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Abstract
Purpose: People of color often face challenges in accessing equitable healthcare. Disparities in healthcare pose very real moral and
ethical social justice dilemmas for society, and prevent efforts to improve the nation's health and manage escalating healthcare costs.
A diverse healthcare workforce is necessary as a means to help care for an increasingly diverse patient population.
Method: This paper focuses on programmatic and research information that is a collaborative effort between a number of re-
searchers and educators in schools of medicine and allied healthcare. The paper looks at the current state of racial and ethnic
diversity in the health professions and describes the social justice implications of a representative healthcare workforce. Using a
“pipeline to practice” model, the authors will present information spanning the pipeline from encouraging high school students of
color to enter the allied healthcare professions to introducing undergraduate and graduate students in health professions program to
responsive policy making and cross-cultural communication. The authors reviewed the research literature across multiple in-
stitutions and professional health programs, and include illustrative case studies.
Results: The authors found that overall, the healthcare workforce is becoming more diverse however, with the majority of people of
color in healthcare jobs remaining in entry-level and often lower paying jobs. The need to increase the diversity of the healthcare
workforce in all fields of allied health is a continuing need. The most promising practices tended to be comprehensive programs that
include a combination of social support, academic support, and financial support.
Discussion: This information has great significance for health professions education programs as they strive to diversify their
student populations, retain students of color, and provide culturally responsive education and training. This interdisciplinary
collaborative perspective illustrates what can be learned from varied health professional programs as well as making new con-
nections across often disconnected practice settings.
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1. Introduction

By the year 2043, the demographic makeup of the
United States is predicted to drastically shift so that
racial and ethnic minorities will become the majority
for the first time in the history of the United States.1

The population of Whites in the U. S. is estimated to
fall from 78% (2012) to 69% (2060) while the total
population of Hispanics, African Americans, Asian
Americans, and Native Americans combined will grow
from 22% (2012) to 31% (2060).1 With this de-
mographic shift a focus on improving health and
reducing health disparities has become a concern for
many institutions of public health.

Health disparities by race and ethnicity, income
and education, disability status, and other social
characteristics still exist and have serious health
consequences for people of color.2 Research has
shown that racial and ethnic minorities receive a
lower quality of healthcare across a range of illnesses
and healthcare services even when access-related
factors are taken into consideration.3 In its most
recent report, the Centers for Disease Control stated
that racial and ethnic minorities continue to experi-
ence significant incidences of preterm births, HIV
diagnoses, and prevalence of diagnosed diabetes,
coronary heart disease, stroke and hypertension.2

Additionally, while there is no direct evidence that
healthcare provider bias affects the quality of care for
patients of color, research suggests diagnostic and
treatment decisions, as well as feelings about patients,
are influenced by a patients’ race.3 Furthermore, in a
2018 systematic review of the literature researchers
found evidence regarding the effects of race and racial
concordance on patient-physician communication
finding that the majority of the literature supports the
finding that Black patients report poorer patient-
physician communication than White patients.4 The
Institute of Medicine found that the responses of pa-
tients of color to healthcare providers could also be a
potential source of disparities; however, it is reason-
able to anticipate that if patients convey mistrust,
refuse treatment, or comply poorly with treatment,
healthcare providers may become less engaged in the
treatment process.3 It is also likely that these kinds of
reactions from patients of color could be
understandable in response to negative racial experi-
ences in other contexts, or to real or perceived
mistreatment by healthcare providers.3,5 Racial and
ethnic disparities in healthcare result in worse out-
comes and are therefore unacceptable.3

Greater diversity in the healthcare workforce is seen
as a promising strategy for addressing racial and ethnic
healthcare disparities by improving access to health-
care for underserved patients,6e9 improving the patient
experience, and increasing patient satisfaction.8,10

However, racial and ethnic diversity in many health-
care professions has not kept pace with demographic
changes in the general populations of the United
States.10,11 Chiropractors, speech-language patholo-
gists, veterinarians, audiologists, and podiatrists have
some of the lowest proportions of professionals of
color.12 The lack of diversity among the healthcare
professions has significant consequences for access to
healthcare services, health outcomes and health equity
for patients and communities of color.10,11

In this paper the authors: 1) provide a review the
current state of racial and ethnic diversity in higher
education and in the health professions; 2) describe the
social justice implications of a representative health-
care workforce; and 3) identify case studies that pro-
mote racial and ethnic diversity in the health and
healthcare community.

1.1. Background

Studies have shown that people of color and low so-
cioeconomic status populations shoulder the burden of
illness-relatedmorbidity andmortality in theU.S. leading
to prominent disparities in healthcare.13,14 Even when
controlling for insurance status, challenges accessing
quality healthcare remain and numerous studies have
documented significant differences in healthcare access
and quality among people of color.3,14,15

Only 23% of African Americans, 26% of Hispanics,
and 39% of Asian Americans have a physician that
shares their race or ethnicity, compared to 82% of
White Americans.16 Healthcare providers (HCP),
physicians, dentists, Physician Assistants (PAs), and
Nurse Practitioners (NPs), from diverse backgrounds
tend to understand better the culture, background, and
historical events affecting people of color. Racial
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concordance between the HCP and patient correlates
with improved patient health outcomes, patient satis-
faction, and communication.4,18 Patients with HCP of
the same race report greater mutual respect compared
to patients with an HCP of a different race.17 These
factors play a large role in determining whether a pa-
tient will feel comfortable disclosing certain informa-
tion to their provider and whether they will be given
treatment that is culturally sensitive and appropriate
given the resources of the patients. Despite the benefits
of having representation in healthcare, many patients
fail to experience racial concordance in their health-
care experience.16

2. The health professions and health professions
education

2.1. Racial and ethnic diversity in the health
professions

Demographic trends among the healthcare work-
force suggest that overall, the workforce is becoming
more diverse and is one of the more diverse occupa-
tional fields. In the past 10 years there has been an
increase in the proportion of people of color in the total
healthcare workforce, which encompasses entry level
jobs with lower education requirements (e.g., nursing
assistants) to highly skilled jobs requiring extensive
education (e.g., physicians).12 Further, the overall
health workforce is slightly more diverse than the
overall U.S. population.12 However, close evaluation of
occupational data reveal that the majority of people of
color in healthcare jobs remain in entry-level and often
lower paying jobs with little opportunity for advance-
ment, such as aides, assistants, and technicians.12,19

Snyder et al. found that professions with the highest
proportion of people of color included: Nursing, Psy-
chiatric, and Home Health Aides, Personal and Home
Care Aides, and Licensed Practical Nurses and
Licensed Vocational Nurses, while the professions with
the highest proportion of White professionals included:
Podiatrists, Audiologists, Veterinarians, Chiropractors,
and Speech-language Pathologists.12 Similarly, a report
by the U.S. Department of Health and Human Services
found that there was considerable variation in racial
and ethnic diversity by health occupations and that all
professionals of color, except Asians are underrepre-
sented in occupations involved in diagnosing and
treating (i.e., dentists, dieticians, pharmacists, occu-
pational therapists, physical therapists, physician as-
sistants, speech-language pathologists and registered
nurses).19
2.2. Racial and ethnic diversity in health professions
education

Workforce disparities have significant downstream
effects in health professions education. One result of
the lack of diverse representation can be seen by
examining the educational pipeline. Although the
overall number of students of color attending post-
secondary educational programs has increased over
the past several years,20 students of color remain un-
derrepresented in many healthcare profession
schools.12

The Association of American Medical Colleges
reported that in 2015 White students comprised 47.8%
of medical school applicants and 51.2% of enrolled
students and remained the majority of graduates.21

That same year, 6% of medical school graduates
were Black or African American, and 5% were His-
panic or Latino.21 Medical school acceptance rates
differ among select racial and ethnic groups. White,
Hispanic or Latino and Asian applicants had compar-
atively similar acceptance rates of approximately
42e44%, while Black applicants reported a lower
acceptance rate of 34%.21

In 2017, 3% of Physician Assistant (PA) program
graduates were Black or African American, compared
to 5% in 2010.22,23 Similarly, 3.3% percent of the
2017e2018 first-year PA program students were Black
or African American, compared to 3.4% in 2010, and
7.4% were Hispanic, Latino, or Spanish, compared to
13% in 2010, despite an increase in overall program
number (159 vs. 223) and class capacity.22,24

The statistics for professional therapy programs are
similar. The Commission on Accreditation in Physical
Therapy Education reported enrollments in all PT
programs of 3% Black students, 6% Hispanic/Latino
students, 8% Asian students, with American Indian/
Alaskan Native and Native Hawaiian/Pacific Islander
students enrolled under 1%.25 Likewise, occupational
therapy programs show enrollment rates for all OT
programs of 19% Black or students, 23% Hispanic
students, 19% Asian students, and American Indian/
Alaskan Native and Native Hawaiian/Pacific Islander
students enrolled at less than 1%.26 Communication
Sciences and Disorders programs (speech pathology,
and audiology) report graduate first-year enrollments
for racial/ethnic minorities as follows: entry-level
clinical doctorate in audiology at 13% and master's in
speech-language pathology at 19% (note: the CSD did
not specify race/ethnicity subgroups).27

In addition to the under-enrollment of students of
color in the health professions programs, there is a
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deficit of faculty diversity as well. Only 4% of medical
school faculty, 7.6% of PA program faculty and be-
tween 13 and 19% of public health school faculty
identify as racial or ethnic minorities.28,29 This is
critical given that one of the major challenges for
students of color entering health professional schools
include access to role models and mentors. Without
adequate representation of faculty of color in health
professional schools and in leadership roles, students
of color may not see such careers as an option or may
not have supportive mentorship in their educational
experiences, leading to attrition.11,30,31

Finally, given the underrepresentation of minorities
in allied healthcare professions, the use of cultural
competency training is seen as a way to prepare all
students in health professions programs to serve pa-
tients from diverse social and cultural backgrounds.32

However, within professional health programs there
is great variability in curriculum content and teaching
approaches.33

2.3. Laws and policies that affect diversity efforts

Scholars and practitioners argue that increasing the
diversity of the healthcare workforce is essential for the
provision of culturally responsive care, expanding
healthcare access, and enriching the pool of leaders
and policymakers to meet the needs of a diverse so-
ciety.31,34 An increase in the number of medical stu-
dents of color occurred in the 1960s with the advent of
the civil rights movement.31 The federal government
assisted students of color by establishing financial aid
and loan forgiveness programs.31 The greatest in-
creases in students of color applications to medical
schools were seen in the early 1990s with higher ed-
ucation's commitment to federal Title VII programs.31

However, several Supreme Court cases arguing against
affirmative action programs and race-based admissions
policies have resulted in a decline of students of color
applicants and matriculants among the nation's medical
programs.31

The Affordable Care Act introduced Titles VII and
VIII of the Public Health Services Act that created
incentives for healthcare providers to practice in
medically underserved areas, improved cultural
competence and increased diversity through scholar-
ships and programs targeted for students from diverse
backgrounds.35 More recently, U.S. lawmakers have
introduced the Allied Health Workforce Diversity Act
(H.R. 3637) that is now making its way through the
Senate. If passed, this legislation would allow the
Department of Health and Human Services to provide
grants to accredited PT, OT, audiology, and SLP edu-
cation programs to increase diversity in the pro-
fessions. Grants could be used to provide scholarships
or to support recruitment and retention efforts for
students of color.36

Finally, current gaps in college spending nationally
shortchange students of color. A recent analysis looked
at education spending at public two- and four-year
colleges and showed that the amount spent per stu-
dent of color (defined as Black and Latino) was more
than $1,000 less per year than what is spent on their
White counterparts.37 Additionally, disadvantaged
students of color are concentrated at lower-resourced
institutions and Whites at higher resourced in-
stitutions within the same system.37 Nationally, public
colleges spend approximately $5 billion less educating
students of color in one year than they do educating
White students.37

2.4. The social justice implications of a representa-
tive healthcare workforce

The World Health Organization (2018) reports that
health disparities have significant social and economic
costs to both individuals and societies.38 Maternal
mortality is a key indicator of health inequity with
developing countries accounting for 99% of annual
maternal deaths in the world.38 Such disparities in
health have very real social and moral consequences.
As reported earlier, one way to address health dispar-
ities is to invest in a more racially and ethnically
diverse healthcare workforce. This requires improved
efforts to recruit and retain healthcare professionals
from underrepresented minority backgrounds.

The disparities in access and support facing students
of color illustrate a continued need for efforts to in-
crease the diversity of the healthcare workforce
throughout the education continuum. An important
component of these efforts includes the recruitment
and retention of students of color throughout the
educational pipeline. Figs. 1 and 2 demonstrate case
studies in best practices in recruitment and retention.

3. Discussion

Studies have shown that HCP who identify as racial
or ethnic minorities are more likely to provide care to
lower-income, minority, and uninsured populations.7,39

In fact, the probability of a medical resident choosing
primary care as their specialty is nearly four times as
great for an Black resident as compared to a White
resident.40 Additionally, compared to their White



Fig. 1. Case study - Academic-community partnerships in post-graduate education.
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counterparts, students of color tend to place a higher
value on the ‘opportunity to serve vulnerable and low-
income populations’ and also view low-income pa-
tients less negatively.7 Simply put, a diverse healthcare
workforce helps care for an increasingly diverse pa-
tient population.

Matriculating diverse student populations into
healthcare professional training programs is imperative
to improve health disparities and improve cross-
cultural communication. Equally important is to
educate healthcare professionals on health disparities
and cultural humility. Evidence shows that cultural
humility education for healthcare professionals during
their formative years of training can positively impact
patient and provider satisfaction especially in disparate
populations.41 The ability to provide care at the
personalized level implies the provider is aware and
recognizes the individual's culture and psychosocial
status to ultimately provide more holistic care.42 In
fact, cultural humility, health disparities and cross-
cultural communication as they pertain to cultural
differences and social justice are built into many of the
major healthcare professional accreditation standards
in the United States.32 Efforts to integrate these
curricular components have expanded over the last
decade and must include post-professional education in
cultural humility, cross-cultural communication, and
health disparities.32

There have been a number of programs and efforts
to increase the diversity of healthcare workforce,
ranging from high school programs designed to help
increase students’ interests in STEM, college support
programs to support students of color in STEM or
healthcare careers, as well as efforts at the professional
school level (e.g., medicine, dentistry, and nursing) to
help recruit and retain students. The most promising
practices have tended to be comprehensive programs
that include a combination of social support, academic
support, and financial support.12,43

Other promising efforts included targeted recruit-
ment to specific populations, summer enrichment
programs for high school or early college students,



Fig. 2. Research e Occupational Therapy as a Career Choice by High School Students of Color.
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research opportunities, and changing the curriculum to
reflect and respond to the needs of communities of
color.12,44e47

4. Conclusion

Although there are many promising practices
emerging, there is still much unknown about the long-
term impact of such programs on racial and ethnic
diversity in health professions. In order to provide
patients and populations with high-quality and acces-
sible care, it is crucial that we advocate for a repre-
sentative healthcare workforce, and provide students
opportunities to learn from, with, and about each other
in order to improve patient outcomes.

In order to begin to address the challenges high-
lighted in this paper, including financial challenges,
disconnected pipelines and unclear pathways, and lack
of academic and social supports, the authors suggest
the following areas of future research and practice:



228 K. Wilbur et al. / Health Professions Education 6 (2020) 222e229
1. Identify, develop, and evaluate strategies to
reduce financial barriers in the education and
training processes in health professions programs
for students of color (i.e., redundant/repetitive
fees; implement holistic admissions practices).

2. Establish and monitor partnerships between
community colleges, 4-year universities, and
medical schools to develop pathway programs
for students who identify as racial or ethnic
minorities.

3. Identify promising infrastructures that support
(academically) and develop (professionally)
students toward a career in the health professions
programs.

4. Develop professional pathways for entry-level
health professionals to advance in their careers.

5. Explore the impact of recruiting and hiring
diverse faculty in higher education.
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