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Abstract

Purpose

There is little evidence regarding which
factors and strategies are associated with
high proportions of underrepresented
minority (URM) faculty in academic
medicine. The authors conducted a
national study of U.S. academic medicine
departments to better understand the
challenges, successful strategies, and
predictive factors for enhancing racial
and ethnic diversity among faculty (i.e.,
physicians with an academic position or
rank).

Method

This was a mixed-methods study using
guantitative and qualitative methods.
The authors conducted a cross-
sectional study of eligible departments

of medicine in 125 accredited U.S.
medical schools, dichotomized into
low-URM (bottom 50%) versus high-
URM rank (top 50%). They used

t tests and chi-squared tests to compare
departments by geographic region,
academic school rank, city type, and
composite measures of “diversity best
practices.” The authors also conducted
semistructured in-depth interviews
with a subsample from the highest-
and lowest-quartile medical schools
in terms of URM rank.

Results

Eighty-two medical schools responded
(66%). Geographic region and academic
rank were statistically associated with
URM rank, but not city type or composite

measures of diversity best practices.

Key themes emerged from interviews
regarding successful strategies for

URM faculty recruitment and retention,
including institutional leadership, the use
of human capital and social relationships,
and strategic deployment of institutional
resources.

Conclusions

Departments of medicine with high
proportions of URM faculty employ

a number of successful strategies
and programs for recruitment and
retention. More research is warranted
to identify new successful strategies
and to determine the impact of
specific strategies on establishing and
maintaining workforce diversity.

Racial and ethnic minorities in

the United States experience greater
burdens of morbidity and mortality in
comparison with people of European
descent for nearly every health indicator.
For example, the prevalence of diabetes
is 6.6% among non-Hispanic whites in
comparison with 8.9% among Hispanics
and 11.1% among African Americans.’
Racial and ethnic minorities have higher
rates, and worse control, of dyslipidemia
and hypertension,?’ and lower rates

of preventive health measures such as
mammography.*
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Introduction

Increasing the number of
underrepresented minority (URM)
physicians, partic and ularly within
medical school faculty, is a key
component to reducing health
disparities, underscored by the authors
of the 2004 American College of
Physicians position paper on racial
and ethnic disparities in health care.’
The Association of American Medical
Colleges (AAMC) has defined URM
physicians as those whose numbers

in medicine are disproportionately
lower than in the general population,
and includes African Americans,
Native Americans/American Indians,
Mexican Americans, mainland Puerto
Ricans, and some Asian subgroups.®
Thus, some doctors may be racial and
ethnic minorities (e.g., Southeast Asian
Americans) but not URM physicians.
Numerous studies have demonstrated
that racial and ethnic minority physicians
are more likely to work in underserved
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communities.”” One study found

that minority patients are five times

as likely to have a minority physician
than nonminority patients.® Minorities
report higher rates of patient satisfaction
and patient-centered care from racially
concordant providers, both of which have
been linked to improved health outcomes
such as diabetes control and lowered
blood pressure.'®!! In addition, the
presence of URM physicians in academic
medicine can improve minority health
and reduce health disparities through

a variety of mechanisms, including
accelerating medical and public health
research (particularly health disparities
research),"? training students and
residents to provide culturally competent
care,” and providing medical and health
policy leadership that can improve
organizational processes and reduce
disparities in health care quality.™

Despite increasing numbers of racial

and ethnic minorities in the United
States, the percentage of URM faculty
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in medical schools remains consistently
low at 2% to 4%, with the vast majority
of faculty being employed at one of three
historically black institutions (Howard,
Meharry, and Morehouse medical
schools) or the three medical schools in
Puerto Rico (Universidad Central del
Caribe School of Medicine, Ponce School
of Medicine, and the University of Puerto
Rico School of Medicine).> ™

In 2005, the Association of Professors

of Medicine (APM) provided
recommendations for enhancing racial
and ethnic diversity within academic
departments of medicine but noted that
there was little evidence regarding best
practices to increase URM representation.?
Since then, several studies have reported
significant gains in the retention of URM
physicians through mentoring and faculty
development programs.?** Qualitative
studies have demonstrated that an
institution’s “diversity climate” can impact
the work experiences of URM faculty.”
Despite this recent research, there has been
little formal evaluation of broad-based
efforts to enhance URM representation
within academic medicine.

We conducted a national study of U.S.
medical schools, using both qualitative
and quantitative methods, to better
understand the challenges, successful
strategies, and predictive factors for
enhancing workforce diversity in
academic departments of medicine.

Method
Study design and data sources

We used a mixed-method approach to
combine quantitative methods (i.e.,
survey) and qualitative methods (i.e.,
in-depth interviews), as detailed below.
We obtained 2009 data from the AAMC
roster that contains institution-level
information about full-time faculty
(i.e., physicians with an academic rank
or position within the medical school),
including the numbers and percentages
of URM faculty within the departments
of medicine at all 125 accredited U.S.
medical schools that existed at that
time.'® We specifically chose departments
of medicine because they are the largest
departments within academic medicine,
and institutional leadership often
originates within these departments.
Thus, understanding what happens
within the department of medicine
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has broad implications for the rest of
the academic health center. Of note,
historically black medical schools and
the Puerto Rican medical schools were
excluded from this study because of the
historical mission and mandate to have
URM faculty and students as part of these
institutions. This study was approved by
the University of Chicago’s institutional
review board. All quantitative and
qualitative data were collected in 2009.

Surveys

Participant recruitment. We sent letters
to chairs of the departments of medicine
from all 125 accredited U.S. medical
schools that existed at the time of data
collection, describing the purpose of

the study and asking them to complete

the enclosed survey or forward it to an
appropriate administrative leader (e.g.,
vice chair for diversity). A $30 gift card was
used as an incentive to complete the survey.

Study instrument. The survey used the
33-item checklist of APM best practices for
enhancing diversity to query departmental
activities to enhance workforce diversity
(Appendix 1). This checklist covers

five areas: medical school recruitment,
residency, transition to fellowship,
transition to junior faculty, and transition
to senior faculty. Response options were
dichotomous (yes = 1,no = 0), and for
each of the five areas a score was created
that is the overall proportion of yes
responses (e.g., a score of 0.75 indicates
that 75% of the checklist items were in
practice at the school). Surveys were self-
administered and returned to the research
team via a preaddressed stamped envelope,
with the exception of the subset of
respondents who participated in in-depth
interviews (see below). For these study
participants, we administered the survey
via telephone at the time of the interview.

Data analysis. We dichotomized medical
schools into low-URM rank (bottom
50%) versus high-URM rank (top 50%).
We then used t tests and chi-squared tests
of proportions to compare the two groups
on the basis of city type (urban, midsize,
rural), geographic region (using the four
U.S. Census regions: South, Midwest, West,
and Northeast),* and medical school
ranking (using data from the U.S. News

& World Report ranking of U.S. medical
schools).” In addition, we conducted ¢
tests to compare the two groups (low-
versus high-URM schools) on the basis of

the scores in the five groups of APM best
practice categories. STATA 9.0 software
(StataCorp, College Station, Texas) was
used for the quantitative analyses, and we
define statistical significance as a two-
tailed P < .05.

In-depth interviews

A subset of medical schools participated
in in-depth interviews in addition to
survey administration. We selected these
schools from the highest and lowest
quartiles of medical school ranking,
based on proportions of URM medicine
faculty, to identify lessons learned from
schools that have been both successful
and unsuccessful at attaining significant
numbers of URM faculty.

Participant recruitment. We divided
medical schools into quartiles based on

the percentages of URM medicine faculty;
schools from the upper and lower quartiles
were selected for participation in the in-
depth interviews. Invitation letters were sent
to department chairs at eligible institutions,
which explained our goal to interview at
least one key participant at the institution:
department chair, primary diversity
administrator, and/or chief of general
internal medicine (typically the largest
section within departments of medicine).
We used purposeful sampling to ensure that
we included a diverse set of medical schools
that reflected factors (i.e., geographic
region, school size) that may impact

the institution’s ability to recruit URM
physicians. A $100 American Express gift
card was used as an incentive to complete
the interview. Enrollment continued

until theme saturation was reached; we
conducted interviews at 15 medical schools,
with 18 total interviews conducted.

Study instrument. We created a
standardized interview guide using
open-ended questions, with probes for
clarification and exploration of topic
areas potentially rich in content, such

as the institutional diversity climate
(which we defined as the “sociopolitical
environment surrounding issues of race/
ethnicity”). The interview guide was
piloted through interviews with external
experts in the field who were employed
at three academic medical centers who
were not selected for participation in
the qualitative portion of this study. We
began with an overview question: “Can
you tell me about any initiatives your
department may have undertaken to
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enhance the work environment for all
faculty?” Follow-up questions focused

on initiatives that sought to increase the
representation of URM physicians. For
each initiative, we asked respondents to
describe specific instances of difficulty
and of success in implementing change.
Questions addressed recruitment

and retention efforts, perceived
challenges, successful strategies, and the
sustainability of such efforts. For all areas
of inquiry, respondents were asked to
illustrate their experiences with specific
examples. Interviews were conducted by
telephone by a professional interviewer/
moderator (an outside consultant) with
experience doing qualitative interviews
on health care and administrative topics.
Interviews lasted approximately one hour.

Data analysis. We audio-taped,
transcribed, and imported each interview
into Atlas.ti 4.2 software (Scientific
Software Development Company,
GmbH. Berlin, Germany) for the coding
process. Data analysis was conducted
iteratively.” That is, we initially met after
independently analyzing the first two
transcripts to obtain consensus on codes,
themes, and concepts; the team continued
to meet thereafter to modify the codes,
themes, and concepts that arose from
new transcripts. All authors reviewed and
coded transcripts; each transcript was
independently reviewed by two randomly
assigned reviewers. Each dyad met to
come to consensus regarding coding; we
resolved differences of opinion through
group discussion. Atlas.ti software

was used to facilitate the creation of a
larger conceptual framework about the
determinants of successful efforts to
enhance racial and ethnic diversity within
academic medicine.

Results
Survey results

Of the 125 U.S. academic medical schools,
66 were categorized as low-URM schools
(bottom 50%), and 59 were categorized
as high-URM schools. Eighty-two
medical schools (66%) completed the
survey; the response rate was 38 (58%)
among low-URM schools and 44 (75%)
for high-URM schools.

Geographic region and medical school
ranking (i.e., “Top 50” school ranking
versus rankings not based on U.S.
News & World Report rankings)® were

Table 1

Factors Associated With Underrepresented Minority (URM) Rank at 125U.S.
Medical Schools, 2009*

Y Y e 286
Urban 32 (48.5) 23(39.0)
T SEEE SEETE
Geographic region <.001
N TGy
T TN B N Ea——
B ey Y R——
(

>50 49 (74.2) 27 (45.8)

Medical school 50 72 .38
Re5|dency62 ................................... 5y o
R Sy e
W'J'.Ljﬁi'c;r“f'é'c.ijit'y' ......................................................... Gy e
Senlorfaculty70 ................................... S e

*In this cross-sectional study of 125U.S. academic medical schools, 66 were categorized as low-URM schools and
59 were categorized as high-URM schools. Schools were compared on the basis of geographic region, academic
rank, city type, and composite measures of diversity best practices in order to understand the predictive factors
that enhance workforce diversity in academic medicine.

Based on the rank listing in U.S. News & World Report.?

*Based on responses to survey items about best practices to increase URM faculty by targeting activities for
persons at various stages of the faculty pipeline (e.g., residency training). Scores reflect the overall proportion of
"yes” responses to survey items within a given category.

associated with URM rank (i.e., top half
versus bottom half), such that medical
schools located in the South and those
with higher academic rankings had
higher percentages of URM faculty. City
type (urban versus nonurban) was not
associated with URM rank (Table 1).

None of the composite measures of the
APM best practices, in the area of medical
school, residency, fellowship, junior
faculty, or senior faculty, were statistically
associated with URM rank of medical
schools.

In-depth interview results

Successful strategies to recruit/retain
URM faculty. Whereas respondents
from high-URM medical schools were
able to describe a range of strategies and
programs to recruit and retain URM
faculty, few respondents from low-
URM schools were able to do so. Several
respondents from low-URM schools
admitted that there were no programs
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or policies in place to recruit or retain
URM faculty. One respondent noted,
“We have a regular nondiscrimination
policy, but there are no formal positive
programs that I am aware of to recruit
more underrepresented minorities.” (See
Appendix 2 for illustrative quotes from
the in-depth interviews.)

Several key themes emerged as the most
commonly cited successful strategies to
recruit and retain URM faculty. These can
be grouped into two overarching categories:
utilization of human capital and social
relationships, and institutional support
through resources. Utilization of human
capital and social relationships includes
social networks, mentoring/role models,
and “growing your own” faculty from

the pool of eligible trainees as described
below. Institutional support through
resources includes recruitment/retention
packages, career advancement, and other
demonstrations of institutional support.
These strategies are described below.
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Utilization of human capital and social
relationships. Many institutional leaders
cited the use of social networks (e.g.,
informal lists of potential candidates
generated from URM faculty, diversity
committees, and/or other “connected”
faculty) and interpersonal connections
to identify potential candidates. One
institution’s diversity committee was
explicitly charged with this function.
Several respondents noted that national
conferences were used as a venue for
identifying and making personal contacts
with promising junior URM faculty
candidates. Personal contacts were seen
as venues to express the commitment

to faculty diversity and the success of
URM faculty within their institution.
Many respondents commented that
merely noting “URM candidates are
encouraged to apply” in job postings
was an ineffective strategy. In fact, it was
most commonly noted as “the single
most ineffective strategy.” Respondents
also described the importance of having
section chiefs and department chairs “go
the extra mile” to make interpersonal
connections with candidates.

The presence of URM role models and
the availability of established, experienced
mentors (both URM and non-URM
mentors) to junior URM faculty was
described as an important tool in both
the recruitment and retention of URM
faculty.

Several institutions described the recent
adoption of a “grow your own” strategy,
which seeks to cultivate and mentor
URM medical students, residents, and
fellows, with the goal of transitioning
them to junior faculty members.
Respondents were generally optimistic
about the potential of this strategy for
future success.

Institutional support through resources.
The strength of a medical school’s
recruitment package was universally
noted in the interviews as a primary
factor in the successful recruitment of
URM faculty. Most respondents referred
to salaries and development funds

when describing such packages, but
others noted areas such as supportive
environments, prospects for growth

and success, flexible work hours, and
diverse work experiences to fit the range
of candidates’ skills and needs. Whereas
one institution did not offer retention
packages (out of concern that it would
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encourage manipulative false claims on
the part of faculty), other respondents
noted that their institutions used
retention packages as an effective tool to
maintain faculty, including URM faculty,
within their departments.

Several respondents noted that faculty
of all types, including URM faculty, are
more likely to stay at their institutions if
they are successful and have continuing
opportunities for institutional leadership
and career advancement. As such,
creating such opportunities for URM
faculty was viewed as an important
retention strategy.

Institutional support to help URM
junior faculty, particularly clinician
investigators, in career development was
described as a key strategy for the success
(and subsequent retention) of URM
faculty. Such support was manifested
through establishing internal faculty
development programs, institutional
minority faculty development awards,
and salary support/protected time during
the transition from career development
awards to independent funding.

Factors influencing the recruitment
and/or retention of URM faculty. The
importance and salience of having
administrative leaders be visionaries
with an explicit commitment to
workforce diversity was a prominent
theme in the interviews. Respondents
from high-URM medical schools
talked about the importance of such
leadership in shaping the general work
climate and expectations around URM
faculty recruitment and retention.
Conversely, many administrative leaders
from low-URM institutions not only
admitted that workforce diversity

was not a departmental priority but
also had difficulty articulating their
departments’ programs and policies

to enhance diversity and were often
uncertain about the larger institutional
efforts to increase the presence of URM
faculty. Administrative leadership

was described as enhancing URM
recruitment and retention through
proactive recruitment, mentoring and
active communication, a culture that
promotes faculty diversity, and resource
allocation.

A key theme among respondents
was a willingness to aggressively
and spontaneously recruit and hire

competitive candidates, even if the
department was not engaged in an official
search. Having the resources and making
a commitment to hire URM candidates
when the candidates are available (as
opposed to when the department is
looking) were seen as critical differences
in the success or failure of overall
recruitment strategies. Respondents
noted that such resources/commitment
came from the department’s leadership.
The term “aggressive” was used often

to describe the approaches necessary

to be successful, and it was defined as a
proactive stance that used active social
networks, strong recruitment packages,
and spontaneous hiring, all of which
require leadership commitment and
support.

Several respondents at schools with high
proportions of URM faculty noted that
part of their jobs as administrative leaders
was to mentor faculty, especially URM
faculty, and to have regular “check-ins” to
make sure that faculty are satisfied with
their job, work environment, and career
trajectory. One administrator noted that
“it is much easier to retain faculty than to
recruit them,” and, consequently, many
programs and resources were proactively
put in place to help retain URM faculty
within the institution. Maintaining open
lines of communication with URM
faculty was viewed as an important venue
for departmental leaders to retain such
faculty members.

Most respondents noted that a work
culture that acknowledges the importance
of a diverse faculty is critical to the
recruitment and retention of URM
faculty. Department leaders were viewed
as being responsible for establishing and
maintaining such a culture.

Without the support of departmental
leadership, respondents noted that there
would be few financial resources or staff
assigned to support efforts to enhance
workforce diversity.

Pipeline issues. Several respondents
from low-URM schools noted that the
relatively small pool of URM candidates
made it challenging to identify faculty
for recruitment and to establish a critical
mass of URM faculty to both recruit and
retain such faculty members.

Diversity climate. Although few
respondents were able to articulate
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details about their department’s diversity
climate, several at low-URM institutions
noted that it may be “bad” or less than
ideal for racial and ethnic minority
faculty members. Despite a general lack
of awareness about their own diversity
climates, many respondents believed that
this atmosphere was a potential facilitator
(among high-URM schools) or inhibitor
(among low-URM schools) of URM
faculty retention.

Geography and external community.
The local and regional environments of
the medical schools were often cited by
both low- and high-URM institutions

as factors influencing URM faculty
recruitment and retention. The racial and
ethnic composition and political climate
of the external community were thought
to be key factors in helping faculty
members, particularly ones with young
children, make decisions about where to
seek employment.

The “black tax” or “brown tax.” Many
respondents described how junior URM
faculty were often disproportionately
asked to participate in committees,
volunteer in community settings,

and mentor students or residents.

Such requests often fulfilled an
institutional desire to have more diverse
representation on communities and
provide adequate URM role models for
trainees, but these requests often came
at the expense of junior faculty’s career
development (e.g., number of published
peer-reviewed papers). This “tax” was
thought to affect all URM faculty and had
the potential to undermine URM faculty
success and retention.

Competing priorities. Many respondents
from low-URM schools noted that
limited resources (e.g., infrastructure,
funding) and competing priorities for
those resources left them without the
capacity to adequately address issues
of URM recruitment and retention.
The allocation of such scarce resources
ultimately depended in large part on
the priorities of existing administrative
leadership.

Personal issues. Several respondents
reported that financial issues were a
barrier to recruitment of URM faculty
into academic medicine career paths.
Racial and ethnic minority physicians are
less likely to have the familial wealth and
resources of their white counterparts,?”*

which may make the lower salaries in
academic medicine less viable options
than private practice. Other personal
issues that reportedly affect URM
recruitment and retention included
spousal and familial issues, particularly
when spouses were also in academic
medicine.

Discussion

Our survey results indicate that both
geographic region and medical school
ranking, but not city type (urban versus
not), were statistically associated with the
percentage of URM faculty at the medical
school. None of the recommended best
practices of the APM in any of the five
categories (using a composite measure
for each), including medical school,
residency, fellowship, junior faculty, and
senior faculty, were associated with the
URM ranking of the medical school.

From in-depth interviews with
academic leaders at both high-URM
and low-URM ranking medical schools,
we found that several key strategies
and influencing factors were recurrent
themes. Most notable was the powerful
impact of the institutional leadership
in creating a climate where diversity

is high among priorities, in allocating
resources to implement policies and
practices regarding diversity. Key
strategies included the use of resources
(e.g., strong recruitment/retention
packages, opportunities for career
advancement) as well as the use of
social capital and personal interactions
(e.g., social networks to identify
promising candidates, role models/
mentoring, maintaining open lines

of communication with URM faculty
once at an institution) by physician
leaders.

Geography was commonly reported as
an influencing factor in the recruitment
and retention of URM faculty,
particularly as related to the racial and
ethnic composition of the surrounding
community. This finding corresponds
to our survey data, which indicated
that geographic region (although not
city type) was related to URM rank of
medical schools.

The successful strategies noted in our
in-depth interviews were described

by both low-URM and high-URM
schools: Low-URM schools noted that
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the lack of institutional leadership

was a barrier to workforce diversity,
whereas high-URM schools described
the presence of institutional leadership
as a contributor to their successful
recruitment/retention of URM faculty,
reflecting the APM-recommended best
practices regarding the importance of
leadership in developing and executing
URM recruitment/retention strategies.
Interestingly, such practices were not
statistically associated with URM rank
in our survey data. The reasons for

this are not clear. It may be that other
factors, such as diversity climate and the
“black tax” or “brown tax,” which are
not addressed in the APM best practices,
are stronger predictors of URM faculty
retention and recruitment within U.S.
medical schools. Although issues of the
diversity climate were discussed in the
interviews, respondents did not view

it as a primary driving force in URM
recruitment and retention. This finding
among respondents of the survey differs
from published research about URM
faculty themselves, which suggests

that such climates have a significant
impact on URM faculty members’ work
experiences and their decisions to leave
their institutions or academic medicine
altogether.”

Our study corroborates findings from

a recent study by Page and colleagues™
about diversity programs at U.S. medical
schools, which reported that states with
high proportions of racial and ethnic
minorities were associated with URM
faculty representation but not with
various measures of diversity initiatives.
Page and colleagues® also found that

the proportion of minority students 10
years prior was associated with minority
faculty representation, suggesting that
enhancing the pipeline of URM students
may be an effective long-term strategy. In
our study, we did not find an association
between efforts to recruit minority
medical students and minority faculty
representation, but this may underscore
the importance of the temporal
relationship between the two variables.
That is, current efforts to recruit URM
medical students may not increase URM
faculty representation until later in time,
when those students have matriculated
through the educational pipeline. This
“grow your own” strategy was reported
by several of our study’s respondents

as a promising tool for URM faculty
recruitment.
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There are several limitations worth
noting. First, this study may have been
affected by selection bias; respondents
with particularly strong views about
workforce diversity may have been more
likely to participate. Second, we used
composite scores as measures of the
APM best practice recommendations. It
is possible that individual components
within these composite scores are
associated with proportions of URM
faculty. Third, the qualitative experiences
of institutional leaders in this study
may not generalize to experiences of
leaders at other high-URM or low-
URM institutions or with experiences
within academic departments other
than medicine. However, given the size
and influence of medicine departments
within the academic medicine culture,
we believe that our study has important
implications for the rest of the academic
medical enterprise.

Our study has several important
strengths. First, this is one of the

first national studies to evaluate the
potential impact of diversity practices
on URM faculty recruitment and
retention. Second, because we used both
quantitative and qualitative methods,
our findings provide a complementary
dataset from which to draw conclusions.
Moreover, the respondents represent a
range of academic leadership—versus
diversity administrators only—which
provides a more comprehensive
assessment of academic medical
institutions. Last, the variables measuring
institutional strategies to recruit/retain
URM faculty are comprehensive—They
reflect a broad array of activities that
target people at all levels of training.

In summary, our study suggests that
institutional leadership, geographic
region (and the racial and ethnic
composition within that region), and
academic medical school ranking may be
key factors in determining the successful
recruitment and retention of URM
faculty within academic departments of
medicine. High-URM medical schools
employ a number of successful strategies
and programs to recruit and retain URM
faculty related to the use of human capital
and social relationships, and institutional
support through resources. More research
is warranted to identify new successful
strategies and to determine the impact

of specific strategies on establishing and
maintaining such workforce diversity.
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Appendix 1

Checklist for Association of Professors of Medicine (APM) Best Practices for Enhancing Faculty Diversity*
Respondents answer yes or no to the following questions:
Medical student recruitment

+ Does your medical school work with local high schools and/or colleges to maximize recruitment and retention of high-potential
students? If no, is your department working to create such linkages?

+ Does your medical school have a preentry program (i.e., medical education development program)? If no, is your department
working with the medical school to create such a program?

+ Has your department worked to increase underrepresented minority (URM) representation on the medical school admissions
committees?

* Does your medical school admissions committee train all members to play a vital role in URM recruitment (i.e., awareness of
character qualities [compassion, altruism, respect, integrity] in the admissions selection process)? If not, has your department
discussed these issues with the director of the admissions committee?

Transition to residency

Does your residency recruitment committee have URM faculty members?

Does the department train the recruitment committee to play a vital role in URM recruitment?

Does your department ask URM faculty to review (and potentially reverse) each offer to refuse an interview to an URM candidate?

Has your department appointed a committee member to separately review URM applications and advocate for them at final
committee meetings?

Has your department begun a dialogue between URM residents and department leadership regarding how “URM-friendly” the
program is?

Does your department send representatives to national meetings of minority students (e.g., Student National Medical Association,
Latino Medical Student Association)?

Has your department created (and widely advertised) elective rotations for URM medical students?

Do URM residents call each URM candidate to help establish personal contact, dispel misperceptions, and offer personal advice?

Are there opportunities for URM residents to meet as a group and discuss the program?

Transition to fellowship

+ Does your department require section/division chiefs and fellowship directors to prominently mention the department’s increasing
commitment to URM representation?

+ Does your department link legitimate diversity enhancement efforts to annual evaluations/financial incentives within the sections?

+ Does your department require program directors and search committees to examine (at least annually) the fairness of the selection
process and results in achieving diversity?

+ Is information about funding opportunities available to URM fellows (and junior faculty) widely disseminated?

+ Does your department sponsor an annual social affair with key URM and non-URM faculty, department leaders, and URM
residents/fellows?

+ Does your department use visiting professorships to showcase research accomplishments of nationally known URM physician—
scientists?

(Appendix continues)
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Appendix 1, continued

Transition to junior faculty

+ Does your department train faculty (URM and non-URM) to become better mentors to junior URM faculty?

+ Does your department offer additional training on grant writing for junior URM faculty?

+ Is your departmental leadership familiar with NIH/other funding opportunities to assist with URM faculty development?

Transition to senior faculty

+ Does your department have a standing committee on URM faculty (a “diversity committee”) or participate in medical-school-based

committees?

+ Does your department remind division/section chiefs of need to identify/recruit outstanding junior/senior URM faculty before a
faculty search begins?

+ Does your department attempt to enhance search committee effectiveness in attracting URM candidates (i.e., assessing the process
of how qualifications are defined/evaluated)?

+ Does your department maintain channels of communication between leadership and URM faculty?

+ Does your department regularly benchmark URM representation against averages published by the Association of American

Medical Colleges?

+ Does your department collect equity data and survey faculty morale annually? If yes, is this information included in a disseminated report?

+ Does your department annually review salary/resource distribution for URM/gender equity?

+ Does your department seek URMs for influential department positions (division/section chiefs, key committee chairs)?

+ Does your department replace administrators who knowingly discriminate?

+ Does your department end inequitable treatment of URM faculty and make appropriate corrections for inequities?

Does the departmental leadership watch for and prevent the isolation/gradual marginalization of URM faculty?

+ Does the department identify institutional practices that might favor white, male faculty over URM and/or women faculty (i.e.,
defining academic success as unrestricted availability to work)?

*Developed by the APM in 2005 for enhancing racial and ethnic diversity within academic departments of medicine and used in this study as the basis for a survey to
determine the URM rank of U.S. medical schools in 2009.

Appendix 2

Illustrative Quotes From Institutional Leaders in Academic Medicine Regarding Underrepresented Minority (URM) Faculty
Recruitment/Retention Strategies, From a Study of Strategies to Enhance Faculty Diversity at U.S. Medical Schools, 2009

Social networks and
making interpersonal
connections

The most successful recruiting is going out and networking and then calling people proactively. That is the
strategy that we have relied on the most.

I am currently recruiting for two faculty members and no candidates responded to the ad in the journal.
They have all been “somebody sent me the name of somebody who knew somebody.”

I flew down there and spent the day with him and persuaded him to move here. It’s about making personal
contacts, making people feel confident that there is a good match between them and the institution, and
that they are going to be supported, respected and successful.

Just having an ad that says “URM are welcome to apply”—I mean that is sort of the least useful [strategy].

Mentoring/role models

412

The other big area which has been an initiative has been to provide mentorship to the junior faculty. There
have been some challenges ... but we have developed formal programs. These have been particularly helpful
for junior URM faculty.

I had a very good person who wanted to have a mentor who was both of the same race and also highly
accomplished, and this faculty member found such a mentor. But later the mentor moved to another
medical school and we lost this person, who went elsewhere.

Having those role models is a tremendous retention factor and a recruitment factor. Now, if we didn’t have
those role models, I think my whole program would start to unravel.

[URM faculty] may not see the role models that make them feel confident that they will be able to succeed.
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