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Established by licensing laws in the mid-

19th century, society granted physicians a 

monopoly over the use of medicine’s 

knowledge base, autonomy in practice, 

status, and the privilege of self-regulation

Based on the understanding the profession 

would assure the competence of its 

members, who would be devoted to 

altruistic service, demonstrate morality and 

integrity in all of their activities, and address 

issues of societal concern in their domain.

Based on professionalism. Fundamental to this 

relationship is trust. Society must trust individual 

physicians and physicians must believe society 

will meet its reasonable expectations.

Medicine’s social contract

Cruess, S.R., 2006. Professionalism and medicine's social contract with 

society. Clinical Orthopaedics and Related Research (1976-2007), 449, 

pp.170-176.
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2020 wasn’t that long ago
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Covid-19’s disproportionate impact 

on minoritized individuals

TM Selden and TA Berdahl Health Affairs 39,NO. 9 (2020): 1624–1632
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The source of what the philosopher Immanuel Kant called “the 

moral law within” may be mysterious, but its role in the social 

order is not. In any nation short of dictatorship some form of 

moral compact, implicit or explicit, should be the basis of a just 

society. Without a common sense of what is “right,” groups 

fracture and the fragments wander. Science and knowledge 

can guide action; they do not cause action.

He makes the argument that the murder of George Floyd and 

the subsequent protests make clear yet again, deep structural 

racism continues its chronic, destructive work. In recent weeks, 

people in their streets across the US, many moved perhaps by 

the “moral law within,” have been protesting against vast, 

cruel, and seemingly endless racial prejudice and inequality.

Moral determinants of health

Berwick, D.M., 2020. The moral determinants of health. Jama, 324(3), pp.225-226.
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Social determinants of health

Marmot has summarized these in 6 categories: 
1) Conditions of birth and early childhood

2) Education

3) Work

4) Social circumstances of elders 

5) A collection of elements of community resilience (such as transportation, housing, security, 

and a sense of community self-efficacy)

6) Fairness (Generally amounts to a sufficient redistribution of wealth and income to ensure 

social and economic security and basic equity)

Galea has cataloged social determinants at a somewhat finer grain, calling out, for 

example, gun violence, loneliness, environmental toxins, and a dozen more causes.

The power of these societal factors is enormous compared with the power of health care to 

counteract them.

Marmot M. The Health Gap: The Challenge

of an Unequal World. Bloomsbury; 2015.

Galea S.Well: What We Need to Talk About When

We Talk About Health. Oxford University Press; 2019
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An underinvestment in 

actual human well-being

Berwick offered two possible solutions:

Raise taxes to allow governments to 

improve social determinants, or 

Shift some substantial fraction of health 

expenditures from an overbuilt, high-priced, 

wasteful, and frankly confiscatory system of 

hospitals and specialty care toward 

addressing social determinants instead.

Either is logically possible, but neither is 
politically possible, at least not so far…

Neither will happen unless and until an attack 
on racism and other social determinants of 

health is motivated by an embrace of the 

moral determinants of health, including, most 

crucially, a strong sense of social solidarity in 

the US. 

“Solidarity” would mean that individuals in the 

US legitimately and properly can depend on 

each other for helping to secure the basic 

circumstances of healthy lives, no less than 

they depend legitimately on each other to 

secure the nation’s defense. If that were the 

moral imperative, government—the primary 

expression of shared responsibility—would 

defend and improve health just as 
energetically as it defends territorial integrity. 

Berwick, D.M., 2020. The moral determinants of 

health. Jama, 324(3), pp.225-226.
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Berwick’s imagination

Berwick, D.M., 2020. The moral determinants of 

health. Jama, 324(3), pp.225-226.

Imagine, for a moment, that the moral law 

within commanded shared endeavor for 

securing the health of communities.

 Imagine, further, that the healing 

professions together saw themselves as 

bearers of that news and leaders of that 

change. What would the physicians, nurses, 

and institutions of US health care insist on 
and help lead, as an agenda for action?

1) US ratification of the basic human rights 

treaties and conventions of the international 
community

2) Realization in statute of health care as a 
human right in the US.

3) Restoring US leadership to reverse climate 
change

4) Achieving radical reform of the US criminal 

justice system, eliminating mass 
incarceration

5) Ending policies of exclusion and achieving 
compassionate immigration reform

6) Ending hunger and homelessness in the US

7) Restoring order, dignity, and equity to US 

democratic institutions and ensuring the right 
of every single person’s vote to count equally
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What does this look 

like for the healers?

Berwick, D.M., 2020. The moral determinants of 

health. Jama, 324(3), pp.225-226.

Physicians, nurses, and other health care 

professionals can speak out, write opinion pieces, 

work with community organizations devoted to 

the issues listed, and, most important of all, vote 

and ensure that colleagues vote on election days

Organizations can also act: they can contact local 

criminal justice authorities and develop programs 

to ensure proper care for incarcerated people and 

create paths of reentry to work and society for 

people leaving incarceration

Identify needs for housing and food security in local 

communities, set goals for improvement, and 

manage progress as for any health improvement 

project.

Pay all staff wages sufficient for healthy living, which 

is far above legal minimum wages. 

They can lobby harder for universal health insurance 

coverage and US participation in human rights 

conventions than for the usual agendas of better 

reimbursement and regulatory relief. 

They can examine and work against implicit and 

structural racism. They can do whatever it takes to 

ensure universal voter turnout for the entire health 

care workforce.
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The political determinants of health

1Dawes, D.E., 2020. The political determinants of 

health. Johns Hopkins University Press.

The political determinants of health recognize how 

inequitable policies, politics, regulations, and laws 

have impaired access to care and contribute to 

health inequities

Speaks to the outsized voice that physicians have 

to drive societal change
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What does this look 

like for the healers?

Berwick, D.M., 2020. The moral determinants of 

health. Jama, 324(3), pp.225-226.

Physicians, nurses, and other health care 

professionals can speak out, write opinion pieces, 

work with community organizations devoted to 

the issues listed, and, most important of all, vote 

and ensure that colleagues vote on election days

Organizations can also act: they can contact local 

criminal justice authorities and develop programs 

to ensure proper care for incarcerated people and 

create paths of reentry to work and society for 

people leaving incarceration

ACGME has initiated a sponsoring institution 

fellowship in correctional (carceral)medicine.

Identify needs for housing and food security in local 

communities, set goals for improvement, and 

manage progress as for any health improvement 

project.

Pay all staff wages sufficient for healthy living, which 

is far above legal minimum wages. 

They can lobby harder for universal health insurance 

coverage and US participation in human rights 

conventions than for the usual agendas of better 

reimbursement and regulatory relief. 

They can examine and work against implicit and 

structural racism. They can do whatever it takes to 

ensure universal voter turnout for the entire health 

care workforce.

https://www.acgme.org/globalassets/pfassets/proposalreviewandcomment/

corrmedproposal.pdf



©2023 ACGME

Power of the moral 

determinants of health to heal

Healers are called to heal.  When the fabric 

of communities upon which health depends 

is torn, then healers are called to mend it. 

The moral law within insists so. Improving 

the social determinants of health will be 

brought at last to a boil only by the heat of 
the moral determinants of health,

To many US physicians and nurses who 

trained for, are committed to, and are 

experienced in addressing health problems in 

individual patients, this campaign list may 

seem out of character. However, if the moral 

law within dictated that the shared goal was 

health, and if logic counseled that science 

should be the guide to investment, and that 

the endeavor must be communal, not just 

individual, then the list above would be a clear 

and rational to-do list to get started on well-

being.

Berwick, D.M., 2020. The moral determinants of 

health. Jama, 324(3), pp.225-226.
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Was COVID-19 enough?

Public health is complicated and social 

reengineering is complex but change of this 

magnitude does not happen without a new 

resolve. The US has needed a trigger to fully 

address health care disparities; COVID-19 may 

be that bellwether event. Certainly, within the 

broad and powerful economic and legislative 

engines of the US, there is room to definitively 

address a scourge even worse than COVID-19: 

health care disparities. It only takes will. It is time 

to end the refrain.

This is a moment for ethical reckoning and it calls for 

new resolve.

Yancy, C.W., 2020. COVID-19 and african americans. Jama, 323(19), pp.1891-1892.
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Health equity and racism

Racism adversely affects minorities through the 

negative beliefs and stereotypes about race that 

are embedded in US culture.

Residential segregation by race/ethnicity is an 

underappreciated driver of inequality in the US. It 

is perpetuated through an interlocking set of 

individual actions, institutional practices, and 

governmental policies.

Segregation is a critical determinant of economic 

status, which is a strong predictor of variations in 

health. The White-Black, White-Hispanic wealth 

gap in nearly 10:1

Williams, D.R. and Cooper, L.A., 2020. COVID-19 and health equity—a new kind of 

“herd immunity”. Jama, 323(24), pp.2478-2480.
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Herd immunity- Immunize 

against the negative social 

determinants
Need to raise awareness of the problem of racial/ethnic 

inequities in health because acknowledgment of a 

problem is a prerequisite to working to solve it. The 

majority of US adults are unaware that racial inequities in 

health exist.  Most US residents overestimate the 

progress the nation has made toward economic equality 

and underestimate the degree of persistent racial/ethnic 

economic inequality.

Efforts are needed that explicitly bring clarity to the 

determinants of racial/ethnic inequities. In 2015, in a 

survey that included 2695 people, 50% of white 

respondents reported that discrimination against white 

people was as large a problem as discrimination against 

black populations, and 59% of white respondents 

indicated that the US has made the needed changes to 

give black persons equal rights

Williams, D.R. and Cooper, L.A., 2020. COVID-19 and health equity—a new kind of 

“herd immunity”. Jama, 323(24), pp.2478-2480.

Although most individuals in the US (64% of white 

persons and 68% of working-class white persons) 

believe that hard work is no guarantee of success, 

50% of white respondents indicated that racial 

inequities would be eliminated if only black persons 

tried harder. Additionally, a report from 2012 

indicated that consistently since the 1970s, fewer 

than 1 in 5 white persons have endorsed the view 

that the government has an obligation to improve 

living standards for black individuals.  Thus, there is 

little appetite for government and societal action to 

address racial/ethnic disparities on the part of large 

segments of the US population.

Systematic efforts are needed to identify how to tell 

the story of the challenges of racial/ethnic minorities 

in ways that resonate with the public to build support 

for political action.  Research indicates that there is a 

racial gap in empathy, in which individuals in the US 

have empathic responses to members of their own 

racial/ethnic group but not to members of a different 

group.
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We have become comfortable with disparities 

because they are not our problem

We have become disconnected because we 

are not proximate to those who are suffering

Vaclav Havel, Czech leader spoke of a 

willingness of the spirit to sometimes be in 

hopeless places and be a witness

No one goes to work in healthcare with the idea 

that they will provide different health care for a 

patient because they are of a different race, yet 

lack of empathy creates disparate outcomes

Empathy gap

Bryan Stevenson, founder/executive director of 
the Equal Justice Initiative at AAMC Learn Serve 

Lead 2019 
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American Medical Association. The AMA’s strategic plan to embed racial justice and advance health equity. Available at: 

https://www.ama-assn.org/ about/leadership/ama-s-strategic-plan-embed-racial-justice-and-advancehealth-equity. Published 

2021. Accessed October 12, 2023.
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The program director must design and 

conduct the program in a fashion 

consistent with the needs of the 

community, the mission(s) of the 

Sponsoring Institution, and the 

mission(s) of the program(Core)

Background and Intent: The mission of 

institutions participating in graduate medical 

education is to improve the health of the 

public. Each community has health needs that 

vary based upon location and demographics. 

Programs must understand the structural and 

social determinants of health of the 

populations they serve and incorporate them 

in the design and implementation of the 

program curriculum, with the ultimate goal of 

addressing these needs and eliminating 

health disparities.

ACGME Common Program Requirement 

II.A.4.a).(2)
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Residents must demonstrate an 

awareness of and responsiveness to 

the larger context and system of health 

care, including the structural and social 

determinants of health, as well as the 

ability to call effectively on other 

resources to provide optimal health 

care(Core)

Background and Intent: Medical practice 

occurs in the context of an increasingly 

complex clinical care environment where 

optimal patient care requires attention to 

compliance with external and internal 

administrative and regulatory 

requirements

ACGME Common Program Requirement IV.B.1.f).
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In 2008 IRS added a requirement that hospitals 
submit additional information regarding community 
benefits on the new Schedule H worksheet 
attached to their Form 990: 

• Unreimbursed costs of charity care
• Participation in means-tested government 

programs, such as Medicaid
• Health professions education
• Health services research
• Subsidized health services
• Community health improvement activities
• Cash or in-kind contributions to other 

community groups
• Community building activities, such as 

investments in housing or environmental 
improvements 

Community benefit

James, J., 2016. Nonprofit hospitals' community benefit 

requirements. Washington, DC, USA: Project HOPE.
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Each nonprofit hospital must conduct a 

community health needs assessment at least 

once every three years and develop strategies to 

meet the needs identified in the assessment. 

Hospitals must seek broad community input, 

including from public health officials

Regulations require that the assessment address 

not only financial and other barriers to care but 

also the need to prevent illness; ensure adequate 

nutrition; and address social, behavioral, and 

environmental factors that influence the 

community’s health or emergency preparedness.

Hospitals that fail to comply are subject to a 

$50,000 excise tax penalty. Enforcement is 

the responsibility of the secretary of the 

treasury, through the IRS. Noncompliance will 

result in a revocation of tax-exempt status for 

the institution

Many states have their own community benefit 

laws that vary substantially from state to state 

in scope and detail, including the amount and 

type of evidence that must be reported, and 

that may exceed requirements of federal law

Community needs 

assessment

James, J., 2016. Nonprofit hospitals' community benefit 

requirements. Washington, DC, USA: Project HOPE.
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• 584 pages detailing the extent of racial and ethnic 
differences in health outcomes that are not otherwise 
attributable to known factors such as access to health care

• Disparities consistently found across a wide range of 
disease areas and clinical services

• Disparities are found even when clinical factors, such as 
stage of disease presentation, co-morbidities, age, and 
severity of disease were adjusted

• Disparities are found across a range of clinical settings, 
including public and private hospitals, teaching and non-
teaching hospitals, etc.

• Disparities in care are associated with higher mortality 
among minorities (e.g., Bach et al., 1999; Peterson et al., 
1997; Bennett et al., 1995)

Evidence of racial and ethnic disparities in 

healthcare

Nat Academy Press 2002 
http://www.nap.edu/catalog/10260.html 



©2023 ACGME

Patient education programs should be 
implemented to increase patients’ 
knowledge of how to best access care and 
participate in treatment decisions

Integrate cross-cultural education into the 
training of all current and future health 
professionals

Increase in the proportion of 
underrepresented U.S. racial and ethnic 
minorities among health professionals

IOM Study 

Recommendations

Cooper and Powe Commonwealth Fund Report: Disparities In Patient Experiences, Health Care Processes, and Outcomes: The 

Role of Patient-Provider Racial, Ethnic, and Language Concordance 2004
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• Ground the need for diversity in the mission of achieving improvement in health of 

individuals and population health.  As such, elimination of health disparities of 

marginalized communities is a true north for advancing change

• Workforce diversity has multiple benefits that can be used to benefit the elimination 

of health and healthcare disparities:

• Disproportionate tendency for racially concordant patient-physician relationships

• Improved patient-physician outcomes with concordant relationships

• Improved patient outcomes through physician advocacy

• Enhanced research agenda with diverse physicians in academic medicine

• Increased mentoring for minoritized trainees and students in the learning environment

• Enhanced capacity to model compassionate care for all to dominant culture colleagues 

and to ally them in providing physician advocacy for minoritized patients and communities

ACGME Foundational Principles
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• Society must view healthcare disparities as deficiencies in 

healthcare quality and medicine must seek to improve quality 

• Health equity is a means to achieve elimination of healthcare 

disparities

• Increasing workforce diversity is a means to achieve health 

equity

• Inclusion is a tool to ensure that diversity is successful

• Our goal is to advance diversity, equity, and inclusion to 

improve the care of patients and populations

ACGME foundational principles in DEI
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• We live in racially segregated communities 

• Disease burden and health and healthcare inequities are strongly 

concentrated in residential areas of historically marginalized individuals

• People tend to seek medical care within their community

• Historically marginalized practitioners tend to practice in underserved 

communities and serve their historically marginalized residents

• There are high odds that a Black, Latinx or Asian physician will 

disproportionately see a patient of their same race or ethnicity

• The percentage of historically marginalized physicians trained in the US 

has not changed in 15 years

Why does healthcare worker diversity matter?
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Can you predict who is more likely to serve 

underserved and marginalized communities?

AAMC: Data Warehouse, MSQ_R, GQ_R, and IND_IDENT_R tables as of December 30, 2020. MSQ_R last 
updated 1/9/2020. GQ_R last updated 8/26/2020. IND_IDENT_R last updated 12/3/2020.

AAMC Matriculating Student Questionnaire AAMC Graduating Student Questionnaire
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Impact of racial concordance 

is greater in primary care
Cross-sectional analysis of a nationally representative 

sample of 150,391 visits by black and white Medicare 

beneficiaries to 87,893 physicians

Most visits by black patients were with a small group of 

physicians (80% of visits were accounted for by 22% of 

physicians) whereas these same physicians (19,492) only 

saw 22% of white patients; 68,311 physicians saw 78% of 

white patients, but only 20% of black patients.

Physicians treating black patients report greater difficulties in 

obtaining access for their patients to subspecialists, 

diagnostic imaging, and nonemergency hospital admission.

A black physician was 39.9 times more likely to see a 

black patient than was a white physician.

Bach, PB et al. N Engl J Med 2004;351:575-84.
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Greater Black PCP workforce representation 

is associated with better population health 

measures for Black individuals

Cohort study evaluated the association of Black PCP workforce 

representation with survival outcomes at 3 time points (2009, 

2014, and 2019) for US counties. 

Moderate workforce diversity gains occurred in the 10-year 

period from 2009 to2019, with a 9.8% increase in the number 

of US counties with 1 or  more Black PCPs, still over half of all 

US counties had no Black PCPs

Greater Black PCP representation levels were associated with 

longer life expectancy and were inversely associated with all-

cause mortality rates for Black individuals

Greater representation also was associated with a smaller 

difference in all-cause mortality rates between Black and White 

individuals

Snyder, J.E., Upton, R.D., Hassett, T.C., Lee, H., Nouri, Z. and Dill, M., 2023. Black representation in the primary care physician workforce 

and its association with population life expectancy and mortality rates in the US. JAMA Network Open, 6(4), pp.e236687-e236687.
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• Addresses the unfortunate reality of how we trust in American society

• Intention to adhere to medical advice is heightened

• Patient satisfaction is better among historically marginalized individuals who 

receive racially concordant care

• Improved clinical outcomes in some categories has been shown

• Improves access to care for individuals who would rather forego care than to 

receive it in an environment that dehumanizes them, discriminates against them, 

and fails to communicate effectively with them

Benefits of racially concordant care
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Increasing racial/ethnic diversity in the physician 

workforce supports concordance

• Isn’t forcing people to work where 
they don’t want to work

• Isn’t limiting patient access to only 
racially concordant physicians

• Isn’t stopping patients from seeing 
the most appropriate physician 

• Proximity is an important factor, 
but not the only factor

• Physicians’ willingness to work 
in disadvantaged communities 
and to accept 
Medicare/Medicaid

• Patient choice plays a role
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Concordant care has been the 

foundation of a century of 

American medical education

Stems from the Flexner 

report in 1910 that stated 

the reason to leave the two 

Black medical schools in 

place, after recommending 

closure of the other five at 

the time, was to ensure a 

supply of negro physicians 

to serve the black 

population to prevent 

spread of disease to the 

overall population.
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Projected estimates of Black 

physicians

Flint Medical College of New Orleans University, 

Knoxville Medical College, Leonard Medical School of 

Shaw University, Louisville National Medical College, and 

the University of West Tennessee College of Medicine 

and Surgery–Memphis were recommended for closure

If the 5 closed historically Black medical schools had 

remained open, steady expansion and rapid expansion 

models indicated in this paper suggest that these schools 

might have collectively provided training to an additional 

27 773 graduates and 35 315 graduates, respectively

By extrapolation, the number of graduating Black 

physicians might have increased by 355 individuals 

(29%) in 2019 alone 

Campbell, K.M., Corral, I., Linares, J.L.I. and Tumin, D., 2020. Projected estimates of African American medical 

graduates of closed historically Black medical schools. JAMA network open, 3(8), pp.e2015220-e2015220.
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Why do individuals seek out physicians 

of their same race/ethnicity/religion?

Comfort/familiarity

Language concordance/improved 

communication

Psychological and physical safety

Trust, respect

Perceived shared worldview

Proximal location

Why do physicians disproportionately care 

for patients of their same 

race/ethnicity/religion?

Race-conscious professionalism1

• Sense of doing a societal good; 
Recognition of unique role; job 
satisfaction

• Identifies with the population served

• Sense of belongingness

Exclusion from markets

• Discrimination/Racism

• Elitism

Care provided by a physician who shares the 

racial identity of the patient

1Powers, BW et al. Academic Medicine 2016. 91(7):913-5
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Race-concordant visits are longer and 

characterized by more positive patient affect.

This is linked to continuity of care

Association between race concordance and higher 

patient ratings of care is independent of patient-

centered communication, suggesting that other 

factors, such as patient and physician attitudes, 

may mediate the relationship

Patient-centered communication 

does not fully explain heightened 

satisfaction in concordance

Cooper, L.A., Roter, D.L., Johnson, R.L., Ford, D.E., Steinwachs, D.M. and Powe, N.R., 2003. Patient-centered communication, 

ratings of care, and concordance of patient and physician race. Annals of internal medicine, 139(11), pp.907-915.



©2023 ACGME

1Information seeking was higher among Black 

participants after they viewed messages from Black 

physicians.

Supports the important role that health professionals 

and other leaders in communities of color play in 

enhancing the acceptance of COVID-19 vaccination 

and other interventions. 

Concordance across dimensions other than ethnicity 

may be more important for Latinx patients.

2Ensuring that messages are accurate, available, and 

comprehensible is insufficient —recipients must also 

trust the messenger. Trust is most likely when 

information is delivered by a messenger who is known 

and has a positive relationship with the community.

Concordance and 

communication

1Alsan, Marcella, et al. "Comparison of Knowledge and 

Information-Seeking Behavior After General COVID-19 

Public Health Messages and Messages Tailored for Black 

and Latinx Communities: A Randomized Controlled 

Trial." Annals of internal medicine (2020).

2Cooper, Lisa A., and Catherine M. Stoney. "Messages to 

Increase COVID-19 Knowledge in Communities of Color: 

What Matters Most?." Annals of Internal Medicine (2020).
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Describes the process black professionals 

confront when attempting to navigate the 

competing demands of professionalism, racial 

obligations, and personal integrity

Hispanic and black physicians tend to not 

leave minority communities once they settle in 

such areas, and when they move, they tend to 

move to areas similar to those that they are 

from.

Race-conscious 

professionalism

Powers, BW et al. Academic Medicine 2016. 91(7):913-5Brown T et al. Does the under- or overrepresentation of minority physicians 
across geographical areas affect the location decisions of minority physicians? 
Health Serv Res 2009 44(4):1290-308

Wilkins D. Identities and roles: Race, recognition, and professional 
responsibility. MD Law Rev. 1998. 57:1502–1595.

Brian W. Powers, Nancy E. Oriol, Sachin H. Jain Journal of 
Health Care for the Poor and Underserved, Volume 26, 
Number 1, February 2015, pp. 73-81 
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Burden of expectation

Privilege for some and obligation for others

Assumptions associated with typical gender norms; 

ethnicity biases; medical students’ socialization and 

professional development (most notably with regard to 

career expectations)

Explicit, implicit, and even hidden institutional-level 

barriers and hurdles for URM students

Central character in this case-study attended medical 

school “thanks to an institutional scholarship and 

federal financial aid, and societal expectations that 

can be associated with this kind of support for 

students, specifically those who are members of 

underrepresented in medicine groups.

Michalec, Barret, et al. "Why It’s Unjust to Expect Location-Specific, Language-Specific, or Population-Specific Service 

from Students with Underrepresented Minority or Low-Income Backgrounds." AMA journal of ethics 19.3 (2017): 238-244.
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Shroud of privilege—social advantages (often race or ethnicity and gender-

based) that protect certain people and provide a more clearly paved path to 

upward social mobility in comparison to others who encounter explicit and 

implicit hurdles and pitfalls (e.g., institutionalized sexism and racism).

Privilege is reflected in their apparent assumption that they do not have 

responsibility to work with underserved patient populations and that they 

somehow see themselves as more free than Amanda to explore their own 

professional interests

Privilege

Michalec, Barret, et al. "Why It’s Unjust to Expect Location-Specific, Language-Specific, or Population-Specific Service 

from Students with Underrepresented Minority or Low-Income Backgrounds." AMA journal of ethics 19.3 (2017): 238-244.
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Medicine, foundationally, is a service profession and that all medical 

professionals have a fiduciary responsibility to serve diverse patient populations. 

In contrast to her classmates, the central character is attributed a burden of 

service because of her ethnic identity, language skills, and having previously 

worked to alleviate health inequities.

Skills stemming in part from her ethnicity make her more naturally suited for work 

in URM communities and chain her to an expectation of altruistic medical 

“servitude”

The text does not say that they expect Amanda to join them in service to 

minority, immigrant, and LEP patients rather they are protected from this mantle 

of responsibility because of their privilege.

What responsibility do we all have to serve the 

underserved?

Michalec, Barret, et al. "Why It’s Unjust to Expect Location-Specific, Language-Specific, or Population-Specific Service 

from Students with Underrepresented Minority or Low-Income Backgrounds." AMA journal of ethics 19.3 (2017): 238-244.
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Does diversity matter for 

health?

Black subjects were likely to talk with a black 
doctor about more of their health problems

Black doctors were more likely to write additional 
notes about the subjects

CV disease impact was significant, leading to a 
projected 19% reduction in the black-white male 
gap in cardiovascular morbidity and 9% in CV 
mortality  

Diabetes, cholesterol screening and invasive 
testing were up 20%; return visits were up 20%

Flu shots were significantly more likely in 
concordant pairings

M Alsan, O Garrick, and GC Graziani, NBER Working Paper No. 

24787, June 2018, Revised September 2018
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Patient-physician race/ethnicity 

concordance improves 

adherence to cardiovascular 

disease guidelines
Patient-physician race/ethnicity concordance was 

associated with adherence to four of our six outcome 

measures: Aspirin (IRR = 1.08, 95% CI: 1.03-1.14,

P < .001); Blood pressure control (IRR = 1.09, 95% CI: 

1.07-1.12, P < .001); smoking screening and cessation 

(IRR = 1.06, 95% CI: 1.04-1.08, P < .001); and ABC 

composite (IRR = 1.42, 95% CI: 1.33-1.52, P < 0.001). 

They did not find an association for race/ethnicity 

concordance with Cholesterol and smokers counseled

Nguyen, A.M., Siman, N., Barry, M., Cleland, C.M., Pham‐Singer, H., Ogedegbe, O., Berry, C. and Shelley, D., 2020. 

Patient‐Physician Race/Ethnicity Concordance Improves Adherence to Cardiovascular Disease Guidelines. Health 

Services Research, 55, pp.51-51.
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1.8 million hospital births in Florida between 

1992 and 2015; Black newborn deaths are 

3x greater than that of whites

Patient–physician concordance benefitted 

Black newborns with Black physicians by 

53- 56% compared to discordant care

No significant improvement in maternal 

mortality based on racial concordance

Physician race matters in 

perinatal mortality

Greenwood, B.N., Hardeman, R.R., Huang, L. and Sojourner, A., 2020. Physician–patient racial concordance and 

disparities in birthing mortality for newborns. Proceedings of the National Academy of Sciences, 117(35), pp.21194-21200.
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Analyzed 50,626 patients in the Medical 

Expenditure Panel Survey 2010-16

ED usage was less for Whites and 

Hispanics with concordant physicians

NHW who were publicly insured or with poor 

health status were more likely to have a 

discordant physician

Hispanic and Asian patients who were not 

proficient in English were more likely to 

have a concordant physician

Asian patients who had a concordant 

physician were 30% less likely to have an ED 

visit and 25% less likely for Hispanic patients.   

Hispanics also had lower hospitalizations

Screening tests for breast cancer were 

increased in concordant relationships

Total healthcare expenditures were less for 

Black, Asian and Hispanic patients in 

concordant relationships (14%, 34%, 20%).  

Also true for Asian, and Hispanic patients in 

concordant relationships for outpatient care.  

Inpatient care and prescriptions were less for 

Black patients in concordant care.

Utilization is improved and expenditures 

decreased with concordant care

Jetty, A., Jabbarpour, Y., Pollack, J., Huerto, R., Woo, S. and Petterson, S., 

2022. Patient-physician racial concordance associated with improved 

healthcare use and lower healthcare expenditures in minority 

populations. Journal of racial and ethnic health disparities, 9(1), pp.68-81
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Jetty, A., Jabbarpour, Y., 
Pollack, J., Huerto, R., 
Woo, S. and Petterson, S., 
2022. Patient-physician 
racial concordance 
associated with improved 
healthcare use and lower 
healthcare expenditures 
in minority 
populations. Journal of 
racial and ethnic health 
disparities, 9(1), pp.68-81
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We have not graduated 

enough Black, Latinx and 

Indigenous physicians over 

the past 40 years to satisfy 

the demand for concordant 

care

All physicians must embrace 

cultural humility1 to improve 

the care they give to patients 

from historically marginalized 

groups 

Hazard of depending on racially concordant care 

to eliminate health disparities

ACGME Data Resource Book Academic Years 2004-2019

1Tervalon M, Murray-Garcia J. Cultural humility versus 
cultural competence: a critical distinction in defining 
physician training outcomes in multicultural education. J 
Health Care Poor Underserved. 1998;9:117–25.
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ACGME follow up of the SCOTUS decision
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Follow-up

• ACGME reaffirms it commitment to its requirements to focus on diversity through a 
mission-driven, ongoing, systematic effort of recruitment and retention of a diverse 
and inclusive workforce of residents, fellows, faculty members, senior administrative 
GME staff members and other relevant members of its academic community

• The rationale for this is to hold true to ACGME’s mission to improve health and 
population health.  Elimination of racial and ethnic health disparities is central to 
improving health of society

• ACGME requirements do not require race-based affirmative action to achieve 
diversity and the decision does not require programs to change their current 
selection practices.
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I.C. The Program, in partnership with its 

Sponsoring Institution, must engage in 

practices that focus on mission-driven, 

ongoing, systematic recruitment and 

retention of a diverse and inclusive 

workforce of residents, fellows (if present), 

faculty members, senior administrative staff 

members, and other relevant members of its 

academic community. (Core)

Common Program Requirement I.C.

Adopted by ACGME Board of Directors June 2018

Changes went into effect 1 July 2019

https://www.acgme.org/globalassets/pfassets/programrequirements/cprresidency_2023.pdf
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Elementary

High School

College and 
post-

baccalaureate

Medical school M1-
M2

Medical school M3-
M4

Production of clinicians is a long-term process 

with multiple points of intervention

Mini-medical school 

Effective exposure to STEM

Reading and math skill development

Algebra by 8th grade

Shadowing, exposure to career path

Continued development in STEM

Effective counselling and course 

selection from the beginning

Pre-Calculus by 12th grade

Development of test-taking skills

Research, shadowing and mentoring 

opportunities

Effective counselling and course 

selection from the beginning

Development of test-taking skills

Career investigation

Effective counselling and specialty 

exposure from the beginning

Development of test-taking skills

Productive research opportunities

Community engagement

Leadership experiences

Disciplined preparation in basic sciences

Using and choosing effective away rotations

Effective counselling and sponsorship

Development of test-taking skills

Specialty career focus

Effective executive skills development

Focus on professionalism development

Holistic admissions and intentional ranking 

“We don’t control the entry of students into medicine, so there’s nothing we can do to advance diversity”



©2023 ACGME

National Initiative IX
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ACGME Office of Diversity, Equity, and Inclusion

Contact Us at diversity@acgme.org

Bill McDade, MD, PhD

wmcdade@acgme.org

312.755.7472

Lieu Thompson, PhD

lthompson@acgme.org

312.755.5000

Morgan Passiment, MSJ

mpassiment@acgme.org

312.755.5012

Muveddet Harris, MS

mharris@acgme.org

872.275.2860

Montrelle Clayton

mclayton@acgme.org

312.282.6800

Allison Simpson, MA

asimpson@acgme.org

312.755.5040

Patrick Guthrie

pguthrie@acgme.org

312.755.7468

Rahardhika Utama, PhD

rutama@acgme.org

312.755.7143

Tiasia Davis

tdavis@acgme.org

312.755.7422

Pilar Ortega, MD

portega@acgme.org

312.755.7406

Thank you

mailto:wmcdade@acgme.org
mailto:lthompson@acgme.org
mailto:mpassiment@acgme.org
mailto:mharris@acgme.org
mailto:mclayton@acgme.org
mailto:asimpson@acgme.org
mailto:pguthrie@acgme.org
mailto:rutama@acgme.org
mailto:tdavis@acgme.org
mailto:portega@acgme.org
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