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In “Accommodating Bigotry,” an 
opinion piece recently published 
in JAMA, the author discusses 

patients’ refusal of care by clini-
cians solely on the basis of race or 
culture. The article is nuanced and 
well crafted, and the author con-
cludes that, in some circumstanc-
es, patient-centered care can justify 
tolerating bigotry.1 Accommodating 
bigotry in the medical encounter, 
however, can reinforce behaviors 
and systems in medicine that ex-
clude persons of color from both aca-
demic medicine and medical practice 
in general. In short, these systems 
and behaviors can limit opportuni-
ties for black, Latino, and Native 
American physicians and students. 

Academic medical systems can also 
limit Underrepresented  Minorities 
in Medicine (URMM) participation 
by concentrating leadership, higher 
salaries, academic faculty positions, 
and medical student representation 
in the non-URMM population. The 
absence of URMM faculty has a neg-
ative effect on all medical students 
and faculty. These negative effects 
include limited exposure to under-
served care, reduced research with 
minority patients, and fewer men-
tors for URMM students. Pipeline 
programs depend on URMM faculty 
who provide support for URMM stu-
dents in the form of role models, edu-
cators, and mentors.2 Since URMM 
faculty teach students to care for 

underserved/minority patients by 
caring for those patients themselves, 
their relative absence among the fac-
ulty also has a negative effect on pa-
tient care. Increasing URMM faculty 
can in turn increase the quality of 
health care, as diversity of experienc-
es creates a more effective physician 
workforce. This essay will discuss 
systems and behaviors that make it 
difficult for URMM students and fac-
ulty to participate in medicine. We 
will examine four systems that lim-
it URMM participation in medicine: 
Medical Faculties, Disadvantaged 
Status, Admissions Testing, and the 
Dismantling of Affirmative Action. 
We will define URMM as black, Lati-
no, or Native American. We will also 
define Latino as those whose origins 
are in the Spanish-speaking coun-
tries of Africa and the Americas.

Medical Faculties
 Over the last 20 years, there has 
been a very slight increase in 
URMM faculty representation in ac-
ademic medicine, from 7% in 1993 to 
8% in 2013.3 Compared to the gen-
eral US population, those groups in 
the same period rose from 23.1% to 
31.4%.4,5 In the past, URMM facul-
ty were defined as African Ameri-
can, Mexican American, Native 

From the Department of Family Medicine and 
Rural Health, The Center for Underrepresented 
Minorities in Academic Medicine at the College 
of Medicine (Drs Rodriguez and Campbell) and 
the College of Law (Dr Adelson), Florida State 
University.

Poor Representation of Blacks, Latinos, 
and Native Americans in Medicine 
José E. Rodríguez, MD; Kendall M. Campbell, MD; Wendi J. Adelson, JD, MPhil

BACKGROUND AND OBJECTIVES: In this article, the authors dis-
cuss how various systems in medicine are limiting representa-
tion of blacks, Latinos, and Native Americans. Flat and decreasing 
percentages of Underrepresented Minorities in Medicine (URMM), 
especially in the black and Native American populations, is con-
cerning for family medicine since members from URMM groups 
care for minority and underserved populations in greater numbers. 
Underrepresentation is not only noted in the medical communi-
ty but also in our medical schools when it comes to numbers of 
URMM faculty. The changing definition of “disadvantaged” in med-
ical school admissions has also played a part in limiting URMM 
representation. In addition, the Medical College Admissions Test 
(MCAT) excludes black, Latino, and Native American students in 
greater numbers. The authors support these arguments with evi-
dence from the medical literature. Although unintentional, these 
systems effectively limit representation of blacks, Latinos, and Na-
tive Americans in medicine. Effective changes are suggested and 
can be implemented to ensure that URMM individuals have equal 
representation in careers in medicine.

(Fam Med 2015;47(4):259-63.)



260 APRIL 2015 • VOL. 47, NO. 4 FAMILY MEDICINE

SPECIAL ARTICLE

American, and Mainland Puerto Ri-
can.6 One of the predictors of URMM 
faculty representation is medical 
student representation in the prior 
10 years.7 Student diversity gains 
have been reported frequently by 
the Association of American Medi-
cal Colleges (AAMC,) and there were 
greater gains in 2012 than in previ-
ous years.8 These gains are largely 
reflective of the Latino medical stu-
dent population, which increased 
from 6.56% in 2003 to 8.25% in 
2010.9 In that same time period, 
however, there has been no signif-
icant increase in the percentage of 
medical students from black or Na-
tive American backgrounds (black 
7.28% in 2003 and 7.23% in 2010, 
Native American 1.016% in 2003 and 
1.023% in 2010).9 For black students 
this is part of an ongoing downward 
trend, beginning in 1994 when black 
student enrollment peaked at 8.1%.10 

URMM physician faculty share 
certain characteristics, including 
higher amounts of time spent in 
clinical work,11 as well as caring for 
minority and underserved patients 
in higher numbers when compared 
to their non-URMM counterparts.12 
They also are the principal defend-
ers of their institutions’ service mis-
sion.13 URMM faculty at academic 
centers with missions including ser-
vice to underserved and minority 
populations have a greater burden 
to bear. URMM faculty are also more 
likely to be found in primary care 
specialties.14 URMM faculty serve as 
mentors for URMM and other medi-
cal students and can be instrumen-
tal in a student’s choice of medical 
school.15 These characteristics make 
them desirable for medical schools 
across the country, but since there 
has not been any increase in black or 
Native American medical students in 
the last 20 years, we cannot expect 
an increase in URMM faculty. Since 
URMM faculty choose to serve the 
underserved in greater numbers, the 
effect of this decrease can translate 
to a decrease in providers for a grow-
ing minority population. Fewer pro-
viders in service to the underserved, 

in effect, can serve to increase health 
disparities. 

URMM faculty are still promoted 
at lower rates and are less likely to 
be found in senior faculty positions.3 
Racism, isolation, lack of mentors, 
and diversity pressures have all been 
cited as reasons for the low numbers 
of URMM faculty.16 Increased clinical 
responsibilities when compared to 
their non-URMM counterparts leads 
to less time for URMM to engage in 
promotion-earning activities.13 This 
causes URMM faculty to have lower 
salaries in aggregate, because they 
are more commonly concentrated 
in the lower-paying junior faculty 
ranks.3 The sum of these factors, of-
ten referred to as the “minority tax,” 
make academic careers unattract-
ive to URMM students and, unfor-
tunately, to URMM faculty members 
even after accepting academic posi-
tions.17 

URMM faculty development pro-
grams have been well described in 
the literature and have been evalu-
ated by survey3 and by systematic 
review.18 URMM faculty develop-
ment programs are well intentioned 
and necessary, as they have been 
instrumental in our (JR and KC) 
continued presence in academic 
medicine. However, they are based 
on “fixing” the individual URMM fac-
ulty member—changing her/him to 
be more competitive, addressing skill 
deficits, etc. This “skill deficit” model 
can perpetuate a false assumption 
that URMM faculty are somehow in-
ferior to other faculty and does not 
address potential deficits that may 
exist in the institution of academ-
ic medicine. The “inferiority insin-
uation” can keep advancement and 
career building opportunities away 
from URMM faculty, inhibiting their 
progress and impeding their upward 
mobility in academic medicine. Op-
portunities for advancement are not 
offered to people who have “skill defi-
cits” or are invisible to administra-
tive leaders in academic medicine.19

Disadvantaged Status
Disadvantaged status is a self- 
identification status based on several 

factors,20 and individual medical 
schools determine how they use this 
information.21 Before 2003 that sta-
tus was limited to the ethnic groups 
listed above as defined by the AAMC. 
The category of URMM was broad-
ened by the AAMC in 2003 in an ef-
fort to make medical schools more 
responsive to local communities and 
to help make data more congruent 
for the ease of making compari-
sons.6 In many institutions, URMM 
became synonymous with “disad-
vantaged status.” New groups were 
given “disadvantaged status,” and 
among them were “other Hispanic.”

Other Hispanic
What does the term “Hispanic” ac-
tually mean? In many universi-
ties, this term refers to all people 
who come from Spanish-speaking 
countries, including Spain. This 
broad definition of Hispanic can al-
low students and faculty of Europe-
an descent, who are not URMM, to 
be classified as URMM and receive 
resources designated for URMM 
when they are actually not an un-
derrepresented group in medicine. 
In 1994, there were 1,311 (8.1%) 
black, 141 (0.86%) Native Ameri-
can, and 703 (4.3%) Hispanic (at 
that time limited to Mexican Amer-
ican and Mainland Puerto Rican), 
medical students in medical colleg-
es across the United States. After 
2003, when all Hispanics were con-
sidered underrepresented, we saw a 
significant gain in the newly defined 
Hispanic population of URMM stu-
dents. Mexican Americans still make 
up the majority of Hispanics in the 
United States (63%), with Puerto Ri-
cans as a distant second (9.2%).22 In 
terms of total US population, Mexi-
can Americans as a group comprise 
10.30% (31,798,258) and Puerto Ri-
cans comprise 1.50% (4,623,716) of 
the US population of 308,745,538. 
As a group, Mexican Americans have 
increased in their proportion of the 
Hispanic population over the last 
decade. Because 10.3% of the US 
population is of Mexican heritage, 
it follows that the Mexican Ameri-
can representation in medical school 
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should be close to that percentage.  
In reality, including all “Hispanics” 
with Mexican Americans in one cat-
egory creates the illusion that, in the 
case of Hispanic students, population 
parity is approached (8.25% Hispan-
ic medical students versus 10.3% of 
the general population being of Mex-
ican American decent). However, if 
comparison were made to the His-
panic percentage of the US popula-
tion as a whole (50,477,594 or 16.3%, 
medicine as a career lags far behind 
the general population (8.25% His-
panic medical students versus 16.3% 
Hispanics in the general population). 

Admissions Testing
Perhaps one of the more impor-
tant obstacles for URMM students 
is the Medical College Admission 
Test (MCAT). The MCAT has be-
come a rite of passage for all those 
who desire a medical education, as 
the SAT/ACT has become for those 
who desire an undergraduate edu-
cation. Like MCAT scores, SAT/ACT 
scores are used as filters to elimi-
nate those thought to be less compet-
itive for medical or undergraduate 
school, respectively.  Both tests are 
computer based, multiple hour stan-
dardized tests, and a lower score on 
either makes it difficult to be admit-
ted to a competitive program. The 
SAT/ACT tests Reading, Mathemat-
ics, English, and Science, at the high 
school level, while the MCAT tests 
those areas at the university level 
with more detail and complexity. 

The validity of the SAT/ACT has 
recently been called into question. 
In a landmark study on the SAT/
ACT23 the authors conclude that stu-
dents who do not submit their SAT/
ACT scores (non-submitters) have 
grades and graduation rates compa-
rable to submitters, and that high 
school grade point average (GPA) 
is a better predictor of college GPA 
and who will graduate college than 
SAT/ACT scores. Non-submitters 
are more likely to be poor, minori-
ties, or students with learning dis-
abilities. Black, Latino, and Native 
American students tend to do worse 
on the MCAT than other students,24 

and the MCAT can be an obstacle 
for them.  In fact, it could be a ma-
jor contributing factor for declining 
black student enrollment. It may 
also contribute to poorer outcomes 
for minority patients,25 as the MCAT 
may exclude URMM students from 
the field of medicine who would oth-
erwise make excellent physicians. 

Some medical schools in the Unit-
ed States (Tufts, Icahn, and SUNY 
Upstate, among others) waive the 
MCAT requirement for students who 
are accepted through their early as-
surance programs.  Early assurance 
is acceptance to medical school while 
still enrolled in undergraduate train-
ing. Most programs require that the 
student finish their undergraduate 
program with a certain GPA before 
enrolling in medical school. We can 
use early assurance programs as a 
model for determining the quality 
of the applicant for medical school. 
Early assurance programs base their 
admissions on high school GPA, let-
ters of recommendation, personal 
statements, university science and 
total GPA, and experiences in health 
care settings. We suggest that simi-
lar methods can be used to deter-
mine the quality of URMM and 
other applicants. In addition, there 
are two Canadian medical schools 
that no longer require MCAT scores, 
and their students do not seem to 
have been adversely affected, with 
over 90% getting their first choice 
specialty selection in the residency 
match.25 These programs are evi-
dence that MCAT is not necessary 
to determine the quality of the medi-
cal school applicant and that insti-
tutions are not adversely affected 
for waiving the MCAT requirement. 
Removing the MCAT as an admis-
sions requirement can help increase 
URMM enrollment in medical school 
and, in the future, increase URMM 
faculty.

The Dismantling of 
Affirmative Action
Affirmative Action has its origins in 
two executive orders, one by John 
F. Kennedy in 1961, and a second 
one in 1965 by Lyndon B. Johnson.  

These anti-discrimination orders be-
came the justification for a “quota” 
system that reserved “slots” for stu-
dents or employees of certain racial 
or ethnic backgrounds.   

There have been a number of re-
cent court cases addressing affirma-
tive action, and although the facts 
differ, the main issue in those cas-
es involves what role race can or 
should play in the admissions pro-
cess. In the seminal Supreme Court 
case of the University of California 
v. Bakke, the Court examined the le-
gality of a race-based quota system. 
Bakke was a 35-year-old white male 
who was rejected from the Univer-
sity of California at Davis College of 
Medicine twice. He contended that 
his qualifications exceeded those of 
the 32 minority students who were 
admitted in the 2 years he was re-
jected. His argument, in appeal, was 
heard in the US Supreme Court in 
1977. The Court, in a split decision, 
found for Bakke—granting him ad-
mission—but upheld the use of af-
firmative action to compensate for 
unlawful exclusion of minorities from 
the medical profession. That decision 
also made racial quota systems ille-
gal but maintained that race could 
be a factor in admission.

Critics of affirmative action have 
stated that the “help” that comes 
with weighing race heavily in the 
admission process minimizes stu-
dent and faculty accomplishments.  
It has been used as an insult against 
URMM students and faculty in a va-
riety of settings. However, despite the 
unconscious bias of low expectations 
that come with the assumption that 
a URMM student or faculty member 
has their position because of affirma-
tive action, we still argue that race/
ethnicity, in the context of socioeco-
nomic status, must continue to be a 
factor in medical school admissions.   
Recent court decisions on affirmative 
action policies by universities have 
called the practice into question. In 
Grutter vs. Bollinger (2003), a quali-
fied female law school applicant sued 
the University of Michigan School of 
Law because she was denied admis-
sion and argued that the denial was 
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a direct violation of her 14th amend-
ment right to equal protection under 
the law.  After a lengthy lower court 
battle, the US Supreme Court found 
in favor of the University of Michi-
gan, stating that their program was 
not a “quota” system and therefore 
legal. At the time, it seemed likely 
that the court would overturn all af-
firmative action policies, but like the 
Bakke decision, it also upheld affir-
mative action. 

In April 2014 the Supreme Court 
upheld a Michigan law banning the 
use of race criteria in college admis-
sions. In this case, the justices found 
that a lower court did not have the 
authority to set aside the measure 
approved in a 2006 referendum sup-
ported by voters in Michigan to bar 
publicly funded colleges from grant-
ing “preferential treatment to any 
individual or group on the basis of 
race, sex, color, ethnicity, or national 
origin.” In this case and similar ones, 
the debate hinged on whether the 
university diversity goals had been 
met. Given the scarcity of URMM 
students and faculty in medicine, it 
is evident that the goals of diversity 
have not been met. This approved 
state referendum is likely to be bad 
for URMM representation in medi-
cine. We share the views of Justice 
Sotomayor in her dissent who stated 
that “This refusal to accept the stark 
reality that race matters is regretta-
ble. The way to stop discrimination 
on the basis of race is to speak open-
ly and candidly on the subject of race 
and to apply the Constitution with 
eyes open to the unfortunate effects 
of centuries of racial discrimination 
. . . [and] we ought not sit back and 
wish away, rather than confront, the 
racial inequality that exists in our 
society.”26 

Impact Summary
The authors recognize that the sys-
tems and behaviors that encour-
age poor participation of URMM 
students and faculty are not inten-
tional. We certainly do not believe 
that institutions purposely cre-
ate challenges for URMM faculty, 
or change diversity definitions to 

exclude URMM students or faculty.  
We do not believe that the MCAT 
or URMM faculty development pro-
grams were designed for that end. 
We do recognize, however, that even 
in the absence of intention, these 
systems and behaviors do exist, and 
it is clear that for the last 20 years, 
little progress has been made for 
blacks, the majority of Latinos, and 
Native Americans.

The recent Supreme Court deci-
sions have indicated that as a na-
tion we are quickly moving away 
from affirmative action and similar 
programs designed to increase di-
versity in universities and medical 
colleges throughout the country. The 
limited progress in diversifying the 
medical field and medical faculties 
over the last 20 years suggests that 
affirmative action has made some 
steps forward, but we are not in a 
position where population parity (or 
even half parity) has been reached—
and in the case of Native American 
and black medical students, we are 
moving in the opposite direction. All 
of these factors suggest that our re-
treat from affirmative action can 
only make things worse and serve 
to worsen the poor participation of 
black, Latino, and Native Americans 
in medicine.

Family medicine has a history of 
being counter-culture and for speak-
ing up for those who have no voice.  
We have advocated for our patients 
and clients, and taken care of the un-
derserved, uninsured, and minority 
patients in great numbers. Our aca-
demic family medicine departments 
are known for their ethnic/racial di-
versity14,27 and have been very inclu-
sive. Perhaps it is time to return to 
those counter-culture roots and in-
crease our advocacy for our black, 
Latino, and Native American pa-
tients, to include changing the cul-
ture of medicine to make it more 
welcoming to faculty and students 
from those backgrounds. This will 
require careful examination of cur-
rent practices and the formation of 
systems and programs that work 
to facilitate participation by those 
who have traditionally been given 

limited access. The National Initia-
tive on Gender, Culture, and Lead-
ership in Medicine (C-change) has 
done excellent work in this area 
and has been successful in revers-
ing practices that promoted poor 
representation of blacks, Latinos, 
and Native Americans in academic 
medicine.28,29 C-change initiatives in 
five medical schools led to improve-
ments in faculty development and 
mentoring, increased communication 
to and among faculty, changes in pol-
icies, procedures, and administrative 
structures, and increased data col-
lection and management efforts in 
diversity, gender, and culture.28 The 
time to take action is now. We, in 
family medicine, have the opportu-
nity to lead the change that others 
can follow. Changes that should be 
made to empower and value URMM 
applicants, students and faculty in-
clude:  

(1) Improve preparation for med-
ical school through proven pipeline 
programs for URMM students.30

(2) Give more emphasis to grades, 
serious consideration to community 
college graduates,31,32 and de-empha-
size the MCAT in medical school ad-
missions.33

(3) Encourage and support URMM 
students and residents who show 
an interest in an academic career 
through: 

(a) Targeted training in ways to 
overcome isolation, lack of mentor-
ship, diversity pressures, and racism.

(b) Extracurricular publishing op-
portunities, through the Family Phy-
sicians Inquiries Network34 or other 
sources.

(4) Teach junior faculty about ex-
isting literature-documented chal-
lenges (listed in #3) that URMM 
faculty face and methods to over-
come those challenges.

(5) Foster creativity in and com-
mitment to an academic career 
through instrumental mentoring.35

(6) Clearly define specific activi-
ties and skills (ie, limiting clinical 
practice, understanding institution-
al culture, publishing) necessary to 
climb the ladder of academic success.
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(7) Help URMM and other fac-
ulty avoid premature or unmerited 
promotion to senior rank, to prevent 
early stagnation, burnout, and career 
handicapping. 

(8) Implement faculty debt relief, 
which can make it easier for all to 
choose a career in academic medi-
cine.18

(9) Recognize and value the 
unique contributions that URMM 
and other faculty offer through modi-
fication of the promotions process to 
include:

(a) “Underserved patient care ad-
vocacy” pathways to promotion, valu-
ing clinical care, community service, 
and research with underserved and 
minority patients.

(b) Increased time and value as-
signed to URMM and other student 
mentoring.

With models like these, family 
medicine has the unique opportuni-
ty to lead the academy increasing 
the representation of blacks, Latinos, 
and Native Americans among our 
medical students, academic medical 
faculties, and physician workforce 
to better serve our patients and our 
communities.
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