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ABSTRACT 

 

Racial and ethnic minorities in the United States experience health disparities and 

poor health outcomes at a disproportionate rate in comparison to other groups. One of the 

many social determinants of health that contributes to these poor health outcomes is 

mistrust in the medical community. Mistrust is a consequence of a too-long history of 

unethical experimentation in African American and Latino communities, and has resulted 

in decreased use of preventive services and screening tools, lack of adherence to medical 

treatments, and minimal participation in clinical trials. These patterns of minimal 

utilization of healthcare services have resulted in poor outcomes for numerous health 

conditions, poor understanding of different diseases and their impact on minority groups, 

as well as a lack of evidence-based treatments which will benefit these populations. The 

purpose of this thesis is first to address the historical origins and contemporary 

consequences of mistrust in medicine within the African American and Latino 

communities. Second, I address the ameliorating impact that patient-physician racial and 

language concordance has on both trust and clinical outcomes. Throughout, I reference 

the ethical principles which warrant the need for greater patient-physician race and 

language concordance, and I present pipeline programs as a tool to increase the diversity 

in the medical field, all with the ultimate goal of improving health outcomes in the 

African American and Latino community.  
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CHAPTER 1: INTRODUCTION 

 

For decades, the Association of American Medical Colleges (AAMC) has 

required medical schools to increase the number of underrepresented minorities in 

medicine (URiMs). The AAMC defines an underrepresented minority in medicine as a 

member of “those racial and ethnic populations that are underrepresented in the medical 

profession relative to their numbers in the general population.1 These include African 

Americans, Hispanics (person of Mexican, Puerto Rican, Central American, or South 

American origin),i and Native Americans (this include American Indians, Alaska Natives, 

Native Hawaiians). By increasing diversity in the medical profession, the AAMC seeks to 

create a physician task force that is representative of the United States’ population.  

Since the implementation of Title IX in 1972, there has been an increase in the 

number of women, African Americans, and Hispanics who enter and graduate from 

medical school. However, over forty years later, the physician task force continues to not 

be representative of the heterogeneous demographics in the country.   African Americans 

and Hispanics make up 20% of the US population, yet, in the medical fields they account 

for only 5-6% of physicians. Current projections show that by 2050 the now considered 

minority populations will become the majority of the US population.2 Furthermore, 

minority physicians tend to serve in primarily underserved communities, and are more 

likely to accept patients on Medicaid than physicians from other ethnic groups.3,4 In other 

words minority physicians (6% of the physician task force) are disproportionally taking 

                                                 

i Cubans are an exception given that there is a great representation of Cuban physicians 

within the Cuban population in the US. 
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care of a large portion of minority groups in the US (26% of the US population). 

However, the diversity in the physician task force is not growing as fast as the minority 

population in the US, leaving a gap in the representation of the US’s population within 

the medical field, and creating an unfair burden for minority physicians who are 

disproportionally taking care of the soon to become majority groups in the US. The 

AAMC and Medical Schools throughout the country are aware of this disparity, and have 

increased their efforts to attract students of diverse backgrounds using numerous 

strategies, including the use of pipeline programs for high school and college students.  

Pipeline programs have been in place since the 1960s, and they have provided 

URiM students with early exposure to the medical field through shadowing opportunities, 

mentorship, and exposure to some courses required in every medical school curriculum. 

With the fast growing changes in the ethnic and racial makeup in the US, there is a 

desperate need to increase the diversity in the medical field. It is the argument of this 

thesis that increasing the diversity of medical students in the US to more closely parallel 

the population as a whole will have significant positive impact on the quality of care all 

patients – regardless of race, ethnic background, or gender – will receive.ii 

The present paper addresses the promise of pipeline programs as a tool to increase 

diversity in the field in light of a larger ethical argument for the need for increased 

diversity in the medical field, taking into account the historical, cultural, and 

                                                 

ii The terms of race and ethnicity will be mentioned throughout the paper. I make a 

distinction between both terms taking into account the sociological definitions. Race 

refers to the physical characteristics of a group (skin color, bone structure, hair, etc). 

Ethnicity referring to cultural characteristics shared by a group (ie: nationality, religion, 

language).5 
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socioeconomic context that has shaped the interaction of minority groups with the 

medical field, and particularly addressing the issue of trust as a major social determinant 

of health. The implications of this lack of trust will be examined, particularly in terms of 

medication/treatment nonadherence and lack of participation in clinical trials, and how 

patient-physician racial concordance can help eliminate this lack of trust and 

consequently reduce health disparities. I will evaluate the effectiveness of pipeline 

programs as tools to increase diversity in the field, and present some of the secondary 

benefits these programs have for both the healthcare field and minority communities. 

Last, I will address the bioethical need of a more diverse physician task force, particularly 

as a justice issue, given the historical context and current health disparities in minority 

communities. Increasing the number of underrepresented minorities is a bioethical need 

that will serve as one of the many factors leading to improved healthcare outcomes in 

minority communities.  
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CHAPTER 2:  HISTORICAL ORIGINS OF AND CONTEMPORARY EFFECTS OF 

MISTRUST 

 

When treating patients in diverse urban settings, particularly African American 

and Latino patients, the term “non-compliance” is commonly used. This term is 

frequently used to describe patients who don’t follow medical advice. This can be either 

nonadherence with medications, not attending scheduled medical appointments or 

procedures, refusing medical or procedural treatments, or not carrying out lifestyle 

modifications, all as advised by healthcare providers. Although one of the core bioethical 

principles, autonomy, gives patients the right to choose the type of medical care they 

receive, when it comes to African American and Latino patients, there’s an inherent 

discomfort with these patients attitudes towards the medical field. In a historically 

paternalistic field, patients have been expected to follow the physician’s orders, since, 

after all, “the doctor knows best.” Luckily, given the increasing body of evidence 

criticizing paternalism in medicine, patient-centered care has become the norm over the 

last few decades.6,7,8 Medical education mirrors this shift in emphasizing the importance 

of the patient-physician interaction being one of teamwork and collaboration, hence 

ensuring the patient’s autonomy. However, racially and ethnically diverse patients 

continue to experience paternalism during their patient-physician interactions at a greater 

rate than white patients.9   

A potential explanation for this disparity in understanding patients’ autonomy can 

be found in the literature exploring how unconscious bias by members of the medical 

community shape the interactions and views of physicians with patients from minority 
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groups. The Institute of Medicine defines unconscious bias as an unrecognized, 

unintentional, or even unconscious bias against members of a social group, such as racial 

or ethnic minorities. Furthermore, in their report Unequeal Treatment, they recognized 

that unconscious bias can negatively affect communication and the care offered to 

patients of minority groups.10  Unconscious bias leads providers to see African American, 

Latino, and patients from low socioeconomic status as “noncompliant,” whereas affluent 

and Caucasian patients are deemed “well informed” “autonomous” patients.11 Although it 

is true that low socioeconomic status (SES), African American, and Latino patients do 

have greater levels of what on the surface appears as “non-compliance,”11 it is important 

to highlight the reasons underlying such “non-compliance” and the implications of a non-

nuanced understanding of the phenomenon, particularly as it pertains to health outcomes.   

Reasons for “noncompliance” are varied and pervasive. There are numerous 

socioeconomic factors that pose a barrier to care in these communities. Many patients, 

particularly those who have a low SES, find it difficult to access physicians due to ease of 

transportation (numerous buses and transfers needed to access a hospital or physician 

office), or ability to afford care (un-insurance and underinsurance). Patients in these 

communities also often hold multiple jobs, and many don’t get compensation for days 

off, even if it is for a visit to a physician’s office. There’s also the affordability of 

medications, and the inability to make lifestyle modifications (lack of access to full 

service groceries providing fresh produce, fruit, and vegetables; lack of parks and 

recreational facilities; living in high crime areas leading to increased stress). All of these 

factors affect a patient’s ability to comply with medical advice. Furthermore, there’s a 
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limited number of physicians trained on these issues and who take the time to assess for 

their patient’s limitations.  

Lack of trust in the medical community is one of the social determinants of health 

leading to poor health outcomes in underserved communities. Even those patients with 

minimal barriers to access of care have a reluctance to consider medical opinions. This is 

particularly true in the African American community. Even those with the means to 

receive what can be considered “VIP” care refuse to participate in clinical trials, to 

undergo procedures which are curative, or to have important screening tests proven to 

reduce mortality. For instance, African American and Latino patients with epilepsy have 

poorer medication adherence and are less likely to undergo curative epilepsy surgery than 

other patient groups.12-13 They are also less likely to receive colonoscopies for colorectal 

cancer screening, yet they are also more likely to report a lack of trust in the medical 

field.14This lack of trust in the medical community is due to the field’s own wrongdoing 

with vulnerable populations.15 Any online search that begins with ‘mistrust in the medical 

community…’ yields results focused on the Tuskegee Syphilis Study. Although the 

history of medical experimentation with African American and Latinos is extensive, the 

most publicized and well known case is the Tuskegee Syphilis study (1932-1972).  In the 

study, rural, poor, and under-educated African Americans with syphilis were enrolled in 

this study without their knowledge or consent, denied standard of care treatment for the 

condition, and left untreated despite the introduction of penicillin in the 1940s, the 

curative treatment for the disease. Although that is the summary of the outcome of the 

study, the initial intent of the study highlights the medical professions’ views on this 
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community, as well as the pervasive concept of eugenics which drove many of the 

medical experimentation in vulnerable populations.   

The intent of the US Public Health Service (USPHS) when it began the Tuskegee 

Study in the 1930s was to observe the course of untreated syphilis in black men. The 

USPHS had the theory that syphilis manifested differently in black and whites, and they 

wanted to document these differences. There was an assumption that certain 

complications from syphilis were commonly seen in whites, and less so in blacks, who 

had “underdeveloped” brains.15 About 36% of blacks in Macon County had syphilis, and 

99% of them presented to the study doctors with an untreated disease. Although over 

60% of the cases of syphilis had been acquired congenitally (based on history of present 

illness), the medical community labeled black patients as “promiscuous” and “immoral,” 

perpetuating the hyper-sexualization of the black race. Remarks from members of the US 

Public Health Service in the later 1920s/early 1930s illustrate this interpretation of origins 

of this study:iii  

So scourge sweeps among them. Those that are treated are only half cured, and 

the effort to assimilate a complex civilization drives their diseased minds until 

the results are criminal records. Perhaps here, in conjunction with tuberculosis, 

will be the end of the negro problem. Disease will accomplish what man 

cannot do.”- Thomas W. Murrell.  

 

PHS can save the expense of treatment by merely observing the course of the 

disease in blacks and publishing the data.” - Taliaferro Clark.  

 

It is my desire to keep the main purpose of the work from the negroes in the 

county and to continue their interest in treatment.”- Raymond Vonderlehr 

 

                                                 

iii Quotes from Washington, H. A. (2006). Medical apartheid: The dark history of 

medical experimentation on Black Americans from colonial times to the present. Pages 

160-164 
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As I see it, we have no further interest in these patients until they die.- O.C. 

Wenger, PHS senior officer for syphilis programs.15  

 

During the original design, not only was there no intent to treat the patients, but 

some of these remarks suggest the possible eradication of the race (see especially those 

by Murrell). The study was actually advertised to participants as an opportunity to receive 

free medical care. At no point were any of the subjects informed that they were being 

studied. Health clinics were set up advertising treatment for bad blood, and providing 

treatments in the forms of “vitamins ineffectual doses of arsenic, and ineffectual mercury 

salve.”15 Investigators identified subjects with secondary or later stages of syphilis, to 

ensure they were truly enrolling the sickest of patients. After identifying subjects with the 

disease, they were followed up and contacted under the premise they would receive a 

special free treatment after returning for additional examination. Another omission in the 

study was not telling the participants of the required autopsy at time of death. Not only 

was this a blatant disregard to the African American culture, but families were under the 

impression that their loved ones would be buried, without undergoing autopsies. Burial 

services were ensured, yet the autopsy was never disclosed to the families.  

In addition to the knowledge and eugenic views from the USPHS, the entire 

medical community was aware of the study. Starting in the early 1930s, reports on the 

study were published in medical journals, and results were shared at the American 

Medical Association meetings. Although the vast majority of African American 

physicians were not aware of the study (largely because they were denied membership in 

the AMA), black physicians from Mason County were approached by the USPHS and 

asked to not treat patients since they were enrolled in the study. Although it’s uncertain 
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how much of the study details were shared, these physicians also agreed to not treat the 

patients.  

The Tuskegee Syphilis study resulted in the death of at least one hundred men, 

either due to complications of syphilis or heart disease. Although there was knowledge of 

and protests against the study in the mid-1960s, it was not until 1972, when the 

Associated Press broke the story, that there was a public uproar from media, the rest of 

the medical community, politicians, and citizens.  

One can make the argument that given the time when the study was designed and 

implemented there weren’t any regulations on human experimentation and clinical trials. 

Many of these regulations were instituted after the Nuremberg Trial in 1949, which 

condemned Nazi experimentation with Jewish subjects. However, the study and 

experimentation went on for over 30 years after the Nuremberg trials and an international 

consensus on what constituted unethical practices in research with human subjects. 

Furthermore, in the 1930s all of the hospitals in the US followed the AMA regulations, 

dictating a need to share diagnosis with patients, and to request permission for 

experimentation and treatment. This regulation was ignored by the investigators in the 

Tuskegee studies, and even by the AMA, the same governing body who established these 

regulations.  

Even though Tuskegee is the most highly publicized case of medical exploitation 

of vulnerable communities, mistrust in the medical community dates to the Antebellum 

and Civil War era. Slaves were commonly subject to medical experimentation without 

consent, and denied basic medical care. One of the many cases of experimentations in 

slaves was the series of gynecological surgeries performed by J. Marion Sims, considered 
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the modern father of gynecology, in about 10 women slaves, three of which he recorded 

by name. While trying to perfect the technique to repair vesico-vaginal fistulas, he 

performed up to 30 surgeries in one of these women, each of the surgeries without 

anesthesia.15 What we know about these surgeries is based on his own journal accounts, 

but it is unknown, although highly likely, that these surgeries were performed without the 

consent of these women. Black bodies were also commonly utilized in medical education 

post-Civil War years. Many grave robbers in the south would send the cadavers of both 

free blacks and slaves to medical schools in Philadelphia.16 

These are only few of numerous accounts on how many of the advancements in 

the medical field were achieved through the exploitation of the African American 

community. Although diseases like syphilis are not as common in today’s day and age, 

partially thanks to public health campaigns, early detection, and frequent STD screenings, 

much of what we know about the natural progression of syphilis was at the expense of 

hundreds of black men during the Tuskegee study. Meanwhile, in the field of gynecology 

and obstetrics, many of the current surgical techniques used for the repair of vaginal-

vesico fistulas were achieved thanks to the experimentation on black slaves by Dr. Sims.  
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CHAPTER 3: IMPACT OF MISTRUST ON CLINICAL OUTCOMES 

 

In addition to the large numbers of families that were directly affected by syphilis, 

Tuskegee left a legacy of distrust in the medical community and public health officials. 

The Tuskegee study further reinforced and validated centuries of fear and mistrust in the 

medical community. Furthermore, many African Americans saw the Tuskegee study as a 

form of government sponsored genocide of the Black community. Patricia Turner, a 

sociologist/anthropologist studying cultural views in the African American community, 

takes this view one step further and highlights how these concerns with genocide and lack 

of trust in the medical community is a representation of the hostility that members of the 

black community experience from whites.17 Given that the medical community is at large 

mostly Caucasian, it is not a surprise that the experience of hostility from the white 

community also translates to a sense of hostility from the medical community, leading to 

patients fearing becoming guinea pigs used for experimentation.  

In addition to non-compliance, Tuskegee and the history of medical 

experimentation in black bodies left the African American community with a problem of 

underrepresentation in research and clinical trials.18 In a study conducted in 1999 by 

professor in social medicine, Dr. Corbie-Smith and colleagues, they explored attitudes 

and beliefs of African Americans towards participation in medical research.19 In this 

study they conducted focus group with African American community members who 

attended Grady Memorial Hospital in Atlanta, GA. Some of the questions included 

attitudes towards the medical community, attitudes towards research, knowledge of the 

Tuskegee study, and ways to increase involvement in research and clinical trials. Overall, 
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participants had varying but high levels of negative attitudes towards research, expressed 

a lack of trust in the medical community, feared worse health outcomes if participating in 

research, felt they would be treated as guinea pigs, and all had knowledge on the 

Tuskegee study, although many were misinformed on the actual study design and 

outcome.iv Many responders used the Tuskegee study as further validation of their 

mistrust in research and the medical community. Interestingly, many thought that the 

purpose of informed consent was to protect physicians and medical institutions. 

Responders also expressed a lack of awareness of their legal protections as research 

participants and felt that signing informed consent was equivalent to losing legal 

protection against unjust experimentation. Many also felt that the African American 

community would not see the benefits of research and that these results would only 

benefit other racial and ethnic groups. In terms of the medical community as a whole, 

they felt that physicians would persuade people to participate in research, and that they 

conducted experiments only to benefit their careers and not their patients.19  

As a consequence of the Tuskegee study, in 1979 the Belmont report was created, 

which led to the implementation of Institutional Review Boards (IRBs) serving as 

regulatory bodies to ensure ethical practices in research and the protection of vulnerable 

populations. Despite these advances in research ethics, and a greater access to 

information by the general public on current research projects, African American and 

                                                 

iv Many thought that during the Tuskegee study participants had been infected with 

syphilis and the number of participants was underestimated. Of note, when the 

investigators provided facts on the actual study design and outcomes, many of the 

responders challenged the investigators and expressed reluctance in believing this 

information. 
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Hispanics continue to avoid participating in clinical trials, or are considered “non-

compliant.” By choosing to not participate in clinical trials or follow medical advice these 

groups finally have the choice to make a medical decision. For the first time in centuries, 

these groups have the autonomy to make decisions about their bodies and the healthcare 

they receive, autonomy and choice that had been denied to them by the medical 

community for centuries, in experiments such as Tuskegee.  

Whereas in the abstract this level of autonomy is a positive, desirable, and an 

understandable need in these communities, it also comes at a cost. Specifically, it has 

negatively affected health outcomes in these communities.  The last century has brought 

groundbreaking advances in the prevention, treatment, and screening of common causes 

of death, yet these advances are inequitably distributed. This inequity is most starkly 

illustrated in the field of oncology. There are numerous screening tools for the early 

diagnosis of colon, breast, and endometrial cancer. Yet, African American and Hispanic 

patients are the least likely to undergo common cancer screenings.20  The impact of this is 

that these populations have their cancers detected at later stage, which leads to more 

aggressive treatments, and at times requiring palliation due to late diagnosis during 

metastatic stages.14, 20-21 As such, these communities have the worst health outcomes in 

cancer care, mostly due to late detection of these conditions; yet, they could have been 

avoided through greater trust in the medical community.  

Patient-Provider Racial Concordance 

Racial concordance refers to patient and physicians sharing the same racial or 

ethnic background. This is an area that has been extensively studied in recent years, with 

little consensus in results. A literature review conducted by a bioethicist from the Center 
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for Health Equity Research at the University of Pennsylvania School of Nursing, 

Meghani and colleagues, identified twenty seven studies with data from 56,276 patients, 

and found that 33% (9) of studies found positive health outcomes in race-concordant 

interactions, 30% (8) didn’t find any statistically significant difference, and 37% (10) had 

mixed findings.22,v One issue with these type of reviews is the heterogeneity of the 

articles, particularly in terms of their primary outcome, and what they define as a positive 

health outcome. Despite this, relevant positive health outcomes outlined by their review 

include: timely receipt of treatment; greater use of needed medical services and 

preventive care; improved communication and participatory decision making; and greater 

satisfaction with provider and health care. 

Other findings in this study included a greater tendency to pursue more aggressive 

treatment, greater preference of racially concordant physicians, increased utilization of 

healthcare services, and lower missed appointment rates. These are all patterns which 

might not be necessarily associated with improved health outcomes, yet, they might 

indicate a more favorable view and greater trust in the medical field. Although not 

statistically significant, other outcomes such as patient provider communication, 

perception of respect, and patient satisfaction were also associated with an overall 

positive correlation. Of note there was no difference with appropriate assessment and 

diagnosis of medical conditions. Of the studies that found mixed results, one found that 

language concordance was the most important factor for the patients.23 Furthermore, a 

                                                 

v Mixed results were defined as either partial support for race concordance in some 

domains of health outcomes, or it only provided positive outcomes to some minority 

groups, yet not all.  



15 

separate study by Street et. al. showed that perceived personal similarity was associated 

with greater trust, satisfaction, and intention to adhere, however, physicians’ patient-

centered communication was a greater predictor of personal similarity than racial or 

sexual concordance.24 In some of the studies, other factors such as educational 

concordance, site of care, and sustained relationship with physicians were found to be of 

greater importance than racial concordance.  

One area that was not directly addressed by the previously mentioned articles was 

whether racial concordance was associated with greater levels of trust in the provider 

and/or medical community. As I discussed in the previous section, the history of 

unethical experimentation in vulnerable communities has led to greater mistrust in the 

medical community, which has then led to resistance to medical treatments, as well as 

underrepresentation in clinical trials. In addition to the previously mentioned poor health 

outcomes in areas such as oncology and neurology, this mistrust has also led to poor 

outcomes in HIV/AIDS management.25-28 Mistrust in minority patients with HIV leads to 

lower use of antiretroviral therapy as well as greater resistance to usage of HIV 

prevention strategies.29-31 In order to assess whether racial concordance improved 

provider and healthcare system trust in patients with HIV, researchers at 

Montefiore/Albert Einstein College of Medicine distributed questionnaires on physician 

trust, healthcare system trust, and provider racial/ethnic characteristics to 611 patients 

with HIV. They analyzed data from 380 participants and found that participants with 

racially concordant providers (25.3% of all study participants) reported similar high 

ratings in provider trust than those with racially discordant providers (68.7 vs. 72 in 
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Primary Care Assessment Survey).vi Yet, participants with a racially concordant provider 

reported lower levels of mistrust in the health care system than the racially discordant 

group (49.5 vs. 58.6, p <0.01).vii They also found that Hispanic and black participants 

reported greater mistrust in the healthcare system than white participants (p<0.01). 

Although this study did not find a difference in provider trust, it did show that racial 

concordance is associated with a greater trust in the healthcare system. Among other 

desirable outcomes, increased patient trust leads to better adherence to medications, 

recommendations, and advice, as well as greater used of preventative care services.32-37 

This has positive implications, particularly in terms of public health and population 

health outcomes. Greater trust in the healthcare system will in turn lead to greater trust in 

the public health authorities, leading to improved utilization of preventable measures and 

disease screening tools, and less resistance to utilization of medications considered first 

line treatments for numerous medical conditions. These are all desirable outcomes which 

will likely be associated with improved health outcomes in minority groups. Furthermore, 

when minority patients perceive racial, ethnic, and language concordance contributing to 

a physicians’ empathy, and they report the lack of these concordance factors as an 

individual concern, it is only right to increase these patients ability to choose who 

provides them with their medical care.38 

                                                 

vi The Primary Care Assessment Survey is an eight item scale addressing issues of trust in 

one’s provider. The sum of all of the items is then transformed to a 0-100 scale, with a 

higher score associated with greater levels of mistrust.  

vii Mistrust in the healthcare system was measured by a seven item scale developed by 

Altice and colleagues. The sum of the items will also be transformed to a 0-100 scale 

with a higher score associated with greater levels of distrust 
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An important distinction to make in this discussion is that racial concordance is 

not necessary in order to achieve a positive patient-physician interaction, or may not be 

the most important factor. As noted in the literature reviews aforementioned, although 

there is a tendency for positive patient perception and perceived health outcomes, the 

results are mixed, and even negative in some cases. In a study by Tai-Seale and 

colleagues that evaluated mental health outcomes among racially concordant groups, they 

found that racial concordance among Hispanic patients and providers actually led to 

lower likelihood of depression assessment, perhaps due to a cultural hesitancy of 

providers to ask and patients to disclose mood symptoms. Another misconception is that 

underrepresented minority physicians should be solely responsible for the care of racial 

and ethnic minority groups. Even though racial concordance studies might hint at a 

preference of patients to choose physicians who share a similar background, it is an 

unfair burden to place in minority physicians particularly given their limited number in 

the healthcare field. A common and erroneous thought is that the goal of increasing 

diversity in the medical field is to have more minority physicians serving underserved 

communities. However, as chief diversity officer at the AAMC Marc Nivet stated in a 

recent interview, encouraging minority physicians into primary care, although necessary, 

also pushes them away from pursuing careers in academic medicine.40 This practice 

pattern then leads to another problem I will discuss in upcoming sections, in which there 

are not enough minority physicians conducting research, working at academic centers, 

and serving as mentors for URiM medical students, thus limiting the scientific 

understanding of certain diseases in racially diverse communities, and the interest in 

investigating social determinants of health affecting these communities.  
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The results of these literature reviews highlight the complexity of both the impact 

of racial concordance and in conducting studies to assess its effect on health outcomes. 

What is irrefutable about these results, however, is that minority patient satisfaction 

improves in racial concordant encounters. This finding is also true even outside of the 

US. In a study in the Netherlands, patient-physician racial concordance was also 

associated with greater patient satisfaction and self-reported compliance.41 Although a 

definite verdict on its affect on health outcomes will require a longitudinal, long term 

assessment, the immediate results of improved satisfaction, greater participation, and 

improved communication are all bioethical rights for every patient, and particularly for 

minority patients who have historically experienced a lack of justice and autonomy in 

medical decision making and just/fair medical treatment. Despite numerous studies 

demonstrating that minority patients prefer racially/ethnically-concordant physicians,37,42 

they are the least likely to receive care by racially-concordant practitioners.43 The 

inability of underrepresented minorities to choose a racially-concordant practitioner is in 

it of itself an infringement in these groups’ autonomy, a fundamental right that majority 

groups currently have.  More studies will be necessary to assess how racial concordance 

will affect health outcomes of these patients, but based on the body of literature we have 

at this moment, a greater participatory decision should be associated with a greater 

medication and treatment adherence, greater research participation, and consequently 

improved health outcomes in the long run.44-45 

Patient-Provider Language Concordance 

Language concordance is another important social determinant of health. Unlike 

with racial-concordance, the literature is unequivocally clear in support of a direct 
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positive effect on health outcomes. This literature is particularly prevalent for Hispanic 

populations, considered an underrepresented minority in medicine, although these 

findings are applicable to any ethnic group encountering medical personnel who do not 

speak their primary language. Numerous studies have found that language discordance 

between patient and physician leads to poorer disease understanding, perception and 

knowledge of disease treatments, and lower patient ratings of care.46-49 Conversely, 

language concordance was associated with improved medication adherence and greater 

recall of physician recommendations.50-51  

Furthermore, patients with limited English proficiency are at greater risk of 

misdiagnosis and serious medical events.52 Given that the Latino community is one of the 

fastest growing groups in the US, expected to represent the majority group by 2050,2 

these health disparities are striking as they will result in poor health outcomes in the soon 

to be majority population. It is expected that the number of people with limited English 

speaking proficiency will increase to 19% of the US population by 2050, compared to 

only 8.1% in the year 2000. 53 This will not only result in unprecedentedly poor health 

outcomes, but also increased healthcare costs. Although one way to reduce these 

disparities is through the use of interpreter services, these services continue to be 

underutilized, mostly due to shortage of available services, increasing demand, and also 

limited time to utilize these services.54 

In my experiences with the healthcare system in my four years of medical school, 

I have seen innumerous instances in which interpreter services were not used to 

communicate with Spanish or Haitian Creole speaking patients. Even though this is a 

legal requirement by health systems and medical institutions, the high patient volume at 
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large urban based academic hospitals and the time demands placed on medical residents 

in these institutions make it difficult to utilize language services during every patient 

encounter, particularly in the inpatient setting. Although this is an anecdotal observation, 

there are studies who verify the lack of use of interpreter services. One study looked at 

the impact of different language services on diabetes-related outcomes, about 31% of 

patients with limited English proficiency reported no documentation of interpreter use, or 

contact with language concordant provider.55 The lack of utilization of interpreter 

services is yet another instance in which patient’s autonomy is violated, and even worse, 

its lack of use represents an act of maleficence. Not only are these patients unable to 

communicate and make educated decisions on their care, but the inability to 

communicate with a healthcare provider leads to miscommunication and medical errors, 

with detrimental and even fatal outcomes. 

During my medical training I have also seen the inaccuracies that result from the 

lack of use of interpreter services. Even though many physicians and residents have some 

limited working knowledge of the Spanish language that allows them to briefly 

communicate with Spanish-speaking patients, on many occasions their language 

knowledge was not enough to properly communicate accurate medical information to the 

patient or to properly understand the patient’s complaint, factors of utmost importance to 

a correct diagnosis and treatment.  In the many instances in which I observed these 

patients after they interacted with a language discordant resident or physician, I had to 

correct and clarify the information they received, as in many instances they did not 

understand, or wrongly understood, what was explained to them. Similarly, in many 

instances I had to clarify the patient’s complaints and the information they provided as 
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the primary team misunderstood what the patient said. Even in cases when interpreter 

services were used, a direct word by word translation also hindered the understanding of 

the information. This was particularly prevalent in specialties such as psychiatry, in 

which literal interpretations, tone, context, metaphors, and cultural connotations are 

imperative to the proper understanding of the patient’s mental status examination, and 

can lead to either a wrong diagnosis or a poor assessment of patient’s mental health.  

Although the use of interpreter services has resulted in improved clinical care in 

patients with limited English proficiency, 56 physician language concordance continues to 

yield improved health outcomes, even when compared to language services. In a study 

comparing the use of interpreters vs direct language concordant physician interaction, the 

former type of interaction resulted in fewer inaccuracies during direct physician-patient 

interactions.57 In terms of clinical outcomes of diabetics, patients who received 100% of 

their care from language concordant providers were statistically significantly less likely 

to have diabetes related emergency department visits in the following 6 months.55 These 

studies further validate the importance of increasing the diversity of the physician task 

force. Not only do we need more racial and ethnic diversity, but also language diversity. 

Although language concordance can also be achieved by non-Latino bi-lingual 

physicians, having Latino Spanish speaking physicians has the added benefit of providing 

racial and ethnic concordance, which, as previously discussed, is associated with 

numerous desirable health outcomes and improved patient satisfaction. 
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CHAPTER 4: IMPACT OF MISTRUST ON RESEARCH 

 

In terms of evidence based treatments for numerous medical conditions, many of 

the standard of care medications and first line treatments have not been studied in the 

African American and Hispanic populations. Furthermore, some studies of these 

treatments in these communities have found striking differences. For instance, there are 

six classes of medications for the treatment of hypertension. Yet, there are racial 

differences in the response to treatment. The Joint National Commission on Prevention, 

Detection, Evaluation and Treatment of High Blood Pressure (JNC), released new 

guidelines in 2013, recommending the use of calcium channel blocker and thiazides as 

the first line treatment for hypertension in African Americans.58 This is after studying the 

efficacy of other medications in the other classes and seeing a greater blood pressure 

reduction with the use of thiazides and calcium channel blockers. Conversely, ACE 

inhibitors, another commonly used class of blood pressure management medications, was 

found to increase the risk of stroke in African Americas, making it an unfavorable 

choice.59 Nonetheless, medicine is never this straight forward. In the management of 

stroke, the PROGRESS trial, a study commonly cited when choosing antihypertensive 

agents for secondary stroke prevention, showed that the use of thiazides and ACE 

inhibitors were efficacious in risk reduction of secondary strokes after an original event.60 

Based on my experiences in numerous neurology rotations, neurologists commonly place 

patients on these medications regardless of race. What is problematic is that the 

PROGRESS trial never studied these medications in African Americans. The study was 

conducted in a population in New Zealand. As I mentioned, another study showed that 
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ACE inhibitors increase the risk of stroke in African Americans. Yet, no one has studied 

what medications are the most efficacious in risk reduction of secondary strokes in the 

African American population. The result is that African American patients who suffered 

a stroke could be placed on certain medications that have been studied in different 

communities and whose efficacy cannot be generalized to minority communities. 

The lack of African American and Hispanic participations in research also has 

implications for our understanding of diseases that affect these communities with either a 

greater frequency or that lead to greater morbidity and mortality than in other ethnic 

groups. For instance, multiple sclerosis has a lower frequency in the African American 

and Hispanic community, but when it does affect patients from these racial and ethnic 

backgrounds it has a more aggressive presentation, leading to a more rapid progression 

and greater disability than in other groups.61 Furthermore, the disease is more treatment 

resistant in these groups than in others.62 At this moment, it is not well understood why 

this is the case, and this lack of understanding leads to an inability to design medications 

and treatments that are patient specific and that can prevent the rapid progression and 

increased disability patients in these communities experience. Breast cancer is another 

disease presenting with genetic differences among different racial groups.63-64 Studies of 

breast cancer tissue from African American women show they are less likely to express 

tumor markers associated with effective response to particular chemotherapeutics. For 

reasons not well understood, African American women with breast cancer tend to be less 

likely to respond to the chemotherapy agents targeting these markers, and therefore 

experience more aggressive and more treatment resistant forms of breast cancer.  
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The lack of participation in research has led to a poorer understanding of diseases 

in these communities, as well as lack of evidence based therapies which are patient 

specific. As such, health outcomes for these patients continue to be poorer than patients 

in other racial and ethnic groups. The lack of understanding of many diseases in these 

communities is not just a lack of participation in research, however. Making this 

assumption implies patient’s responsibility. The medical community at large is also 

responsible, as there is a lack of interest in understanding these differences, and a lack of 

willingness to educate and actively recruit in these communities. Internal to the field 

studies of medical education related to these topics is sparse, although it is not too far 

afield to suggest that physicians from underrepresented minority groups are more likely 

to understand the reasons for mistrust in the medical community, and also tend to be 

more interested in studying these differences in these communities. Although 

multifactorial, one way to increase minority participation in clinical trials to understand 

diseases and factors affecting health outcomes in these communities, and to increase 

treatment/medication adherence, is to increase the patient-physician and 

subject/researcher racial concordance and increasing minority representation in the 

medical field.   

Research-Subject Racial Concordance 

Even though the reasons for limited participation of underrepresented minorities 

in clinical are multifactorial at both the recruitment and retention level of research,65 as 

previously discussed lack of trust in the medical community and racial discrimination are 

important and modifiable factors that prevent research participation. In the previous 

section I included numerous references of studies assessing trust and barriers to 



25 

participation in research by minority groups. One of those studies addressed black 

womens participation in cancer clinical trials, and found that 37% of black women 

preferred to be treated by a black scientist.20 This poses the question of whether 

investigator/participant racial concordance leads to greater participation in clinical trials. 

One case-controlled breast cancer study found that there was a greater willingness to 

participate in the study among black and nonblack women if they interacted with racially 

concordant investigators.66 The results of both a google scholar and PubMed search on 

racial concordance and research participation yielded no research looking at the direct 

effect of investigator-participant racial/ethnic concordance on the participation of 

underrepresented minorities in clinical trials and other research studies. 

One plausible reason for the lack of these studies is the simple fact that there 

aren’t enough underrepresented minorities in the medical field, let alone in academia and 

conducting research. A study by investigators at Florida State University College of 

Medicine found that even though Blacks and Hispanics made up about 38% of the state’s 

population, only 25% of practicing physicians were Black or Hispanic. Even more 

striking, only 16% of academic physicians were Black or Hispanic. This is in comparison 

to white physicians who comprised 65% of the academic physicians. Lack of mentorship 

and institutional faculty development programs, as well as lower career satisfaction, are 

some of the many reasons that has led to a limited number of underrepresented minorities 

involved in academia.8, 67-68 Furthermore, minority medical faculty are less likely to 

receive promotions among academic centers, an issue that can be tied to unconscious bias 

and direct discrimination of minority faculty.69-71 As such, this abysmally small number 

of minority physicians in academic medicine perpetuates a perceived vicious cycle of 
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lack of mentorship and support of medical students, leading to less medical students and 

medical residents pursuing careers in academic medicine. A lack of faculty that looks like 

students and residents might lead minorities to be less inclined to pursue a career in a 

racially/ethnically homogeneous field dominated by white male Caucasian physicians. 

These issues highlight the importance of longitudinal pipeline programs in order to 

provide mentorship at every step of medical training. Although minority faculty 

development is a topic outside of the scope of the present paper, in upcoming sections I 

will allude to ways in which minority pipeline programs can aid in increasing minority 

faculty representation in academic centers, and how some can provide early research 

exposure during the pre-medical years, hence sparking an interest in research, and 

providing early contact with minority physician scientists.  
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CHAPTER 5: PIPELINE PROGRAMS AS TOOLS TO INCREASE DIVERSITY IN 

THE PHYSICIAN TASK FORCE 

 

Due to the tumultuous history between the medical community and minority 

communities in the US and a lack of interest from the medical community in studying 

genetic differences, efficacy of treatment, and social determinants of health, patients from 

racial and ethnic minorities are currently experiencing lower levels of trust in medicine, 

worse health outcomes, poor treatment adherence, and lower participation in clinical 

trials. The question then, is how medical schools can increase the enrollment of 

underrepresented minorities to their institutions. One of the most common strategies is 

revisiting admission criteria, particularly for underrepresented minorities.72-73 Admissions 

committees of different medical schools give additional points to students who bring 

diversity via race, ethnicity, culture, life/work experiences, or socioeconomic 

background. This strategy also includes being more lenient in terms of minimum MCAT 

scores and GPA requirements for students from underrepresented backgrounds and who 

have experienced significant financial hardships. I agree that these strategies are 

necessary given the sociocultural factors that limit the access of minority groups to better 

educational opportunities during elementary and secondary school and that limit their 

performance in standardized exams and college level courses. Nonetheless, there is 

always the concern that admitting students with lesser qualifications will be setting them 

for failure during medical school, leading to poor academic performance, an inability to 

pass medical license board examinations, and ultimately gain residency positions after 

graduation.74 Given this concern, an increasingly used tool to train, support, and 
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appropriately assess minority students interested in the health professions is the 

implementation of pipeline programs.  

The overall goal of most pipeline programs is to expose underrepresented 

minorities to the medical field, provide them with academic support, pair them with 

minority mentors, and ultimately recruit and retain participants into medical school. 

While sharing these general goals, there is great heterogeneity among the pipeline 

programs that exist in the US. Some target middle school and high school students, while 

others focus pre-medical students at different points in their college education.75-86 Other 

differences lie in the curriculums and specific program goals. Some have a research 

focus, with the goal of exposing students to the biomedical science work with completion 

of a poster/research project. Other programs provide students with a mini-medical school 

experience, teaching participants courses such as anatomy, histology, biochemistry, and 

physiology. Finally, other programs focus on a review of courses required for entrance to 

medical school (calculus, organic chemistry, molecular biology, etc.), or even MCAT 

review. Despite the differences in curriculums and target audiences, they all focus on 

exposing minority students to the medical field, making them more competent applicants, 

and pairing them with minority mentors.  

In order to assess the effectiveness of these programs in increasing acceptance and 

enrollment of minority students into medical school, I conducted both a literature review 

and a survey of 22 medical schools with pipeline programs for underrepresented 

minorities in medicine whose stated purpose was increasing diversity in medical 

school.75-86 A PubMed search using keywords “underrepresented minorities,” 

“medicine,” “summer programs,” and/or “pipeline programs” yielded consistently 
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positive results. Three studies found statistically significant increases in the likelihood of 

being accepted to medical school among program participants.79, 85-86 Another found that 

participants in their enrichment program had higher clinical performances and shelf 

scores during third year of medical school.78 Three studies assessed the impression of 

participants on the programs. Students reported that the programs: had a positive 

contribution to adjustment to medical school; increased their knowledge and 

understanding of the role of physician; and adequately prepared them for medical 

school.78, 80-81 It is important to note many of those students who did not attend medical 

school went on to pursue degrees in nursing, dentistry, pharmacy, and biomedical 

sciences, among others.  

This literature review had one significant limitation. There are numerous pipeline 

programs throughout the country who were not represented in the review given that they 

have been unable to publish data on their results. For instance, the University of Miami 

has successfully implemented the MOTIVATION summer enrichment program for over 

thirty years, however, given limited resources and lack of personnel, they have been 

unable to track every participant or publish data on the programs’ results. This sheds light 

into the issue of institutional funding of these programs and being able to prove 

effectiveness and sustainability of these pipeline programs.  

To help overcome this limitation, I surveyed 22 medical schools with pipeline 

programs. I recorded the number of URM program participants and calculated the 

percentage that received acceptance to medical school. I also characterized their 

programs, based on demographic characteristics, types of programming and activities 

delivered and characteristics of each summer program. The pipeline initiatives included 
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summer enrichment programs, post-baccalaureatte programs, high school pipeline 

programs, middle school pipeline programs, and college-medical school conditional 

acceptance programs. Nineteen institutions published data on the number of participants 

in their respective programs and subsequent acceptance to medical school.  A total of 

3196 pipeline participants were identified between 1970- 2001.viii Of these, 1422 were 

reported as URiM out of which, 74% (1046) were successful in gaining acceptance to 

medical school. 

Fifteen institutions implemented summer enrichment programs as part of their 

pipeline initiatives. All of these programs provided courses on biochemistry, anatomy, 

and other basic science courses representative of the first year curriculum of medical 

schools. Many programs also provided MCAT preparation courses, courses in reading 

comprehension and studying skills, as well as clinical exposure and mentoring 

opportunities.  

A 1999 study showed that schools that ranked in the top 25% in number of URM 

students were more likely to have pre-admission programs for URM students. 87 This 

supports the use of pipeline programs as a way to increase the number of 

underrepresented minorities in medicine. As the literature shows, these pipeline programs 

provide students with the academic tools necessary for success on their pre-medical 

studies as well as in medical school. They also expose students to the medical field 

                                                 

viii Although the literature search was looking at program for URiMs based on AAMC’s 

definition, some studies further specified what percentage of program participants self-

identified as URiMs. Three of the programs did not report demographic data on the 

participants after enrollments (even though their participant recruitment target was 

URiMs).80-81, 85 In order to have a more accurate approximation on URiM enrollment, 

these three studies were not included in the analysis.   
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through the perspective of minority physicians, and it provides them with opportunities 

for mentorship and professional development. All of this directly translates to a more 

diverse physician task force. Besides the benefits that a diverse environment brings to an 

academic institution, increasing the number of historically underrepresented minorities 

can increase the access that minority groups have to healthcare, as well as increase their 

satisfaction and quality of health. In addition to increasing the number of minority 

students, pipeline programs also achieve a secondary outcome of increasing the diversity 

of the faculty in these health systems.  Data supports that one factor that attracts minority 

physicians to different health systems is the diversity of the students in the medical 

school.88 All of these factors lead to an increase physician task force in the long run, an 

increased recruitment of underrepresented minority physicians to healthcare systems, 

greater patient-physician racial/ethnic concordance, greater minority representation in 

clinical trials, overall improved health outcomes, and improved health quality, 

particularly in academic centers serving a primarily African American, Latino, or 

socioeconomically underserved communities.  

In addition to increasing the number of underrepresented minorities in the medical 

field, pipeline programs also have positive implications in terms of education of minority 

communities. Those programs targeting middle school and high school students have 

some of the greatest promise as they exposed minority students to different fields within 

healthcare, as well as to STEM fields, hence encouraging an interest in science in 

research. Just as we found in our review, many of those pipeline participants who don’t 

enroll in medical school end up attending either another health science field (nursing 

pharmacy, dentistry), or pursue graduate work in biomedical sciences, leading to greater 
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representation of minorities in research. As discussed earlier, one of the barriers to 

minority participation in clinical trials is a lack of education in research designs and its 

importance for their own communities, as well as society overall.19 By increasing the 

number of minorities knowledgeable on research, this can lead to a greater understanding 

by minority communities of research methods, the goal of research, their rights as 

participants, and its impact in underrepresented communities. Furthermore, when 

minority participants were asked what strategies will lead to greater participation in 

research, greater education on research was identified as a strategy that would increase 

minority participation.19 Pre-health pipeline programs, in conjunction with STEM 

pipeline programs, can therefore help in educating the community, as well as increasing 

the number of minority researchers, all which would likely increase minority 

representation in clinical trials.  

Pipeline programs, particularly those instituted in middle school and high school, 

help improve the educational outcomes of minority students. Educational level alone has 

a positive association with improved health outcomes.89 The implementation of pipeline 

programs can be seen as a tool to improve education, and hence health outcomes. Even if 

program participants don’t pursue a career in the health sciences, many of these programs 

provide stress management tools, mentoring opportunities, studying skills, test-taking 

strategies, and task management skills, all which will benefit these students’ academic 

performance, regardless of the field of study. As such, I argue that these pipeline 

programs improve health outcomes directly through improvement of academic 

performance, and educational level in these children, as well as their long term impacts in 

terms of greater minority representation in the medical field, increased trust in physicians, 
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and the medical community, as well as greater willingness to study minority 

communities, greater participation of these groups in clinical trials, and a greater 

understanding of the medical community (independent of race, ethnicity, or religions), of 

the social determinants of health affecting racial and ethnic minority communities.  
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CHAPTER 6: MORAL DUTY TO INCREASE DIVERSITY IN THE MEDICAL 

FIELD 

Even though it makes intuitive sense to increase the diversity in the physician task 

force, doing so reflects a larger bioethical imperative. Given the fractured relationship 

between the medical field and underrepresented minority communities, academic 

institutions should be responsible for the implementation of programs which will increase 

the number of underrepresented minorities in medicine. This is particularly true in 

medical centers serving a largely African American and Latino community. It is well 

known that physicians from these groups are more likely to serve underrepresented 

minorities and accept patients on Medicaid and Medicare. However, many academic 

medical centers located in urban neighborhoods continue to struggle to have a diverse 

faculty which adequately represents the patient population they serve.  For instance, 

Temple University Hospital is located in North Philadelphia and serves a 

disproportionate number of African American and Latino patients (about 83% of patients 

visiting the hospital), and about 85% of patients are covered by government programs, 

providing care to the greatest volume and highest percentage of Medicaid patients in the 

Commonwealth of Pennsylvania. Yet, the faculty is visibly racially and ethnically 

homogenous, with African American and Latino physicians likely representing less than 

a quarter of the medical faculty at Temple Hospital. As previously outlined, racial/ethnic 

and language concordance is associated with more positive communication, greater 

perceived empathy by patients, increased participatory response, greater trust, increased 

patient satisfaction, and in terms of language concordance, even reduced ED visits in 

patients with diabetes. All of these positive outcomes in racially and ethnically 
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concordant interactions between patients and providers are likely involved with improved 

health outcomes in minority communities. For institutions such as Temple, which serve 

such a large number of minority patients, it is unethical to not increase the diversity of 

their physician faculty, knowing that this will lead to improved patient satisfaction, and 

improved health outcomes. This lack of diversity, which in practice denies patients the 

ability to choose the care they receive is an infringement on these populations’ autonomy.  

Furthermore, allocating extra resources and a promoting greater efforts to 

improve the health outcomes in these communities is an issue of distributive justice. As 

the history lessons from Tuskegee and centuries of slavery have taught us, the medical 

community has exploited, abused, mistreated, and purposely harmed minority groups for 

centuries. These are the groups that continue to have worse health outcomes.91-93 It is the 

duty of the medical community to reduce health disparities across the board, but 

particularly in those communities which have been systematically oppressed and 

underserved by the medical community. In addition to incorporating medical history in 

the medical school curriculum (ie: making books such as Harriet Washington’s Medical 

Apartheid required reading) and emphasizing the different social determinants of health 

affecting minority communities throughout all four years of medical training, one of the 

most important ways to reduce disparities in these communities is via a more diverse 

physician task force. In order to achieve this goal it is imperative to have comprehensive 

approach which will ensure a greater recruitment, retention, and promotion of 

underrepresented minorities throughout every stage of the medical training. One effective 

way of doing so is through the implementation of summer pipeline programs that not 

only increase the number of minorities accepted and enrolling into medical school but 
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also provide minority students with numerous resources to succeed academically in other 

fields outside of medicine, creating more educated minority communities, and providing 

them with greater career and economic success.  

Those who are working for such programs are gaining support. In 2006 the U.S. 

Department of Health and Human Services Health Resources and Services 

Administration Bureau of Health Professions published The Rationale for Diversity in the 

Health professions: A Review of the Evidence, a document which reviewed over 55 

articles supporting the need to increase the diversity in the physician task force. Similar 

to my argument here, they based their recommendations on the racial concordance and 

trust in health care hypotheses. Other bases for their recommendation included service 

patterns and greater professional advocacy by minority physicians in improving health 

outcomes of vulnerable populations (such as minority groups). In their review, they 

recommended a greater diversity in the medical community as it would lead to “improved 

public health, greater access to care, and better interactions between patients and health 

professionals.”94 More recently, the American College of Physicians published a position 

paper in May 2010 outlining the Racial and Ethnic Disparities in Health Care in the US.  

One of their recommendations also urged for a more diverse health care workforce: 

 

Position 6: A diverse health care workforce that is more representative of the 

patients it serves is crucial to promote understanding among physicians and other 

health care professionals and patients, facilitate quality care, and promote equity 

in the health care system. 

 

A. Education of minority students at all educational levels, especially in 

the fields of math and science, needs to be strengthened and enhanced to 

create a larger pool of qualified minority applicants for medical school. 
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B. Medical and other health professional schools should revitalize efforts 

to improve matriculation and graduation rates of minority students. ACP 

supports policies that allow institutions of higher education to consider a 

person’s race and ethnicity as one factor in determining admission in order 

to counter the impact of current discriminatory practices and the legacy of 

past discrimination practices. Programs that provide outreach to encourage 

minority enrollment in medical and health professional schools should be 

maintained, reinstated, and expanded.  

 

C. Medical schools need to increase efforts to recruit and retain minority 

faculty. 

 

D. Efforts should be made to hire and promote minorities in leadership 

positions in all arenas of the health care workforce. 

 

E. Funding should be continued and increased for programs and initiatives 

that work to increase the number of physicians and other health care 

professionals in minority communities.95 
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CHAPTER 7: CONCLUSION 

 

Although racial concordance might improve patient’s views on their healthcare 

providers, a lot of these perceptions are based on the historically negative encounters with 

the medical field. A more diverse physician task force doesn’t only improve health 

outcomes because of the benefits of racial concordance, but it also exposes physicians 

from majority racial and ethnic backgrounds to a greater understanding of the social, 

cultural, and historical barriers to health equity as experienced by minority groups. 

Increasing faculty of color in education provides a broader range of pedagogic techniques 

and more frequent interactions with students, all outcomes which enhance the quality of 

education medical students receive independently of their racial or ethnic background.96 

Furthermore, every physician is tasked with the duty to provide just and benevolent care 

to all patients independent of their own views and biases. This is particularly true of poor 

and underserved communities which often serve as subjects for medical training and 

education, yet continue to have poor health outcomes and experience discrimination and 

unconscious bias by medical trainees of institution located in underserved communities.97 

An early exposure of medical students and physicians to different racial, ethnic, and 

cultural experiences will make every physician, regardless of race, better equipped to 

understand the distrust of minority groups towards the medical community. Ultimately 

this understanding will lead to a better patient-centered physician communication, better 

rapport, greater willingness to participate in clinical trials, and improved health outcomes, 

independently of the providers’ racial concordance with the patient. Not only will this 
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improve health outcomes in underserved communities, but doing so is a bioethical right 

of minority communities. 
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