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EXECUTIVE SUMMARY

Our goal in undertaking this project was twofold. First, we wanted to understand the existing
barriers to increasing the racial and ethnic diversity of the U.S. physician workforce. Second, we
wanted to assess the potential of new legal enforcement, policy change, and community
involvement initiatives for eliminating those barriers.

Although racial and ethnic minorities make up an increasing percentage of the U.S. population,
certain minorities are significantly underrepresented in the U.S. physician workforce. This under-
representation is a problem from several perspectives. It is a problem from an equity
perspective. Full minority participation and representation in education and in health care
delivery has not been achieved. Second, and equally compelling, is the growing evidence that
the scarcity of minority physicians has implications for both health care access and quality of
care.

Our approach to the project encompassed legal research, a review of relevant literature, and,
most importantly, consultation with a broad array of issue stakeholders and subject matter
experts. Because we relied so heavily on consultation, it should not be surprising that this paper
contains a substantial amount of anecdotal information. What must be emphasized, however, is
that we heard the same theme and concern repeatedly in the course of our conversations and
research — that significant change will not occur if we keep doing the same things in the same
way.

In order to understand the barriers to increased physician diversity, we examined the medical
education continuum from pre-medical preparation to leadership development within the medical
profession. We identified a number of barriers and opportunities along that continuum that
should be the focus of efforts to create institutional or systemic change. Although the specific
barriers varied from one phase of the education process to the next, several themes were
consistent throughout. Those themes include:

= The reliance on traditional methods of student and faculty evaluation and assessment that
have the effect of reinforcing the status quo.

= Lack of consistent information, guidance, and mentoring;

= Lack of transparency and accountability for increasing diversity at medical schools and in
residency programs;

= The impact of financial considerations on the career paths of minority and disadvantaged
students;

= The lack of support within academic medical institutions for community involvement by
faculty, staff, and students;

Once we had a grasp of the medical education continuum, we analyzed and assessed potential
strategies for change. We began by identifying “parties of influence” — those institutions and
entities that play an important role in establishing medical education standards and practices.
They include medical schools, residency programs, teaching hospitals, the Association of
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American Medical Colleges (AAMC), and the Accreditation Council for Graduate Medical
Education (ACGME).

We then identified a range of strategies and approaches that have the potential to influence
institutional behavior. They include:

= Civil rights and equal opportunity approaches

= Community benefit approaches based on non-profit status
= Government “purse string” approaches

= Public “permitting” approaches

= Private “licensing” approaches

= Philanthropy approaches

= Marketplace approaches

These strategies suggest a range of potential actors. They include civil rights attorneys;
community benefit advocates; foundations; federal, state, and local legislators and regulators;
federal grant-making agencies; accrediting organizations; and the business community. We also
identified additional groups who are essential parties to any change effort. They are: community
groups, minority medical students, and minority physician organizations.

At the outset we had thought that applying community benefit principles offered the most
promising approach to increasing the diversity of the medical profession. We have come to
believe, however, that community benefits cannot be the sole focus. Our general conclusion is
that there is no “magic bullet.” The key is to transform the norms of the medical education
community, challenging notions about what makes a good doctor and what makes a good
medical educator. This kind of change will only happen through a broad-based effort from both
inside and outside the medical profession that engages individuals and groups and that employs a
range of approaches. We feel that philanthropy — and health foundations in particular-- can and
will need to play a central role in launching such an effort.

We offer two recommendations. The first is to assess the potential for creating a broad base of
political leadership drawn from both inside and outside of academic medicine. This group would
develop and lead a campaign at the national, state, and local levels challenging the medical
education system to confront the issue of diversity in a thoughtful and meaningful way. Our
second recommendation is to begin to develop a broad reform agenda that would address current
barriers to change and identify the most promising approaches to eliminating those barriers.
Although the leadership group should finalize and implement the agenda, some items, such as
supporting pilot efforts by community groups in key states to engage medical institutions, could
be initiated in the interim.

In conclusion, much of what is currently being done to address the issue of physician workforce
diversity will need to continue. At the same time, fundamental change will require a strategy that
strengthens the hands of those who have been leading the efforts, brings in new allies, and takes
advantage of new organizing opportunities.

Community Catalyst, Inc. 1ii



Strategies to Increase Diversity
In the U.S. Physician Workforce

Our goal in undertaking this project was to understand the existing barriers to increasing racial
and ethnic diversity in the U.S. physician workforce, and to assess the potential of new legal
enforcement, policy change, and community involvement initiatives for eliminating those
barriers. In particular, our focus was to explore whether diversity in the physician workforce has
community or constituency organizing potential, and if so, how that potential might be tapped.

We found that understanding the barriers to increasing the numbers and proportions of minority
physicians serving the American public required us to examine the medical education continuum
from pre-medical preparation to leadership development within the medical profession. This is
because the process is long and complex and there are multiple points within it where current
standards and practices can function as barriers. We have identified a number of those points
where effecting institutional or systemic changes might reduce barriers. More difficult to
address, however, are the subtle forces that come into play during the medical education process,
such as deeply ingrained stereotypes and insensitivity to cultural nuance. We know that many of
our observations and conclusions are not new. We also know that some people will probably
claim that both quality of care and quality of scholarship will suffer if our recommendations are
implemented. Nevertheless, the one message we heard throughout our study — and articulated in
a variety of ways -- was that significant change will not come from doing the same things over
and over again in the same way.

Problem Statement

Although racial and ethnic minorities make up an increasing percentage of the U.S. population,
certain minorities are significantly underrepresented in the U.S. physician workforce. Latinos,
African Americans, and Native Americans account for about 25 percent of the U.S. population,
yet they represent only about 6 percent of practicing physicians in the United States. In recent
years, those same three minority groups have made up only about 15 percent of medical school
graduates.! Those groups in particular are the focus of our study, and they are the ones we are
referring to when we use the terms “minority” or “underrepresented minority”.

The continued under representation of racial and ethnic minorities among practicing physicians
is a problem for two reasons. First, it is an equity issue. Full minority participation and
representation in medical education and health care delivery should be a given. The fact that it is
not is related in large part to our country’s legacy of social, educational, political, and economic
inequality. A look at recent medical school application, acceptance, and matriculation numbers
helps put this issue in perspective (Figures 1 and 2).
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Figure 1: Medical School Applications and Acceptances
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Appendix A includes a complete table of information on medical school applications and
acceptances. A few of these numbers bear a closer look. While the number of medical school
applications has generally declined over the last four years, the number of applications from
underrepresented minorities increased slightly in 2000. Nevertheless, the number of
underrepresented minorities actually accepted into medical school was lower in 2000 than in
1999. In the year 2000, approximately 49 percent of white applicants were accepted, and 46
percent of “other minorities” were accepted. In contrast, 43 percent of underrepresented
minority applicants were accepted.

Figure 2: Percentage of Applicants Accepted
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The second reason the scarcity of minority physicians causes concern is that it could affect health
care access and quality. With regard to access, recent research suggests that African American
and Hispanic physicians see significantly more African American and Hispanic patients than
other physicians. It also suggests that physicians from racial and ethnic minority groups are far
more likely than white physicians to treat Medicaid patients as well as the uninsured.” In
addition, medical training programs that recruit and admit students from rural and underserved
areas have been shown to consistently graduate a higher proportion of students who enter
primary care and work in underserved areas.’ Thus it is not unreasonable to conclude that
increasing the numbers of physicians from these groups, and the diversity of the health
workforce overall, will improve access to care, with the longer-term benefit of improving
minority health status.

The concern about quality of care is based on the rapidly shifting demographics of the U.S.
population. In 1995, racial and ethnic minorities made up just over 26 percent of the U.S.
population. Based on current projections, racial and ethnic minorities will constitute 32 percent
of the U.S. population in 2010, and 40 percent in 2030.* This means that health care
professionals, including physicians, will be serving a population with markedly different racial,
ethnic, and cultural characteristics.

People who share the same backgrounds, cultural norms, experiences, and values are more likely
to feel comfortable with each other and to communicate well.” Indeed, there is some evidence
that minorities who can choose their own physicians will choose one who is a member of the
same minority group, even after adjusting for geographic proximity.® Good communication may
well lead to good care. Thus, if the medical workforce does not reflect the anticipated
demographics, then the delivery of quality care could be compromised. This will surely have
broader public health implications.’

In light of the foregoing, it would seem that increasing the numbers of racial and ethnic
minorities in the health professions would be important from a public health perspective, if
nothing else. Indeed, a myriad of publicly supported programs and voluntary initiatives aimed at
bringing in minorities have been ongoing for the past two decades. Yet, the current demographic
profile of and trends among at least one group -- medical school graduates — do not reflect these
efforts. The logical conclusion is that additional approaches must be developed.

Project Origin

For more than a decade, the W.K. Kellogg Foundation has been actively engaged in initiatives
that help medical education institutions keep abreast of important trends in areas such as new
health care delivery systems, changing demographics of the U.S. population, and advances in
medicine and education. The Foundation has devoted considerable resources to building the
racial and ethnic diversity of the physician workforce. A primary focus has been to develop and
support educational “pipeline” programs that would increase the pool of racial and ethnic
minorities who enter the medical profession. While these programs have had a positive impact,
they represent a long-term approach that is difficult to measure.
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Community Catalyst’s expertise is in providing support — legal, technical, health policy, and
organizing — to consumer and community groups so that they can participate effectively in health
system change. We help groups focus on expanding health care access, preserving health
services in the face of market driven restructuring, and improving health care quality. We have
worked closely with community groups across the country on community benefits, promoting
institutional obligations to address the general health and health needs of the communities they
serve, not just the needs of their patients.

In the summer of 2000, the Kellogg Foundation asked Community Catalyst to prepare a briefing
document that would identify new approaches to increasing minority representation in the U.S.
physician workforce. To initiate this project, Kellogg, with support from the Kaiser Family
Foundation, convened a meeting in Washington, D.C., in October 2000. Attendees included
representatives with expertise in medical school administration, minority affairs programming,
civil rights law, community organizing, and philanthropy. The purpose of the meeting was to
begin identifying new opportunities and challenges to increasing minority representation in the
medical profession. That wide-ranging discussion proved enormously helpful in setting a
direction for this project. Many of the points the participants made are captured here.

Study Approach

Our approach to this project encompassed legal research, a review of relevant literature, and
consultation with a broad array of issue stakeholders and subject matter experts. The legal
research and literature review included the following:

=  Documenting the medical education process;

= Identifying and analyzing the applicability of civil rights laws and regulations to medical
training institutions and affiliated organizations;

= Documenting the various types of public funds these institutions receive and any
requirements attached to them;

= Examining any unique charitable or public accountability obligations of educational
institutions that might be analogous to the community benefit obligations of health
institutions;

= Examining regulatory and institutional roadblocks to the licensing of foreign-trained
physicians;

= Reviewing relevant work already done in this or related areas; and

= Looking at other industries and any related statutory or regulatory schemes that might
suggest new approaches.

The consultation component, by far the most compelling aspect of our inquiry, provided valuable
new information and gave the issue a human face. We spoke with more than 40 individuals —
including 15 medical students, both minority and non-minority. In addition to the students, our
key informants included:

= Experts in medical training programs, including individuals with knowledge of and
expertise in medical school and residency program admissions processes and criteria;
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= Policy and regulatory experts in community benefits as they relate to both health care and
non-health care institutions;

* Minority and non-minority physicians

= Experts in civil rights laws, including former staff of the U.S. Department of Health and
Human Services’ Office for Civil Rights

= Experts in minority workforce development issues, including educational “pipeline”
program directors and government officials

= Community organizations and local leadership at several of Community Catalyst’s
partnership sites who could speak to the human impact of the lack of diversity in the
healthcare professions, and who could assess the feasibility of action to promote change.

Because we relied heavily on consultation, it should not be surprising that this paper contains a
substantial amount of anecdotal information. What must be emphasized, however, is that we
heard the same themes and concerns — and even many of the very same words — over and over
again in the course of our conversations. Although we cannot possibly match the eloquence of
many of our informants, we have tried to convey the content of their words in what follows.

A description of the medical education continuum is important to understanding some of the
barriers to greater diversity within the medical profession. This is because there are multiple
points along that continuum where current practices and standards impact the workforce
composition. For our purposes, the starting point will be pre-medical preparation in
undergraduate education, and the end point will be the development of medical school faculty.
We have organized this section to provide, for each educational component, a summary of the
concerns articulated by our key informants and identified in the literature. These concerns are
followed by a more extensive description of each component and additional discussion of the
barriers perceived by our informants.

Medical School Preparation and Application

Summary of Concerns

= Elementary and secondary educational preparation that is highly variable in content and
quality and that has a disproportionately negative impact on minorities;

= Low professional aspirations among minority high school and undergraduate students;

= Undergraduate academic advising that is not always comprehensive or tailored to
minority needs and issues;

= Qver reliance by some medical schools on admissions tools like the Medical College
Admission Test that have a disproportionately negative impact on minority applicants;

= The costs associated with the medical school admissions process;

= Medical school admissions committees that do not have meaningful minority
representation.
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Academic Preparation

Before addressing pre-medical academic requirements, it is important to note that all of the
medical students we spoke with — both minority and non-minority — described the pre-medical
curriculum as extremely rigorous, especially for those whose high school preparation has not
been strong. Key student and educator informants talked about the poor quality of public
education in the country and the disproportionate impact it has on minorities. They all
acknowledged that educational pipeline programs have been helpful in expanding the pool of
minority medical school applicants, that the number of programs should be increased, and that
the availability of the programs should be better publicized. But they also pointed out that such
programs are not enough. They believe the problems with the educational system are so deeply
entrenched that until they are addressed, the minority applicant pool will not expand
significantly.

A different but related issue is that of minority student aspirations. A number of the medical
students we spoke with now volunteer to try to interest minority undergraduates in medical
careers. They are uniformly struck by the low expectations so many minority students have for
themselves. Undergraduates often have an immediate reaction that being a doctor would be nice,
but “there’s no way I could ever become one.” They are generally unaware of educational
pipeline opportunities, and they have no idea what kind of academic program they need. A
consistent message from our informants was that much more needs to be done at earlier levels.
Not only do students need information, but they also need to see role models who can convey a
message of possibility.

The standard pre-medical program for undergraduates includes the following classes at a
minimum:

= A year of physics with lab

= A year of general chemistry with lab

= A year of organic chemistry with lab

= A year of biology with lab

= A year of English with a writing component

= A year of calculus or other advanced math, such as statistics

In addition, most medical schools recommend a broad background in the social sciences and
humanities. Applicants who can demonstrate breadth, focus, and challenge in their
undergraduate coursework are at an advantage.

Good undergraduate academic advising is essential. A number of our key informants, both
educators and students, made the point that many non-minority pre-medical students get advice
from family members or friends in the medical profession. This generally is not the case for
minority students since they don’t have the same kind of access, so it is imperative to make sure
they receive the guidance they need on academic programs, summer opportunities,
extracurricular activities, and the medical school application process.
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Several of our student informants mentioned that the sequencing of science courses is very
important. Too heavy a load may result in poor performance, and too light a load may mean that
not all requirements are completed by the beginning of senior year, which is when medical
school applications are submitted. It is generally recommended that no more than two science
courses be taken in any academic year. Some students who took a number of the science courses
simultaneously in their freshman and sophomore years said the workload was so demanding that
their grades suffered. The result was that they re-took the courses at considerable additional
expense, or they re-calibrated their aspirations and applied to less selective medical schools. It is
possible to lighten the load by taking one of the science sequences in the summer, but this can be
costly. In addition, some pre-medical advisers suggest that a medical school admissions
committee may weigh this against an applicant because it suggests the student can’t handle a
heavy science course load.

Our student informants also said it was important for advising to include guidance about
appropriate summer employment and extra-curricular activities and the medical school
application process as well as preparation for the Medical College Admission Test and the
medical school interview. Several students cited the pre-medical advising program at Xavier
University in New Orleans as a model. Xavier students who might be interested in medical
school are identified early in their freshman year. They then meet on a regular basis with a
faculty adviser for the entire four years. They hear guest lecturers talk about the medical
profession, they receive preparation for the Medical College Admission Test, they have mock
admissions interviews, and their medical school application essays are reviewed. As a result,
Xavier ranks first in the nation in the number of African American college graduates who go on
to medical school.

The Medical College Admission Test

The first step in the medical school admissions process is the Medical College Admission Test
(MCAT). The MCAT is a standardized test developed by the Association of American Medical
Colleges (AAMC)’ and its member medical schools. It is administered in April and August of
each year, and it includes four components:

= Verbal reasoning

= Physical sciences

= Biological reasoning
=  Writing sample

Each of the first three components is graded from 0 to15. The writing sample is graded on an 11-
point alphabetical scale ranging from J to T, with T being the highest grade. The fee for taking
the MCAT is $175, although individuals with “extreme financial limitations” may apply for a fee
reduction and pay no more than $70.'° A number of test preparation companies offer MCAT
courses. The cost of such courses is generally in the area of $500 for an online course to $1300
for a multi-week classroom course that includes lectures, instruction materials, and practice
exams. There are also books of MCAT review materials with practice exams that students can
use for self-study. The consensus among the students we spoke with is that the course and its
accompanying materials are important and helpful not because they increase substantive
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knowledge but because they provide valuable test-taking strategies. Nevertheless, a number of
the students identified the cost of courses and materials as a barrier to adequate preparation.

Underrepresented minority students historically have performed less well than non-minority
students on the MCAT. Figure 3 shows the overall results from the April and August 2000
MCAT administration. Prior year results reflect a similar pattern. Appendix B contains a more
complete table of data from the April/August 2000 MCAT results.

Figure 3: Average MCAT Scores: April and August 2000

10

4 —*—White (N=31,495)

—®— Underrepresented Minorities (N=7,169)

Verbal Reasoning Physical Sciences Biological Sciences

Many of the students we spoke with believe that a number of schools — and particularly public
medical schools -- use the MCAT score alone to determine which applications to consider. Thus
if a student has an otherwise satisfactory record but an MCAT score that is below the threshold,
then the application will not be considered. The MCAT score below which applications will not
be considered is believed to be about 30.

As a standardized examination that many believe functions as the key to higher educational
opportunity, the MCAT is the source of much controversy. Its validity as a predictor of licensing
examination performance and clinical performance has been the subject of a fair amount of
research, most of it published in the AAMC’s journal, Academic Medicine. Some findings from
the research to date are:

= The gap in performance between white students and minority students on the clinical
portions of the medical licensing examination has narrowed over time;'"

=  MCAT scores generally have been consistently more valuable over time than

undergraduate grade point averages (UGPASs) as predictors of performance on licensing
examinations °;
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= The one significant exception to this finding is that Asian American students, who
generally have had the highest mean MCAT scores, perform less well than white students
on the licensing examinations'?;

= The predictive value of all preadmission data varies greatly among medical schools —
from substantial to minimal;14

» Neither UGPAs nor MCAT scores are very reliable in predicting clinical performance'”.

Some admissions officials characterize MCAT scores as the only “objective” information about
an applicant. They reason that academic rigor and grading policies vary from college to college,
teacher recommendations are highly subjective, and personal essays can be heavily edited. The
issue with the MCAT, as with any standardized test, is what it measures, and whether there is a
strong positive relationship between what it measures and the requisite competencies for real
world performance — in this case, for practicing medicine. The research to date suggests that the
MCAT measures an ability to acquire scientific knowledge. The extent to which it measures the
application of that knowledge in clinical performance is less clear.

The Medical School Application Process

Applications to medical school are generally made right after the end of the junior year or at the
beginning of the senior year. They cannot be submitted until the MCAT results are available.
Most medical schools — about 115 of the 125 in the United States -- use the American Medical
College Application Service (“AMCAS”) application. AMCAS is a non-profit, centralized
application processing service that is operated under the umbrella of the AAMC. Its application,
which is similar in concept to the “Common Application” that many undergraduate schools use,
can be completed and submitted electronically.

The application requests the usual information about academic background and extracurricular
activities. It offers the applicant the option of providing information on race and ethnicity. In
addition, it allows the student to identify him- or herself as “disadvantaged.” An applicant
wishing to be identified as disadvantaged must specify whether the source of the disadvantage is
social, economic, or educational. He or she is required to provide information about where he or
she grew up, whether that area was medically underserved, and whether his or her family used
state or federal assistance programs. Additionally, the applicant must provide information on the
family income was, on whether he or she worked while in school, and whether any of the
hardships interfered with his or her educational pursuits.

Once the application is complete, AMCAS prepares a “transmittal notification” for each
applicant that is a summary sheet of pertinent information. This sheet includes MCAT scores,
grade point averages (GPAs)'®, and the name of the undergraduate school. The transmittal
notification is attached as a face sheet to the completed application, and then AMCAS sends the
package to the medical schools designated by the applicant. An AMCAS representative told us
that the transmittal notification format is changing for the 2002 application cycle, which begins
in the spring of 2001. While information about race and ethnicity had been included previously,
now the transmittal notification will only indicate “disadvantaged” status.
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The cost of the AMCAS application is $150 for the first medical school the applicant applies to,
and $30 for each additional school. Most student guides to medical school recommend applying
to at least 10 schools. AMCA uses the same fee waiver process as the MCAT. If a waiver is
granted, the applicant can apply to up to 10 medical schools for free. Additional applications are
$30 per school, just as they are for students without fee waivers.

In addition to the AMCAS application, students must complete each medical school’s own
application which it sends when it receives the AMCAS application. This “secondary”
application requires additional materials, such as letters of recommendation, as well as more
personal essays. Medical schools charge a processing fee for the secondary application, but if a
student has received a waiver of MCAT or AMCAS fees, the medical school will generally
waive its fee as well. Secondary application fees range from $40 to $75 per application.

Once the AMCAS and secondary application have been submitted, the medical school reviews
the materials and determines if it wants to invite the applicant for an interview. Not all
applicants are invited to interview, and the applications of those that aren’t are not considered
further. Those that are invited generally spend an entire day at the medical school, during which
they receive a tour, meet with medical students, and are interviewed by faculty, admissions
officials, and medical students.

Admissions Standards and Criteria

Admissions standards and criteria are developed by each institution within certain parameters.
For example, medical schools are subject to all applicable federal and state laws and regulations
regarding non-discrimination. In addition, medical schools must have policies in place that are
consistent with the requirements of the recognized medical school accreditation body. The topic
of accreditation will be dealt with in greater depth further on, but for now it is important to note
that all U.S. medical schools receiving federal funds for research and/or student financial aid
must be accredited by the Liaison Committee on Medical Education (LCME), a joint undertaking
of the Association of American Medical Colleges (AAMC) and the Council on Medical
Education of the American Medical Association. Accreditation standards applicable to
admissions include the following:

“The faculty of each school should develop criteria and procedures for the selection of
students, which should be published and available to potential applicants and to their
collegiate advisors.”

= “To further the accomplishment of its purposes, each medical school should have policies
and practices addressing the gender, racial cultural, and economic diversity of its

students.”

= “There must be no discrimination on the basis of sex, age, race, creed or national
origin.”"’

= “The student body should be drawn from a wide spectrum of economic backgrounds.”

Community Catalyst, Inc. 10



Multiple factors are used in the admissions process, although not all schools may use all factors,
and the weight accorded to different factors may vary. Factors viewed by admissions officials as
having high or moderate importance are:'®

= Prior academic performance
= Standardized test performance (MCAT)
= Selectivity of undergraduate school

Other factors include:"’

= Content and breadth of scholastic preparation

= Oral and written communication skills

= Community service activities

= Extracurricular accomplishments

= Achievement in scientific research and/or medically related service

= “Diversity” of experience in a variety of areas, including, for example, such things as
professional or educational experience, family or cultural background, and avocation
activities

A number of our student informants, including one student who served on the school’s
admissions committee, expressed concern about an over reliance on numerical criteria,
specifically the MCAT score and the science GPA. With regard to the GPA, the research cited
above suggests that it is not a reliable predictor of clinical performance. With regard to
selectivity of undergraduate institution, at least one study suggests that using such a criterion
may not be necessary, and further, that “use of institutional selectivity indices or categorizations
may discriminate against applicants with other desirable characteristics who have been granted
degrees from less selective undergraduate institutions.””

Despite their concern, most of our key informants felt that medical schools would continue to
rely on numbers in the admissions process because it is less labor intensive for the admissions
staff and committee, and it avoids potential affirmative action challenges, even if the result is a
less diverse profession. It is worth noting here the findings of a 1997 study documenting the
experience of students at one medical school who were admitted through a special admissions
process that used race as a factor. The difference between the graduation rate of these “special
consideration” students and that of “regular admissions” students was minimal. Furthermore,
there was no difference in the completion of residency training or performance evaluation by
residency directors. The authors concluded that “[ AJn admissions process that allows for
ethnicity and other special characteristics to be used heavily in admission decisions yields
powerful effects on the diversity of the student population and shows no evidence of diluting the
quality of graduates.””!

The AAMC staff has developed a workshop to help admissions committees use non-cognitive
variables in assessing minority applicants. The workshop includes interviewing strategies as
well as background on multiculturalism and the predictive value of cognitive factors. The non-
cognitive factors that the workshop focuses on are leadership, realistic self-appraisal,
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determination and motivation, family and community support, social interest, maturity and
coping capability, and communication skills.”* According to AAMC staff, the program’s
effectiveness has yet to be evaluated, although that is slated to happen this year. However, one
of our key faculty informants noted that the effort is valuable even if it only introduces
admissions officials to a different and broader way of thinking about applicants.

Admissions Committee Composition

Admission decisions are made by an admissions committee. The composition of the committee
varies from school to school. In addition to faculty and administrators, some medical schools
also include students on their admissions committees. Accreditation standards provide that
“[T]he selection of students for the study of medicine is the responsibility of the medical school
faculty through a duly constituted committee. Persons or groups external to the medical school
may assist in the evaluation of applicants, but the final responsibility must not be delegated
outside the medical faculty.”*

The overwhelming majority of students we spoke with felt very strongly that there should be
minority representation — and preferably minority student and faculty representation -- on
admissions committees. They saw a need for someone who can appreciate the minority applicant
experience and function as an advocate within the committee. They felt this was especially
critical to counter any over reliance on numerical criteria. Several students also felt that the
minority community as a whole should be represented on the committee. Their rationale was
twofold. First, they believed medical schools are very inwardly focused, so that they need to
hear from “end-users” about what qualifications make a good physician. Second, they thought
that including a minority community member on a medical school’s admissions committee
would serve as a powerful public declaration of a commitment to building diversity and
addressing the issues of the underserved.

The Medical School Experience

Summary of Concerns

= Limited options for medical school financing, with the result that most students graduate
with massive amounts of debt;

= Limited subsidized clerkship opportunities;

= Highly variable recruitment and academic and social support and retention efforts among
medical schools;

= Highly variable community involvement initiatives among medical schools.

Medical School Costs

A medical education represents a significant investment. Average tuition and fees for first year
students in 2000 ranged from $12,033 at public medical schools for in-state residents to
$29,823 at private medical schools.** Living expenses are additional, and most schools estimate
that they will range from $7,000 to $12,000 a year, depending on the cost of living in the area
and the type of living arrangement the student chooses. Loans, scholarships, and other types of
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financial assistance are available depending on need. For example, the military branches and the
U.S. Public Health Service offer assistance in exchange for a post-graduate practice
commitment. Still, the average educational debt of all students graduating from medical school
in 2000 is $80,331.%

A number of our interviewees suggested that certain federal policies on financial aid might
function as a barrier to greater diversity among medical school student bodies. First, federal
regulations provide that institutions receiving federal funds — as all medical schools do -- may
extend financial aid only to individuals who are U.S. citizens or those with permanent resident
status. Some informants suggested that this often keeps minority students who may not yet be
U.S. citizens or have permanent resident status from even considering medical school if they
don’t have independent means. Second, many federal loan programs now require a credit check
for loan applicants. Because minority medical school applicants are disproportionately from
disadvantaged backgrounds and may have had limited ability to establish credit, this requirement
might close off a critical subsidized financing option.

Educational debt is a problem for a large number of minority and non-minority medical school
graduates, but there is reason to believe that the burden falls disproportionately on minority
graduates. Some data show that the debt of minority students is higher. One reason may be that
minority students often take longer to graduate. Another may be that credit issues force many of
them to rely on high-cost, unsubsidized loans.”® Whatever the reason, the prospect of such a debt
burden almost certainly discourages the kind of broad participation in medical education that is
necessary to achieve a diverse medical profession.

Graduating with substantial debt also has an impact on minority physician career paths,
according to several of our educator informants. Highly qualified minority residents who might
otherwise seek a career in academic medicine may feel they can’t afford to spend the time
necessary to train when they can go into practice immediately after their residency and make a
fairly good living.

Medical School Curriculum

The medical school curriculum is developed by the individual medical school, but it is subject to
the broad requirements of the LCME. In addition to basic science requirements, medical schools
must teach ethical, behavioral, and socioeconomic subjects pertinent to medicine. Recently,
medical school faculty and students have also been required to “demonstrate an understanding
of the manner in which people of diverse cultures and belief systems perceive health and illness
and respond to various symptoms, diseases, and treatments.” Schools will be reviewed on these
criteria for the first time this year, but a number of our key informants have indicated that the
existence of this standard has prompted schools to institute cultural competency programming
even if their next accreditation site visit is years away. Open questions about cultural
competency programming include how to define it, what kind of training is most effective, and
how to measure success. Several students and faculty we spoke with said that their medical
schools already have courses that touch on these issues, but they felt that more could be done.
Two of the students suggested that minority students could be very helpful in program
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development. These same students noted that an effective way to teach cultural competence is to
have a diverse medical school class. That way, students can learn from each other.

While the first two years of medical school are primarily classroom based, the second two years
consist primarily of clinical training. Students do rotations — or “clerkships” — in both inpatient
and ambulatory care settings in a variety of clinical areas. LCME accreditation requirements
specify that a medical school must have written agreements with their clinical affiliates that
define the responsibilities of each party. Medical students actually undertake patient care duties
during their clerkships, supervised by medical school faculty and medical residents.

Clerkships are critical to clinical training, but they also provide students with early exposure to
residency programs and the programs’ directors. Students who perform well during a particular
clerkship often have a significant advantage in the residency program application process. As
will be discussed more fully below, a number of our key informants who have served as medical
school faculty or residency program directors said that a critical step in the long journey to the
ranks of medical leadership is to participate in one of the “elite” residency programs. Several of
our informants noted that opportunities to do clerkships in certain “elite” teaching hospitals
would be important in getting minority students on this medical leadership track. Often,
however, elite programs and the hospitals and medical schools with which they are affiliated
provide little outreach to those students. Additionally, the costs of traveling to and living in a
distant city can be prohibitive unless the home medical school or the sponsoring program
subsidizes the student.

Medical Student Recruitment

A recurring issue in our conversations with medical students and faculty was that medical
schools tend to put more resources into recruiting minority students than into supporting and
retaining them. Medical schools will sometimes subsidize campus visits for prospective
minority students and otherwise try to entice them to select the school. The reality, when they
actually enroll, is often that there are very few services specifically tailored to minority student
needs.

Several students reported that while their schools had strong recruitment programs, the burden of
program planning generally fell on minority students themselves. At one school, minority
students felt it was important to have an all-day program that brings minority pre-med students to
campus, gives them a tour, introduces them to faculty members, and generally describes what the
medical school experience is like. Such a program has been implemented, but while the school
itself provides some financial and administrative support, it is student-initiated, and student-run.
At another school, the minority student organization sponsors a weekend program to encourage
accepted minority applicants to choose that school. Again, the school provides some financial
and administrative support, but minority medical students do all of the planning. In both cases,
the students indicated that they felt it is important for them to meet with minority pre-meds and
potential students. But they added that the program responsibility is a substantial burden for full-
time students to assume. Moreover, they felt that it should be the school’s job.
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Medical Student Support and Retention

Medical student well being — physical, psychological, and academic — is addressed in LCME
accreditation standards. For example, medical schools are expected to

= Have an effective system of personal counseling for students that includes programs to
promote mental well-being and facilitate adjustment to the physical and emotional
demands of medical school;

= Have standards of conduct in the teacher-learner relationship, and procedures for
reporting violations of the standards without fear of retaliation;

= Have a system of academic advising and career guidance for students.

The AAMC’s annual guide, “Minority Student Opportunities in United States Medical Schools,”
provides a range of information for each of the 125 accredited U.S. medical schools about
minority enrollment and support programs. The majority of medical schools indicate that
diversity programs exist in some form. But our student informants suggest that the level of
academic, social and psychological support actually provided varies significantly among
different schools.

Many of our physician and medical student informants talked about how grueling, isolating, and
stressful medical school can be. They emphasized the importance of having adequate
institutional supports, especially for minority students who often account for only a very small
part of the class. We were told of incidents in which fellow students and faculty made comments
that reinforced stereotypes and negative views of racial and ethnic groups. We were told of
medical school administrators who clearly were not interested in addressing these issues. Some
students even said they had observed subtle retaliation against students who had complained. In
one case, a fairly serious issue was not addressed until the students went outside the medical
school and obtained support from local minority physicians.

Several of the people we interviewed stressed the importance of academic support as well.
Students from two different medical schools said that a disproportionate number of minority
students have to repeat courses, or even repeat years. Data on this issue is difficult to come by.
One administrator at a historically black medical school put the attrition rate for
underrepresented minorities at 14 to 16 percent in each of the last several years. She felt that
most medical schools are not forthcoming with this data partly because they don’t provide the
support services.

A number of the students we spoke with felt medical schools need to acknowledge that the
effects of poor academic preparation are not necessarily erased by undergraduate education,
post-baccalaureate programs, or special enrichment or preparatory programs. They also said
schools need to acknowledge that the medical student who has some academic struggles because
of poor preparation will not necessary be a bad physician. While some students are
appropriately terminated from programs, our key informants felt that the medical school has an
obligation to do everything possible to retain the students it has accepted. This is consistent with
the view of the medical school administrator cited above. She believes that a true commitment

Community Catalyst, Inc. 15



to the principle of equal representation requires active, well-advertised academic support
programs. In her view, anything less equals lip service.

Finally, a number of students felt that the scarcity of minority faculty and lecturers affects
retention rates among minority medical students. Several students commented that virtually
none of their classes had been taught by minorities, even though there were highly qualified
minority physicians in the community who would have been willing to participate. One student
reported that although the county medical examiner, who happened to be African American, had
expressed an interest in lecturing a class on forensic medicine, the medical school used a non-
minority lecturer. A number of the students observed that minority faculty serve as role models,
but their existence also makes the statement that the medical school is committed to diversity.

A consistent theme among the students we spoke with was that medical schools should have a
minority affairs function. They also stressed that the program should be adequately funded and
staffed, and that it should have some real power within the school. They acknowledged that
many medical schools do have programs, but said their effectiveness varies. One student
described his medical school’s efforts as “window-dressing.” Even students who felt their
administration was generally receptive to their concerns expressed a need for effective programs.
Students who had observed or personally experienced racial insensitivity or retaliation for
complaints felt that such programs were critical. Our informants suggested that the minority
affairs function do the following:

= QOversee minority recruitment, including recruitment program planning,

= Have representation on the admissions committee,

= Serve as a “safe haven” for students with concerns,

= Serve as an intermediary or advocate where necessary between minority students and
faculty or administration,

= Have regular access to the dean to discuss and resolve issues.

In summary, the students felt that minority retention would be greatly enhanced by the existence
of such a function.

The Medical School and Community Interface

Community outreach and support for student participation in community service also appears to
vary greatly among medical schools. One medical school faculty member saw a significant
discrepancy between what the admissions committee looks for in an applicant and the support it
provides students who want to do volunteer work. In all of the medical school admissions criteria
we’ve reviewed, a student’s involvement in community service — and particularly in medically
related community service — is given prominent placement. When students actually matriculate,
they often find only passive support for these activities.

A number of students commented that they became involved in community service only through

student-organized efforts. Some schools do try to link students with community service
opportunities, but they usually just publicize opportunities through mechanisms such as e-mail
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and electronic bulletin boards. Affirmative efforts by the school to place students, encourage
faculty member participation, or develop school-sponsored programs are not common.

Several students felt community service was difficult to fit into their academic schedules. They
suggested that medical schools could demonstrate a commitment to such activities by adopting
schedules that provide time for such service. One medical school that does support students
looking for community service opportunities has revised its schedule so that classes are held
primarily in the mornings. The afternoons are left free for service opportunities.

Graduate Medical Education

Summary of Concerns

= Lack of transparency and accountability in the residency admissions process;
= The autonomy of residency programs in designing selection criteria;
= The pervasive nature of informal criteria in identifying candidates

Residency Program Admissions Process

Upon graduation from medical school, students who want to practice clinical medicine must
complete a residency program. This phase of training is referred to as graduate medical
education (GME). Successful completion of a residency program is also a prerequisite to
obtaining board certification in a medical specialty.?” There are over 7,000 residency programs in
the United States. While the majority of them are based at teaching hospitals, some are
administered through community health centers and other sites. These programs vary in length
from one to seven years.

Students apply to residency programs in their area of interest midway through their fourth year
of medical school. The application includes letters of recommendation, summaries of clinical
experience, scores on Steps 1 and 2 of the licensing exam, and grades. Like the medical school
application, the residency application is standardized, and it is obtained, completed, and
submitted electronically. Residency programs can review and sort applications using their own
criteria.

Residency Program Admissions Criteria

Upon receipt of the applications, residency program directors select a subset of the applicant
pool to bring to the teaching facility for interviews by program faculty. The Accreditation
Council of Graduate Medical Education (ACGME) establishes minimum eligibility and selection
criteria for program applicants. The ACGME is a voluntary association of the Association of
American Medical Colleges (AAMC), the American Board of Medical Specialties (ABMS), the
American Medical Association (AMA), the American Hospital Association (AHA), and the
Council of Medical Specialty Societies (CMSS).

To be eligible for a residency program, an applicant must have graduated from a medical school
accredited by the LCME or the American Osteopathic Association (“AOA™).*® The sponsoring
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institution — that is, the hospital or other facility -- must ensure that programs select from among
eligible applicants on the basis of their preparedness, ability, aptitude, academic credentials,
communication skills, and personal qualities such as motivation and integrity. Programs must
not discriminate with regard to sex, race, age, religion, color, national origin, disability, or
veteran status. The sponsoring institution must actually have written policies and procedures for
recruiting and appointing residents that comply with the ACGME requirements, and it must
monitor program compliance with them. If a residency program enrolls an individual who does
not satisfy the eligibility requirements, the ACGME has the authority to withdraw the program’s
accreditation.

Beyond the threshold ACGME requirements, residency programs are free to establish their own
admissions criteria. These generally are not publicly available. Some programs, for example,
are thought to use minimum United States Medical Licensing Examination scores to determine
which applicants to interview. This can adversely affect minority candidates who typically
score lower than non-minority students on many standardized tests. In addition, academic faculty
and residency program administrators have told us that some elite residencies may automatically
rule out applicants from medical schools they consider to be less competitive. At least one of our
informants suggested that the historically black medical schools might be viewed as less
competitive by some programs. These perceptions, even if unsubstantiated, could limit minority
candidates by discouraging them from applying to certain programs. The general lack of
transparency in the residency program admissions process has contributed to a perception that
residency programs are not accountable to any organization except, perhaps, the ACGME.

We were also told that a variety of informal factors influence the choice of potential residents.
Students can position themselves well before their fourth year of medical school by, for example,
working with key program faculty during their clerkships or conducting research with prominent
individuals in the medical specialties that interest them. In addition, family connections are
sometimes relevant. Our key informants emphasized that medical schools need to be aggressive
in making such “contact” opportunities available to minority medical students.

A concern voiced in several of our interviews is that the standardized application does not
include racial or ethnic identifiers. Although we were told that minority applicants could
sometimes be identified through their letters of recommendation or personal statements, the
absence of any formal way to acquire such information essentially means that residency
programs need to work harder to recruit diverse candidates. Those programs that are committed
to diversity will take the time to do this. Those that aren’t will not.

Early identification of diverse candidates is critical to a robust recruitment process. Our key
informants say that it is important to begin the efforts to establish a relationship with the
applicant and encourage him or her to follow through on the application. Programs that are
committed to diversifying must take steps to foster a sense of community, comfort, and
commitment between the applicant and program. The strategies our informants recommended
include hosting social events for prospective minority applicants, ensuring that minority
applicants are interviewed by minority faculty or one of the program leaders, and maintaining
constant communication between house staff, faculty, and applicants.
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On a final note, when we tried to locate both general and specific data on diversity in residency
programs, we were unsuccessful. It apparently is not collected by the AAMC in any systematic
way, nor does it appear to be readily available from any other source. The absence of such data
contributes to the impression that residency programs wish to avoid scrutiny on diversity.

The National Residency Matching Program

Once the interviews are completed and the residency program identifies the applicants it is
interested in, both the program and the student rank their choices and submit them to the
National Resident Matching Program (NRMP). The NRMP is a private, not-for-profit
corporation sponsored by the same five organizations that form the ACGME.

The NRMP fills positions through a matching algorithm that uses the rank order lists submitted
by applicants and programs. If the applicant cannot be matched to his or her first choice
program, an attempt is made to place him or her into the second choice program, and so on, until
a “tentative” match occurs. Matches are tentative because an applicant who is matched to a
program at one point in the process may be removed at some later point to make room for an
applicant who is ranked higher on the program’s list.>’ When all applicants have been
considered, the match is complete, and all tentative matches become final. Matches between
applicants and programs constitute a firm commitment between the two parties. Generally,
around 95 percent of students participating in the NRMP are matched in a typical year. All U.S.
residency programs are encouraged but not required to participate in the NRMP. The
overwhelming majority of them do participate.

Although the NRMP matching process seems entirely quantitative, key informants who are
familiar with it say it is not. A variety of strategies enable a residency program to manipulate
the outcome of the NRMP match. Programs typically rank all of the candidates they have
interviewed, and they also have a fairly good sense of the “matching range” on their rank order
lists. Thus they can rank less desirable candidates toward the bottom with some assurance that
those applicants will not end up in the program. Some of our informants feel that this provides a
degree of “cover” for program directors. They can say that they included minorities on their
rank order list, even though they ranked them out of matching range. Program directors also
hold some slots in reserve outside of the NRMP process. Once the match is completed, program
directors can offer those slots to specific students.

Medical Resident Employment Status

Students receive notification of their residency program “match” in the March before medical
school graduation, and residency programs begin on July 1. During their residencies, interns and
residents -- who are often referred to as house staff -- receive stipends and benefits. They also
treat patients under the supervision of the teaching facility’s faculty. The National Labor
Relations Board recently clarified resident and intern employment status ruling that residency
programs are “employers.” Thus interns and residents are considered “employees” for purposes
of the National Labor Relations Act,*® with the power to organize and engage in collective
bargaining. To date, few house staff have done this.
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In spite of the fact that residents are considered employees of the sponsoring institution, several
of our key informants stated that residency programs generally operate fairly autonomously with
respect to the teaching hospital’s administrative structure. The hospital’s chief executive officer
is viewed as having little influence on program operations, even though department chairs may
report to him or her. If the facility has diversity programs or strategies, they generally are not
seen as extending to the residency program in any meaningful way.

Post-Residency Fellowships

Upon completion of the residency, some physicians enter a fellowship program in a subspecialty.
The value of such programs is that they qualify the physician to practice in a subspecialty and
better position him or her for a faculty appointment. Fellowship programs vary in length from
one to several years, and they pay stipends. Programs are limited, and so they are fairly
competitive.

Our key informants noted that such programs, like residency programs, are difficult for
minorities to penetrate, and for the same kinds of reasons. The fellowship selection process is
viewed as being highly political, so it is critical for the applicant to have made the “right”
contacts and done the “right” kind of work — both technical and interpersonal -- in the residency.
Minority residents may not completely understand the process, or may not know how to access
the critical contacts. In the absence of a mentor or some other form of guidance, minority
students often find these opportunities hard to come by.

Physician Licensure

The licensure of physicians is a function of each individual state. All states require physicians to
pass the three steps of the United States Medical Licensing Examination (USMLE). Step 1 of
the USMLE is an eight-hour multiple-choice exam that measures basic science knowledge. Step
2 is a nine-hour multiple-choice exam that tests the medical knowledge and clinical
understanding essential for providing supervised patient care. Step 3 consists of an eight-hour
multiple-choice exam and an eight-hour computer-based case simulation exam. It tests whether
the student can apply medical knowledge and has the sound understanding of biomedical and
clinical science essential to the unsupervised practice of medicine.

Step 1 is usually taken at the end of the second year of medical school. Step 2 is usually taken at
the end of the fourth year of medical school. Step 3 is taken after graduation from medical
school. Passage of all three parts is required for licensure in every state. The fee for Steps 1 and
2 is $385 for each. The fee for Step 3 is $530. There does not appear to be any fee waiver
program.

In addition to passing the USMLE, applicants for licensure must have completed an accredited

residency program. The minimum length of the program varies among states. Some states
require completion of a one-year program, but most require that it be a three-year program.
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State medical licensing authorities also require applicants to provide information about work
history and medical history -- specifically, any history of drug use or emotional or mental illness.
Applicants must report prior arrests and convictions as well.

After initial licensure, physicians must periodically renew their licenses and provide updated

information on their practice history. Many states also require that physicians complete a
specified number of hours of continuing medical education during each licensing period.

Minority Faculty Development

Summary of Concerns

= Lack of consistent information and guidance, especially early in the medical education
process when students need to develop the appropriate credentials;

= Elite residencies disproportionately produce the academic medical leadership;

= Academic faculty careers pay less and require a significant time commitment to research
teaching and patient care, which can be a disincentive for students with high debt,
personal financial obligations, or an interest in “giving back™ to their community;

= Minority faculty are often subject to a “color tax” of additional diversity-related
responsibilities beyond the usual research, teaching and patient care duties;

= Promotion criteria for faculty positions are inflexible and disproportionately reward non-
minority physicians.

The Link Between Elite Residency Programs and Medical Leadership

The choices to be made upon completion of residency and fellowship programs present a
significant target for efforts to increase workforce diversity. At this juncture, new physicians
often decide whether to pursue a career in academic medicine. Our key informants in academic
medicine stress the importance of attracting minority physicians into such careers. They believe
that a critical mass of diverse physicians in leadership positions at key institutions is necessary to
ensure an emphasis on — and sensitivity to — diversity. They also feel that it is essential to
changing the culture of medicine.

They say, first of all, that a visible presence of minority faculty in teaching hospitals and medical
schools improves the ability of those institutions to recruit and retain other minority faculty and
students. Although the number of diverse faculty has increased over time, minorities are still
significantly underrepresented, and their rate of promotion still lags behind that of non-minority
white faculty.’’ Many medical schools have said they want to reduce these disparities, but the
faculty we interviewed said they don’t feel these efforts will be successful without a change in
the academic culture and an active, committed, visible institutional leadership.

Our key informants in academic medicine all observed that retaining minority students in an
academic medical environment assumes even greater importance in the elite residencies. They
all agreed that medical leadership in the United States — whether in medical schools, academic
medical centers, government or private industry — is disproportionately drawn from this small
group of programs. If meaningful change is to occur, then the culture in those programs must be
challenged so that a truly critical mass of minority faculty is developed in the areas of teaching,
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practice, and research. A core of minority leadership in elite institutions may be able to influence
the clinical and research agendas within medicine.

Our informants stated that in order to promote career progression into academic medicine,
minority students must be encouraged and supported to remain at the academic medical
institutions after completing their residencies. This is because faculty positions require the
development of expertise in research and clinical medicine in the post-residency years. To the
extent that a disproportionate number of minority students are economically disadvantaged, the
choice to remain at an academic institution can be a difficult one. For example, positions in
academic medicine typically pay significantly less than private practice. ** This is a particular
problem for young physicians who must begin paying off the significant debt they accrued
during their medical education. In addition, we were told that the current practice of incurring
greater financial liability when requesting loan forbearance is a significant consideration.

Another perceived barrier is students’ misperception about what academic physicians actually
do. Many students aren’t aware, for example, that many faculty have active patient practices.
Most of the minority faculty we spoke with felt that they and some of their colleagues try to
guide students toward academic medicine by emphasizing the positive attributes, such as

= The ability to see patients

= The advantages of working in a challenging stimulating clinical and research settings
= The opportunity to teach and mentor other medical students

= An opportunity to impact the academic medical culture

But these faculty members also expressed concern about the lack of resources for mentoring
students effectively. Although mentoring is recognized as beneficial for all students, no national
or centralized resource provides information on program models or best practices. Thus, faculty
tend to work in isolation to create programs from scratch and to secure funding.

Physicians from disadvantaged backgrounds may also shy away from an academic career
because of their interest in “giving back” or practicing in disadvantaged communities.”> Entry
into academic medicine seems to conflict with this interest. If opportunities for engaging with
disadvantaged communities could be created within the academic culture, then academic
medicine might be more attractive. A necessary pre-condition, however, would be to ensure that
such “giving back” is actually rewarded by the academic medical structure and not viewed as an
impediment to professional advancement.

Finally, our minority faculty informants note that the “Color Tax” functions as a disincentive for
minority students considering academic careers. The “Color Tax” has been described as an
expectation that minority faculty will assume responsibilities beyond those of other faculty,
representing the minority perspective on numerous academic and administrative committees and
actively fostering a sense of community among students and faculty of color. Because minority
faculty are relatively few, the expectation that they can and will take significant responsibility for
their school’s diversity efforts can become overwhelming. There is usually no formal
recognition of how this burden limits the time they can devote to their required research,
teaching, and clinical activities.

Another aspect of the “Color Tax” is the pressure -- not entirely self-imposed -- to exceed the
achievements of non-minority counterparts just to be seen as equivalent. Several informants felt
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they had to constantly battle the perception that they were less capable, or that they had been
selected under a “lower” affirmative action standard. They felt this was a significant additional
burden for both minority students and physicians.

Faculty Appointments and Promotion

Faculty positions in academic medicine — and particularly those that are tenure track positions --
are subject to fairly selective criteria. Junior faculty need to establish a balance between clinical
medicine and research. Obtaining the necessary research experience and credentials means
obtaining research funding. Our informants suggested that this hurdle could be overcome by
creating institutional programs that help physicians secure funds or that actually provide them.

Medical faculty are appointed, promoted and tenured based on criteria which include performing
rigorous, scholarly research and publishing articles and materials in peer-reviewed journals and
other academic outlets. Grant awards from the National Institutes of Health are particularly
helpful. Although some medical schools and other academic institutions have begun to consider
and develop broader, more flexible criteria, research and publication continue to be the
universally accepted measures.

In reviewing the literature and interviewing various faculty, we have seen a growing interest in
broadening the criteria to encompass non-traditional endeavors such as community service.
Some schools have begun to experiment with novel criteria. But until new standards are
commonly accepted, faculty who are committed to teaching, mentoring, serving the community
and engaging in committee and planning work that encourages their institutions to increase
diversity, will still suffer the disadvantages of taking time away from their “scholarly” activities
to do so.

Another concern we heard repeatedly is that quantity seems more important than quality in the
academic promotion criteria. There is a perception that promotions often reward those who
publish most often or receive the largest grants, putting many of those who are committed to
doing things in a conscientious and responsible fashion at a disadvantage. Indeed, the view was
that these successes were as likely to represent a sophisticated understanding of how to work the
system and how to be a member of the “club” as they were with excellence.

The quantity/quality concern was voiced most clearly and most often with regard to community-
based research. The faculty researchers we spoke with specifically noted the tradeoff between
efficiency and engagement in performing community-based research. Their concerns centered
upon researchers who maximize their efficiency conducting research and publishing results and
receive the most favorable consideration for promotion within the academic setting. In their
view, individuals doing such research have an ethical obligation to establish relationships with
their subjects. It could include strategies for recognizing the community’s existing needs and
clarifying the purposes and potential benefits of the research on the community. Our key
informants cited examples of communities that had been studied repeatedly and believed that the
research results would directly benefit them. The proper approach requires significant time and
effort, but it is critical to preventing community members from developing false expectations. By
spending the additional time necessary to work responsibly, a researcher may generate similar
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outcomes yet produce less measurable work when evaluated according to the number of
published articles.

Foreign Medical Graduates

Summary of Concerns

* The money and time that foreign-born and -trained physicians seeking to practice in the
United States must spend on licensure requirements

= The question of bias in the process that determines which medical schools are listed in
the World Health Organization’s World Directory of Medical School

Educational Requirements

One of the points made by a number of our key informants — particularly those who work with
grassroots community groups — is that foreign-born and -trained medical graduates represent an
important resource for increasing access to health care and diversifying the U.S. physician
workforce. Foreign medical graduates (FMGs) are a source of controversy within the organized
medical profession.’® As policymakers grapple with an oversupply and flawed distribution of
physicians, certain groups have pressured them to address the problem by reducing the number
of FMGs who enter residency training programs.> Other groups take a more moderate approach,
in part because their constituency includes FMGs.*®

A prerequisite to medical practice in the United States is completion of an approved residency
training program. This applies whether the foreign-trained individual is a new medical graduate
or has been practicing medicine for years in his or her own country. In a previous section we
addressed the process and requirements applicable to graduates of U.S. medical schools. The
residency training process is more complicated for FMGs. They must obtain a valid certificate
from the Educational Commission for Foreign Medical Graduates (ECFMGQG), an entity that is
sponsored by the AAMC.* To obtain a certificate, the FMG must:

=  Meet all ECFMG examination requirements;
= Be a verified graduate of a medical school listed in the World Health Organization’s
World Directory of Medical Schools.

The ECFMG examination requirements are passage of the first two parts of the U.S. Medical
Licensing Examination, passage of the Test of English as a Foreign Language (TOEFL), and
passage of the ECFMG-administered Clinical Skills Assessment (CSA).

Immigration Issues

In addition to meeting the ECFMG requirements, FMGs who are not U.S. citizens or who do not
have permanent resident status must qualify for one of two types of visas. The first is the

Exchange Visitor Program J-1 visa. The ECFMG sponsors the physician for the J-1 visa, which
is designed for foreign nationals who ostensibly are interested in the exchange of knowledge and
skills in education, arts and sciences. Once a graduate medical education program is completed,
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the holder of the J-1 visa must return to his or her home country. If the J-1 visa holder wants to
apply for permanent resident status to practice permanently in the U.S., he or she must remain
outside the country for two years. Waivers of this two-year requirement are available in the
following situations:

= The U.S. Immigration and Naturalization Service (INS) determines that a U.S. citizen or
permanent resident spouse of the visa holder would face exceptional hardship if forced to
leave the U.S.; or

= The INS determines that the visa holder would face persecution if he or she returned
home; or

= The visa holder has a statement of support from an interested U.S. government agency
such as the Department of Veterans Affairs or the Appalachian Regional Commission; or

= The visa holder has a statement of support from a state department of health or its
equivalent.

The individual must also obtain a letter from his or her own government stating that it has no
objection to a waiver, and he or she must demonstrate a bona fide job offer from a health care
facility in a federally designated health professional shortage area.

The other visa option is the H-1B visa, which is available to highly skilled foreign workers who
are sponsored by an employer. There is a yearly cap on the number of H-1B visas. For fiscal
year 2001 the cap is 107,500. As part of its sponsorship, the employer must petition the INS and
certify that the physician will be paid no less than the prevailing wage, that there is no strike or
lockout, and that the employment of the physician will not adversely affect the working
conditions of similar American workers. This apparently is a fairly protracted and paperwork-
intensive process that may function as a disincentive for employers. Also, the H-1B visa for
FMGs is somewhat controversial within the medical profession because it is theoretically
possible for H-1B visa holders to circumvent the ECFMG requirements and process and enter
graduate medical education programs.*® The H-1B visa is advantageous from the physician’s
perspective, however, because he or she can remain in this country, with visa renewals, for up to
six years and can apply for permanent residency status without having to leave the United States
for two years.

FMG Practice Trends

It appears that FMGs do increase access to health care. Historically, the Medicare financing
system has made it advantageous for hospitals to have residency programs even though there are
more residency program positions than there are graduates of U.S. medical schools. Hiring
FMGs has been a way of filling those positions. To some extent, though, FMGs are
concentrated in residency programs in underserved urban and rural areas that receive few, if any,
applications from graduates of U.S. medical schools.*” Although a number of these residency
programs may have been created to increase the hospital’s Medicare funding, it would be
difficult to argue that they are superfluous if they increase access. Demand for residents,
particularly in the underserved urban areas, is great, and it is not clear if bigger, more prestigious
programs can address it.
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FMGs who receive waivers under the J-1 visa program also perform important safety net
functions. The waiver generally is granted only if the applicant agrees to practice in an
underserved area and has a bona fide job opportunity. Many safety net providers — and
community health centers in particular -- have come to rely heavily on FMGs for staffing.*’

But some of our key informants expressed concern that the licensure requirements for foreign-
trained physicians function as a barrier to a more diverse physician workforce. The cost of
retraining can be prohibitive, particularly for physicians who are political refugee s. In many
cases they have not saved or planned for life in the United States. Informants have also
suggested that the requirements for licensure may have a disproportionately negative impact on
individuals born and trained as physicians in some of the less developed Third World countries
that have sizeable immigrant populations in the United States. They suggest both examining the
World Directory of Medical Schools to see how broadly it represents the world population, and
reviewing the criteria it uses in deciding which medical schools to include and exclude.

We’ve described the medical education process as well as its perceived barriers. We now turn to
an analysis and assessment of potential change strategies. This section is divided into three
parts. The first part identifies “parties of influence”-- institutions or other entities that are the
potential objects of any strategy or initiative. The second part analyzes theories for taking action
or exerting pressure for change. The third part identifies new individuals and groups who might
have an interest in initiating some form of intervention.

Parties of Influence

In the course of our project we learned that several types of institutions and some specific entities
within academic medicine play a critical role in the medical education process, essentially
functioning as the arbiters of what makes a good doctor. They define the medical education
process, and they determine its entry qualifications. Individuals and groups outside of academic
medicine generally have not had influence in this regard. Because of the immense power they
wield, these entities and institutions are potential partners for collaboration, or logical targets for
pressure — or both -- in the effort to increase physician diversity. We briefly describe each of the
institutions and entities and the role they play. Where possible, we also use what we have learned
in our consultations to describe some of the things that are important to them. This last piece
should interest individuals or groups that are working for change.

Medical Schools

Although dissatisfaction with health care is a frequent subject of public discussion, physicians
still have special status in our society. Medical schools also command respect, although many
people have only a limited understanding of the medical education process and its funding
sources. In our project we tried to find out what medical schools themselves value. We thought
that if we could do that, medical education might be easier to influence from the outside. Our
key informants within academic medicine were helpful in articulating several things that might
be useful in any such effort. It is important to note, however, that there are significant
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differences depending on such variables as public versus private status, rural versus urban
location, and primary care versus specialty focus. The differences affect a particular institution’s
values as well as how it views its role and carriers out its mission.

Medical school missions generally emphasize teaching and research. Unless it has its own
teaching hospital, a medical school typically does not see patient care as part of its mission.
Unlike non-profit hospitals which provide direct patient care to community members, some
medical schools have a much more abstract notion of service to the community. They may feel
that their community obligation is satisfied by preparing students to practice medicine, training
scientists, and conducting research that contributes to scientific advancement. Many other
schools do have satisfactory community interactions and make positive contributions to their
communities. Some work with students to sponsor free clinics. Others participate in pipeline
programs for local youth. But these activities are not consistently a focus of medical school
missions. Thus schools may be taken aback by the suggestion that they are obligated to address
the community’s immediate needs in light of the extensive public funding and other support they
receive. Some will probably be resistant, although others may well embrace the notion.

In addition to teaching and research, there are several other things that medical schools value.
One of the more important ones is funding. Professional education is expensive, and students
can’t be expected to bear the full burden of the cost because it is simply too great. Thus schools
need other sources of revenue, such as public and private research funds and grants for other
purposes. Medical schools have already demonstrated a willingness to develop programs that
address diversity where funding is attached. Public examples are program grants from the
Health Resources and Services Administration and the National Institutes of Health. A private
example is the Health Professions Partnership Initiative. Thus, public and private funders may
be able to influence medical school behavior through funding-related incentives or sanctions.

Medical schools also cherish their autonomy. They believe that they know best what their
students should learn and how they should learn it. In joint undertakings with outside groups
such as some of the pipeline programs, medical schools often insist on playing the lead role,
from being the named recipient of grant funds to designing the program and allocating resources.
Thus they may not be receptive to suggestions or criticism from those outside of academic
medicine.

Reputation is critically important to medical schools as well. For one thing, it is closely tied to
funding. Our informants observe that “elite” institutions are best positioned to capture research
dollars. Moreover, in a profession where peer review is such an important concept, reputation
often means that certain institutions’ staff are the “peers” who are consistently sought after to do
the reviewing. Reputation also provides a platform for the medical school to speak out with
authority on issues related to health and health care, influencing the public policy agenda. The
value placed on reputation suggests that medical schools may be very susceptible to information
that reflects negatively on them, such as criticism of their diversity efforts.

Finally, contributions to scientific advancement are important to medical schools. Those
contributions enhance reputations and stimulate funding. If a diverse workforce helps to further
scientific knowledge as some suggest, then medical schools should be open to influence in this
regard. Also, if the issues of race, ethnicity, and quality of care continue to be high profile, the
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desire to be on the cutting edge could lead medical schools to undertake research that strengthens
the arguments for greater diversity in the medical profession.

Association of American Medical Colleges (AAMOC)

The AAMC is a particularly important entity within academic medicine, performing a number of
critical functions for its medical school and academic medical center members.*' It represents
their interests in legislative and regulatory forums. It functions as the chief data repository for
academic medicine. It conducts its own research on medical education issues. And it participates
in a range of activities that establish educational and professional standards. For example, the
AAMC plays a key role in MCAT development, medical school and residency program
accreditation, and the FMG review process.

As the chief data repository for the medical education continuum, the AAMC — with input from
its members — chooses what data it wants to collect, analyze, and disseminate to the public. It
has been quite good, for example, in alerting the public to the downward trend in minority
medical school enrollment. In other areas, such as collecting data on residency program
diversity, it is less active — or less forthcoming. If the AAMC were to develop and implement
reporting standards for residency programs, it could produce annual and trend reports on their
diversity. This would make it easier to identify effective residency program diversity strategies,
and that information could then be provided to member institutions.

The AAMC has played an active role in medical education diversity efforts. A number of years
ago it developed a project called “3000 by 2000.” The goal of that initiative was to have at least
3000 underrepresented minorities entering medical school each year by the Year 2000. While
the goal was not reached, the effort did lead to some increases in medical student diversity.
AAMC has also worked closely with some member medical schools to develop educational
pipeline programs. It has designed and implemented programs that promote diversity among
medical school faculty. It has trained medical school admissions in multiculturalism and the use
of non-cognitive criteria in the admissions process. Still, many of the programs seem to reinforce
the norms of AAMC member institutions. For example, the AAMC pipeline programs are
directed by the grantee medical schools even where a community partner may be involved.
Faculty development programs are geared toward the traditional requirements for advancement
rather than promoting new approaches and standards.

The AAMC and its member medical schools value the same things. For example, the AAMC
actively lobbies against any threat to GME funding, and it is very protective of the public image
of medical schools and academic medical centers. Because it functions as an umbrella
organization to protect the interests of academic medicine, it could be a useful resource in any
“outside” initiative to increase physician diversity.

Residency Programs

Residency programs are critical actors in the medical education process, yet they are seen as the
entities that are most immune to external influence. Largely autonomous from both medical
schools and their sponsoring institutions, their only consistent obligation seems to be to meet the
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minimum standards for ACGME accreditation. Although our informants indicated that some
data on residency program enrollment is submitted to the AAMC,* we have previously indicated
that this data is not readily available, so it is hard to know how programs have performed in the
area of diversity.

According to the faculty we interviewed, the autonomy of residency programs allows them to
focus on producing qualified physician specialists and pursuing the interests of the program
director and department chief. Where these interests include diversity, autonomy has allowed
programs to create effective recruitment and retention structures. Faculty informants who had
increased their program diversity indicated that they identified diverse candidates earlier in the
medical education continuum and then established relationships with them. However, owing to
the lack of data, they could not evaluate their progress on diversity against that of other
programs. They also expressed concern that other programs might not have any incentive to
pursue increased diversity. Associations of residency program directors exist according to
specialty, but our informants stated that little or no information is available about the best ways
to recruit and retain minority residents.

Although our informants generally believed that teaching hospital administrators could exert
only minimal influence on their residency programs, they suggested it might be worthwhile to
foster a public understanding of the critical role residency programs play in providing care. That
could make residency program diversity an issue of concern in underserved communities. And if
linked with the reimbursement teaching hospitals receive for their residency programs, a
community benefits obligation could also prove useful. It might become the basis for examining
how programs can better serve the needs of a diverse community.

Finally, some of our informants suggest that efforts to diversify residency programs need to
recognize the constraints programs face according to their size. While larger programs that hire
30 to 40 residents may have more flexibility in accepting candidates with different strengths and
attributes, the smaller programs that prepare residents for specialties and sub-specialties may feel
constrained to offer positions only to those students whose academic track records provide a high
degree of certainty that the student will successfully complete the program. The ACGME uses
pass rates on board certification examinations as a program evaluation criterion. Thus smaller
programs are more likely to stick with the traditional criteria that are associated with successful
program completion and are less likely to consider applicants with non-traditional strengths than
larger programs.

Accreditation Council for Graduate Medical Education (ACGME)

As the entity that establishes standards for residency programs and monitors their compliance
with those standards, the ACGME wields significant influence within academic medicine. It
effectively determines the norms and values for GME programs and their participants. A high
value is placed on standardized test scores and peer-reviewed processes that, according to our
key informants, only reinforce the status quo. Any undertaking to re-examine the current
approach to medical education and the notion of what makes a good physician would have to
involve the ACGME. One informant suggested that if an independent review of the ACGME
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standards found them to have an adverse impact on minority student admissions to residency
programs, academic medical institutions would feel enormous pressure to change.

ACGME residency program standards state that:

“The single most important responsibility of any program in GME is to provide an
organized educational program...facilitating the resident’s professional and personal
development while ensuring safe and appropriate care for patients... The quality of this
[educational] experience is directly related to the quality of patient care, which is always
the highest priority.”*

This professed focus on the quality of patient care presents an opportunity for change. If, in fact,
patient care — both from an access and a quality perspective -- is improved when the provider is
culturally sensitive and shares a similar background, then there is an argument to be made that
the ACGME should use its power to promote and increase diversity and cultural competency in
medical training programs.

Teaching Hospitals

Teaching hospitals are another potentially key player in any effort to diversify the medical
profession. They are the primary sponsors of GME programs, and they are also the future
employers of many of the residents in those programs. Like medical schools, teaching hospitals
place high value on funding — both public and private — and on reputation. They are, however,
similar to any other business in their desire to increase market share. Patients, and the revenue
associated with them, are their lifeblood.

In their role as GME program sponsors, hospitals provide the infrastructure and the patients that
“make” the programs. Although our informants have suggested that residency programs do not
see themselves as being answerable to the teaching hospital’s own administrative structure, it is
difficult to imagine that this is really the case. Certainly as future employers of the physicians in
the training program, the teaching hospitals should be in a position to influence the
characteristics of the workforce.

With respect to funding, teaching hospitals rely on federal and state GME money and other
public allocations as well as private grant and donor dollars to help cover their operating costs.
Any threat to these funds would be sure to generate a response — hopefully a positive one.
Reputation is another point of leverage, and as with medical schools, it is intertwined with
funding. Teaching hospitals are very sensitive to criticism from both public and private sources,
particularly where it might affect their funding or their standing in the marketplace. Thus if
hospitals are viewed as having the ability to influence physician workforce diversity, they may
be susceptible to pressure.

The desire for market share may prove to be the most compelling reason for hospitals to

advocate that medical schools and residency programs train a more diverse workforce. Most
teaching hospitals are located in large urban areas, and they draw many of their patients from the
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urban core. Having a staff of racially and ethnically diverse physicians could well increase the
hospitals’ attractiveness to the diverse groups that typically reside within those urban areas.

Finally, teaching hospitals — particularly those that are non-profit — are generally recognized as
having community benefit obligations because of their tax status. In meeting those obligations,
they are expected to consult with their community to determine what benefits are appropriate. A
community might specify that it wants the hospital to address a lack of culturally sensitive care
and a shortage of racially and ethnically diverse physicians. A hospital that fails to respond to
such community-identified health needs could jeopardize its local reputation and its tax status.

Strategic Approaches

We have described the medical education process and identified a number of the barriers that
present themselves at various points along the continuum. We’ve also identified the parties that
appear to have clout. Now the question is — what kind of leverage can be used to get those
institutions and organizations to change their behavior? There are a range of possibilities that fall
into certain broad categories. They include

= Civil rights and equal opportunity approaches

= Community benefit approaches based on non-profit status
= Government “purse string” approaches

=  Public “permitting” approaches

= Private “licensing” approaches

= Marketplace approaches

= Philanthropy approaches

What follows is a description of each approach and how it might be applied. But first a caveat.
As we will discuss at more length in our recommendations, no single approach will work by
itself. A broad-based program that utilizes all of these tools at different times, in different ways,
and to different degrees may be necessary. Moreover, not all of the approaches we suggest will
lead directly to an increase in the numbers of minority physicians. They do, however, offer the
possibility of “downstream” or lateral pressures that could have a positive longer-term effect.

Civil Rights and Equal Opportunity Approaches

Civil rights and equal opportunity approaches are considered here in three segments: affirmative
action policies, Title VII actions, and Title VI actions.

Affirmative Action

One of the more pernicious effects of recent anti-affirmative action litigation and ballot
initiatives is that they have thrown higher education officials into a state of confusion over what
kinds of racial preferences are and are not permissible. A number of the people we interviewed
said that they believe college and university administrators are erring on the side of caution and
steering clear of public statements or admissions policies that specifically reference race and
ethnicity. These administrators seem to fear lawsuits, which is certainly understandable given
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the willingness of well-financed conservative, non-profit legal organizations to bring actions
against educational institutions. But the reality is that colleges and universities — especially those
that are private institutions -- still have considerable latitude to use race and ethnicity as a factor
in admissions, or to develop special programs to recruit and support minority students.

The controlling law is the one that was enunciated in the case of Regents of the Univ. of
California v. Bakke** by the Supreme Court. That decision essentially provides that public
institutions of higher education may not take race into account as a factor in their admissions
processes if the reason for doing so is to remedy some past discrimination. Race may, however,
be explicitly used as one of a number of factors in the admissions process if the purpose is to
further some legitimate educational purpose. Confusion has arisen because in the case of
Hopwood v. Texas,* the court purports to have overruled Bakke. The prevailing view, however,
is that the Hopwood decision applies only to public colleges and universities in the three states
covered by the Fifth Circuit of the United States Court of Appeals (Texas, Louisiana, and
Mississippi).*

If race or ethnicity is used as a factor in any action or activity by a public entity such as the
federal or a state or local government, the entity must be prepared to demonstrate that the action
or activity is narrowly tailored to serve a compelling state interest. This legal standard — also
referred to “strict scrutiny” -- is the one that courts must apply when considering the legitimacy
of using such factors.

In the affirmative action cases that are currently being litigated in Washington state and
Michigan®’, the state universities were sued because they had explicit policies that allocated
additional points in the admissions ranking process to certain underrepresented minority
applicants. In the University of Washington case, the Ninth Circuit Court of Appeals found that
diversity was a compelling state interest.*® In the two separate University of Michigan cases, the
university submitted as evidence a substantial body of social science research to demonstrate that
diversity is essential to the quality of the education its students receive. Its strategy to satisfy the
“strict scrutiny” test is to prove that

= The significant educational benefits of diversity as documented by the evidence
constitute a compelling state interest, and

= The only way to achieve the goal of diversity is to retain the current admissions process,
which allocates additional points to underrepresented racial and ethnic minorities.

To date, one of the cases has been decided in favor of the university, and the other has been
decided in favor of the plaintiff law school applicant. Both decisions have been appealed. Legal
experts expect this case and others like it to make their way to the Supreme Court over the next
two to three years. Until there is a decision of national impact however, a fair amount of latitude
remains even for public institutions as long as they are in jurisdictions that are unaffected by the
Hopwood decision and that do not have anti-affirmative action laws.

Several of our key informants felt strongly that a defensive strategy was appropriate, and that
research should be done now to accumulate a larger body of evidence demonstrating the critical
importance of diversity to medical education. They argued that the research to date is
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compelling, particularly because of its findings that minorities are more likely to practice in
underserved areas, and that individuals prefer to see physicians from similar racial and ethnic
backgrounds when given the choice. Moreover, the recent medical school accreditation standard
on cultural competency is powerful evidence that medical students need to be prepared to handle
diversity among patient populations. As discussed above, several of the minority students we
spoke with felt quite strongly that the presence of diverse students in medical school classes
contributes to a better understanding of cultural differences. Thus one way to increase cultural
competency is to increase the diversity of the student body. And using admission factors that
take race and ethnicity into account is a mechanism for doing that.

Title VII Actions

Recent developments suggest that under the right circumstances, Title VII of the Civil Rights
Act of 1964 may be useful in changing certain practices. in the medical education continuum that
function as a barrier to minority advancement. Section 703(a)(1) of the Act makes it an unlawful
employment practice for an employer “to fail or refuse to hire or to discharge any individual, or
otherwise to discriminate against any individual with respect to his compensation, terms,
conditions, or privileges of employment, because of such individual’s race, color, religion, sex,
or national origin.”

The 1999 National Labor Relations Board ruling that residency programs are “employers” and
residents are “employees” for purposes of the National Labor Relations Act*’ brings residency
programs within the ambit of Title VI Title VII case law™° suggests a Title VII violation might
be found if there are residency selection practices which subject racial or ethnic minorities to
“disparate treatment,” or which have a “disparate impact” on them.

For example, a Title VII claim of disparate treatment might arise from a residency program’s
decision to consider only applicants from certain “selective” medical schools where the effect is
to exclude applicants from historically black medical schools. A minority plaintiff would need
to demonstrate that he or she applied to the residency program and that he or she was qualified
for admission. One court suggests that a plaintiff should set forth facts that meet some plausible
definition of “qualified” such as ACGME’s minimum criteria.’’ Finally, the plaintiff would need
to show that he or she was not selected and that other similarly situated individuals outside the
protected class were matched or admitted. The residency program would then need to show that
the plaintiff lacked qualifications, both objective and subjective, relative to the applicants who
were selected or ranked higher. In response, the plaintiff would need to demonstrate that the
residency program’s reason for rejecting him or her was a “pretext for discrimination.” The
merits of the claim would hinge on the strength of the rejected applicant’s objective criteria, and
on evidence showing intentional discrimination.

A disparate treatment claim might also be possible with respect to the operation of the National
Residency Matching Program (NRMP). Although neutral on its face, the NRMP may mask
discrimination where residency program directors or institutions deliberately place candidates in
a rank order that will result in a non-match. In a recent case, the court found that although a
plaintiff employee did not allege that an employer’s layoff process was discriminatory, the
process could nonetheless be ‘derivatively’ discriminatory since its calculations were based on
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discriminatory appraisal scores.”> The NRMP algorithm may mask discrimination similar to the
employer’s layoff process. For instance, if a plaintiff could show evidence that some residency
programs categorically refuse to consider applicants from historically black medical schools
because the students are minorities, that refusal would be reflected in the rank order lists.

To initiate a case under Title VII on a theory of disparate impact, plaintiffs need to use statistics
to show that a given employment practice or policy discriminates in design or effect. > The
composition of the employer’s workforce — or in this case, pool of applicants — is compared to
the composition of an outside population. The difference between the workforce composition
and the composition of the population is used to prove the discriminatory effect. The assumption
underlying the evidentiary use of such comparisons is that, absent discrimination, the
composition of the workforce should reflect that of the outside population.

In the situation we’ve posited here, the applicant from an historically black medical school
would need to offer statistical evidence that if qualified applicants from historically black
medical colleges were considered for residencies on an equal basis, then X number or percentage
of minority students should have been matched to residency Y. As with disparate treatment
cases the defendant residency program would have the opportunity to argue that its criteria and
processes did not cause the disparity. The program would also argue that the criteria were job
related and a business necessity.

In the context of residency programs, defendants in a disparate impact claim could be any
individual or institution responsible for developing or executing medical residency admissions
criteria. Theoretically, an argument could be made that the ACGME, the NRMP, the AAMC,
the ABMS, the AMA, the AHA, and the CMSS are employers because of the degree to which
they control the admissions criteria. Residency programs themselves are employers subject to
Title VII liability because of their conduct.

Title VII cases are protracted, complex, and difficult to win. Nevertheless, a Title VII victory
related to residency program admissions could have a far-reaching impact on the medical
education process. Also, sometimes the mere possibility of litigation is enough to persuade the
institutions that control a process to take a long, hard look at its imperfections, and to address
them voluntarily.

Title VI

Title VI of the Civil Rights Act of 1964 prohibits discrimination on the basis of race, color, or
national origin by recipients of “federal financial assistance.” The government can bring suit to
enforce the law, and so can individuals who are able to demonstrate they are the victims of
intentional discrimination. Federal financial assistance includes virtually all forms of direct
federal payments -- Medicaid and Medicare® payments, federal educational loan payments,
federal work-study money, and research grants from federal agencies. Additionally, Title VI
prohibitions apply to the entire institution, not just those activities or programs that are the direct
recipients of the funds.
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The regulations that implement Title VI are broad in scope.” They prohibit intentional
discrimination, and they also prohibit “facially neutral” practices and policies that have a
discriminatory effect on minority group members, regardless of whether the recipient of federal
funds intends to discriminate.

The ultimate sanction for a violation of Title VI is the withdrawal of federal funds. While the
Supreme Court recently decided that individuals cannot sue recipients of federal funds under
Title VI on a theory of discriminatory impact,’® they can file a complaint with the civil rights
enforcement office of the appropriate federal agency, and then that office pursues enforcement.
In the case of funds related to medical education, that would most likely be the Office for Civil
Rights (OCR) of the U.S. Department of Health and Human Services (HHS). While HHS
regulations provide that OCR must first seek voluntary compliance where it finds a complaint
has merit, it can terminate federal assistance if the issue is not resolved. Or it can refer the
matter to the U.S. Department of Justice. In any case, the process can be costly and protracted,
and it can generate considerable negative publicity and legal costs for the entity that is alleged to
have violated Title VI.

Both medical schools and residency programs are subject to the Title VI prohibitions. Medical
schools receive federal funds for such things as student loans and faculty research. Residency
programs are largely funded by Medicare, and the teaching hospitals within which they operate
also receive Medicare, Medicaid, and research funding.

Any practice or policy that has a discriminatory effect on a minority is potentially subject to
challenge under Title VI, although as with Title VII cases, the ultimate burden of proof can be
difficult to establish. In the medical school context, several different practices could be
implicated. A dismissal policy that results in the disproportionate termination of minority
medical students could be a basis. An admissions policy that relies heavily on MCAT scores
could be a basis, given the historical under-performance of minorities on the test. In the
residency program context, the same fact patterns that trigger a Title VII claim would be
applicable to Title VL.

As with Title VII actions, it is important to remember that while it is relatively easy to make out
a prima facie case of discrimination, it is frequently difficult to prevail ultimately. The medical
school and the residency program have the opportunity to prove that the practice or policy is
legitimate and necessary to achieve program objectives. The plaintiff must then respond to those
claims by showing that a reasonable result could have been achieved in a less discriminatory
way. In short, cases are complicated and often depend on the development and presentation of
sophisticated statistical data. Nevertheless, the right fact pattern could result in a decision that
has a tremendous impact on medical education.

Community Benefit Approaches

One of the Kellogg Foundation’s questions at the outset of this project was whether community
benefit principles might be a useful tool for increasing diversity in the medical profession. The
community benefit concept initially was derived from federal tax policy. Federal law defines the
organizations that are exempt from federal taxes to include “[CJorporations, and any community

Community Catalyst, Inc. 35



chest, fund, or foundation, organized and operated exclusively for religious, charitable, scientific,
testing for public safety, literary, or educational purposes...” Two additional requirements for
exemption from federal taxes are that (1) no part of the net earnings of an organization may inure
to the benefit of any private individual, and (2) no substantial part of the organization’s activities
may be to influence legislation or intervene in any political campaign for or against any
candidate for public office. >’

Organizations that qualify for tax exemption receive other advantages. A significant one is that
the contributions and gifts they receive are tax deductible for their donors.”™ Moreover, many
tax-exempt organizations reap substantial benefits — both tangible and intangible -- from their
reputation and status as charitable, mission-driven institutions. They often are the beneficiaries
of countless hours of volunteer time and the objects of considerable public good will. Tax-
exempt organizations are able to use their excess revenues to further their missions. In the case
of hospitals and medical schools, those funds go to improvements in patient care, medical
education and training, and research. Many institutions have achieved national stature as a result
of this reinvestment.

Entities that fall into one of the categories enumerated in the law are not per se entitled to tax
exempt status. They must demonstrate that their activities fit within the common-law concept of
charity. Specifically, the activities must serve a useful public purpose, and must not be contrary
to established public policy.”® “[T]he common element of all charitable purposes is that they are
designed to accomplish objects which are beneficial to the community.”®

Non-profit health care institutions have long been subject to a fairly specific community benefit
standard pursuant to federal tax regulation.’’ A determination of whether a hospital is providing
the necessary level of community benefits to maintain tax-exempt status is based on a review of
all facts and circumstances.®* Activities that have been found to justify the tax exemption
include those that contribute to the relief of poverty, such as the provision of free care, and those
that promote health, such as the operation of an active and accessible emergency room. In every
case, the class of persons that benefits from the hospital’s activities must be fairly broad. That is,
the class must extend beyond the paying patients who receive hospital services. Additionally,
the benefit must not be insubstantial. If, for example, a hospital claims that it provides free care
to community members, it must be able to document, among other things, that it has policies in
place that publicize the availability of free care. It must also be able to show that it actually
provides free care.”’ If a non-profit health plan claims it offers a subsidized premium program,
the amount of benefit actually conferred by the program must be clearly documented and must
be meaningful.**

Beyond the general requirement to operate in ways that are beneficial to the community, there do
not appear to be any tax rulings that specifically address the community benefit obligations of
educational institutions. Nevertheless, the kind of analysis that resulted in the imposition of
community benefit obligations on health care institutions is equally applicable to educational
institutions. A critical factor in that analysis was the role health care institutions play in the well
being of their communities. Because they sheltered and cured the sick, they both prevented the
spread of disease and restored health so that individuals could once again be productive members
of society. In performing those vital functions they were providing benefits not just to people
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who actually required hospitalization, but also to the entire community. And if hospitals didn’t
provide a substantial portion of those services, then government might have to step into the
breach.”® Reliance on government expenditures would mean that hospitals would have to
compete for limited funds with all of the other functions government traditionally performed.
Undoubtedly that would have resulted in fewer beds, and perhaps even poorer quality care. Thus
private support was deemed preferable.

These same principles apply to educational institutions. The role of education in American
society cannot be overstated. Educational attainment is generally believed to be the most
fundamental determinant of life chances. An overwhelming majority of Americans believe that a
college education is the ticket to the middle class.®® Thus educational institutions arguably
protect us from the dangers of ignorance and stimulate productivity. While this country has a
long tradition of publicly funded educational institutions, government clearly does not have the
resources to satisty the demand for schooling. Therefore it is just as critical for private
educational institutions to fill this gap as it is for private hospitals to provide important health
services that might not otherwise be available.

Moreover, medical schools are distinct from other kinds of educational institutions in that they
are so closely tied to non-profit teaching hospitals which have unambiguous community benefit
obligations. In some cases, the medical school actually owns the teaching hospital. The medical
education curriculum requires students to engage in clinical work in, or under the auspices of
these institutions for at least half of their four years. Hospitals, in turn, rely on the extra hands
medical students provide. The relationship is such a symbiotic one that it is difficult to discern a
rationale for not applying the same community benefit obligation to both institutions.

Some states have followed the federal government’s example and imposed community benefit
obligations on health care institutions. In general, the obligations are linked to exemption from
state income tax, although the Massachusetts Attorney General has implemented voluntary
guidelines that apply to non-profit and for-profit hospitals and HMOs. The types of benefits that
institutions are required to provide and document vary from state to state, but a common theme is
that the institution must undertake an assessment of the community’s needs, and must collaborate
with the community in developing a plan to address some of those needs.

Do the community benefit obligations of medical schools and teaching hospitals encompass
increasing the diversity of the medical profession? This is an interesting question, because
arguably both the medical school and teaching hospital should be doing that regardless of any
community benefit obligation. Also, the notion of community benefits implies doing things that
benefit the local community, and there is no guaranteeing that a medical student or resident will
remain to practice in a community after graduation. With regard to the first point, it is true that
both medical schools and hospitals should be educating a diverse group of future doctors as a
matter of course. But if they are not doing that, a community benefit campaign might be a good
way to press the issue. Our consultation with community groups suggests that such campaigns
might be feasible in very diverse communities with concerns about access and health disparities.
With regard to the second point, it should be irrelevant where the medical students or residents
ultimately practice. While they are in training, they are acquiring clinical skills by treating
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community members. This in itself would seem to be a compelling basis for imposing a
community benefit obligation.

Government “Purse Strings” Approaches

While tax-exempt status is a sufficient justification for requiring medical schools to provide
community benefits, numerous other kinds of public support arguably obligate them — and
teaching hospitals — to be more responsive to the public. Federal Medicare dollars finance the
bulk of graduate medical education. Federal research dollars underwrite the work of large
numbers of medical school faculty. And state budget allocations provide critical financial
support for state medical schools. Some members of the academic medicine community have
suggested that this public support creates a social contract that, among other things, obligates
medical training institutions to be responsive to societal priorities. They argue medical schools
have an obligation to train students to have the skills, abilities, and values to care for people and
to provide leadership to improve the public’s health.®’

What follows is a description of the major sources of public funding to medical education
institutions.

Medicare

Medicare funding for graduate medical education (GME) programs falls into two categories:
“direct medical education” (DME) costs, and “indirect medical education” (IME) costs. DME
costs include stipends paid to residents for the services they provide and other related program
expenses such as salaries of supervising faculty. IME funds reimburse teaching hospitals for the
costs associated with attracting a sicker, more heterogeneous mix of patients than non-teaching
hospitals. Both kinds of payments are substantial. In 1999, DME payments totaled about $2.2
billion, and IME payments totaled about $3.7 billion.®

Medicare GME funding has been used to influence the physician workforce. For example, the
Balanced Budget Act of 1997 (BBA) instituted several changes to address the oversupply of
physicians. Those changes included: capping the number of residents funded by Medicare,®
reducing the IME Medicare adjustment factor intended to compensate for a sicker patient
population, and instituting a voluntary residency reduction program which provides financial
incentives for teaching facilities to train fewer residents. The BBA also provided payment, for
the first time, for the DME expenses of non-hospital providers, such as federally qualified health
centers, and rural health clinics, that train residents in primary care. And it provided IME
payments to teaching hospitals for time their residents spend training at non-hospital ambulatory
care sites. These latter two provisions are intended to function as incentives for training more
primary care physicians.

Given the reliance of medical teaching institutions on public funds, can Medicare be used to
influence the diversity of the medical profession? Our conclusion is that while it is theoretically
possible to exert a direct influence through Medicare funds, it may be politically impossible.
First, Medicare GME funding is really a collateral aspect of a program that was created for a
very different purpose. One of the fundamental principles of the Medicare program is that
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beneficiaries should have the broadest possible choice of providers, and that any restrictions on
provider participation should be limited to situations where fraud or abuse of government funds
is at issue, or where serious and persistent quality issues have been documented.”’ Using
Medicare funds in a punitive way would probably be viewed as a violation of this principle, and
it would generate tremendous opposition from the very influential and well-financed physician
and hospital lobbies. Using Medicare funds to diversify the medical profession may not pass
constitutional muster either. The question would be whether there is a compelling justification
for such action. While an excellent argument can be made that a diverse medical profession is
needed for high quality care in light of changing population demographics, this does not seem to
be an issue that even a liberal Congress would want to take on.

A more likely approach would be to create an incentive for teaching hospitals to focus more on
cultural competency in general, particularly within their residency programs. This does not face
the issue of diversity head on, but as we’ve noted before, many of our informants view cultural
competency as a good starting point.

The Medicare interest group environment is a dense one. Moreover, to the extent that consumer
concerns have driven program changes over the years, the issues have related to coverage and
benefits, not diversity. For these reasons we would suggest that trying to directly address
physician workforce diversity through Medicare funding might be problematic.

Medicaid

Hospitals also receive reimbursement from the Medicaid program. Medicaid functions
somewhat differently from Medicare in that its funds represent both federal and state dollars.
Also, the money is funneled through the state. In most states Medicaid dollars are less explicitly
designated for graduate medical education than Medicare dollars are, but physician training is
nevertheless a factor in the calculation of reimbursement rates.

At least one state — New York — still has a regulated hospital payment system that includes a
GME component in the rate structure related to Medicaid. New York has one of the largest
numbers of residency programs and residents of any state. Furthermore, New York City is one
of the most diverse metropolitan areas in the nation. New York does make payment of some
GME funds conditional on facilities putting resources into certain types of initiatives, including
increasing diversity among health professionals. It is not clear what the effect of those incentives
has been, but the concept may be worth exploring for replication elsewhere.

Other Federal Funds

Other federal agencies, in particular the U.S. Department of Health and Human Services and the
National Science Foundation, provide significant funding to medical education and research
institutions. These funds increase potential community benefit obligations. But the agencies
could also become a source of positive influence with respect to physician workforce diversity.
They have already helped finance diversity-related programs at medical institutions. We will
briefly describe the agencies’ resources and funding requirements, as well as the programs they
administer that increase physician diversity.
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The U.S. Department of Health and Human Services (HHS) provides the majority of the federal
government’s health funding to medical education institutions for research and other educational
activities. With a recent $720 million increase to the total HHS budget for programs to
investigate and reduce minority health disparities, HHS resources targeting diversity-related
issues are over $5.5 billion. This total includes funds for establishing a National Center for
Minority Health and Health Disparities within the National Institutes of Health (NTH).”"

In its FY 2001 appropriation, NIH coordinates over $20 billion in government funding for
research,72 which is distributed to staff based at the NIH, as well as to research institutions in all
50 states and the Commonwealth of Puerto Rico. Programs that are eligible for NIH funding
must meet certain minimal equal opportunity, non-discriminatory practices requirements listed in
the NIH Grants Policy Statement.” Although there are no additional requirements on grantees
with respect to medical workforce diversity, the NIH has long supported a range of programs that
are designed to encourage and promote the development of minority researchers within the MD
and PhD ranks.

The history dates back to 1987, when a series of regional meetings throughout the U.S. alerted
the Advisory Committee to the Director of NIH to the concern about the under-representation of
minorities in research.”* Today, several NIH programs such as Minority Access to Research
Careers, Bridges to the Doctoral Degree, Pre-Doctoral Fellowships for Nursing Research, and
the Minority Clinical Associate Physician Award provide financial support to research
institutions to expose students to, and promote their involvement in, research, and to provide
direct financial support and other resources to students who are at various stages of the medical
education pipeline.

Although the non-discrimination requirements for receiving NIH funds are minimal, some
programs require the host institution to adopt measures that help students succeed in their
education. For example, the NIH Undergraduate Scholarship Program requires that a faculty
member who can respond sensitively to the needs of the student be appointed to serve as a
mentor and adviser. In addition, the NIH recommends that the institution cover any tuition,
educational, or living expense costs that exceed the NIH award of $20,000. Finally, the NIH
recommends that institutions provide students with access to the Internet and e-mail so that they
can get research information and communicate with peers, faculty and other researchers more
easily.

The mission of another important HHS agency -- the Health Resources and Services
Administration (HRSA) -- is to “[I] mprove the nation’s health by assuring equal access to
comprehensive, culturally competent quality health care for all.” This focus on access is
reflected throughout HRSA’s organizational structure, which includes the Bureau of Health
Professions. HRSA has $6.23 billion in its FY 2001 budget. Of that, $352 million is dedicated
to health professions training and quality assurance.”” The workforce diversity allocation,
including nursing programs, is over $147 million.”® Although HRSA, like NIH, has the standard
minimum non-discrimination requirements for grantee institutions, we learned through
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interviews with HRSA staff that it expects its funding to enhance -- not supplant -- the medical
institution’s efforts to increase physician diversity.

As an example, our informants pointed to the practices used in pipeline programs such as the
Health Careers Opportunity Program (HCOP) and the Area Health Education Centers (AHEC).
Rather than channeling all funds through a medical school or teaching hospital, HRSA allows the
community organizations that partner with medical institutions in these programs to receive
funds directly. Our interviewees stated that this is a key strategy for empowering communities.
The school or hospital usually has the most resources and is the most organized of the partners,
and if they could, they would have even more leverage. HRSA chooses instead to give the
community partners a measure of control over the allocated funds.

& & $ @

An independent agency, the National Science Foundation (NSF) is another major provider of
federal health funds, with a $4.5 billion allocation in FY 2001. Of that total, $888 million is
dedicated to its strategic goal of human resources development, which includes an emphasis on
“enhancing the participation of groups currently underrepresented in the science and engineering
workforce. According to NSF, such participation will further scientific progress by promoting
diversity of intellectual thought.””” Further, NSF lists the support of efforts that increase the
participation by women and minorities in science as one of its authorized activities.” Like the
HHS agencies, the NSF has non-discrimination requirements based on Title VI of the Civil
Rights Act as well as Title IX of the Education Amendments of 1972 and the Age Discrimination
Act of 1975.7

The NSF has supported various programs to address the lack of workforce diversity in the
sciences and has stated that: “The mandate of the National Science Foundation (NSF) to
promote excellence in science and engineering includes concern for the quality, composition,
distribution and effectiveness of the human resource base in those broad domains. Because
members of certain minority groups are underrepresented in all disciplines, several activities are
directed towards increasing their numbers as full participants in the mainstream of research.”*

Our informants suggested several ways in which the HHS agencies and NSF could use influence
and funding to increase physician diversity. Steps they could take include

= Increasing the diversity reporting requirements for organizations receiving federal funds,
= Developing guidelines and criteria for community-based research and interaction,
= Providing training and technical assistance for involvement with communities

= Explicitly stating expectations for increasing diversity in funding contracts and program
reviews

= Publicizing to communities the intent of research funding and the requirements attached
to it.
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Public Funding of Colleges and Universities

State legislatures theoretically can require the public colleges and universities they fund to
undertake all sorts of initiatives. But when we asked the National Conference of State
Legislatures how legislatures negotiate annual budget appropriations with state schools, and
whether diversity is ever explicitly discussed, they were unable to provide any information. This
information may well exist within individual states, and state legislatures may be reluctant to
share it out of fear of a legal challenge similar to the one in the Hopwood case referenced
previously. They may feel that creating a public record that explicitly references efforts to
increase minority presence in state universities is inviting litigation.

Many state medical schools were created expressly to train primary care physicians who would
practice in the state.®! Thus approaching the issue of diversity from a physician supply angle
may help. First, legislators would need to be educated about the links between diversity and
quality of care. Then data could be produced comparing the demand for minority physicians in
the state with the public medical school output. Such a strategy is arguably less threatening and
controversial. One of our student informants told us that the public medical school he attends is
required to produce annual physician supply and demand data. He wasn’t sure that the legislature
actually uses that data, but the fact that it exists in the public domain means it could be tapped to
raise the physician diversity issue.

Public “Permitting” Approaches

Other potential tools for encouraging or increasing diversity within the medical profession are
found in the public permitting processes that institutions must submit to when they want to do
things like construct a new building or purchase an expensive piece of equipment.

When an institution wants to undertake some activity that requires city or state approval, certain
conditions can sometimes be attached. The institution can be required to take community needs
into account. For example, a medical school expansion into an urban neighborhood could drive
up housing costs for community residents. The city might require, as a condition of issuing
building permits or zoning variances, that the medical school build or support the development
of low-income housing in the neighborhood. Such strategies have been used in a number of
cities. A community group might be able to extract a promise from a medical school to do
several things that could increase minority enrollment, including funding pipeline programs,
requiring community representation on the admissions committee, or providing scholarship
assistance and preferential admission to low-income community residents.

The certificate of need process that exists in some states could also be used to encourage
teaching hospitals to increase physician diversity. The certificate of need (CON) concept grew
out of government efforts in the 1970s and 1980s to constrain health care costs, in part through
preventing unnecessary duplication of health resources. A related goal was to ensure an equitable
distribution of health care resources within a jurisdiction.* A CON essentially is a permit that
hospitals must obtain before undertaking a major expenditure such as purchasing new
equipment, constructing a new facility, or adding a new service. The appropriate regulatory
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agency evaluates the institution’s request in light of factors and criteria contained in statute and
regulations. Often the agency will attach conditions to an approval.*®> Conditions are appropriate
particularly where the CON legislation sets forth broad program objectives, such as promoting
access to and quality of care. Regulators could, for example, make the connection between
physician diversity and health care access and quality. They might condition issuance of a CON
on developing minority staff outreach programs or providing stipends for minority researchers in
areas related to health care access and quality. Or the institution could be required to develop and
support programs that hire minority youth from the community and expose them to the health
professions.*

In summary, there is potential at both the state and local level through various permitting and
approval processes to apply pressure to increase physician diversity. While such efforts could be
controversial, the pressure that institutions are feeling to improve their competitive positions
through expansion of one sort or another might well increase their receptivity to such conditions.

Private “Licensing” Approaches

We also considered whether LCME accreditation standards for medical schools might be used to
increase diversity. We believe they can be used to do that indirectly if committed students and
faculty are involved in the accreditation process.

LCME accreditation is essential to medical schools. Only accredited medical schools can
participate in federal student loan programs. Most state medical boards require students to have
graduated from LCME-accredited medical schools as a condition of medical licensure.
Graduation from an LCME-accredited school is a pre-requisite to taking Step 3 of the national
medical licensing examination. And graduation from an LCME-accredited school is necessary
for participation in a residency program accredited by the Accreditation Council for Graduate
Medical Education.™

The accreditation standards address medical school structure, function, and performance. They
cover a broad range of areas including admissions, curriculum, faculty, finances, facilities, and
the physical, psychological and academic well being of medical students. Prior to an
accreditation site visit, the medical school must undertake an in-depth self-study and put together
a medical education database. The preparation process for the site visit allows students to
become actively involved, and in fact the dean is expected to establish committees that require
student representation. If students have concerns about student services, admissions policies, or
student treatment generally, they can raise them during the self-study. Students can develop and
submit supplemental information to the LCME along with the self-study report and the database.

When the site visit occurs, the survey team expects to meet with student representatives who “are
expected to be well informed about major issues and concerns of the student body.”*® When
follow-up reporting or return visits are necessary, students are expected to participate in these as
well.

If even a small group of students are unhappy with minority student retention efforts, minority
student recruitment efforts, or the classroom environment, the accreditation process provides an
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opportunity to be heard. The burden is, however, on the students themselves — or a sympathetic
faculty member — to raise these issues, because there is no process for input from outside the
medical school community. Moreover, full accreditation extends for seven years, so several
classes might matriculate and graduate without ever having gone through the cycle.
Nevertheless, at least one of our key student informants believes that the process works. In the
past, her medical school had done a poor job of recruiting and retaining minority students. This
apparently came to the LCME’s attention in the course of its survey, and over the last several
years there has been a dramatic turnaround. She considers her school to be minority-friendly in
most respects now, and she attributes it in large part to the accreditation process.

Unfortunately, the potential for using hospital accreditation requirements to increase physician
diversity is not as promising. Accreditation of hospitals is required for participation in the
Medicare and Medicaid programs. The hospital accrediting body recognized by these programs
is the Joint Commission on the Accreditation of Health Organizations (JCAHO) which currently
lacks standards that address workforce diversity. There are, however, requirements for cultural
sensitivity in patient education. Also, the human resources function in a hospital must address
recruitment, retention, and allocation of the right number of competent staff to meet the needs of
patients.

The JCAHO accredits more than 19,000 entities, including hospitals, long-term care facilities,
and mental health and substance abuse treatment facilities. Medicare and Medicaid
reimbursements are essential to the financial survival of many institutions. Because of that, and
because of the long tradition of supporting the broadest possible provider participation in the
Medicare and Medicaid programs, the JCAHO standards arguably represent the lowest common
denominator for quality. But the ultimate sanction -- loss of accreditation — is not often applied,
and it is doubtful that it would be used for a deficiency in the area of diversity. Nevertheless, it
might be useful to explore with JCAHO the link between quality of care and a diverse physician
workforce. If nothing else, some standard might be crafted that would serve an educational

purpose.

Philanthropv Approaches

As evidenced by the various pipeline and partnership grants funded over the years, medical
schools are very responsive to the interests of private foundations. One strategy suggested during
our interviews is to organize several of the largest health-oriented foundations, such as W.K.
Kellogg, Robert Wood Johnson, and the Kaiser Family Foundation, in a coordinated effort to
make improvements in promoting physician diversity a requirement for future funding. Utilizing
grant-making criteria that require demonstrating organizational progress in this regard would
send a powerful message to the medical establishment.

Marketplace Approaches

A marketplace approach is predicated on the theory that in a competitive environment,
purchasers can exert pressure on suppliers to change their behavior. Although this approach has
long been common in manufacturing and in some sectors of the service industry, its use in health
services purchasing is relatively recent. Over the last 20 years, a number of employers have
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become very engaged in efforts to maximize the cost efficiency and quality of the health plans
they offer their employees. The impetus for the formation of purchaser organizations like the
Washington and Pacific Business Groups on Health was the steep increase in health insurance
premiums in the 1980s. Purchasers soon realized, however, that high quality health care could
contribute to workplace productivity. Initiatives have challenged health plans to cover more
health screenings, and hospitals to reduce the number of medical errors. Business groups have
indicated that they will reward plans and facilities that are successful by directing their business
to them.

Could employer groups use their purchasing power to increase physician workforce diversity?
We believe they could. First, they’ve already demonstrated an interest in ensuring that their
employees receive high quality care. Second, their own workforces have begun to reflect greater
racial and ethnic diversity because they realize that the globalization of markets as well as the
shift in U.S. demographics have made diversity a business imperative. * If their employees
want culturally sensitive care or the option to choose a physician of the same racial or ethnic
background, the employers may wish to accommodate them. Not only do they have an interest
in keeping their employees satisfied, but they may also believe, with some justification, that care
from a diverse physician will be of higher quality if the employee communicates better with that
physician.

If the business case can be made that a more diverse physician workforce would, in fact, increase
health care access and quality and reduce racial disparities, then purchaser groups and other
businesses might well be enlisted. They could, for example, develop purchasing specifications
that require health plans or providers to make more diverse physicians available. The effect
would be to create downstream pressure on the “producers” of physicians.

Potential Actors

One of our goals in this project was to identify new and existing constituencies that might
become involved in efforts to increase physician diversity. A first step was to identify the
stakeholders in relation to medical schools and teaching hospitals. The list is long.  Indeed,
one article describes a survey of medical school leaders that resulted in the identification of 27
core stakeholders.® The article’s authors note that some of the stakeholder groups “may not
know they are considered stakeholders, or that they have legitimate interests in and influence on
the organization.” With regard to medical schools in particular, the authors observe that some of
the stakeholders “ may have no knowledge of the schools’ purposes or functions. Moreover, the
stakeholders may not realize that they have contributed to the support of medical schools.” ¥

There apparently was significant disagreement among, and even within, medical schools as to
which of the stakeholders identified in the survey were the most important. Nevertheless, a
small group emerged. They were: affiliated clinical enterprises, such as teaching hospitals and
other clinical training sites, medical school faculty, other health professionals, other medical
schools, patients served, medical students, and the university affiliated with the medical school.
The composition of this group foreshadows the difficulties of advocating for change. It reflects a
fairly inward focus and a pursuit of “internally generated goals and objectives” on the part of
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medical teaching institutions.”® Thus efforts to effect change will need to come from outside as
well as from within academic medicine.

The strategies we’ve identified suggest a range of potential actors. They include civil rights
attorneys, community benefit advocates, foundations, federal grant-making agencies, accrediting
organizations, the business community, and federal, state and local legislators. Additional actors
who might be particularly effective include community groups, minority students, and minority
physician organizations.

Community Groups

As part of our research, we contacted community groups that have advocated on health issues
and that have a local medical school or teaching hospital. A number of these groups have
worked on initiatives to enforce the community benefit obligations of their local non-profit
hospitals. We surveyed the groups to determine whether physician diversity was an issue for
their members or for their community. (Appendix C) The feedback was mixed. Most felt the
issue was important, particularly given the access problems faced by many in their communities,
but they were not very optimistic about engaging their constituents on it or influencing their local
medical schools and teaching hospitals.

One of the New York-based groups we contacted had participated in earlier efforts to increase
physician diversity, primarily through community councils attached to local medical schools and
teaching hospitals. These efforts, funded with state moneys, had ended when the funding
stopped. While the groups indicated an interest in resuming the efforts, they would need funding
and technical assistance to develop and implement a strategy.

Some of the groups who were not as optimistic about physician diversity as an organizing issue
said that it isn’t seen as the sole -- or even a primary -- barrier to care. The lack of insurance
coverage or other financing for care, and the shortage of providers in inner-city communities
were felt to be more compelling. Additionally, some of the groups felt that because their public
education systems were so poor, and the potential for minorities to even enter college was so
low, medical schools would be too abstract to interest the community. They thought the issue
would not be compelling unless it was presented as an effective strategy for improving health
disparities or as a terrific opportunity for change.

Another problem was that most groups had not previously worked with medical schools in their
community. Those who had told of negative experiences and perceived few prospects for
change. In general, the groups weren’t very aware of the medical education process or how they
could influence it.

Yet because the groups overall do see the need for diverse or culturally competent providers,
they are willing to explore the idea of physician diversity as an organizing issue given the
necessary funding and technical assistance. Those who have some experience and interest in
pursuing this goal see less potential for influencing private medical institutions and would prefer
to focus on public institutions, ideally with the assistance of public authorities.
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Minority Medical Students

The minority medical students we spoke with had a uniformly clear idea of the barriers to
medical education for underrepresented minorities. They also devoted considerable time and
energy to community service -- organizing and participating in health fairs and screenings, and
tutoring and mentoring minority youth. They were willing to challenge inappropriate practices
and behavior at their medical schools, even though their efforts did not always achieve results.

One of our key informants, a noted civil rights authority, said that change is more likely when
those who are subject to barriers are ready to press for it. In his view, current students are the
best source of energy and effort for reforms in educational settings. The touchstone for many of
the students we met is the Student National Medical Association, a group that appears to be both
cohesive and well organized. Other promising student organizations committed to increasing
physician diversity include the American Medical Student Association and the Chicano Latino
Medical Student Association.

Minority Physician Organizations

Some highly organized groups such as the National Medical Association (NMA) and the
National Hispanic Medical Association are committed to increasing physician diversity. The
NMA leadership sees its organization as having an especially strong obligation to work on this
issue in general, and to support minority medical students in particular. In our interviews we
learned of an instance where a chapter of the NMA was successful in getting a local medical
school to create a minority student support function. We also learned of several local minority
physician societies that regularly raise funds to provide scholarship aid to minority students. The
physicians in those groups also volunteer to provide support and mentoring. Many of them are
in a unique position to intervene with local institutions and medical schools because they are
community leaders. Organized minority physicians may be influential in medical school alumni
affairs or on hospital staffs as well.

While we undertook this project with an interest in examining the potential of community benefit
approaches to increase physician diversity, we have come to understand that community benefits
cannot be the sole focus. Our general conclusion is that there is no “magic bullet.” The real key
to changing the current situation will be to challenge and transform the norms of the medical
education community with regard to what makes a good doctor and what makes a good medical
educator. That kind of change requires a broad-based, multi-faceted campaign that employs a
variety of approaches and that brings pressure to bear from both inside and outside the medical
education community. Community benefits will be helpful within a broader reform context.

Philanthropy can and will need to play a central role in launching such a campaign since internal
efforts to change the academic medical culture to date have been diffuse. AAMC staff have
worked hard to promote diversity, and many AAMC programs have yielded positive results.
However, the AAMC’s members are autonomous, so efforts to increase diversity at individual
medical schools have been highly variable and largely dependent on small numbers of faculty,
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staff, and students. Efforts external to the academic environment have been minimal. While
some people outside of the medical education universe care deeply about this issue, they cannot
do much about it because they are unfamiliar with the medical education process and its players,
and it is difficult to identify clear strategies for change. They may also be hesitant because of
ongoing challenges to affirmative action. Additionally, many are preoccupied with other
important social issues such as access to basic health care, and lack of resources and institutional
capacity. The result is that the academic medical community remains largely unchallenged in
both defining the profession and in dictating the terms of access to it.

A number of programs discussed in this paper have had a positive impact. The broad-based
campaign that is necessary for change, however, must be organized at the national level and
focused on diversifying the entire medical workforce. Like all campaigns, it would require
strong leadership, a coalition of interested parties, a strategic communications component, and
resources. The campaign leaders will need to develop strategy and a program that includes a
variety of activities and tactical approaches calculated to challenge the current structure and lead
to progress toward the goal. It is not clear that such a campaign is possible at this time. A
comprehensive assessment would need to be done first. Our recommendations provide a
roadmap for that process.

Recommendation 1: Assess the potential for leadership to work on the issue of diversity in
medical education

The political leadership for increasing physician diversity must be drawn from many different
areas that collectively will be able to mount pressure at national, state, and local levels. A core
leadership group to mount such a campaign will need to be identified and organized. At present
it is not clear whether such a core organizational leadership exists. Thus our first
recommendation is to assess the potential for developing such a group. The plan would be to
look for individuals and organizations within the medical community who have demonstrated
commitment to this issue, and to look for individuals and organizations from outside the medical
community for whom this issue will resonate.

With regard to the “inside” component, the starting point in the assessment process would be to
work with the organizations and individuals who have shown leadership on this issue to date,
provide them with additional support to strengthen their efforts, and see if they are willing and
able to help lead a broader campaign. These organizations and individuals, which would include
medical school faculty and administrators, medical students, and physician groups, would bring
both an understanding of the dynamics of the medical education process and a significant degree
of credibility. Also, their assessment of the feasibility of a campaign to create a more diverse
physician workforce would be critical.

Because the diversity leadership from within the medical community is unlikely to have the
internal political clout necessary to make changes to the system, outside pressure is also required.
Currently, increasing diversity within the physician workforce is not a priority for any
organization that we could identify. There are, however, candidates who might be willing to
address the issue. They include
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= Civil rights activist organizations

= Advocacy groups concerned with racial disparities in health and health care
= Community benefit advocates

= Consumer health organizations

Parties from both inside and outside the medical community face substantial barriers. The
national political climate is not very positive. Also, these groups and individuals have many
other issues on their agendas. No organization is likely to have the internal resources to carry out
a campaign on its own. And the “outside” individuals and organizations may lack knowledge
about the medical education process. Deciding whether organizing for physician diversity is
realistic demands explicit consideration of these issues.

Assuming a core leadership group can be formed, it would need to deploy a staff and raise the
resources necessary to conduct the campaign. Simultaneously, it would have to determine
whether a broader base of support exists and develop a political strategy, including a clear
program and a comprehensive communications plan that makes the issue compelling to this base.

This leadership group would require support, both initially and on an ongoing basis, so that it
could function in a stable and sustainable manner. Initial support would include making sure all
group members have at least a base level of knowledge about the medical education process and
physician diversity. The group would also need assistance in developing an effective agenda and
outreach strategy.

Recommendation 2: Develop a Reform Agenda for Increasing Physician Workforce
Diversity

If a campaign is to be undertaken, it must have a broad reform agenda addressing current barriers
to change. This agenda would include identifying the most promising ways to address the issue.
Before they undertake their own organizational assessments, and certainly before they make a
commitment, potential campaign leaders need to have a sense of the possibilities for change.
Thus it will be necessary to have at least an initial framework of a program.

Based on our research, we have created a draft program that could serve as the basis of this
reform agenda. There undoubtedly are other approaches that would be equally effective, but we
propose starting with the following:
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report, this public support should create a special obligation to ensure that the services of
medical schools and teaching hospitals — whether with respect to physician training, the
provision of care, the conduct of research, or any other activity — are equally available to
and equally benefit all aspects of the public. New York State, which enjoys both a high
concentration of residency programs and explicit state funding of medical education, may
provide an important focus for establishing principles and practices of accountability.
The strong public system in California could make this state a focus as well.
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Massachusetts could also be a candidate because of its extensive levels of community
benefits activity. Developing an assessment tool for measuring the performance of
medical schools and teaching hospitals relative to diversity would be a useful place to
start. (Appendix D)

1 +"$ $4+ 1'% ro# "1 & &
b i$e Although the community groups contacted in the course of this project
expressed concerns about their limited capacity to promote physician diversity, we
recommend a community empowerment approach. Such an approach would both test the
potential roles of communities in impacting this issue and stimulate public debate. One
problem might be that community groups feel their ability to promote physician diversity
is limited. The most common response among community groups we contacted was that
they lack resources to focus on this issue. We suggest removing that barrier by
developing an initiative that funds targeted community groups in certain urban areas with
an elite or public medical education institutional presence. While such an initiative
would be experimental, resources for making it successful do exist. For example,
community groups could use the materials Community Catalyst has developed and
collected to analyze different situations and generate action on community benefits,
health care access, and quality of care issues. Once they create a place for themselves at
the table, community groups could start to generate answers to questions such as:

=  What does it take for communities and public officials to care about and begin to
address the issue of physician diversity?

=  What alliances can be developed to support community group efforts to engage
medical schools?

= What effective collaborations between medical schools and their local communities
can be developed?

= How do hospitals evaluate their physician staff and how do the criteria differ from
those attributes valued during the medical school and residency selection processes?

= How would teaching hospitals rationalize the current autonomy of residency
programs within their organization if challenged from community benefit and quality
of care perspectives?
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conform to standardized requirements. It is generally acknowledged that residency
programs do not have their racial or ethnic composition evaluated or even scrutinized by
any organization or administrative body. This lack of accountability is exacerbated by a
matching process that, at best, is viewed as being opaque, and, at worst, as being subject
to manipulation. Any efforts to diversify residency programs generally are attributable to
the commitment of individual program directors rather than to broader institutional
commitment.

! # $ ¢ & & U Pipeline programs are essential to
increasing the talent pool. They address one of the most critical barriers to a more diverse
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physician workforce — the poor quality of public elementary and secondary education in
many areas with high concentrations of minorities.

Our informants made three suggestions for improving the effectiveness of pipeline
programs. First, develop and implement a systematic evaluation process. It is important
to know what kinds of programs and which program attributes are most successful in
preparing students for medical careers. Second, expand the number of pipeline programs
currently operating. There already is enough of a knowledge base among program
participants, instructors, and educators to support program expansion in the short term.
When evaluation data becomes available, programs can be altered to incorporate
identified best practices. Third, require institutions that sponsor pipeline programs to
enter into genuine partnerships with community and constituency groups such as
minority medical student and physician associations, since medical schools and teaching
hospitals already rely on these groups for community outreach.

Further, it may be strategic to establish a consortium of institutional and community
sponsors of pipeline program s. The consortium would develop a tool for systematic
program evaluation that all member institutions would adopt. It also would serve as a
forum for recognizing and sharing existing best practices.
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& Underrepresented minorities are often disadvantaged by the MCAT. While

a certain baseline level of knowledge and ability is essential to performing well as a
physician, it is not clear that tools like the MCAT are good predictors of physician
performance. In contrast, some non-cognitive skills may have strong predictive value
with respect to what makes a good doctor, although identifying them is a much more
labor-intensive process for an admissions committee. Admissions criteria, and
admissions committee practices and resources, should allow for comprehensive
examination of applicants’ non-cognitive skills. Minority faculty and student
representation on admissions committees themselves could become a critical element in
admissions decision-making.
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+ & B T ¢ %+ $ Minorities may have unique
needs related to the residual effects of educational inequality and the social isolation
inherent in a non-diverse academic environment. These should be acknowledged and
addressed. Minority medical students, faculty and administrators are probably best
equipped to guide the development of support and retention programs and should be
supported in this role. One message we heard repeatedly from our informants was that
program leadership must have sufficient authority within the medical school’s
administrative structure so that the support students receive is meaningful and not merely
window dressing.
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and ethnic demographics is not likely to occur without a highly visible critical mass of
minority faculty who can become leaders, pushing for change from within and serving as
role models for minority students. Creating this critical mass will require change at all
levels of the academic hierarchy, which currently rewards research and publication
credentials most often obtained by completing an elite residency program and having the
“right” sponsors or mentors. Some elite institutions have made an effective commitment
to diversity among faculty and students, actively recruiting minorities and rethinking their
selection processes. But many more remain focused on preserving their status by relying
on traditional criteria for selection and advancement. Programs and resources should be
targeted to minority students, residents, and junior faculty. Institutions should provide
networking opportunities, research funding, subsidies to help defray living expenses, and
reliable information on the realities and expectations of academic medicine.

4 Initiate and support research that (1) expands public understanding of the link
between medical workforce diversity and improved access to and quality of health
care, and (2) explores the impact of a more diverse medical workforce on racial and
ethnic disparities in health and health care. Research to date has demonstrated the
following:

=  Minority physicians are more likely to practice in traditionally underserved
communities.

=  Minority physicians are more likely to specialize in primary care than non-minority
physicians.

=  Minority physicians are much more likely to serve poor, sick patients and a higher
proportion of Medicaid recipients than non-minority physicians.

= @Given the choice, many minorities will choose a physician who is a member of the
same minority group.

If additional research can strengthen these findings and further demonstrate that
increasing physician diversity would help eliminate health disparities, then the case for
action would be especially compelling. New constituencies such as communities and
industry would be drawn to the issue. They, in turn, might be moved to exert pressure
that results in positive change.

Research is also important because affirmative action in higher education is still under
attack. The case must be made now that there are legitimate and compelling reasons for
ensuring diversity in medical schools. Courts have found affirmative action programs to
meet constitutional muster only where they further legitimate educational interests — not
where they are used to remedy past discrimination. It will be much easier for educational
institutions to preserve and strengthen affirmative action programs if they have strong
evidence that a diverse student body not only enriches the medical education process but
also helps reduce health disparities.

5 % $iL & ! + A successful effort of the type described would

require reaching a range of audiences, including the general public, medical education
leaders, community and advocacy groups, minority leaders, policymakers, and the media.
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The first step in mobilizing people is getting them to care about an issue, which often
requires demonstrating why it should matter to them. With regard to physician diversity,
the education task would include the following:

=  Opening up the “black box” of the medical education process, including the education
continuum, the entry requirements, and the financing sources

= Expanding the equal opportunity argument, which could mean comparing census data
with medical student and physician demographics, and presenting MCAT data and
research,

= Synthesizing and communicating the research that ties greater diversity in the medical
profession to both improved access to care and improved quality of care

= Making the link between medical workforce diversity and reduced disparities in
health and health care.

The leadership group would oversee development of the message, the educational
materials, and the dissemination strategy so that the communication would support the
overall effort.

As the nation becomes more diverse, the composition of the medical education workforce will
gain importance as an issue. Yet, as this report suggests, changing the current system will be
difficult without a concerted effort on a number of different fronts. We believe that the interest
is there — or it can be fostered -- from a wide range of sources. Our recommendations build on
that interest. Much of what is currently being done to address physician workforce diversity
will need to continue. But at the same time fundamental change will require a strategy that
strengthens the hands of those who have been leading the efforts to date, brings in new allies,
and takes advantage of new organizing opportunities.
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