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In the article, “Board certiﬁed family physician
workforce: progress in racial and ethnic diversity,”
the authors review the racial and ethnic background of physicians to document proportional
growth over time as compared with 2017 United
States Census data. In their analysis, they aggregated data provided by family medicine physicians
at the time of application for their American Board
of Family Medicine (ABFM) certiﬁcation examination. The years evaluated were from 2013 to 2017,
and that timespan yielded a match of 66,542 board
certiﬁed family physicians for the study. Results
showed that the growth of the number of board
certiﬁed family medicine black and Hispanic or
Latino physicians lags behind other groups, as well
as census deﬁned numbers, 7.8% versus 13.3% for
black physicians and 9.1% versus 17.8% for Hispanic or Latino physicians.1 Parity was seen with
white physicians (61.2% vs 61.3%), and Asian physicians (21.8% vs 5.7%) were overrepresented as
compared with their representation in the US population. Even though there has been an overall
increase in physician numbers over the past 30
years, the numbers of black and Hispanic or Latino
physicians has not kept the pace.
These data are consistent with other studies that
cross specialty and geography showing the need for
growth of underrepresented in medicine minorities
(URMM).2,3 Data further highlight the need for
increasing numbers to better reﬂect the composition of the general population. The reasons for
inertia in URMM representation are multifactorial
and include the persistence of systems designed to
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separate and divide based on class, social status, or
race.4 In addition, bias against minorities, mistreatment of minority groups, and the promotion of the
white race over others has escalated under the current presidential leadership, and these issues have
added to the problem.5,6 Another reason includes
the out of proportion increases to the pool of
URMM physicians from historically minority-serving medical schools as compared with their predominantly white institution counterparts,7,8 which
are more numerous in number and often better
resourced. The “minority tax” that impacts the
URMM faculty member directly impacts the recruitment and retention of these groups in academic medicine. The minority tax has also been a
tough challenge to overcome and includes lack of
mentorship, lack of faculty development, isolation,
diversity pressures, and racism,9 impacting recruitment and retention of URMM faculty in academic
medicine.
The gravity of decreased numbers of URMM
physicians has to be articulated. Family medicine is
a primary care leader in racial/ethnic physician diversity,10 and limited diversity in the specialty impacts care for underserved populations, threatening
the health of families and communities. Added to
this concern would be a direct hindrance toward
achieving the triple aim of reducing per capita health
care costs, improving the care experience, and improving the health of populations. Physicians who
mirror the composition of the community have the
potential to improve all three aims, potential that
cannot be ignored as the health care system moves
from a focus on disease to a focus on health.
What is needed to promote equity for URMM
and increase their numbers in medicine? How do
we increase numbers of board certiﬁed black and
Hispanic or Latino physicians? Where to start has
been a challenge, and increasing awareness is a
must. The National Academy of Medicine as well
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as the Associate of American Medical Colleges
have championed the push to increase numbers
of URMMs. Approaches that have been helpful
to increase URMM presence, starting often at
the precollege level, include pipeline and outreach programs. These programs are designed to
increase exposure to health care and enhance academic ability and can be effective at increasing
numbers of URMM.11,12 Continued exploration of
community colleges as a pathway for URMM
should help increase numbers, as there are data that
suggest the community college path may be a route
to family medicine.13,14 Additional resources and
support should be provided to undergraduate and
medical schools that demonstrate evidence of increasing URMMs. Consideration should be given
to creating new medical schools and residency
training programs at historically black colleges and
universities. Even though there is some evidence
that family medicine residency programs are becoming more diverse,15 additional focus on making
the residency training environment more diverse
and culturally welcoming is needed.
In order for true equity to be seen in family
medicine for minority family medicine physicians,
systems of inequity, bias, and discrimination that
propagate separation and division have to be dismantled. There is much ground to cover to increase numbers of underrepresented groups in
medicine and to continue promoting equity for
these groups. The future of health care for families
and communities depend on it.

