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every community in the United States.

The family medicine workforce of the
future can address these racial inequalities
by promoting diversity and inclusion in resi-
dency training.

R acial inequality impacts the health of

How Do We Define Diversity?

Diversity in the workforce can take many
forms, including racial/ethnic diversity, lan-
guage diversity, cultural diversity, gender
diversity, diversity in economic or rural up-
bringing, and family educational background
(Table 1). Although the concept of diversity can
take many forms, attention to racial diversity
is paramount to the health and well-being of
our communities.

Why Is a Racially Diverse

Workforce Important?

We know that a physician’s background and
upbringing influences where and how they
practice. Physicians raised in rural communi-
ties are more likely to work in rural communi-
ties. Underrepresented minorities (URM) are
more likely to work in underserved commu-
nities of color. Medical students who are the
first generation to go to college are more likely
to choose a primary care career. All these fac-
tors have implications for our workforce and
the health of the communities we serve. Res-
idencies should train a workforce that can
meet the unique needs of the patient popu-
lation they serve. For some communities, this
means addressing rural workforce shortages,
for others it means addressing lack of access
to obstetric care or mental health care, but for
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all communities in the United States it means
addressing structural racism and racial in-
equality.

One way we can start to address structur-
al racism and racial inequality is by looking
inward at our discipline. Physicians are not
immune to racial bias or stereotyping, and as
the Institute of Medicine report Unequal Treat-
ment demonstrated, these internal biases can
lead to worse outcomes for patients of color.!
In addition, multiple studies have shown that
patient/provider racial concordance leads to
better patient-provider communication, better
adherence to medical advice, and higher pa-
tient satisfaction.?? As a discipline, we have an
opportunity to influence racial inequalities by
fostering a family physician workforce where
everyone is represented and valued.

Where Is Family Medicine on the Path

Toward a Racially Diverse Workforce?

Although 13.4% of the United States popula-
tion is Black and 18.5% of the population is
Hispanic, only 7.8% of family medicine resi-
dents in 2019 were Black and 9.1% of family
medicine residents were Hispanic.? The fam-
ily medicine workforce still lags behind other
primary care specialties in their representa-
tion of Black and Hispanic physicians, yet fam-
ily medicine residencies are achieving higher
levels of Black and Hispanic representation
than some of their primary care counterparts.
Over the last 5 years, family medicine residen-
cies have had a higher percentage of Black
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residents compared to internal medicine and
pediatrics, and a higher percentage of Hispanic
residents compared to internal medicine. Yet,
there is work to be done given the plateau in
rates of URM in family medicine residencies
over this same time period (Figures 1-3). To
this end there are steps we can take in resi-
dency recruitment and structure to promote
the growth of a more racially diverse work-
force.
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Steps Toward Achieving Workforce
Diversity and Health Equity

The Accreditation Council for Graduate Medi-
cal Education (ACGME) has begun to tackle
the need to increase diversity through accred-
itation by enacting several common program
requirements.’ These include recruitment and
retention of a diverse workforce and cultivat-
ing environments that are free from discrimi-
nation or harassment. Family medicine should
set processes in place to not only achieve these
goals but to exceed them. A recent study pub-
lished in Family Medicine outlines steps one

Table 1: Diversity of Primary Care Workforce

Madicine | Medicine | PoUMieS | pyydicians | NP/PAS | NPs | PAs
% DO 16.1 6.0 49 8.3 n/a n/a n/a
% IMG 124 17.6 12.7 12.2 n/a n/a n/a
% Female 419 383 64.3 35.6 821% | 902+ | 676
% Rural** 151 6.0 5.7 6.8 122¢ | 131% | 105

Abbreviations: NP, nurse practitioner; PA, physician assistant; DO, doctor of osteopathic medicine; IMG, international

medical graduate.
Data source: 2020 American Medical Association Masterfile.

*AMA Masterfile data linked to 2020 Provider Enrollment, Chain, and Ownership System (PECOS) and National Plan

and Provider Enumeration System (NPPES) data.

**Rural defined as Rural-Urban Continuum Code (RUCC) cutoff of 3 or below.

Figure 1: Race of Residents in ACGME-Accredited Programs, 2019-2020
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Figure 2: Trend in Black Residents Over Time, by Specialty
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Figure 3: Trend in Hispanic Residents Over Time, by Specialty
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residency took to achieve the goal of increased
diversity in their program, steps that can be
adapted for residencies nationwide.” The first
step would be to increase the numbers of URM
choosing family medicine. This could be done
through increasing outreach to URM commu-
nities, hiring a director of diversity in the resi-
dency to ensure diversity recruitment, revising
residency interviews to be less biased, and an-
alyzing recruitment data so that residencies
can track their progress over time. The sec-
ond step would be fostering an environment
where diversity is valued, and residents feel
that they are represented. This would mean
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ensuring that there are URM on faculty, pair-
ing each resident with a mentor who reflects
their culture and values, and ensuring there
are processes to discuss discrimination or bias
without fear of retaliation. Because every resi-
dency is unique, the goal would not be to dic-
tate the exact interventions, but to ensure that
there is implementation of a strategic plan for
recruitment and support of a racially diverse
resident workforce.

Improving racial diversity in our residen-
cies is only part of the answer to achieving
health equity for our patients. Although it is
important to grow the numbers of URM in
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residency, much of the work of diversifying the
physician pipeline starts well before residen-
cy and may be out of the hands of the resi-
dencies themselves. Where many residencies
may have more control is in preparing resi-
dents of all backgrounds to understand im-
plicit bias, structural racism, and how these
factors impact health. Implicit bias training
has been shown to reduce implicit bias in in-
dividuals as demonstrated by lower implicit
association test scores.® But whether these ef-
fects are long lasting or actually change be-
havior has been questioned, and implicit bias
training done incorrectly can actually perpetu-
ate biases. Meaningful change will require our
residencies to do more than just offer implicit
bias didactics. We must create venues to open-
ly discuss racism and its effects on our train-
ees and patients. We must include upstander
training for our residents so that they have
the tools to advocate for their colleagues and
patients. Finally, we must train our learners
on the importance of not only the social deter-
minants of health, but also the political deter-
minants of health. We can no longer pretend
that health care only happens within the four
walls of our exam rooms. In fact, it is more ob-
vious now than ever, that improving the health
of our minority communities is completely de-
pendent on fixing the policies that have neg-
atively impacted their health for decades. It
is incumbent upon our residencies to train a
workforce that understands how to effectively
advocate for change at a local, state, and na-
tional level. Community Advocacy is included
in our current ACGME Milestones and must
be emphasized by programs as much as pa-
tient care and medical knowledge. Physicians
have always been leaders in their communi-
ties, and for the family physician of the future
this means influencing policy, and not allowing
policy to influence them.

Although racial inequality is arguably the
most important factor plaguing the health of
our communities, diversity of the family phy-
sician workforce and how it impacts commu-
nity needs is not as straightforward as simply
focusing on race. Table 1 outlines some of the
ways in which the family medicine workforce
is unique in terms of who they are and where
they practice. To examine each one of these
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factors individually is beyond the scope of this
commentary. But the philosophic constructs
described here could be applied to any one of
these factors. A residency must have processes
in place to recruit a diverse workforce (how-
ever they define that), foster an environment
of inclusion, and provide a curriculum that
teaches their residents to address the diverse
needs of their community and advocate for pol-
icies that impact the health of their patients.

There are over 10,000 physicians being
trained in family medicine—over 4,000 new
graduates per year. With the right attention
to diversity and health equity, family medi-
cine has the opportunity to truly improve the
health of each of our patients, and the life of
all of our communities.
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