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tries. Patients are becoming more
engaged in all aspects of their

care and are making choices on

the basis of their own experiences.

How we make patients feel mat-

ters more now than ever before.
Patient-experience data are vitally
important to both large health

care organizations and small med-

An audio interview ical practic.es. The
I::] 3 with Dr. Poole is | DESt Way to interpret
available at NEJM.org those data and the
optimal benchmarks

remain elusive, however, given
variability in practice environ-

ments, patient and clinician di-

versity, and bias. Awareness and

acknowledgment of trends sugges-
tive of bias are important, and the
subject of provider choice based
on race, ethnic group, and gender
deserves more attention, though it
should be handled very carefully
so as not to lead to discrimination
and racism. For now, though,
“keep in mind these data are re-
flective of patients’ perception of
their care; whether or not we, as
medical providers, agree, that per-
ception is legitimate” — or is it?

Disclosure forms provided by the author
are available at NEJM.org.
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Large segments of the U.S.
population face persistent in-
equalities in health care quality
and access. Nonwhite physicians
care for a disproportionate share
of people from underserved popu-
lations, thereby helping to reduce
disparities in access to care.! How-
ever, certain racial and ethnic
minorities remain underrepresent-
ed in the U.S. physician work-
force. Blacks make up 14% of the
general population but just 4% of
physicians; disparities are similar
for Hispanics or Latinos (17% of
the population vs. 4% of physi-
cians) and American Indians or
Alaska Natives (2% of the popu-
lation vs. <0.4% of physicians).?
Between 1997 and 2017, the
number of matriculating students
at U.S. allopathic and osteopathic
medical schools who were from
racial and ethnic groups under-
represented in medicine increased
by 30% (from 2850 to 3713). Be-
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cause overall matriculation in
medical school increased by 54%
(from 18,857 to 29,118), however,
the proportion of entering medi-
cal students who were from under-
represented groups actually
dropped from 15% to 13% (see
table). As a result, the rate of
medical school attendance among
members of underrepresented
groups fell by nearly 20% (from
4.3 to 3.5 per 100,000 people),
and the absolute numbers of black
male medical students and Amer-
ican Indian or Alaska Native
medical students decreased —
signs that medical education is
losing ground with respect to di-
versity and inclusion.

Not surprisingly, the same
populations that are underrepre-
sented in medicine continue to ex-
perience stark health disparities.
There is growing evidence that
minority patients report better
communication, greater satisfac-
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tion, and better adherence to med-
ical treatment when they are
cared for by racially and linguis-
tically concordant physicians. A
recent study showed that increas-
ing the number of black physi-
cians could reduce the gap in
cardiovascular mortality between
black men and white men in the
United States by 19% and the gap
in life expectancy by approximate-
ly 8%.% Such potential gains in
health equity are of growing im-
portance to health plans, payers,
and providers. Medical schools
can prepare the workforce to care
for a socioeconomically divided,
racially and ethnically diverse pop-
ulace by redoubling their efforts
to recruit applicants from under-
represented groups. To do so,
however, schools will have to fun-
damentally change the way they
evaluate applicants.

Disparities in medical school
admissions encompass more than
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Underrepresented Groups in Medical School, 1997 and 2017.*

Variable 1997

No. of first-year medical school slots 18,857

No. of matriculants from underrepresented groups 2850

Percent of matriculants from underrepresented groups 15

No. of people from underrepresented groups in U.S. population 65,497,000

No. of matriculants from underrepresented groups per 100,000 43
population

2017 Percent Change
29,118 54
3713 30
13 -16
106,835,890 63
3.5 -20

* Underrepresented groups are defined as American Indians or Alaska Natives, blacks, and Hispanics or Latinos. Data are from
the Association of American Medical Colleges, the American Association of Colleges of Osteopathic Medicine, and the U.S.

Census Bureau.

racial and ethnic gaps. Most med-
ical school matriculants come
from middle- and upper-income
families, but black and Hispanic
medical students are three times
as likely as their white counter-
parts to come from families with
combined parental incomes of less
than $50,000, according to data
from the Association of Ameri-
can Medical Colleges (AAMC).
Black and Hispanic students are
much more likely than white
students to have attended high-
poverty primary and secondary
schools; such environments strong-
ly aftect their educational achieve-
ment, often leaving them less
competitive on traditional aca-
demic measures such as Medical
College Admission Test scores and
grade-point averages. Community
college attendance is often viewed
negatively by medical schools in
the admissions process, despite
being a critical educational path-
way for many students from under-
represented groups. Moreover,
admitting a greater proportion of
students who attended commu-
nity college could be a potential
strategy for bolstering the pri-
mary care workforce, since such
students are more likely to under-
take residency training in family
medicine than their peers who did
not attend community college.*
Academic health centers can
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expand opportunities for young
people from disadvantaged back-
grounds by designating a local
community of commitment — a
neighborhood or other area where
the health center dedicates re-
sources and develops partnerships
to address health and education-
al disparities. Local elementary
schools, high schools, community
colleges, and universities are of-
ten willing partners in establish-
ing pipeline and academic-enrich-
ment programs for disadvantaged
students. Medical schools can
develop programs that value, nur-
ture, and celebrate the experi-
ences of students from underrep-
resented groups. Since 1972, the
Medical/Dental Education Prepa-
ratory Program at the Southern
Illinois University School of Med-
icine has mentored more than
1000 educationally and economi-
cally disadvantaged students who
matriculated at medical or dental
school. The University of New
Mexico’s combined B.A. and M.D.
degree program recruits high
school students from rural areas
to an 8-year program that in-
cludes conditional acceptance to
its medical school, with the goal
of bringing greater ethnic and
economic diversity to the medi-
cal school. Since 2007, the Uni-
versity of California Programs in
Medical Education have offered
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specialized coursework, structured
clinical experiences, and advanced
independent study and mentoring
for students committed to work-
ing with underserved communi-
ties, supporting many medical
students from underrepresented
groups.

Race-conscious admissions pol-
icies, which the U.S. Supreme
Court has determined are legal
strategies for enhancing diversity,
are now prohibited in eight states,
including California. In this en-
vironment, the AAMC has pro-
moted holistic review in the ad-
missions process, which involves
considering each applicant’s back-
ground, experiences, attributes,
academic metrics, and “distance
traveled” (i.e., how far a student
has come in light of discrimina-
tion or a lack of resources or
support) to broadly assess how
that person might contribute val-
ue as a medical student and phy-
sician. Although practices vary
widely, a national survey of health
professional schools showed that
institutions incorporating “many
elements of holistic review” re-
ported increases in class diversity
as compared with institutions in-
corporating few or no elements.’
Other inclusive admissions prac-
tices include training committee
members in implicit bias, blind-
ing interviewers to applicants’
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academic metrics, conducting mul-
tiple mini-interviews, and involv-
ing diverse groups of patients or
community members in the ad-
missions process.

Several new tools are available
for assessing the socioeconomic
and educational challenges that
many disadvantaged applicants
face on the road to becoming
physicians. The American Medi-
cal College Application Service
allows applicants to identify them-
selves as socioeconomically or
educationally disadvantaged and
to explain their disadvantage in a
brief essay. The AAMC has intro-
duced a socioeconomic status in-
dicator that uses standard occu-
pational classification categories
for parents and guardians to cap-
ture some of the social determi-
nants of individual academic
achievement. To quantify socio-
economic and educational disad-
vantage without consideration of
race and ethnic group, the Uni-
versity of California, Davis, School
of Medicine (where three of us
work) has developed a continu-
ous scale that incorporates infor-
mation on parental education
level, family participation in pub-
lic-assistance programs, family
income level, whether applicants
spent their childhood in an un-
derserved area, applicant contri-
bution to family income, receipt

of financial-need scholarships for
college education, and whether ap-
plicants had their medical school
application fee waived. Such tools
deserve further dissemination as
potential strategies for advancing
equity in the admissions process.

In the current era of medical
school expansion, the growing
gap between the racial, ethnic,
and socioeconomic makeup of
medical school classes and that
of the general population means
medical education is slipping fur-
ther out of reach for many poor
and minority students, despite the
efforts of many people and insti-
tutions. To address these dispari-
ties, medical schools can redesign
their admissions criteria and pro-
cesses and commit to educating
classes of students that more
closely mirror the U.S. popula-
tion. Academic leaders should
address structural barriers with-
in their institutions that limit the
success of students and faculty
from underrepresented groups.
And academic health centers can
make greater investments in edu-
cational outreach, collaboration,
and community engagement to
nurture and develop a more di-
verse workforce. We believe those
of us responsible for training the
next generation of U.S. physicians
must rededicate ourselves to the
mission of equity of opportunity

CLOSING THE GAP

in medicine — for the benefit
of future students, disadvantaged
communities, and the country as
a whole.
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am racist. I would love to be-
lieve otherwise and can find
evidence that I am not — my ca-
reer dedicated to caring for under-
served women of color, my sup-
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port of colleagues and trainees
who are people of color, my score
on the implicit-association test.!
My mission as a white physician
is to be humble and respectful to-
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ward my patients, not only as an
act of compassion but as a revo-
lutionary act against racism, elit-
ism, and hierarchy. And yet I am
racist, shaped by the sometimes
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