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ABSTRACT

Black physicians remain severely underrepresented in academic medicine despite
the documented benefits of a diverse medical faculty. Only 3.6% of academic
medical faculty self-report as Black or African American. Efforts to improve faculty
diversity at academic medical institutions nationwide have not made meaningful
impacts. Sustained improvements in faculty diversity cannot be achieved without
an actively antiracist approach, including the intentional transformation of policies,
practices, and systems that persistently produce worse outcomes for Black medical
students, trainees, and faculty.
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In 2004, the Institute of Medicine issued a
landmark report arguing that increasing
diversity in the healthcare workforce is
critical to improving the healthcare
system overall (1). The authors observed that
racial and ethnic minority healthcare
professionals are significantly more likely
than their white peers to serve minority and
medically underserved communities, who
suffer from worse access and worse health
outcomes. More recent work demonstrates
that increasing physician diversity is often

associated with greater access to care for
low-income patients, racial and ethnic
minorities, patients who do not speak
English, and patients with Medicaid,
making physician diversity a key strategy for
reducing persistent health disparities (2).
One randomized experiment found that
Black men are much more likely to choose
preventive services, especially invasive
preventive services, after meeting with a
racially concordant physician. The authors
concluded that increasing the number of
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Black physicians could reduce the Black–
white male gap in cardiovascular mortality
by as much as 19% (3).

Increasing diversity among academic
physicians can also enrich the development
of all physicians, regardless of minority
status. The aforementioned Institute of
Medicine report holds that diversity in
health profession training settings can
improve the cross-cultural training and
cultural competencies of all trainees.
Furthermore, greater representation of
racial minorities among trainees and
faculty can lend new perspectives to
inform research, innovation, and quality
improvement efforts.

However, despite the many documented
benefits of increased physician diversity,
Black physicians remain severely
underrepresented in academic medicine
(4). Though they comprise 13% of the U.S.
population, just 3.6% of academic medical
faculty self-report as Black or African
American (5). Regarding the critical care
workforce, though the number of academic
fellowship positions grew by more than
50% between 2004 and 2014, the
percentage of Black fellows decreased
slightly from 5.1% to 3.9% (6). This
shortage of Black physicians is partly
explained by a shortage of Black medical
students, as Black undergraduates
matriculate to medical school at strikingly
low rates. According to the Association of
American Medical Colleges, there were
543 Black male matriculants to M.D.-
granting institutions in 1978. Nearly 40
years later, in 2014, there were 515 such
matriculants—despite an overall increase
in the number of Black male college
graduates (7).

Although much is made of the dearth of
racial minorities entering the physician
pipeline, this does not fully explain the
underrepresentation of Black physicians

in academic medicine. Minority physicians
experience lower rates of promotion than
nonminority colleagues—and are more
likely to leave academic medicine
altogether—at every tier of the academic
hierarchy (8). Importantly, this “leaky
pipeline” does not begin at the faculty ranks.
The barriers that drive racial minorities
away from careers in academic medicine
are present as early as medical school
and continue throughout the academic
continuum. To meaningfully improve the
retention of Black physicians, academic
medical institutions must adopt an
“antiracist” approach to medical
education.

The status quo condition of the systems
that shape American society—including
the healthcare system—is structural
racism. Here, “structural racism” is
conceptualized as an objective descriptor
of systems that produce worse outcomes
for racial and ethnic minorities.
Contemporary public health scholarship
holds structural racism as a key
determinant of persistent racial health
disparities in the United States (9).
Furthermore, the American Medical
Association has identified systemic and
structural racism as the primary drivers
of racial health inequity (10).

We argue that the concept of structural
racism as applied specifically to the arena of
academic medicine is a useful analytic
framework for explaining the persistence
of worse career outcomes for racial and
ethnic minority physicians. In addition, we
argue that the concept of “antiracism”

provides an important reframing that can
inform approaches to improving physician
diversity. “Antiracism,” most recently
popularized by the historian Dr. Ibram
Kendi, rejects the premise of race-
neutrality (11). Under this framework,
to be merely “not racist” is to support
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increasing diversity in academic medicine
without taking deliberate action to
achieve it. Similarly, to claim “color-
blindness” is to willfully blind oneself
to the barriers that Black students and
physicians face.

These ostensible pronouncements of
solidarity ultimately position individuals and
institutions as passive, powerless observers,
obscuring their potential for action, and
relieving them of their responsibility to act.
Antiracism requires actively transforming
policies and systems that persistently
produce worse outcomes for Black
physicians in academic medicine.

STUDENTS AND TRAINEES

Beginning in the preclinical years, Black
medical students experience the academic
medical system as poorly equipped to
contend with issues of race and racism.
Examples include uncritical and often
incorrect discussions of race as a discrete
biological risk marker or failure to portray
dermatologic findings on a variety of skin
pigments (12, 13). And although Black
students are no less likely to be interested
in careers in academic medicine, they are
more likely to perceive that racial
minorities have a harder time succeeding
in academic medicine (14). These
perceptions are reinforced by early
experiences on the wards. Minority
medical students report overt discrimination
from classmates, senior physicians, and
patients (15). The mere threat of being
stereotyped as less capable based on group
identity is known to have deleterious
consequences on academic performance
(16). Though clerkship evaluations are
heavily subjective, the subjectivities of
evaluators—the vast majority of whom
are non-Black—are rarely interrogated.
Small inequities in performance evaluation
can compound, leading to large

downstream inequities in grades and
awards (17).

These factors persist at the trainee level, as
minority residents continue to report
racial discrimination, from frequent
misidentification as nonmedical staff to
explicitly racist comments from patients or
senior physicians (18). Importantly, they
also describe frustration with additional
burdens placed on them to promote
diversity at their institutions amid the
overwhelming demands of residency
training, often without sufficient
institutional resource support (18).

Along the continuum of academic
medicine, approaches to increasing diversity
have been persistently insufficient. Just as
the pipeline problems begin early, so must
the solutions. Many training programs
have invested in recruiting talented,
underrepresented minority candidates,
including facilitating visiting elective
rotations, designing interview day
experiences, and coordinating “second
look” opportunities, among other efforts.
Programs have also designed dedicated
faculty mentorship and networking
opportunities for their minority trainees
intended to address barriers specific to the
minority experience. Minority trainees
undoubtedly benefit from dedicated
recruitment and mentorship opportunities.
However, in addition to targeted
interventions, programs must improve their
overall climate by building antiracist
training environments. The following
sections include suggested strategies for
achieving this objective (Table 1).

ANTIRACISM IN THE FORMAL
CURRICULUM

Trainees’ educational experiences are
principally dictated by the formal curricula
established by their training programs. A
program’s priorities are reflected in the
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content and skill areas that it defines as
core competencies. The Accreditation
Council for Graduate Medical Education
(ACGME) issues a set of common program
requirements that shapes the landscape of
graduate medical education nationwide.
Current requirements “encourage
systematic recruitment and retention of a
diverse and inclusive workforce” and
“respect and responsiveness to diverse
patient populations” (19). Specifically
including antiracism training as one such
common program requirement would
encourage all training programs toward
operationalizing an antiracist learning
environment.

Establishing antiracism as a core
competency would require incorporating
the robust body of scholarship regarding
racism and medicine as essential literature
for medical trainees. For example, no
resident should graduate residency without
learning that Black patients have been
shown to receive less analgesia than white
patients for similar long bone fractures or
that medical trainees have been shown to
exhibit false beliefs about biological
differences between Black individuals and
white individuals (e.g., “Black people’s
skin is thicker than white people’s skin”)
associated with inappropriate treatment
recommendations (20, 21).

That racialized perceptions of pain can
lead to inappropriate analgesia should be an
elementary concept mastered by first-year
residents. Through formal didactics,
journal clubs, and other clinical education
activities, residents should develop a
sophisticated enough grasp of race and
medicine to critique the fundamental
premise of race as an immutable genetic
property rather than a sociohistorical
construct with shifting boundaries. These
concepts need not be sequestered to
separate discussions; they can be regularly

and creatively incorporated into typical
didactic exercises. Ultimately, graduating
residents should understand that socially
constructed racial boundaries are so
imprecise that there are more genetic
differences within defined racial groups
than between racial groups, though
contemporary medical science perpetuates
the false premise of racial groups as
distinct biological populations and obscures
the role of racism as a preventable etiology
of racial health disparities (22).

ANTIRACISM IN THE “HIDDEN
CURRICULUM”

Antiracism cannot be limited to the
formal curriculum. It must also be
informally practiced via the so-called
“hidden curriculum” of clinical training.
As physicians, we often implicitly consider
ourselves separate from broader socializing
forces. We learn to see racial health
disparities as deriving from factors outside
our institutions and to see ourselves only as
remedying the damages wrought. Unless
the healthcare system is the lone exception
among American social systems, our
policies and practices also produce worse
outcomes for racial minorities. That is, our
system is also structurally racist. Antiracism
acknowledges that systems, policies, and
practices that were not purposefully
designed to be structurally racist can still
be so.

Although countless physicians, hospitals,
and physician advocacy groups have
recently stood forcefully against racism
in policing, we are yet to interrogate
potential manifestations of similar forces in
our own practices. Even as we condemn
fear of the Black body in policing, how
often does that same fear animate our
responses to agitated Black patients?
Though we reject assumptions of Black
criminality in law enforcement, how often
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do those same assumptions inform our
assessments of Black patients as “pain-
seeking”?

All physicians in the United States are
human beings exposed to the same
anti-Black socialization that permeates
the American milieu. Unless we imagine
ourselves a distinct class of humans
immune to the shortcomings of human
cognition, we should expect to exhibit
the same conscious and unconscious
biases that produce differential outcomes
for racial minorities in other settings.
Again, this applies to all physicians,
irrespective of racial identity. The question,
then, should not be whether racial bias
occurs in our institutions but where it
occurs.

The fallacy of race-neutrality suggests that
if we avoid thinking about race, we avoid
acting on it. Antiracism accepts that
structural racism exists in all systems,
dispensing with our “race-neutral” self-
image and actively seeking to identify the
manifestations specific to academic
medicine. Antiracism recognizes that
actions that were not intended harmfully
can still have racist impacts and that
impact is always more important than
intent. And, importantly, beyond
acknowledging that many or most
individuals in academic medicine exhibit
some unconscious biases as a byproduct of
socialization, antiracism recognizes that
some individuals harbor overtly racist
attitudes and establishes mechanisms
for remedying harms and providing
corrective feedback. Our academic
environments must normalize discussing
the potential impacts of racism on specific
clinical cases, calling out interpersonal
racism in team conversations, and
reexamining performance evaluation
processes for vulnerabilities to racial bias as
well as other practices that move antiracism

from the realm of formal didactics to the
informal “hidden” curriculum.

FACULTY

Despite the ACGME requirement for
training programs and sponsoring
institutions to promote diversity and
inclusion, many institutions do not
provide support, mentorship, and
sponsorship for minority faculty (19, 23).
To build an antiracist academic medical
institution, minority faculty must have
mentorship and sponsorship to support
their efforts. In our own work evaluating
factors influencing racial minority
pediatricians to choose an academic career
compared with a private practice, early
career mentorship was identified as a critical
determinant (24). The paucity of
underrepresented minority leaders in
academic medicine was an important
barrier. These findings are supported by
other data confirming the impact of
dedicated faculty mentorship, even as
underrepresented minority faculty are less
likely to receive dedicated mentorship
(25). Taken together, the data suggest that
nonminority mentors are needed to fill
mentorship gaps and must make minority
retention and promotion a personal mission.

Recent scholarship underscores the
importance of sponsorship in minority
career advancement. Sponsorship,
defined as “active support by someone
appropriately placed in the organization
who has a significant influence on decision-
making processes or structures and who is
advocating for, protecting, and fighting for
the career advancement of an individual,”
is related to mentorship but critically
distinct (26). Mentorship entails guidance in
the development and pursuit of career
goals, with interactions primarily between
the senior mentor and junior mentee—for
example, encouraging a mentee to apply
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for an institutional leadership position.
Sponsorship, instead, describes interactions
between a senior individual and the
broader institution on behalf of the junior
individual—for example, a senior leader
advocating for decision makers to consider
a junior individual for a leadership
position. As the overwhelming majority of
senior leaders in academic medicine are
nonminorities, including roughly 90% of
full professors, these individuals must
actively prioritize sponsorship of minority
faculty (27).

Minority academicians are often asked to
serve on institutional committees related

to recruitment, diversity, and inclusion,
accepting a larger administrative burden
than other colleagues without a specific time
or resource allocations for these activities.
As minority faculty are often few in
number at any given institution, these
demands can fall heavily on these
individuals. This “minority tax,” as this is
called, makes it harder for faculty to do work
rewarded by the promotion process,
leading to career stagnation and burnout
and even to Black flight from academia
(23, 28, 29). Even where resources are
committed, these committees are rarely
endowed with the authority to make

Table 1. Suggested approaches to antiracism in academic medicine

Antiracism in the formal curriculum

Establish antiracism training as an ACGME common program requirement

Include scholarship on race and medicine in journal club discussions

Develop specific formal didactics on issues of racism in medicine

Incorporate issues of racism in medicine into typical didactic exercises

Antiracism in the hidden curriculum

Normalize discussing potential impacts of racism on specific clinical cases

Call out interpersonal racism in team conversations

Reexamine performance evaluation processes for vulnerabilities of racial bias

Establish mechanisms for remedying harms and providing corrective feedback

Antiracism in faculty advancement

Encourage sponsorship and mentorship of Black junior faculty

Relieve the “minority tax” of administrative burden

Allocate protected time and resources to diversity and inclusion-related committees

Review promotion and tenure criteria to reward equity-focused work

Identify sources of funding for equity-based research

Add minority faculty to selection committees

Require a diverse pool of applicants for all new hires

Definition of abbreviation: ACGME=Accreditation Council for Graduate Medical Education.
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institutional changes. These efforts, doomed
from inception, serve only to exacerbate
the minority tax for faculty who participate.

ANTIRACISM IN FACULTY
ADVANCEMENT

Though publications and grants remain
the currency of academic medicine, Black
physicians are more likely to engage in
important work such as institutional
leadership on issues of diversity and
inclusion, outreach to underserved
communities, advocacy, and mentorship
and education of trainees. These activities
are often pursued out of personal
commitment on the part of Black
physicians but are critical professional
activities that serve their institutions’
missions. However, these activities have
traditionally been devalued by tenure and
promotion processes. Until we place equal
value on these important contributions,
Black faculty will continue to be left behind.
Institutions should review retention
and promotion criteria and identify
opportunities to legitimize work in these
arenas as equally deserving of awards and
promotions.

But even when Black faculty choose the
“traditional” path of research, they are
less likely to receive funding. Black
researchers were found to be significantly
less likely than white researchers to receive
funding from the National Institutes of
Health (NIH), and at least 20% of this
disparity can be attributed to the choice

funding is awarded for research at the
community and population level,
which Black scientists tend to conduct.
Until NIH study sections and review
panels better reflect the diversity present
in our society, this disparity in funding by
topic will persist. An antiracist approach
to scholarly activity places equal value on
community-oriented advocacy, education,
and research activities of faculty
members.

CONCLUSIONS

In diversifying the workforce in academic
medicine, our system consistently produces
failing results. In fact, some estimates
show that Black physicians were more
underrepresented across all academic ranks
in 2016 than in 1996 (8). Minority students,
trainees, and faculty encounter implicit
and explicit racial discrimination,
professional isolation, insufficient
mentorship, and the minority tax as
barriers to professional advancement.
An antiracist approach holds that
“awareness” is insufficient to effect
meaningful change. Listening and
learning are important steps, but they
are still the first steps. Changing those
results will require wholesale changes
to the system. Crucially, academic
medical centers must abandon passive
“support” and symbolic “solidarity” in favor
of the active and constant work of
antiracism.
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