020

1990 2020 Change

No. (N= 214) % No. (N= 5874) % No. (N= 5660) %

Sex (female) 35 16.36 2247 38.25 2212 21.89

Race and ethnicity

Non-Hispanic white 186 86.92 4266 72.63 4080 −14.29

Black or African American 9 4.21 266 4.53 257 0.32

Asian 13 6.07 732 12.46 719 6.39

Hispanic, Latino, or of Spanish origin* 2 0.93 194 3.30 192 2.37

American Indian or AlaskanNative 0 0 13 0.22 13 0.22

Native Hawaiian or Other Pacific Islander 0 0 4 0.07 4 0.07

Other 0 0 49 0.83 49 0.83

Multiple Race –Hispanic* 1 0.47 132 2.25 131 1.78

Multiple Race –Non-Hispanic 2 0.93 99 1.69 97 0.76

Unknown 1 0.47 119 2.03 118 1.56

Academic Rank

Professor 26 12.15 655 11.15 629 −1

Associate professor 45 21.03 1,038 17.67 993 −3.36

Assistant professor 112 52.34 3,385 57.63 3273 5.29

Instructor 27 12.62 683 11.63 656 −0.99

Other 4 1.87 113 1.92 109 0.05

*Referenced as Latinx in the text.

Female (emergency medicine) Black (emergency medicine)

non–Black (emergency medicine) non–Latinx (emergency medicine)

Latinx (emergency medicine)

Male (emergency medicine)

F IGURE 1 Trends in proportion of female, Black, and Latinx emergencymedicine faculty from 1990 to 2020, compared to all academic clinical
faculty* (clinical). *The overall clinical faculty group represents all faculty from the 16 clinical specialties (anesthesiology, dermatology, emergency
medicine, family medicine, internal medicine, neurology, obstetrics & gynecology, ophthalmology, orthopedic surgery, otolaryngology,
pathology-clinical, pediatrics, physical medicine, psychiatry, radiology, and surgery) reported in the Association of AmericanMedical Colleges
roster.
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TABLE 2 Trends of female, Black, and Latinx representation in emergencymedicine by academic rank from academic years 1990–2020

1990 2020

Rank No. % No. %

Overall

change (%)

Annual rate of

change inOR

(95%CI)

Female

Overall 35 16.36 2247 38.25 21.89 1.03 (1.03–1.04)

Professor 2 7.69 134 20.46 12.77 1.04 (1.03–1.05)

Associate professor 5 11.11 334 32.18 21.07 1.04 (1.03–1.04)

Assistant professor 20 17.86 1395 41.21 23.35 1.04 (1.03–1.04)

Instructor 6 22.22 330 48.32 26.1 1.04 (1.04–1.05)

Black or African American

Overall 9 4.21 266 4.53 0.32 1.00 (0.99–1.00)

Professor 1 3.85 14 2.14 −1.71 0.99 (0.97–1.01)

Associate professor 1 2.22 36 3.47 1.25 1.02 (1.00–1.03)

Assistant professor 5 4.46 180 5.32 0.86 0.99 (0.98–1.00)

Instructor 2 7.41 34 4.98 -2.43 1.01 (0.99–1.02)

Latinx (Hispanic, Latino, or of Spanish origin)

Overall 3 1.4 326 5.55 4.15 1.02 (1.01–1.02)

Professor 0 0 27 4.12 4.12 1.03 (1.01–1.05)

Associate professor 0 0 39 3.76 3.76 1.03 (1.01–1.04)

Assistant professor 1 0.89 207 6.12 5.23 1.02 (1.01–1.03)

Instructor 1 3.7 47 6.88 3.18 1.01 (1.00–1.03)

Note: Odds ratios (OR) and 95% confidence intervals (CI) were used to provide an estimated annual rate of change for each underrepresented group. For

example, anOR of 1.03 suggests that on average the proportion of female physicians has been increasing by 3% for each successive year in the study period.

(A)

(B)

Female (emergency medicine)

Male (emergency medicine)

F IGURE 2 Trends in proportion of female emergencymedicine faculty from 1990 to 2020 by subgroup, compared to compared to all academic
clinical faculty* (clinical).A. Trends in female emergencymedicine faculty by academic rank;B. Trends in female emergencymedicine faculty by
race and ethnicity. *The overall clinical faculty group represents all faculty from the 16 clinical specialties (anesthesiology, dermatology, emergency
medicine, family medicine, internal medicine, neurology, obstetrics & gynecology, ophthalmology, orthopedic surgery, otolaryngology,
pathology-clinical, pediatrics, physical medicine, psychiatry, radiology, and surgery) reported in the Association of AmericanMedical Colleges
roster.
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TABLE 3 Trends of female representation in emergencymedicine from academic years 1990–2020 by race and ethnicity

1990 2020

No. % No. %

Overall

change (%)

Annual rate of

change inOR

(95%CI)

Overall 35 16.36 2247 38.25 21.90 1.03 (1.03–1.04)

Non-Hispanic white 29 13.55 1523 25.93 12.38 1.03 (1.02–1.04)

Black or African American 2 0.93 142 2.42 1.48 1.03 (1.02–1.04)

Latinx (Hispanic, Latino, or of Spanish

origin)

1 0.47 130 2.21 1.75 1.03 (1.02–1.04)

Asian 2 0.93 318 5.41 4.48 1.03 (1.03–1.04)

Note: Odds ratios (OR) and 95% confidence intervals (CI) were used to provide an estimated annual rate of change for each underrepresented group. For

example, anOR of 1.03 suggests that on average the proportion of female physicians has been increasing by 3% for each successive year in the study period.

4 LIMITATIONS

Our work has several limitations. First, although our study focuses on

demographic trends among Black and Latinx physicians in academic

emergency medicine, it is clear that American Indian, Alaskan Native,

Native Hawaiian, and Pacific Islander physicians remain severely

underrepresented as well. The small numbers of these physician pop-

ulations within the AAMC roster indicate this, and highlight the need

for targeted research to better understand trends and specific chal-

lenges within these historically marginalized communities. Similarly,

our analyses do not include trends among individuals who indicated

that they are of “Other” race or “Multiple Race—non-Hispanic,” as we

did not feel that they could reasonably be grouped with other under-

represented cohorts in our analyses. The reporting ofmultiple races by

faculty has increased over time; as this demographic group continues

to grow both in theUS population and among emergencymedicine fac-

ulty, additional study is needed to understand how best to incorporate

multiracial individuals into demographic workforce analyses.

Second, examination of trends over time by gender is limited by the

binary (male/female) options included in the AAMC roster. We were

therefore unable to explore trends among faculty with gender identi-

ties that may be underrepresented inmedicine. Third, our examination

of trends over time at the national level may fail to identify institutions,

states, or regions where substantial progress toward achieving racial

and gender equity among emergency medicine faculty has been made.

Fourth, our data reflect self-reported demographics that are presented

in aggregate; the accuracy of those data is not externally verifiable, and

a small proportion of faculty did not report race or ethnicity (n = 1 in

1990 and n = 119 in 2020, between 0.47%–2.03% of the emergency

medicine faculty cohort, see Table 1). Although it is possible that differ-

ential rates of self-reporting could occur among female, Black, Latinx,

and other URiM academic faculty relative tomales orwhite physicians,

the AAMC data set maintains the most comprehensive data source for

information on theUS academicmedicalworkforce. There are no other

comparable resources.

Finally, our data are limited to faculty at US medical schools who

report to the AAMC faculty roster; although the roster is the most

comprehensive resource of academic faculty at USmedical schools, we

likely underestimate the total number of academic faculty (both overall

and in emergencymedicine). This is a limitation shared by ourwork and

all prior works using this data set.

5 DISCUSSION

Wepresent an analysis of three decades of demographic trends among

emergencymedicine faculty at USmedical schools.

The recruitment and retention of URiM faculty became an explicit

priority among US academic medical institutions during the period

studied. Multispecialty medical organizations including the AAMC,41

the AMA,42 the National Medical Association,43 the Society for Aca-

demic Emergency Medicine,44 and American College of Emergency

Physicians45 all identify increasing gender, racial, and ethnic diver-

sity among physicians as an explicit priority. Trends toward equitable

representation among female, Black, and Latinx emergency medicine

faculty largely mirror those seen among clinical faculty across all spe-

cialties included in the AAMC faculty roster. The trajectories of these

groups reveal both some successes as well as persistent challenges

in the recruitment, retention, and promotion of underrepresented

demographic groups in academic emergencymedicine.

The increased representation among female emergency medicine

faculty demonstrated in this study is similar to that of the trend seen

acrossmedical specialties over the past 31 years and reveals significant

progress toward achieving gender parity among academic emergency

physicians. These findings bolster evidence fromother data5 that reach

the same conclusions.

Nevertheless, much work remains to achieve gender equity, par-

ticularly within all academic ranks. Leaders in academic emergency

medicine must examine their departmental policies and workplace

cultures to identify factors that support or erode efforts toward

achieving gender equity.46 Departments must move beyond sim-

ply developing supportive parental leave47,48 and lactation49,50 poli-

cies. These are certainly necessary, yet as Cameron et al. have

noted, “barriers to gender equity in academic medicine extend far

beyond gaps in women’s career trajectories related to (assumed,

expected) maternity leave and child raising.”51 Ample evidence- and

consensus-based recommendations3,52 exist to foster recruitment,

retention and promotion of female faculty in emergency medicine
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and must be implemented to ensure and accelerate progress. Atten-

tion should be paid to gender inequities that emerge in residency

training, which may include problematic differences in feedback given

to female residents,53 delayed milestone achievement due to gen-

der bias among evaluators,54 and more challenging interprofessional

interactions.55–57 The latter persist beyond training,58 and in con-

junction with other factors such as differential access to informal

networking opportunities,51,52 can contribute to a more hostile work-

place culture59 and fewer opportunities for advancement forwomen in

academic emergencymedicine.

Normative beliefs regarding gender-appropriate behavior also com-

plicate whether women are perceived as effective leaders,51,60–62

which may be particularly problematic for the promotion of women

in emergency medicine. Specific attention must be paid to promoting

female faculty from assistant to associate professor and full pro-

fessor, as our data suggest the time it will take to achieve parity

within these senior ranks may be far longer than among earlier-career

female emergency medicine faculty. Intentional departmental focus

on improving mentorship, sponsorship, and systematic career stew-

ardship for female assistant and associate professors may bend these

curves toward achieving gender parity in higher academic ranks within

a shorter time frame. In addition, retaining senior female faculty in

academiawill be key to ensuringprogress towardparitywith theirmale

colleagues. The promotion and retention of female faculty may also

bolster broader initiatives aimed at achieving greater workforce diver-

sity and inclusion, as some evidence suggests that female academic

emergency physicians may be more aware than their male counter-

parts of the extent towhich unconscious gender and racial biases affect

faculty recruitment, development, and promotion.63

The lack of progress over the last three decades toward equal

representation of Black and Latinx academic emergency physicians

demonstrated in this study speaks to the deep and structural nature

of inequitably distributed opportunity in the United States. The per-

sistent and pervasive effects of structural racism64 ensure that the

pipeline of physicians of color remains extremely small. This is all the

more disturbing given the many efforts to strengthen the pipeline

of students, residents,28,29 and faculty of color in medicine,65 includ-

ing in emergency medicine. The failure to make strides toward equity

may in part result from a lack of explicit recognition of racism and

other structural factors that continue to disadvantage and limit the

inclusion of people of color in medicine and academic emergency

medicine in particular. Subtle and overt forms of racism in medicine

and medical culture persist throughout our institutions, making entry

into and successful career-building within academic medicine chal-

lenging and statistically unlikely for people of color. The extraordinary

and deeply committed students of color who persevere through an

education system stacked against them such that they matriculate

into US medical schools continue to bear increased burdens rela-

tive to their white colleagues:66 the increased racialized stress takes

the form of microaggressions67 and stereotype threat68 throughout

medical education; as they progress through training as applicants,69

residents,70,71 and faculty,65,72–74 Black physicians and other physi-

cians of color endure these same taxing manifestations of racism. As

these contemporary manifestations of centuries of racial injustice in

the United States persist within our institutions and departments,

it should not surprise us to learn that no progress has been made

toward achieving racial equity among emergency medicine faculty at

USmedical schools.

Underrepresentation of Black and Latinx physicians in the academic

emergencymedicineworkforce underscores the need for urgent struc-

tural changes to address contemporary manifestations of racism in

undergraduate and graduate medical education, academic emergency

medicine, and society at large. In order to change the trajectory of

academic emergency physician demographics in the United States,

structural change will be required to address the myriad factors that

coexist to discourage and exclude Black, Latinx, and other physicians of

color from academic emergency medicine faculty. Concrete strategies

have been described for how to do so31,72,75–78 and must be imple-

mented across our departments if we hope to bend the demographic

curve of our physician groups toward equity.

Much of the progresswe havemade toward achieving gender parity

inmedicinemaybe attributable to the intentional acknowledgement of

gender discrimination at the national, institutional, and departmental

levels. Effective interventions and strategies for improving gender

parity emerged only after sexism in medicine and medical education

was named and broadly identified as an intolerable problem. In the

same vein, explicit discussion about racism in medicine, including

its structural and interpersonal manifestations, is a critical—though

insufficient—prerequisite to addressing this challenging and multi-

faceted problem. The events of 2020, including the murder of George

Floyd as well as deep racial inequities amidst the COVID-19 pandemic

in theUnited States, have brought racism into themainstream national

discourse. It remains to be seen whether these conversations will lead

to meaningful structural changes that improve racial equity in our

educational and medical systems. Nevertheless, the renewed interest

in discussing and addressing racism and other forms of discrimination

in medicine certainly leaves room for optimism about our likelihood of

effectively addressing systemsof oppression in the future. Somehealth

care institutions have taken concrete steps toward explicitly address-

ing racial equity among faculty. For example, the Boston University

Medical Group developed and is now implementing a Commitment

to Operationalize Racial Equity Tool,75 which includes a step-by-step

guide for both evaluating racial equity and identifying explicit racial

equity goals within each department across the Boston University

School of Medicine. The effectiveness of this and similar interventions

remains to be evaluated. Such tools provide both the opportunity for

research—to test the efficacy of departmental policy interventions—

and for departmental leaders looking for a starting point for structural

changes that may advance equity. Further research exploring barriers

to and facilitators of promotion of URiM faculty would substantially

inform efforts to improve representation among higher academic

ranks. In addition, studies focused on understanding both the rates and

reasons for attrition of URiM faculty, both out of academia and out of

the clinical workforce, are needed to understand how best to support

faculty from underrepresented demographic groups. Specific efforts

are also needed to understanding trends in training, recruiting and
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promoting emergency physicians from American Indian/Alaskan

Native and other groups with numbers too small to be included in this

analysis.

Although the past three decades have seen an increase in female

representation among emergency faculty physicians, no meaningful

progress has been made toward racial equity. The persistent, marked

underrepresentation of Black and Latinx physicians in the academic

emergencymedicineworkforce underscores the need for urgent struc-

tural changes to address contemporary manifestations of racism in

academicmedicine and beyond.
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