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D iversity in the underrepre-
sented in medicine (URM) 
physician workforce lags 

far behind the general population, 
with the percentage of Black indi-
viduals in the physician workforce 
at less than half the percentage in 
the general population (5.82% vs 

12%).1 Accrediting agencies for both 
undergraduate and graduate medi-
cal education programs (LCME2 and 
ACGME3) have recognized this dis-
crepancy and mandated initiatives to 
address the workforce needs.4,5

Increasing the number of URM is 
important in addressing health care 

disparities through improved access 
and quality. Members of minori-
ty groups are less likely to be able 
to access culturally-similar health 
care providers.6 Patients from un-
derrepresented groups often expe-
rience discrimination in the health 
care system that leads to decreased 
quality of care and worse health out-
comes.7,8 In addition, URM health 
care professionals experience dis-
crimination from patients,9 raising 
ethical issues regarding treatment 
obligations, social justice, and per-
sonal integrity. Previous studies 
demonstrate that discrimination is 
underreported10 yet common among 
URM residents,11-13 faculty14,15 and 
staff. Therefore, beyond increas-
ing the number of URM residents, 
programs need to put structures in 
place for support, training, and ad-
dressing racism and discrimination.

Interventions at multiple lev-
els are necessary to address these 
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deficits and reduce discrimina-
tion.16,17 Individual residency pro-
grams in multiple specialties, 
including family medicine, have re-
ported initiatives to address diversi-
ty18-27 that include antidiscrimination 
efforts, training on implicit bias, and 
holistic reviews for admissions. We 
assessed the national status of re-
ported discrimination in educational 
and clinical environment and efforts 
to integrate training in diversity and 
inclusion training within programs. 
We hypothesized that residency pro-
grams offer insufficient training in 
unconscious/implicit bias and sys-
temic racism and that programs 
with a more diverse resident pool 
have more identified discrimination. 

Methods
Sample and Survey
We conducted a cross-sectional study 
of US family medicine residency 
program directors (PDs). Diversity 
questions were part of a larger 2017 
omnibus Council of Academic Family 
Medicine Educational Research Al-
liance (CERA) survey for PDs. The 
American Academy of Family Physi-
cians Institutional Review Board ap-
proved the study. We collected data 
from January to February 2018. 
The CERA survey and methodolo-
gy have been described previously.28 
The overall response rate for the sur-
vey was 57.1% (298/522), and 272 re-
spondents completed the diversity 
survey for a 52.1% response rate.

Measures
The primary variables of interest 
were discrimination complaints in 
the training environment by pa-
tients, residents, faculty, and/or staff 
(four items), the most common forms 
of discrimination complaints (race, 
gender, age, religion, national origin, 
and language; one item), and the ex-
istence of policies in place to address 
discrimination (one item). 

We collapsed response options for 
the four questions about discrimi-
nation incidents due to cell sizes 
and coded as 1=often/sometimes, 
and 0=rarely/never. We summed 
responses (range 0-4) for the four 

discrimination questions (patients, 
staff, residents, and faculty).

Analysis
We performed analyses using STA-
TA 13.1 software (College Station, 
TX).  We conducted univariate sta-
tistics and bivariate statistics to ex-
amine the relationships between 
the discrimination and recruitment 
strategies with PD and program 
characteristics. We used χ2 tests to 
assess significance for categorical 
comparisons, and analysis of vari-
ance tests to examine continuous 
variables. 

Results
Table 1 shows the characteristics 
of respondent family medicine res-
idency programs and PDs. Table 
2 summarizes discrimination re-
ports, resident diversity character-
istics, and initiatives of respondent 
family medicine PDs and residen-
cy programs. One in five programs 
reported no process in place to ad-
dress discrimination and bias. Fewer 
than half of programs (46.7%) re-
ported a good effect from their pro-
cess to address discrimination and 
bias. Among PD respondents, 41% 
(111/272) answered affirmatively (of-
ten/sometimes) that there were com-
plaints by patients, staff, residents, 
and faculty (in decreasing numbers) 
related to racism/discrimination. 

Figure 1 illustrates the frequency 
of most common forms of reported 
unfair treatment involving discrim-
ination. The most commonly iden-
tified reasons for discrimination 
related to language, race/skin color, 
gender, ancestry, or national origin 
(in decreasing order of frequency).  

Seventy-eight percent of PDs re-
ported having training or education 
about unconscious/implicit bias and/
or systemic racism/discrimination for 
residents and/or faculty in their pro-
grams. 

A higher amount of reported dis-
crimination was significantly as-
sociated (unadjusted, P=.02) with 
residency programs having training 
and/or processes in place to address 
discrimination (Table 3).

Neither the gender nor the race/
ethnicity of the program director 
made a significant difference in the 
reporting of initiatives to increase di-
versity, reportage of discrimination, 
or training about diversity. Howev-
er, the race/ethnicity of the program 
director had a consistent correlation 
with percentage of URM residents 
in a program, with 45% of program 
directors of color (25/56) reporting 
over 25% residents of color while 
only 20% of White program direc-
tors (42/214) reported such diversi-
ty (Table 4).

Discussion
Increasing the number of URMs in 
medicine has the potential to im-
prove access and reduce the prevail-
ing inequities that characterize both 
health and medical care in the Unit-
ed States today. In this survey, pro-
grams with a more diverse resident 
pool had more identified discrimina-
tion. PDs perceived that the most 
common forms of discrimination ex-
perienced by residents, faculty, and 
staff were directed to language (or 
characteristics of spoken English), 
race, and gender. While the majority 
of programs had processes in place to 
address discrimination and bias, half 
of the PDs believed they had limited 
or no effect. Additionally, the findings 
raise the possibility that discrimina-
tion is underreported in programs 
without processes in place to address 
discrimination.

Given persistent and increasing 
health inequities, the increasing ra-
cial and ethnic demographics of our 
country, the paucity of URM physi-
cians, and the rise of racial tensions 
in the United States, programs will 
require structural changes beyond 
admitting more URM trainees to ad-
dress discrimination and train fac-
ulty and residents in antioppression 
skills. Residents who experience dis-
crimination or witness unaddressed 
discrimination toward patients, fac-
ulty, and staff from their same com-
munities might conclude that they 
themselves do not belong in the 
program or the profession. Recruit-
ing more URM trainees who do not 
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Table 1: Characteristics of Family Medicine Residency Programs and Program 
Directors Stratified by Response to Diversity Survey Items 

Residency or Program Director Characteristic
Responded to Diversity 
Survey Items, N=272 

n (%)

Did Not Respond to Diversity 
Survey Items, N=29 

n (%)

Residency Program Characteristics

Residency Structure
University-based 47 (17.3) 5 (19.2)
Community based, university affiliated 165 (60.7) 16 (61.5)
Community based, nonaffiliated 51 (18.8) 5 (19.2)
Military/other 9 (3.3) 0 (0.0)
Any university affiliation 212 (77.9) 21 (80.8)
Residency location/region**
Northeast 49 (18.0) 3 (11.5)
South Atlantic 34 (12.5) 1 (3.8)
South 39 (14.3) 6 (23.1)
Midwest 79 (29.0) 7 (26.9)
West 71 (26.1) 9 (34.6)

Size of Community
Less than 30,000 26 (9.6) 2 (7.7)
30,000 to 74,000 51 (18.9) 4 (15.4)
75,000 to 149,999 45 (16.7) 3 (11.5)
150,000 to 499,000 61 (22.6) 8 (30.1)
500,000 to 1 million 41 (15.2) 5 (19.2)
More than 1 million 46 (17.0) 4 (15.4)

International Medical Graduates

0%-24% 157 (58.2) 16 (64.0)
25%-49% 37 (13.7) 5 (20.0)
50%-74% 40 (14.8) 2 (8.0)
75%-100% 35 (13.0) 2 (8.0)

Number of Residents in Residency
<19 96 (35.6) 10 (38.4)
19-31 131 (48.5) 11 (42.3)
>31 43 (15.9) 5 (19.2)

Program Director Characteristics
Years as program director, mean (SD) 7.1 (6.1) 6.5 (8.1)
Male program director 153 (58.6) 16 (61.5)

Race

White 232 (85.6) 17 (65.4)
Asian 11 (4.1) 4 (15.4)
Black 8 (3.0) 2 (7.7)
Other*** 20 (7.3) 3 (11.5)
Latino/Hispanic 24 (9.4) 1 (4.3)

P values were calculated using Pearson χ2 to compare categorical variables and t tests to compare mean values.

* P=.007.

** Northeast=New England (NH, MA, ME, VT, RI, or CT) and Middle Atlantic (NY, PA, or NJ); West=Pacific (WA, OR, CA, AK, or HI) and Mountain 
(MT, ID, WY, NV, UT, AZ, CO, or NM); Midwest=East North Central (WI, MI, OH, IN, or IL) and West North Central (ND, MN, SD, IA, NE, KS, or 
MO); South=West South Central (OK, AR, LA, or TX) and East South Central (KY, TN, MS, or AL); and South Atlantic=FL, GA, SC, NC, VA, DC, 
WV, DE, PR, or MD.

*** Other=Hawaiian/Pacific Islander/Native American/other.
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Table 2: Patient Insurance, Discrimination Reports, and Resident Diversity Characteristics 
of Respondent Family Medicine Residency Programs, (N=272)

Residency or Program Director Characteristic n (%)

% Patients Uninsured or Medicaid

<25 35 (12.9)
25-50 83 (30.5)
51-75 96 (35.3)
>75 57 (21.0)

Patient Treated Unfairly
Often/sometimes 36 (13.2)
Rarely 74 (27.2)
Never 97 (35.7)
Don’t know 64 (23.5)

Resident Treated Unfairly
Often/sometimes 12 (4.1)
Rarely 51 (18.8)
Never 142 (52.2)
Don’t know 66 (24.3)

Faculty Treated Unfairly
Often/sometimes 9 (3.3)
Rarely 33 (12.1)
Never 152 (55.9)
Don’t know 76 (27.9)

Staff Treated Unfairly
Often/sometimes 19 (7.2)
Rarely 42 (15.4)
Never 115 (42.2)
Don’t know 94 (34.6)

Process in Place to Address Discrimination and Bias
Yes, with good effect 127 (46.7)
Yes, with limited effect 85 (31.3)
No 57 (21.0)

Training or Education Offered
No formal training 59 (21.7)
Yes, training for residents only 31 (11.4)
Yes, training for faculty only 7 (2.6)
Yes, training for faculty and residents 174 (64.0)

Initiatives to Enhance Resident Diversity

Unique evaluation process for applicants 49 (18.9)
Training in recruitment of diverse applicants 43 (16.6)
Specific information given to applicants 28 (10.8)
Our program has no specific initiatives 114 (44.0)
Other 25 (9.7)

% Residents URM
0 6 (2.2)
<10 95 (34.9)
10-25 102 (37.5)
26-50 50 (18.4)
51-75 11 (4.0)
76-100 7 (2.6)

Abbreviation: URM, underrepresented minorities in medicine.
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Table 3: Reported Mistreatment and Discrimination Incidents

Mean “Incident” Score* SD n

No training and/or processes in place 0.04 0.19 53

Training or processes in place 0.17 0.50 72

Training and processes both in place 0.35 0.93 176

P=.017

*Incidents of mistreatment and discrimination (Table 2) coded 0/1, where 1=often/sometime, and 0=rarely/never/I don’t know. 

Figure 1. Distribution of most common forms of unfair treatment of residents, 
patients, faculty, and/or staff that involves discrimination (n=111) 
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Figure 1: Distribution of Most Common Forms of Unfair Treatment of Residents, 
Patients, Faculty, and/or Staff That Involves Discrimination (n=111)

feel welcome without structures in 
place to address prevailing racism 
may negatively impact retention and 
future recruitment. 

Limitations
Our study has limitations, including 
the overall response rate. Although 
this response rate is similar to pre-
vious published CERA studies, the 
results may not be generalizable to 
other specialties and nonresponders. 
Survey data is self-reported and 
subject to response bias and so-
cially desirable answers. Discrimi-
nation reports only from the PDs’ 
perspective likely underestimates 
the extent of discrimination within 
the training setting. The survey did 
not evaluate the racial composition 
of the staff, faculty, or population. 

The variation in composition of pro-
grams and communities may affect 
study findings. 

The survey was administered in 
2018. Recent national social unrest 
following the death of George Floyd 
likely has led to increased antira-
cism efforts in medicine and beyond. 
This study provides valuable base-
line data for comparison in future 
studies.

Conclusion
This survey study confirms that 
diversity is an area of interest for 
many family medicine program di-
rectors. Although the majority of 
programs (56%) represented in the 
survey results have initiatives in 
place to address diversity and inclu-
sion in the workforce, the depth and 

quality of these initiatives was not 
assessed, and disappointingly, 44% 
of programs reported no initiatives. 
Programs with non-White program 
directors have a higher percentage 
of URM residents. Strong diverse 
program leadership is an important 
component to increasing the num-
bers of URM family physicians. How-
ever, increasing the numbers of URM 
family physicians, though important, 
is not enough. Qualitative research 
attending to the voices of URM res-
idents, faculty, and staff might help 
clarify the steps necessary to devel-
op long-term sustainable interven-
tions to address discrimination and 
foster a climate that promotes di-
versity throughout the training en-
vironment. 



876 NOVEMBER-DECEMBER 2021 • VOL. 53, NO. 10 FAMILY MEDICINE

BRIEF 
REPORTS

Table 4: Association of PD Race With Program Percentage of URM Residents 

PD Race
% Residents URM

0%-10% 10%-25% 26%-50% 51%-100% Totals

Asian, Black, Other*  14 (25.0%) 17 (30.36%) 18 (32.14%) 7 (12.5%) 56 (100%)

White  87 (40.65%) 85 (39.72%) 31 (14.49%) 11 (5.14%) 214 (100%)

Total  101 (37.41%) 102 (37.78%) 49 (18.15% 18 (6.67%) 270 (100%)

Abbreviations: URM, underrepresented minorities in medicine; PD, program director.

Pearson χ2( 3)=15.1687

Pr=0.002

* Other= Hawaiian/Pacific Islander/Native American/Other.
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