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Only a small proportion of faculty in the medical schools of
the USA reflects racial and ethnic minority groups, according
to the Association of AmericanMedical Colleges [1]. In 2010,
8 % of faculty were underrepresented minority individuals,
defined as self-reported Black/African American, Hispanic/
Latino, Native American, Alaskan Native, Native Hawaiian,
or Pacific Islanders [1, 2]. According to the US Census, in the
same year, 17 % of the population self-identified as Hispanic/
Latino [3] and 13% as Black/African American [4], with both
groups growing more rapidly (43 % and 15 %, respectively)
than the average growth rate of 9.7 % from 2000 to 2010 [3,
4]. People of racial and ethnic minority backgrounds are
expected to make up more than half of the population by
2060 per population projections from the 2010 census [5].

These data regarding underrepresentation of racial and
ethnic minority groups in medicine have important public
health implications. There is evidence that ethnic minority
physicians are more likely to provide care for ethnic minority
and socioeconomically disadvantaged patients [6]. There is
also a link between race and ethnic concordance of physicians
and patients and the quality of patient-physician communica-
tion, other health care processes, and some patient outcomes
[6]. In one study, patients with providers from the same racial
backgrounds were more satisfied and rated their physicians as
more engaged and participatory than those with providers

from different racial groups [7]. It has also been suggested
that physicians’ unconscious biases may contribute to racial
and ethnic disparities in the use of medical procedures such as
thrombolysis for myocardial infarction [8].

Women are on the way to greater representation in medi-
cine. At this time, approximately 70% of the overall physician
workforce is male [9]. Women are most highly represented in
pediatrics (58 %), internal medicine/pediatrics (50 %), child
and adolescent psychiatry (48 %), obstetrics and gynecology
(47 %), and geriatric medicine (47 %). Looking ahead, nearly
half (46 %) of residents and fellows in programs accredited by
the Accreditation Council for GraduateMedical Education are
female [2]. Two-thirds or more of residents are women in
several fields, including obstetrics and gynecology (81 %);
pediatrics (73 %); endocrine, diabetes, and metabolism
(67 %); and rheumatology (66 %). Nearly 62 % of the 838
total residents and fellows in child and adolescent psychiatry
are women, and 55 % of the 4,947 total psychiatry residents
are women. Women will have greater presence in absolute
numbers and in proportion in the physician workforce of the
future; primary care and “cognitive” specialties, rather than
procedural specialties except obstetrics, will have greater rep-
resentation of women relative to other fields.

On the Path to Medicine

So how does the pattern of some groups being more
highly represented and others being less well represent-
ed in medicine emerge? Comparisons of data drawn at
three points along the path to physicianhood help us to
discern when it is that some young people lose their
dream—while others become inspired—to become a
doctor. In a highly robust 2002 AAMC report involving
a nationally representative sample of 15,362 high school
sophomores, 24 % of physician-aspiring students are
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Hispanic [10]. Data from US medical schools indicate
that only 7 % of applicants and matriculants are Hispanic. In
this same study, 18% of physician-aspiring students are black,
while only 7 % of medical school applicants are black. Three
quarters of the sophomore girls aspired to become a physician,
and about half of the pools of applicants and matriculants now
are women. The profession of medicine appears to lose young
women and underrepresented minority students during a crit-
ical five- or six-year period in their lives—at the end of high
school and the beginning of college.

In contrast, disproportionate numbers of Asian students
and young men find inspiration and the path into medical
school after their second year of high school. Twenty-six
percent of male high school sophomores aspire to becoming
a physician, and double this number apply to and enter med-
ical school. Six percent of Asian high school sophomores
have the intention of becoming a physician, and yet nearly
one quarter of the applicant and matriculant pools are Asian.
The emergence of the intent to become a physician in the
transition from adolescence to adulthood in young men and
Asian students is important to observe and may provide
guidance as we look to retain a diverse group of aspirants on
the path to medicine.

The split in underrepresentation and overrepresentation is
even more evident in an analysis of parental education and
socioeconomic considerations. The most affected group ap-
pears to be children of parents with education more than high
school but without a college degree: 38% of these high school
sophomores aspired to medicine, but only 6 % of the matric-
ulant pool has this level of parental education. The opposite
pattern exists for young people whose parents had high edu-
cational achievement. The parents of only 9 % of high school
sophomores aspiring to be physicians in the study had attained
a degree beyond a master’s, as compared to the parents of
35 % of medical school matriculants. Compounding the prob-
lem is the degree to which low socioeconomic status is related
to matriculation into medical school. Students from low-
income families are far less likely to matriculate into medical
school. Students from the top 20% income brackets constitute
60 % of US medical students [10]. These data suggest that
parental education and relevant socioeconomic factors influ-
ence whether it is possible for young people to realize their
dreams to become physicians.

Valuing Academic Diversity

We value academic diversity because of the belief that inter-
action with individuals from varied backgrounds and life
experiences provides opportunities to achieve unique and
creative approaches to medical education, research, and clin-
ical care. Indeed, research has demonstrated that diverse teams
outperform homogeneous teams on innovation tasks [11].

Through such diversity, our learning environment will enable
the next generation of leaders to incorporate new ways of
thinking in discovery, application, integration, and teaching,
as well as to better serve the needs of an increasingly diverse
society. Further, it may well decrease bias, improve cultural
competence in medical schools, and improve health outcomes
in underserved populations.

Although the vision of achieving diversity is shared by
many academic medical centers across the country, it remains
an elusive goal at every level—students, resident-physicians,
and faculty. Multiple factors account for our inability to
achieve a substantially diverse academic medical workforce.
A number of quantitative and qualitative studies clearly indi-
cate that beyond the obvious obstacles in achieving diversity,
subtle barriers such as unconscious bias and lack of diversity
in leadership play a major role in our ability to recruit and
retain a broadly diverse academic medical faculty pool
[12–14]. Achieving at least some representation on our facul-
ties of certain small and distinct racial and ethnic minority
groups is especially important—indeed, at this time one can
count, using only fingers and toes, the number of Native
American or Alaskan professors in US medical schools, i.e.,
nine men and four women [1]. In addition, resources neces-
sary to develop, establish, and implement faculty development
and diversity programs within academic medical centers re-
quire skill sets and infrastructure investments that may not be
readily identifiable or valued, especially in the current fiscally
constrained economic environment that still dictates the de-
velopment of academic programs.

In creating a physician workforce that more closely resem-
bles the people and populations we serve, it is helpful to
consider the effectiveness of programs that aim to reach and
support young people, including ethnic minority individuals,
along the path to entry into medical school [10] and biomed-
ical science careers, e.g., outstanding special programs of the
National Insti tute for General Medical Sciences
(nigms.nih.gov). Doing so will infuse all specialties with a
more diversified workforce similar to the incoming OBGYN,
pediatrics, and psychiatry workforce. There have been many
efforts to improve matriculation of underrepresented students
into medical school at the high school, undergraduate, and
postgraduate levels, for instance. One very promising ap-
proach has been the use of postbaccalaureate premedical
programs to attract and prepare minority students and students
whose parents had not attended college for success in medi-
cine. In one retrospective study in the University of California
(UC) system between 1999 and 2002 [15], the researchers
compared participants in the UC postbaccalaureate programs
with a control group of college graduates who applied to the
programs but did not receive additional postbaccalaureate
preparation. By 2005, about two thirds of participants and a
quarter of controls matriculated into medical school. Deter-
mining whether programs are effective, and then identifying

Acad Psychiatry (2014) 38:394–397 395



the “active ingredients” that allow for successful outcomes,
will help educational institutions to prioritize and provide
resources to enhance diversity.

We should also aim to evaluate programs that seek to
improve the representation, recruitment, retention, and pro-
motion of women and ethnic minority faculty [2, 16]. These
efforts also should inform the development of new programs
and initiatives and the commitment of precious resources.
Going further, quality improvement studies should be encour-
aged to parse out which interventions are the most valuable.
The profession of medicine must redouble its commitment to
invest in the development of a more diverse set of leaders to
shape academic medicine for the future. Delaying this invest-
ment will only postpone our ability to address the needs of our
society in this century.

Diversity and Psychiatry

It has been observed that minority individuals feel isolation,
carry disproportionate responsibilities in “representing” mi-
nority perspectives within the organizations they serve, and
sense a “glass ceiling” that prevents them from advancing in
medicine [17]. Academic faculty members in psychiatry often
have these same experiences, raising the question of the
heightened challenges that minority individuals who choose
psychiatry may encounter. In addition, a significant obstacle
for improving diversity in psychiatry may be the problem of
overcoming the general stigma of psychiatry in medical
schools. It is not uncommon for medical school faculty to
devalue psychiatry, either overtly or as part of the
hidden curriculum [18]. Although there may be specific
reasons for poor recruitment of minority individuals into
psychiatry, the field itself has a significant problem with
its own image, often perpetuated from within. Thus, we
should be carefully and honestly considering the reasons
that only 3–4 % of American medical students overall
select our field.

But there are other reasons in general for medical students
choosing other specialties. One study of career choice of
psychiatry compared those students who either seriously con-
sidered it as a specialty choice and those who never seriously
considered the field and found that both groups were equally
concerned that the profession would be stressful. Further, both
groups felt negatively about psychiatry, were sensitive to the
negative status of psychiatry in society, and were concerned
about the relatively low earning potential of psychiatry and the
possible impact of healthcare system changes on psychiatric
practice [19]. These factors may be even more of a disincen-
tive for underrepresentedminority individuals, many of whom
appreciate personally the issues of stress, stigma, marginali-
zation, and low income. It may be that by improving the
image, the incomes, and the career satisfaction of practicing

psychiatrists, there may be a significant improvement in re-
cruitment of minority students—many of whom wish to take
care of the underrepresented populations in the commu-
nity and in academic settings.

In general, we have much to do to correct the devaluation
of psychiatry within medicine, which not only affects medical
students but also residents and psychiatric faculty members.
Programs that support minority faculty members and diversity
initiatives in psychiatry should be studied and expanded
where effective [20–24].

Conclusions

If we are intent on creating a physician workforce that more
closely resembles the diverse population of our country, we
must reach young people from different backgrounds to sup-
port them along the path to a career in medicine. And if we are
intent on academic medicine resembling our broader society,
we must do much to keep them on this path. Moreover, we
should look not just to ethnic minority students from
the highly educated middle and upper middle classes,
but to low-income minority high school and college
students with the requisite abilities to succeed but with-
out the social or economic resources or encouragement
to do so [25]. Thus, ethnic status, income, and gender,
as well as other factors related to personal experiences
and identity, should count in diversifying the workforce.
An increased diversity of personal experiences and identities
in the workforce will, we suggest, reduce disparities, promote
a diversity of ideas, and assist in solving important public
health problems.

Efforts to support diversity in academic medical centers
must be encouraged and actively promoted if we are to
provide leaders and role models for the next generation of
an academic medical workforce that will serve the popu-
lace of the future. Although academic leadership may
value such efforts in a theoretical sense, the implementa-
tion and sustainability of diversity programs may be dif-
ficult to achieve, because the results are not always im-
mediately apparent. Support for these efforts must come
from the very top levels of the leadership. Reaching into
an earlier period of personal and professional develop-
ment will help us to establish a secure and supportive
path to medicine for, as yet, underrepresented individuals.
Then, we together will have the responsibility and the joy
of facilitating the professional development of these very
special early “career” colleagues as they find their calling
in medicine.
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