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THE HEALTH WORKFORCE EQUITY
EVIDENCE REVIEW SERIES
The Fitzhugh Mullan Institute for Health Workforce Equity defines health equity as a world in
which there is a diverse health workforce that has the competencies, opportunities, and courage to
ensure everyone has a fair opportunity to attain their full health potential.
At least six critically important factors drive health workforce equity, as shown in the figure
below. These domains apply to workers across the health care spectrum, including home
healthcare, support staff, allied health professionals, public health, physicians, nurses, and
many others.
This series reviews existing literature on the nature and magnitude of each problem, the impact
of this problem on health equity, and the policies and programs that affect it.
DOMAIN 1: The diversity of the health workforce is critical for health equity. It has implications
for access, quality, health equity, and job opportunities in low-income communities. This
evidence review focuses specifically on racial/ethnic population groups that have been
historically identified as underrepresented in healthcare professions that require higher
education.

The Problem
Health disparities occur across a variety of dimensions, including demographic, social, economic,
and geographic subgroups. This evidence review focuses specifically on racial/ethnic population
groups that have been historically identified as underrepresented in healthcare professions that
require higher education. These population groups include Black or African American (referred
to as Black in this article), Hispanic/Latino (referred to as Hispanic), and American Indian/Alaska
Native (referred to as Native American), collectively referred to as underrepresented minorities
(URMs).
A recent analysis of health workforce diversity conducted by the Mullan Institute found that
Black, Hispanic, and Native American people are underrepresented compared to their general
population representation.1 In most high-income health professions, the representation of Black,
Hispanic, and Native American clinicians is significantly lower than that of the comparable U.S.
population. In 2019, while approximately 13.7% of the U.S. population aged 20 to 65 years
(working-age population) was Black, only 7.3% of advanced practice registered nurses, 5.2% of
physicians, and 4.4% of dentists identified as Black.1 Hispanic individuals are also
underrepresented: while they account for 18.2% of the working-age population, they represent
only 5.5% of advanced practice registered nurses, 6.9% of physicians, and 5.7% of dentists. 1
Native American individuals account for 0.7% of the working-age population but represent only
0.3% of advanced practice registered nurses, 0.1% of physicians, and 0.1% of dentists. 1
This underrepresentation of Black, Hispanic, and Native American people in health professions is
a result of historical and existing structural obstacles that have significantly reduced access to
health professions education among marginalized and historically oppressed populations in the
United States.2–7

Problem Statement
Black, Hispanic, and Native American individuals are underrepresented in
health professions that require post-secondary education as compared to
their representation in the general population.

Domain 1: Who Enters the Health Workforce?

Minority students face many challenges in pursuing a career in the health professions. Studies
have explored the factors contributing to the low representation of Black, Hispanic, and Native
American populations in health professional schools. These factors can be categorized into social
factors (lack of early exposure to health professions careers, insufficient advising and mentoring,
experiences with stereotyping and discrimination, lack of sense of belonging), institutional
factors (poor quality secondary education, insufficient institutional resources and support,
challenges with standardized tests), and financial factors (limited financial support and debt
accumulation).5,6,8–13

Social Factors
• Lack of early exposure
to health professions
• Insufficient Mentoring
• Lack of sense of
belonging
• Experiences with
stereotyping and
discrimination

Institutional Factors

Financial Factors

• Poor quality secondary
education
• Insufficient resources in
undergraduate and
graduate education
• Insufficient advising
• Challenges with
standardized tests

• Wealth and income
disparities
• Cost of college and
graduate school
• Insufficient financial aid
• Debt accumulation

Figure 1: Barriers to Diversity in the Educational Pipeline
Lack of early exposure to health professions careers and limited social support go hand in hand,
as shown by numerous studies.5,6,8,10,11 Students identify the importance of social support (sense
of belonging, mentoring, and career encouragement) as a primary factor in promoting academic
success.9,13 Minority students often report a desire for health career exposure, mentoring, and
pre-college advising; however, these desires often go unmet.8 One qualitative study found that
lack of access to information, mentoring, and advising was connected to many of the challenges
identified by students. Obtaining this access was alluded to as a solution to overcoming these
identified challenges.5
Minority students also face other structural barriers such as attendance at poor quality schools,
lack of access to rigorous curricula, and exposure to violence and poverty.14 Even the most
resilient minority students who can overcome the negative school experiences and social
influences must face the challenge of standardized tests and finances in transitioning to college.
Studies have examined the national trends for standardized tests and differences in achievement
for White, Black, and Hispanic students,15,16 finding that for the National Assessment of
Educational Progress (NAEP) and SAT, Black and Hispanic students scored significantly lower than
their White counterparts. Authors have attributed these achievement gaps to racial and class
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inequalities factors.15,16 The reliance of colleges on standardized test scores for admissions and
the disparities in scores continue to produce patterns of inequality.
Affordability is another major factor that affects college access and completion. Low-income and
minority students use student loans more often and in larger amounts than their more well-off
and white counterparts, and they attend less selective institutions.17 They are less likely to
graduate and more likely to exit college with debt.17,18Among students who complete college,
those with larger amounts of debt may struggle to pay back their loans or to invest in graduate
education,17 further exacerbating existing inequalities and serving as a major barrier to
diversifying the health workforce.
While in college, minority students often face stigmatization, stereotyping, and the lack of sense
of belonging, which has been found to predict intentions to persist through college.19–23 A recent
study examined the racial microaggression experiences of minority students at a historically
White university.21 These authors found that Black students reported experiencing a significantly
greater frequency of racial microaggressions than Asian, Hispanic, or multiracial students.
Findings also show that students who reported a greater frequency of racial microaggressions
also reported a lower sense of belonging.
Minority-serving institutions, which include historically Black colleges and universities (HBCUs),
Hispanic-serving institutions (HSIs), and tribal colleges and universities (TCUs), serve a large
percentage of Black, Hispanic, and Native American students.24 They share factors that
distinguish them from majority institutions in successfully retaining and serving minority
students.25,26 Research has indicated that their success is attributed to the supportive
environment that they provide,27 namely, an environment that is comparatively rich in role
models and relatively free of racial discrimination where minority students often feel a sense of
belonging.25,26

Relationship to Health Equity
A growing body of literature explores the extent to which a diverse health workforce may
contribute to reducing racial/ethnic disparities in health and healthcare in the United
States. Historically, racial/ethnic minority populations encounter barriers to accessing
healthcare, discrimination, and bias in medical treatment compared to their White counterparts,
contributing to the disparities in health outcomes.28–36 Studies have shown that increased
diversity in the health workforce contributes to improved patient-provider interactions and
outcomes, increased access to care for underserved and high need populations, and an overall
improvement in cultural competency of the healthcare workforce.31,37–46

Domain 1: Who Enters the Health Workforce?

Several studies have shown the importance of a racially diverse workforce in improving
underserved populations’ access to care. There is increasing evidence that URM health providers
are more likely to serve minority patients, the underserved, those with Medicaid, and the
uninsured.31,37,43,47,48 Moreover, some minority patients have a preference for minority
providers.38,42,49 In the interaction between minority patients and providers, better
communication is often facilitated, resulting in better outcomes.39,49 The frequent absence of
sound patient-provider relationships is a factor that contributes to disparities in the quality of
care received by minority groups.
Concordant patient-provider interactions can directly contribute to improved health and health
outcomes for some minorities. One study investigated the effect of randomly assigning Black
male patients to Black male (vs. non-Black male) doctors; the patients of Black male doctors were
more likely to seek advice from their assigned doctor and increased their demand for preventive
services.38 These findings were stronger among patients who had limited prior experience with
routine medical care. A 2021 study found an impact of concordant relationships on healthcare
expenditures,40 finding that healthcare expenditures were lower among Black, Hispanic, and
Asian patients with race-concordant clinicians than those with discordant clinicians.40
However, it is important to note that there is mixed evidence of a direct impact of diversity and
racial concordance on individual patient outcomes and quality. Some studies have found that
while racial concordance is sometimes preferred, concordance itself does not strongly affect the
quality and effectiveness of treatment.5 Studies are often unable to find a direct and significant
association between diversity and clinical outcomes.42,50 There is a need for further research to
assess the hypothesis that diversity improves outcomes and quality.
In addition to benefits directly provided by URM practitioners in the workforce, evidence shows
that when diversity in the educational pipeline improves, non-URM practitioners are better
equipped to serve the increasingly diverse U.S. population.44,51 White students who attended
more diverse schools rate themselves as better prepared to care for diverse populations and have
more equity-oriented attitudes about access to care.44 Diverse educational settings produce
more culturally competent healthcare professionals who can transcend their own initial biases
and prejudices.44,52
In sum, while evidence that racial concordance between patient and practitioner directly impacts
the health outcomes for those patients is mixed, there is consistent evidence which shows that
underrepresented health practitioners are more likely to care for high need patients and improve
cultural awareness for all practitioners, which contributes to improved health of populations,
especially high need populations.
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Health Workforce Diversity is a Health Equity Issue
A substantial body of literature suggests that a diverse and inclusive workforce
can help increase access to care and improve health care outcomes among
underserved populations. The lack of diversity in the health workforce
contributes to poorer health status for underrepresented populations and
perpetuates historical health inequities.

Policies and Programs to Increase Diversity in The Health Workforce
Many minority students benefit from support at each stage along the pipeline. There are
numerous strategies that can support the recruitment, matriculation, retention, and graduation
of underrepresented minority students who can then enter the health workforce.
Academic Support
Faculty Support
Funding
Institutional Culture
Support Services

Pipeline/Pathway
Programs
Mentorship
Advising

Prior to
College

Undergraduate
Education

Graduate/
Graduate/
Professional EducationProfessional Education
(Matriculation)

URM Specific
Recruitment
Admissions Practices
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Institutional Culture

(Graduation)
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Figure 2: Strategies to Increase Diversity in the Health Workforce
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Pipeline programs: To address underrepresentation, many interventions have focused on
building pathway/pipeline programs to both encourage and better prepare underrepresented
minority students. These programs can start as early as elementary school and go through premedical support programs. The value of pipeline programs in contributing to a diverse workforce
has been discussed and evaluated.53(p1),54(p2) Pipeline programs’ effectiveness in improving URM
student academic readiness and performance in undergraduate settings so that there is an
increased likelihood of entrance into relevant graduate/health professional programs has been
found highlighted by several authors.53,55,56 Creating a pathway/pipeline that offers role models,
academic support, and mentorship to URMs can increase the likelihood of achieving a diverse
workforce.56
Mentorship: Mentorship can be an important component of pipeline programs and valuable for
health professions students and early career minority professionals. Mentorship can play a
critical role in every step of a minority student’s journey toward becoming a healthcare
professional. Authors have found the positive impact of mentoring and mentorship programs on
students’ knowledge gains, grade point averages, exposure to research and career direction, and
transition to higher education.57–59
Student Recruitment and Admission Practices: Numerous efforts have relied on affirmative
action-positive steps taken to increase the representation of women and minorities in areas of
employment, education, and culture from which they have been historically excluded 60- to
increase the number of minority students matriculating in higher education.52,61,62 However, with
pushback to and debate over affirmative action, more recent efforts have focused on holistic
review in admissions, that is, the assessment of an applicant’s unique experiences alongside
traditional measures of academic achievement such as grades and test scores.63 This holistic view
of the student in admissions has been shown to be beneficial for both the institution and the
student body, positively impacting diversity, student success, and academics in health
professions schools.63,64
Research shows that URM-specific recruitment practices correlate with increased URM
matriculation rates.65–67 Of these URM-specific recruitment practices minority applicants, preadmission counseling, career outreach programs to communities, financial aid, and URM student
early identification were commonly utilized.65 A qualitative study looking at the features of
interventions to promote recruitment/admission of URM students in health professions
programs found that a combination of intervention types such as enrichment programs, outreach
programs, assistance with admission applications, flexible admissions criteria, and financial aid
may be more successful in increasing as opposed to focusing on a single “most effective”
intervention.66
Diverse Faculty: Several studies highlight the importance of URM faculty and faculty that support
strategies to increase diversity.68–71 Evidence shows that engaging faculty in creating a culture
that supports diversity is fundamental in recruiting and retaining minority students. One study
found that the lack of minority faculty is one of the most commonly reported barriers to URM
student recruitment.65 Another study found that a higher proportion of African American and
6

Hispanic faculty on admissions committees was correlated with increased rates of URM
matriculation.67
Student Support Services: In addition to supportive and diverse faculty, wraparound services
(advising, tutoring, and/or referrals to other supportive services such as counseling) provided by
the institution have attributed to the successful retention of minority students. 72
Student Financial Support: Funding, such as scholarships and loan repayment programs, plays a
critical role in increasing the health workforce's supply and overall diversity. This funding can
come from a variety of sources. Federal, state, private, and health professional educational
institutions have provided billions of dollars toward increasing the number of underrepresented
minority healthcare providers.32,73 One study shows that loan aid appears to encourage students
to search out alternative institutions or drop out of college entirely, while merit aid appears to
increase the likelihood of students persisting and graduating from the university of first entry.74
Federal programs such as the Centers of Excellence programs, the Health Careers Opportunity
Program, and the Scholarships for Disadvantaged Students (SDS) program that support the
training of new health professionals who are URM, play a critical role in supporting students in
health professions education.72,73 Authors highlight that this federal funding has an impact on
increasing the number of minority healthcare providers; however, a comprehensive evaluation
of the extent of this impact has been recommended.73
Accreditation: Health professions’ education accreditation standards influence institutional
practices and policies and ensure high-quality education that meets the needs of patients and
society.75 Accreditation standards for educational institutions can encourage and support efforts
at those institutions to increase diversity.75

Policies and Programs that Impact Health Workforce Diversity
Numerous strategies can support the recruitment, matriculation,
retention, and graduation of underrepresented minority (URM) students
who can then enter the health workforce. The literature suggests that the
most effective strategies involve a multifaceted and comprehensive effort,
spanning pipeline programs that offer academic support and mentorship
to URM students; targeted recruitment practices; holistic review in
admissions processes; incorporation of diversity in accreditation
standards; and federal programs and funding to support URM students and
trainees.

Domain 1: Who Enters the Health Workforce?
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