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ABSTRACT
Learning from their Journey: Black Women in Graduate Health Professions Education
by
Marcia Lynne Parker
While numerous efforts have been made across different educational contexts aimed towards
increasing demographic diversity in STEM education, career decision-making content related to
the potential pursuit of health professions education has failed to reach all students. Thus, there is
a need for a more consistent and targeted sharing of information, including from the graduate
level (where students must meet detailed requirements for specific healthcare disciplines), down
to the community college and high school levels where students often make life-changing career-
direction decisions without sufficient information to inform these decisions. At the other end of
the spectrum, the conventional learning experiences in graduate health professions education
have failed to adequately adapt to the expanding diversity of the patients they serve or to
emphasize the depth and unique insight that students of color can bring to patients, their
communities, and to the health professions classroom (Warshaw, 2016).

In this context, this dissertation seeks to understand the experiences of a sample of Black
women who have successfully entered or completed a graduate health professions degree
program. Using a qualitative methodology, this study will explore and identify factors that first
influenced their exploration into a health professions field, what barriers they overcame in their
educational process, and how these experiences and meaning can be used by educational leaders

wishing to improve access and inclusion for health professions education in the future.
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CHAPTER 1
INTRODUCTION

This dissertation will investigate access, perseverance, and reflections of Black women in
graduate health professions education. While the vast majority of my professional career has
been devoted to providing students with access to health professions education, this topic is not
only important to me professionally, it is also important to me personally. Raised by educators,
my “village” included my grandparents, aunts, mother, and others involved in shared community
activities such as church and my brothers’ athletic events. Although cultural pride was
paramount, this pride was juxtaposed against a society where blatant racism was not uncommon
and silencing the voices of women was an accepted normality. Despite all of this, in my family,
education was seen as the way to emerge from our circumstances and pursue a better life.
Growing up amidst challenging circumstances as an African American female in rural northwest
Tennessee, I was raised with the promise that if you study hard and get good grades, everything
else, including happiness and financial stability, will take care of itself. However, as I have
pursued my own career I have found that advice, while well meaning, was insufficient in its
explanation of the way that the world works and what it takes to not only survive but also thrive
as an African American woman in our society.

While I was a strong student academically, I fell short in the area of career exposure and
had minimal access to the resources needed to explore these opportunities on my own. Perhaps
due to the fact that most in my family had not been exposed themselves to professions outside of
the K-16 environment, I did not have any particular insight on what “a day in the life”” of most

careers really looked like. Thus, although, I consistently scored high in subjects such as math,



chemistry, and writing, it was not until I began my professional career in health professions
admissions that I was able to discover how these skills could be translated into work that was
both challenging and humanitarian at the same time. While health professions careers can be
relatively financially lucrative, humanitarian in this sense is defined by having a career where,
despite the money, one’s core motivation is improving the human condition.

My sense of responsibility in my role as a health professions educator has deepened as I
have grown professionally, where the charge to recruit the next generation of nurses,
pharmacists, and physical therapists occurred alongside alarming experiences witnessing family
members struggle to find practitioners able to deliver culturally competent care. As I progressed
in my career, I began to realize even more deeply how issues such as unconscious bias and
stereotype threat in a health professions educational environment could affect the very students I
was responsible for recruiting (Ackerman-Barger, Valderama-Wallace, Latimore, & Drake,
2016). I distinctly recall being approached more than once by my Black students with complaints
about examples provided in class of patients who were gunshot victims or ethical cases with
patients who were known to have stolen something. In these cases, the students’ complaints
stemmed from the coincidence that these scenarios were often presented assuming a Black
person was the perpetrator of the crime. Further, while on the outside, successful Black female
clinicians appear to achieve career and educational triumphs, on the inside these same women
may simultaneously cope with disrespectful encounters from disinterested outsiders far too
willing to remain uneducated on the importance of culture to the patients they (as future health

care providers) have sworn to serve.



In my culture, they often say “and a child will lead you.” While my research interests
have always been firmly committed to exposing students of color to health professions
education, the calling to focus my dissertation on the journey of Black women came in the form
of a young girl who spoke truth to the story I knew had to be told. At a march calling for
increased school safety in Washington D.C. in 2018, 11-year old Naomi Wadler had the courage
to raise her voice in the midst of a national tragedy. In her speech, she eloquently articulated the
importance of highlighting the voices of African American girls and women. Shortly after taking
the podium, Wadler boldly stated “I am here today to acknowledge and represent the African
American girls whose stories don’t make the front page of every national newspaper. . . . |
represent the African American women . . . who are simply statistics instead of vibrant beautiful
girls full of potential” (NBC News, 2018; See Appendix A). It was after hearing her words that |
realized that I have the context and the opportunity to focus my research on the unique
experiences of Black women, helping to bridge the gap for a group that remains largely unheard
in many spheres, including the sphere of health professions education.

Consideration of Terms Identifying Those of African Descent Living in the United States

Given the historical context surrounding women of African descent living in the United
States, it is important to discuss and honor how this group will be described in my research. In
Collins’ (1991) pivotal work, Black Feminist Thought, Collins consistently used the terms
“Black” and “African American” interchangeably. While this work was initially written more
than 20 years ago, Collins has consistently utilized this same style of interchange between
“Black” and “African American” in more recent publications as well (Collins, 2015, 2012,

2010). Others who have used Black feminist thought as a theoretical framework have also



included a declarative statement that, for the purposes of their literary work, Black and African
American will be used as similar terms (Reid, 2009). That said, it is critical to note here that the
effect of American slavery cannot be underestimated. Those of African descent whose relatively
recent lineage has been directly subject to the dignity/identity robbing effect of American slavery
might have vastly different generational oppressions than those whose ancestors did not suffer
from these experiences.

One of the central tenants of Black feminist thought is allowing for the freedom of each
individual within the Black female experience to define herself (and associated terms) in the
manner that best fits her preference. When considering the approach to take with this paper, the
question becomes challenging. The diversity of those of African descent currently living in the
United States is extremely broad, and any attempt to streamline it runs the risk of diluting an
aspect of each person’s pride and identity. There are some who associate the term “African
American” with a specific set of individuals, whose descendants were most likely brought to the
United States as slaves, and accordingly potentially inherited the associated sense of
psychological enslavement that does not trap the psyche of those whose parents, or they
themselves, came to this country more recently, of their own free will. Others associate the term
Black with either a higher degree of inclusivity or with a history of mistreatment, solely based on
the color of a person’s skin, whereas African American, on the other hand, could be seen to have
a deeper reach, speaking to culture, a concept broader than skin color (Agyemang, Bhopal, &
Bruijnzeels, 2005). The unity movements of “Black Girls Rock™ and “Black Lives Matter”
embrace the solidarity of pride and protest, related to strength and experiences born from a

shared racial identity. These movements have taken place during the same timeframe as the



opening of the groundbreaking Smithsonian National Museum of African American History and
Culture which uplifts the power of the term African American in its mission to represent
“Americans of African descent affected by the historical American experience” (Forson, 2018).

One of the chief goals of this study has been to illuminate the voices of the participants,
allowing each woman the freedom to self-define or be free of restriction to any single definition
at all. For this reason, strict lines generally were not drawn between the terms Black and African
American. This centered the study on the holistic experiences of the women who courageously
participated in the study and aligned with the precedence set in Black Feminist Thought, which
served as the theoretical foundation for this paper. The spirit of this work has been to identify
themes of commonality and unity in the lives of a marginalized group and this was reflected in
the dialogue of the study, both individually and in group form. That being said, the sample of
women who were recruited for this study have spent the majority of their academic careers
(grade school and beyond) in the United States and thus, this context (whether overtly or
subliminally) may affect the manner in which the women articulated their experiences. These
factors are important ones to address and are included in the discussion and analysis found in
Chapter 5.

Statement of the Problem

The World Health Organization (WHO) maintains that “the highest attainable standard of
health [is] a fundamental right of every human being” (World Health Organization [WHO],
2018). Robillard, Spencer, and Richardson (2015) called attention to related remarks by Booker
T. Washington, a pivotal figure in the post-slavery era, who noted “of all the forms of inequality,

injustice in health is the most shocking and inhumane” (p. 94). If you have ever been



significantly ill, you know that when you are sick, nothing else matters. What is even more
disturbing is when you suffer from a condition that is not common amongst the dominant
population and thus the treatments and mechanisms for living with a particular illness are less
known than are other diseases or conditions. Lack of programmatic emphasis on conditions that
disproportionately affect women of color has directly affected members of my own family who
have bravely faced illnesses rare in the dominant population with minimal providers properly
trained to address their conditions. Given this, increasing inclusion of Black women and the
issues pertinent to their communities is critical to ensuring health equity and adequate clinical
training going forward (Sullivan Commission, 2004).

In the United States, certain designations within the health professions arena require a
graduate degree for entry into the field. Examples of these include Medical Doctor (MD),
Pharmacist (PharmD), Physical Therapist (DPT), Nurse Practitioner (DNP or MSN), Physician
Assistant (PA) and so on. Particularly in the case of these professions, the lack of representation
of people of color finds its origins well before a student reaches graduate school. The activity of
pursuing a health professions career is a very long one, requiring years of preparation at the
college and high school level to even be ready to enter a health professions program (Sullivan
Commission, 2004). There is a lack of exposure, role modeling, and mentoring regarding the
breadth of health professions careers open to students and the pre-matriculation training required
to pursue these fields (Padula, Leinhaas, & Dodge, 2002). This deficit, particularly for students
of color, starts at a young age (Sullivan Commission, 2004). For families of color, including
African Americans, a lack of access to financial capital further complicates the situation given

that capital deficiencies affect self-confidence and risk taking, both of which are required to



pursue graduate level health professions education (Shapiro, 2017). Current recruitment efforts
fall short in reaching these students early enough to formulate the academic, financial, and other
support resources needed to pursue health professions education at the graduate level. The
recruitment mechanisms that do exist fail to assess what motivates these students as well as what
challenges they face after enrolling in or graduating from a graduate health professions program
(van Ryn et al., 2015).

The problems with achieving diversity in health professions education do not end at
recruitment. Researchers have documented that students of color experience micro and mega
aggressions even in the midst of their classroom and clinical experiences (Latimore, 2018).
Studies have also shown that Black student success (or lack of success) in science, technology,
engineering, and math related professions is often due to the presence (or lack of) ability to cope
with biases, racism, and stereotypes (Fries-Britt, 2017). Perhaps most importantly, patients (the
ultimate benefactor of graduate health professions education) are affected by the extent to which
clinicians are able to address issues of implicit bias and whether the interactions these clinicians
experience with others from diverse groups are sufficient to improve the quality of care they
provide. Van Ryn et al. (2015) addressed this in their work exploring how exposure to Black
fellow students and/or physicians benefits all students and has the potential to increase their
knowledge and comfort interacting with Black patients.

For Black women, issues with voice and representation in graduate health professions
education are especially poignant. Following a long history of oppression both inside and outside
and of the home, the plight of Black women has been subsumed as secondary to the plight of

men and to that of other women (Taylor, 1998). Facing issues such as the “superwoman schema”



(Woods-Giscombe, 2010, p. 1) and an ideology of having to be “twice as good” (Kusimo, 1999,
p. 5) to earn the same level of respect, Black women undergo a set of dynamics unique to their
lived experience. Particularly in the case of education with such high stakes as the health
professions, the voices of Black women, disproportionately impacted by both race and gender,
have not been heard (Siple, Hopson, Sobehart, & Turocy, 2015).
Significance

While previous studies have examined the intersectionality between career theory and
Black feminist theory (Reid, 2009), limited research exists that specifically frames this within the
context of health professions. Health professions, in particular, reflect a practical manifestation
of what have become, at times, overly popularized conversations surrounding education in
Science, Technology, Engineering, and Math (STEM) (Lohr, 2017). This study has the potential
to propel the STEM movement beyond buzz words into tangible, explorable, and employable
career options for students and their families. Likewise, few if any studies have utilized Ford’s
Female Achievement Model for Excellence (F?PAME) to link the academic, gender, and cultural
pride of Black girls to the success of graduate and professional Black women (Ford, Harris,
Byrd, & Walters, 2018). This study spoke to the power and self-confidence of an entire
generation of female leaders, so that we might celebrate and encourage the aspirations of
students to come.

The results of this work have the potential to impact both research and practice. First,
while this study focused on women who have progressed to the graduate level in the health
professions, it can inform curricula and programming for middle, high school, and undergraduate

students as well. As noted earlier in this chapter, preparation for graduate health professions



education begins long before a student reaches college. Years of academic preparation are
necessary in order to adequately compete for one of the few coveted seats available at the
graduate level. By identifying how the women in this study first gained exposure to the health
professions, measures can be taken to spread this experience to more students. Identifying how to
expand these early methods of career exposure can contribute to a greater pool of potential health
professions students of color in the future.

In addition to impacting exposure for students, this research can impact professional
development for teachers and counselors as well. Currently, students receive career advice, and
in particular advice on health professions pathways from a variety of sources (Carroll, Rogers,
Schwartz, Stutz & Tsipis, 2017). However, while educators (and current pipeline programs)
provide general awareness of medicine as a profession, little funding has been dedicated to
informing students about careers in atypical health professions, such as pharmacy or genetic
counseling (Health Resources and Services Association [HRSA], 2016). In addition, the structure
of career and academic advising is different at all levels. At the college level, a national
organization known as the National Association of Advisors for the Health Professions helps to
inform undergraduate academic advisors and science instructors about steps and preparation
needed to pursue health professions education (National Association of Advisors for the Health
Professions [NAAHP], 2018). What does not openly exist, however, is a clear linkage between
educators and counselors practicing with students at varying stages of development. Secondary
schools often revolve around meeting requirements of the common core with no clear indication
of whether these requirements are actually linked to what our students will face when they enter

the workforce or graduate/professional school (Vybornova & Dunaeva, 2007). By retracing the



steps of students who matriculated to health professions careers in a variety of specialties, this
will provide further insight for educators to pass along this knowledge to their students.
Moreover, the historical reflections of these students will inform what types of early
interventions and influences were necessary for them to successfully pursue their health
profession of choice.

For those involved in graduate school education, administration, and educational policy,
the significance of the study extends over a number of domains. Recruitment and admission
professionals can utilize this research to better reach students of color earlier in the educational
pipeline. Retention practitioners as well as faculty can utilize this study to better support students
during their classroom and clinical experiences. For participants who have graduated and entered
practice, this study may have peeled back the curtain regarding often unspoken challenges (such
as compassion fatigue) experienced by health professionals after they enter field (Jablow, 2017).
In the realm of policy, influencers such as clinical licensing organizations, special interest
groups, and community organizations have a vested interest in increasing the representation and
improving the experiences of these students. Thus, there is the possibility of influencing policy
touched by these organizations at the national, state, and local levels. The political importance of
this topic has reached prominence amongst those charged with representing Black American
interests in Congress as well, as evidenced by the Congressional Black Caucus Foundation’s
panel, The Impact of the Decline of African Americans in the Medical Profession featured at their
47th annual conference in 2017 (Congressional Black Caucus Foundation [CBCF], 2017; See

Appendix A).
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Each stage of the study has been further informed by insight into the perspective and
context of Black women in these careers. By calling out the unique challenges faced by those
experiencing the duality of oppression by race and gender, this brings compassion and insight to
help future Black women and girls cope with the challenges they face, or, ideally, prevent these
barriers from occurring in the first place. Moreover, exploring the passion behind what propels
these women to pursue education so that they may ultimately serve others can influence venues
outside of education, particularly as it relates to the ways patients are treated in clinical practice.

Research Question

This study focused on the following research question:

What are the experiences of Black women who gain entry to and/or complete graduate

education in the health professions?

Purpose

The purpose of this study was to explore the experiences of Black women who had
gained entry to or completed graduate education in the health professions, to demystify the
pursuit of these fields, and to provide freedom of reflection and expression for the study’s
participants. Not only can this study inform the work of leaders practicing in graduate health
professions education but also those working in K-16, who hold the responsibility of exposing
and preparing students to make informed choices at the graduate level.

Theoretical Framework

This dissertation found its theoretical foundation in the tenants of Black feminist theory,

facilitating a specific focus on experiences in health professions education through the history

and resilience of Black women. Drawing upon the work of Patricia Hill Collins (1991) and
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others, this study revealed the unique perspective of Black women who chose to pursue graduate
education in the health professions, a perspective that cannot be fully articulated by either the
experiences of Black men or by those of other women. This research provided space for the
participants to critically reflect on their lived experiences, as a woman, as a person of African
descent, and as a human being engaged in the emotional and physical rigor of working in a
health profession. While acknowledging challenges, this study also celebrated the tremendous
value that Black women bring to health professions education, both within the classroom and,
ultimately, to the patients they will serve.

After establishing the theoretical foundation, the study expanded through the lens of two
theoretical branches: social cognitive career theory (SCCT) and Ford’s Female Achievement
Model for Excellence (FPAME) (Lent, Brown, & Hackett, 1994; Ford, Harris, et al., 2018). Lent,
Brown, and Hackett’s (1994) social cognitive career theory examined the intersection between
interest development, career choice, and performance. By beginning with the approach utilized
by Lent and colleagues, the current study investigated what types career modeling the
participants had in their early years of development. What factors first influenced their
exploration into a health professions field? Were there any environmental barriers they had to
overcome to make such a choice? Known as the career development interpretation of Bandura’s
(1986) social cognitive theory, Lent et al. (1994) posited that students model what they see and
that environmental factors such as “differential opportunities for task and role model exposure;
emotional and financial support for engaging in particular activities [etc.]” significantly

contributed to career choices for students (Lent, Brown, and Hackett, 2000, p. 40).
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The third theoretical lens, completing the branches of this work, was the Ford Female
Achievement Model for Excellence (Ford, Harris, et al., 2018). Dr. Donna Ford, author of the
model, was, as of 2020, a distinguished professor in the College of Education and Human
Ecology at The Ohio State University. Inspired by her own educational experiences as well as by
challenging encounters trying to find quality gifted education for her son, Dr. Ford has spent
years in scholarly search of ways to properly support Black gifted students (Vanderbilt
University, 2018). Her model, abbreviated as F?AME, is one of the few works that specifically
speaks to the excellence and needs of Black females. This model, as explained in her co-authored
article discussed in Chapter 2, formed part of the tools used to analyze the data collected in
Chapter 4 as well as served as a resource for transforming the data into recommendations for
action in Chapter 5.

Research Design and Methodology

The research design for this study was phenomenological in nature. Specifically, this
study aimed to understand and learn from the experience that Black women have with gaining
entry to and completing a master’s or doctoral level health professions program. By documenting
the narrative of their experience in their own words, this research served justice to the lifetime of
sacrifices made by these women and by their circles of support.

While this study was not designed to provide an extensive technical analysis of
admissions processes or the detail the clinical requirements for post graduate residencies, it
utilized a combination of demographic questionnaires, semi-structured interviews, focus groups,
and reflections to gather information and address key timeframes within the journey of a

graduate health professions student. After collecting participant background information, key
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timeframes were assessed including: the journey to admission to a graduate health professions
program, experiences while in the program, and experiences upon graduation from the program.
The study also included a self-reflection by the participants as well as the author upon
completing the study. Each segment not only examined the structural factors contributing to the
participants’ journey but also involved a self-assessment of the impact of race and gender on the
participants’ lives.
Participant Selection

The participants in this study were derived from a purposeful sample of graduate health
professions students from across the United States. As identified by scholar Patricia Hill Collins:

All African-American women share the common experience of being Black women in a

society that denigrates women of African descent . . . [however] the existence of core

themes does not mean that African-American women respond to those themes in the

same way. Diversity among Black women produce[s] different concrete experiences.

(Collins, 1991, p. 23)
By exploring experiences in varying parts of the country, this celebrates the right of Black
women to critically analyze the common core of their existence while acknowledging the effect
of context on how and why these experiences unfold.

Limitations

While this study revealed potential impact for both research and practice, it was not
without limitations. First, the study did not represent an exhaustive list of participants and thus
could not be presumed to represent the opinions of all Black women. Second, given the vast

range of options in the health professions and that this was a purposeful sample, it should be
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noted that the experience with one health profession does not automatically replicate to another
health profession. Finally, the range of perspectives may have been impacted by differences in
generation, class, parental background, geographic location, etc. that might further contribute to
variation in participant responses.
Delimitations

By focusing on Black women in graduate health professions education, the author
intentionally focused the study in a number of ways, indicating several delimitations. First, the
focus on the study was on health professions careers that required either a master’s or doctoral
degree as the minimum degree necessary to enter clinical practice. Examples of professions that
require this level of training included physician, pharmacist, dentist, physical therapist, nurse
practitioner, physician assistant and so on. This in no way took away from the importance of
health professions that did not require this level of training for entry such as practical or
registered nurses, emergency medical technicians, medical assistants, etc. Second, as referenced
earlier in this chapter, the author, by virtue of her professional experiences maintained a
commitment to seeing all students fulfill their academic and career potential. At the same time,
the author’s personal experiences grounded her in the ongoing struggle for equity for students of
color and for women. Moreover, the author specifically chose to focus her dissertation work on
the lived experiences of Black women. This delimitation did not create a divide in the struggle
for equity, but instead highlighted the importance of taking time to examine the unique journey

of each group therein.
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Definition of Key Terms

Black/African American: these words are used interchangeably to represent individuals of
African descent living in the United States.

Didactic: courses taken primarily through classroom instruction.

DPM: this is the designation earned by those who have graduated from a Podiatry program.
According to the American Association of Colleges of Podiatric Medicine (2020), a
podiatrist is “known also as a podiatric physician or surgeon, qualified by their education
and training to diagnose and treat conditions affecting the foot, ankle and related
structures of the leg.”

Graduate Health Professions Education: education, typically occurring at masters or doctorate
level, representing the minimum education necessary to enter a particular health
profession.

MCAT (Medical College Admission Test): an exam that students must take as one of the
requirements to gain entry to many of the medical schools in the United States and in the
Caribbean.

MD (Medical Doctor): a designation earned by those who have graduated from a school focused
on allopathic medicine. Allopathic medicine is defined by the National Cancer Institute
(2020) as “a system in which medical doctors . . . treat symptoms and diseases using
drugs, radiation, or surgery.”

PharmD: this is the abbreviation earned by those who have graduated from a Doctor of

Pharmacy program.
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Rotations: forms of education performed through hands-on learning, usually in a hospital or

other setting involving interaction with patients or licensed healthcare providers.

Organization of Dissertation

This dissertation began by examining the current state of diversity in graduate health
professions education and how issues, such as implicit bias, can affect the treatment of patients
in clinical practice. This examination is followed by a literature review in Chapter 2 through the
lens of Black feminist thought, social cognitive career theory and Donna Ford’s Female
Achievement Model for Excellence (Ford, Harris, et al., 2018). This literature review continues
with an exploration into the freedom of reflection for Black women and additional factors
contributing to Black girls’ selection of healthcare as a career choice. Subsequent to the literature
review the research design of the study in Chapter 3 is discussed including participants and
techniques for data analysis. Chapter 4 represents the data and findings of the study and Chapter

5 summarizes and analyzes the findings and suggests next steps for further research.
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CHAPTER 2
REVIEW OF RELEVANT LITERATURE

Chapter 2 addresses several important considerations in the experiences of Black women
in graduate health professions education. First, the chapter begins with an extensive analysis of
diversity and inclusion in graduate health professions education, including the complexity
surrounding why challenges in this area continue to exist. Next, it identifies and explores the
three theories (Black feminist thought, social cognitive career theory, and Ford’s female
achievement model for excellence) that comprise the theoretical foundations and associated
branches of this work (Ford, Harris, et al., 2018). Finally, the chapter ends by discussing
additional elements that must be addressed in order to facilitate the liberation of Black women
and girls going forward.

Diversity and Inclusion in Graduate Health Professions Education

Issues with diversity in graduate health professions education run both broad and deep.
Given the extensive time and dedication required to complete a clinical professional degree, any
substantive analysis of these experiences must acknowledge the historical context as well as the
multi-layered approaches being taken to address them. Furthermore, although this dissertation is
written in the context of a School of Education, basic concern for health and the human condition
requires a serious look at how challenges with diversity in health professions education affect the
significant life and death realities faced by patients who are the benefactors of its graduates.

While educators at various levels (secondary, undergraduate, and graduate) may, at times,
function in isolated self-consumed circles, the resulting adults who graduate from these systems

are human beings who deserve our multi-level, diligent professional collaboration. Issues such as
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geographic restrictions, access to proximate role models, and resources one does (or does not)
have access to have very real consequences for the adults charged with earning a meaningful
wage or, moreover, making a meaningful difference as a working professional. The first part of
Chapter 2 explores the often-unrevealed complexity surrounding lack of diversity in graduate
health professions education and provides insight on efforts currently being employed to address
this.

Historical Context

While this study aimed to provide space for students to articulate their personal
experiences with gaining entry to and completing health professions education, it is important to
identify historically, systemic issues that are the source of barriers to such pursuits. The
following section provides a brief historical context of diversity within health professions
education as well as background on why representation and voice for Black women in this area is
critical, not only within an educational context but also in ensuring equitable and quality patient
care.

The Flexner Report. The challenges relating to diversity in health professions education
date back several decades, experiencing what some feel was a poignant setback with the issuance
of the Flexner Report in 1910 (Duffy, 2011). During that year, at the request of the Carnegie
Foundation, Abraham Flexner issued a report that led to medical schools being divided into tiers.
Schools not meeting the standards of the tier system were closed and those that remained were
bestowed with philanthropic gifts to support physician faculty being involved in research and
teaching only, with no time devoted to maintaining an independent practice of patient care. This

division was labeled as a scientific approach to medicine, with little to no focus on the humanism
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and empathy needed to address patient suffering. While there were positive aspects of the report,
such as insistence upon adequate medical training facilities and ensuring a standard level of
training across schools, critics maintain that the report unfairly disadvantaged minority serving
medical schools and setback advances that had been made in the admission of women to the
profession. All but two of the seven minority serving medical schools in existence at the time
closed, and by 1930, only one medical school devoted to the education of female physicians
remained in the United States (Duffy, 2011).

Critics of the model fashioned after the Flexner report continued to voice their concerns,
even amidst significant financial backing from the elite to maintain the newly established
medical school status quo. Not only did growth of minority and female serving medical schools
come to an abrupt halt after 1910, parallel issues such as a lack of empathy for physical pain,
thoughtless experimentation by doctors, and an insensitivity to patient ability to pay contributed
to a growing distrust of physicians and their ability to equitably treat all members of society
(Dufty, 2011). While the Flexner study was focused on medical practice, the report’s effect on
diversity reached far beyond medical school (into other health professions) and ultimately led to
the passage of significant legislation responding to disparities that the Flexner report, and the
surrounding environment, helped to create.

The Comprehensive Health Manpower Training Act of 1971. In 1971, Congress passed
the Comprehensive Health Manpower Training Act of 1971 (known as Public Law, or P.L., 92-
157). P.L., 92-157, which included specific language about increasing enrollment of “minority or
low-income students” (Kline, 1971, p. 35) and banning sex discrimination in admissions. P.L.

92-157 was one of the most significant pieces of legislation affecting health professions
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education since the passage of the Flexner Report in 1910 (Garcia, Nation, & Parker, 2004).
Prior to P.L. 92-157, only 3% of medical students nationwide were students of color and most
were enrolled in one of two Historically Black Colleges or Universities (HBCUs): Howard
University in Washington, DC, and Meharry Medical College in Nashville, Tennessee (Garcia et
al., 2004). Following the passage of P.L. 92-157, the call for diversity in health professions
education resulted in the establishment of “Offices of Minority Affairs” in medical schools, led
by pioneers such as Astrid Mack, PhD, at the University of Miami and to the opening of a third
minority serving medical school, the Morehouse School of Medicine, led by Louis W. Sullivan,
MD (Morehouse School of Medicine, 2018; University of Miami, 2018). Dr. Sullivan went on to
serve as U.S. Secretary of Health and Human Services and to chair the commission responsible
for the 2004 seminal work that represents our most recent comprehensive assessment of health
professions diversity in the United States, the Sullivan Report.

The Sullivan Report. In 2004, the Sullivan Commission on Diversity in the Healthcare
Workforce published “Missing Persons: Minorities in the Health Professions.” This work
represented an urgent call to bring diversity of the health professions on par with the increasing
diversity of the country. At the time of its publication, African Americans, Hispanic Americans,
and American Indians comprised almost 25% of the nation’s population, however collectively
they made up less than six percent of physicians, five percent of dentists, and nine percent of
nurses (Sullivan Commission, 2004). Per the Sullivan Commission, “the lack of minority health
professionals is compounding the nation’s persistent racial and ethnic health disparities” (p. 1).
These disparities could not be more prevalent than in the Black community, and, in particular,

within the context of Black women.
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Examining the Effect of Diversity and Inclusion

Issues surrounding diversity and inclusion in a health professions educational setting can
have long-term effects on both students and patients. Students who experience a lack of support
or inability to locate a trusted academic or emotional outlet may face a delay in reaching their
goals (Rainey, 2001). Insufficient interaction with fellow students or faculty of color may
decrease clinicians’ future ability to treat diverse patients. The ripple effect of these issues is
complex and will be discussed in further detail in the sections below.

Effect on graduate student retention. Accreditation standards in graduate health
professions programs hold retention of students in extremely high regard. Perhaps this is due to
the “stakes” under which health professions students are being trained. This high level of
accountability for retention starts at the point of admission where health professions schools,
such as schools of pharmacy, are required to uphold “admission criteria, policies, and procedures
[which] are not compromised regardless of the size or quality of the applicant pool”
(Accreditation Council for Pharmacy Education [ACPE], 2016, p. 11). Partially due to the fact
that health professions schools train individuals who will quite literally hold the vitality or
fatality of the general population in their hands, standards for progression and “early detection of
academic and behavioral issues” are directly tied to a school being allowed to remain open or (at
a minimum) continue to operate without a probationary or other adverse accreditation status
(ACPE, 2016, p. 12).

According to Rainey (2001), health professions schools have a fiduciary duty to only
graduate clinicians who are competent in their field. Likewise, health professions schools have a

duty to only admit students they feel can graduate. Even with this underlying obligation,
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however, underrepresented minority medical students are three times more likely to experience a
delay in progressing to graduation (Rainey, 2001). In his study, Rainey (2001) contended that the
underlying reasons for academic struggle or graduation delay within medical school programs
are vastly underreported. He suggested that improvements should be made in at least five areas
of the medical school experience including: Admissions, Faculty, Curriculum, Remedial
Strategies, and Support Services. Similar to what we see in the FPAME model, factors not
directly measured by grades such as having a vision, goal (or future) orientation, and sense of
cultural and psychological belonging are all important in retaining underrepresented minority
health students (Tucker, 1999). Moreover, concrete tools for educators, such as helping students
realize their most effective learning strategies to structuring faculty reward strategies around
effective teaching should be considered when working towards most effectively supporting
minority students in their educational pursuits (Rainey, 2001).

Effect on health equity. According to a 2016 article by Belgrave and Abrams, “African
American women fare worse than women in other racial/ethnic groups” across nearly every
health indicator (p. 723). From experiencing more severe effects of lupus to increased morbidity
from obesity and cervical cancer to a higher rate of adverse birth outcomes, the need to improve
the health and care of Black women could not be more urgent (Belgrave & Abrams, 2016;
Moncrieffe & Tillery, 2015). While biological or inherited factors may account for the
prevalence of some conditions, this by no means explains the unbalanced extent of Black
women’s suffering relative to their counterparts from other groups. When translating disparities
in healthcare to the health professions classroom, some may ask, how does diversity in the

classroom ultimately affect equitable treatment in practice? As alluded to in Chapter 1, there
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were several references in the literature connecting diversity in health professions education to
the quality of care received by underrepresented groups. For the purposes of this review, I will
focus on three of these areas: 1) reducing implicit bias, 2) increasing trust, and 3) encouraging
cultural humility.

Defining and decreasing implicit bias. Van Ryn et al. (2015) defined implicit bias as
“automatic and unconscious negative attitudes towards African Americans as compared to
Whites” (p. 1748). While this definition is specific to African Americans, the harm of implicit
bias has certainly been found to affect other oppressed groups (Blair et al., 2013). While those
working in healthcare typically oppose explicit bias as being “at odds” with their call to serve,
“healthcare providers, like other members of society, may not recognize manifestations of
prejudice in their own behavior” (Institute of Medicine [[OM], 2003, p. 162). These
manifestations could be subtle, such as refusing to look a patient in the eye, or hidden, such as
assuming that Black patients are less intelligent than their White counterparts (IOM, 2003; van
Ryn & Burke, 2000). While additional research is needed to establish the degree to which
implicit bias directly affects patient outcomes, “minority patients are less likely than Whites to
receive the same quality of healthcare, even when they have similar insurance or . . . ability to
pay ... [and, tragically] . . . this healthcare gap is linked with higher death rates among
minorities” (National Academies of Science, Engineering, and Medicine, 2002, p. 2).

Given the power that healthcare providers have in the type of treatment their patients receive,
finding ways to avoid these subliminal influences is critical. In their article, van Ryn et al. (2015)
identified three main factors that can change cognitive habits of aspiring physicians: 1) formal

curricula, 2) informal curricula, and 3) favorable interracial contact. Formal curricula refers to
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what is specifically taught in the curriculum such as exercises that address caring for Black
patients or discussions/assignments involving cultural humility with these patients. Informal
curricula is described as “hidden” or suggested messages in the types of assignments that are
provided in class (van Ryn et. al, 2015, p. 1749). Examples of hidden curricula include faculty or
supervising clinicians making negative remarks about Black patients or weak efforts on the part
of the health professions school to meaningfully address racial climate within the program

(p. 1752).

Perhaps the most telling evidence of the need for an increase of Black women in the
health professions is the concept of interracial contact. Interracial contact refers to the type of
interactions one has with those from another ethnic group. In their study of 3,547 medical
students, van Ryn et. al (2015) found that “students who reported having had highly favorable
contact with African American faculty had decreased racial bias, while those who reported
unfavorable contact had increased racial bias” (p. 1754). While these results primarily focused
on faculty, there is a need for increased studies regarding the interactions with Black medical
students, especially given the low percentage of medical students who identify as students of
color. The very presence of Black women in the classrooms of health professions schools can
contribute to positive interaction amongst their peers, thus expanding the numbers of aspiring
physicians who have a foundation for increased empathy for future patients they will serve.

While significantly understudied, issues of implicit bias extend to the ways in which
clinicians and trainees are treated by patients and supervisors as well. A recent study in the New
England Journal of Medicine documented that 16.6% of surgical residents surveyed experienced

discrimination based on race and 65.1% of the female residents surveyed reported discrimination
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based on gender (Hu et al., 2019). Patients were found to be the number one source of gender
and racial discrimination. Verbal abuse from attending surgeons was also a frequent concern and
sadly, 4.5% of residents recalled having suicidal thoughts within the last year. Furthermore, as
explained by Steele (2010) in reference to discrimination’s physiological effects, those who
reported such occurrences were more likely to suffer from symptoms of burnout. Above all,
women were the most likely to report these symptoms.

Increasing trust. Historical events have long documented a distrust by African
Americans in the healthcare system and, due to a number of reasons, this phenomenon continues
to exist. A 2003 study published in Public Health Reports showed that “African Americans were
less likely to report trust in their physicians than their White counterparts” (Boulware, Cooper,
Ratner, LaVeist, & Powe, 2003, p. 363). Consistent with the findings of Peek et al. (2013),
healthcare providers can increase trust by demonstrating medical skills and knowledge and by
improved interpersonal communication. Both of these factors have a higher likelihood of
occurring if individuals have had favorable interactions with other Blacks in a variety of settings,
including the classroom (van Ryn et al., 2015).

Since illnesses such as lupus, morbid obesity, and cervical cancer disproportionately
affect women of African descent, it is reasonable to posit that members of this group have a
higher likelihood of having personal or familial experience with such diseases. As referenced in
Chapter 1, members of my own family have encountered difficulty with insufficient treatment by
clinicians who lacked familiarity with diseases predominantly affecting women of color. While
any treatment plan is made with a degree of uncertainty, “when faced with patients who are from

different racial or ethnic backgrounds, doctors may find that their uncertainty about the patient’s
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condition and best course of treatment is even greater” (National Academies of Science,
Engineering, and Medicine, 2002, p. 3). In their study of the behaviors that Black women wanted
to see in their providers, Black female participants in Dale, Polivka, Chaudry, and Simmonds
(2011) stated a desire for clinicians to lean in, explain/involve them in what they were doing, and
speak to them with respect. Women in the study commented that they could tell when a provider
was comfortable versus uncomfortable with them (as a Black woman) and that this comfort
affected their assessment of the provider’s willingness and/or capacity to adequately treat their
condition. In addition to body language and respect, participants specifically expressed a desire
to be listened to and for the provider to be responsive, positive, and thorough in his or her
patient/provider exchange.

Encouraging cultural humility. Cultural humility is also critically important for
increasing health equity, yet there is still significant work to be done to effectively situate
cultural humility in the context of clinical practice (Davis & Hook, 2013). Broadly, cultural
humility represents being open and humble to the beliefs and values of others (Hook, Davis,
Owen, Worthington, & Utsey, 2013). Demonstrating cultural humility means maintaining an
interpersonal exchange that is other-oriented (rather than self-oriented) and a respect for others
reflected in a lack of superiority (Davis & Hook, 2013). In their study, Davis and Hook (2013)
recommended the following in regard to therapists’ interactions with clients:

[Therapists should] not assume that they understand the client’s cultural background or

experience based on therapists’ prior knowledge, experience, or training . . . This attitude

of humility may be especially important to the development of a strong working alliance

with a client who is culturally different. Furthermore, engaging a culturally diverse client
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with an interpersonal stance of humility may attenuate the tendency for therapists to

overvalue their own perspectives and worldviews, instead of joining with the client to

explore the client’s perspective and worldview. (p. 361)

In the context of health professions education Loue, Wilson-Delfosse, and Limbach
(2015) suggested that increasing opportunities for medical students to self-reflect could not only
contribute to student awareness but also to their comfort in working with diverse patients. Even
when students perceive themselves as culturally competent, the reality may reflect that students
actually view others with a closed approach (Isaacson, 2014). Cultural humility calls for
clinicians to be attentive when listening to others and possess sufficient humility to self-critique
the effectiveness of their interactions with those different than themselves (Isaacson, 2014).
Current Efforts towards Increased Diversity in the Health Professions

After the historical chain of events from the Flexner Report of 1910, to the
Comprehensive Health Manpower Training Act of 1971, to the Sullivan Report of 2004,
recognition of the need to increase diversity in the health professions is growing. However, even
with efforts dating back to 1910, the deficiency in diversity in health professions education in the
United States still exists. Part of the divide, in terms of whether students are prepared with the
requisite exposure and accompanying academic preparation for health careers, historically has
been due to the separation of programming at the federal level between what is offered by the
Department of Health and Human Services or private health related funders versus what is
offered through the Department of Education. The following section describes a brief history of

programming available under each of these entities as well as the limitations of each.
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U.S. Department of Health and Human Services and private health related funders.
The Department of Health and Human Services (HHS) is responsible for “protect[ing] the health
and well-being of all Americans” and is the starting point for governance of practicing healthcare
clinicians (U.S. Department of Health and Human Services [HHS], 2018). In keeping with its
mission to be inclusive in its service to all Americans, HHS has long offered programming aimed
towards diversifying the socioeconomic demographics of the healthcare workforce. Even with
great intentions, however, Area Health Education Centers (AHEC) formed in 1971 and other
grants awarded by the Health Resources and Services Association (HRSA) dating back to 1982,
have been unsuccessful in reaching all students (Area Health Education Centers [AHEC], 2018a;
HRSA, 2018). According to their website, 15% of the counties in the United States do not have
an AHEC center despite its mission to “improve the supply and distribution of healthcare
professionals” in rural, frontier, suburban, and urban areas (AHEC, 2018a, 2018b). In addition,
much of the language relating to AHEC focuses on operations housed at medical, or in some
cases nursing schools, with generalized references to allied health schools and no prominent
emphasis on other health professions requiring graduate preparation such as physical therapy,
occupational therapy, genetic counseling, etc. (AHEC, 2018b).

To fill gaps not satisfied by HHS, private funders such as Robert Wood Johnson created
programs like the Summer Health Professions Education Program (SHPREP) which, since 1989,
has provided funding devoted to summer experiences for college students to gain exposure to
health professions (Summer Health Professions Education Program [SHPREP], 2018). As in the
case with AHEC, SHPREP primarily focused on medicine for the first 17 years of its existence,

expanding to dentistry in 2006 and to other health professions in 2016 (SHPREP, 2018).
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Recognizing this deficiency, private advocacy organizations such as the American Association of
Colleges of Pharmacy and the American Pharmacists Association began their own efforts,
housed in graduate schools focused on other health disciplines, to try to spread awareness
campaigns to professions beyond the practice of medicine (Pharmacy is Right for Me, 2018).

At their core, grants and/or programs of this nature housed in colleges/schools of
medicine, nursing, dentistry, pharmacy, etc. have the capacity to provide a specified set of
students with experiences facilitated by practicing health professionals and/or administrators
housed within these schools. Given that they are administered by entities that are intimately
connected with clinical practice, they are very much tied in to the realities of the types of clinical
roles that exist within each discipline and the types of training, interviewing skills, admission
competitiveness, etc. that are needed to be successful in a clinical setting and/or within a health
professions school. While these programs most likely provide the most accurate and setting-
specific guidance for students seeking a health professions career, they have fallen short in a)
failing to meaningfully expose students to a wide range of health professions careers and b)
failing to reach a broad spectrum of students.

Students in HHS related programs must have geographic accessibility to the graduate
school or independent organization offering such programs, or they must happen to be affiliated
with a faculty or community member who chooses to apply for funding for such programs. For
students unlucky enough to be incidentally separated from these resources, they are essentially
left out of these opportunities for exposure. While effective for some students, the Department of
Health and Human Services only has limited access to the vast majority of school-aged children,

with the primary department having access to these students being the Department of Education.
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U.S. Department of Education. Within the U.S. Department of Education, secondary
education is housed under the Deputy Secretary of Education while Career and Technical
Education and Postsecondary Education are both housed under the Under Secretary (U.S.
Department of Education [DOE], 2018). As a result, the divisions that set guidelines for middle
and high school education are in a completely separate division from those that set guidelines for
career focused and higher education. Thus, in addition to being separated from the practitioners
who actually execute health professions practice, separation even within the DOE itself could
affect the lack of consistency in the amount and quality of student exposure to career-relevant
content related to these professions.

The need to link educational pursuits to career has garnered significant attention recently
in the United States with the passage of the Workforce Innovation and Opportunity Act (WIOA)
under President Obama in 2014. This program was designed to provide:

cross-system alignment; education and training that is focused on the needs of high-

demand industry sectors and occupations . . . and the establishment of Career Pathways

systems that make it easier for all Americans to attain the skills and credentials needed
for family-supporting jobs and careers. (U.S. Department of Education, Office of Career,

Technical, and Adult Education [OCTAE], 2018, p. 1)

The passage of such an act demonstrates that lawmakers are beginning to recognize the need to
connect career agencies such as HHS to educational agencies like DOE. These connections are
necessary to accurately determine the preparation and exposure needed for students to earn a

sustainable and enjoyable living in their informed career of choice.
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As with any top-down administrative effort, bridging the divide between educational
preparation and career will take time. Currently, much of the secondary education workforce is
staffed with teachers who (while dedicated) have not spent significant time in a health
professions setting and thus are not equipped to offer concrete guidance on the tangible steps to
translate grandiose concepts of a career in medicine to the realities of the various specialties and
specific types of training involved. In addition, with the regional tie-in to employers, Career
Pathways programs may be more centralized in areas (or schools) that have the most proximity
to economic growth and closer relationships with these programs. For example, of the three high
schools established to focus on science, technology, engineering, and math in one school district
in Southern California, two are attached to already established universities, and one is situated
close to one of the most affluent areas of town (Long Beach Unified School District [LBUSD],
2018). While some school choice policies technically allow students from across the district to
apply for these schools, economic realities, particularly as it relates to transportation or other
responsibilities closer to home, leaves exposure for students in some of the more economically
disadvantaged areas solely at the benevolence of select teachers who choose to go above and
beyond to provide access to this information for their students (Godwin, Leland, Baxter, &
Southworth, 2006).

Effect of school choice, magnet schools, and geographic accessibility on exposure to
health professions career programming. School choice and magnet programs. For urban areas
with more than one high school and for whom “choice” (or at least choice within one hundred
miles) exists, conversations on ways to level the playing field for all students have led to findings

on both sides of the debate. Following the end of forced desegregation in some school districts,
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school choice, including public school choice, has been the focus of much of the recent
momentum related to school reform (Beal & Hendry, 2012; Gamoran & An, 2015). As it relates
to health professions education, allowing parents the choice of where their child will attend
school could provide access to higher quality programming, particularly as it relates to exposure
to health professions related content. Indeed, schools with “enhanced option[s],” such as reduced
class sizes, an extended school year, tutoring, and other services have been found to have
improved math scores for economically disadvantaged students while enrolled in the better
resourced school (Gamoran & An, 2015, p. 45). Unfortunately, however, disparities based on
race have been found to persist, even with some degree of choice in a student’s enrolled school.
In their 2006 study of Charlotte-Mecklenburg Schools, Godwin, Leland, Baxter, and Southworth
found that “Anglo students were more likely to receive their first choice of schools and to
improve their scores. African American students were less likely to receive their first choice
school and their scores declined” (p. 983). Findings such as these tend to support the idea that
efforts to improve educational outcomes, and by default, access to academically challenging
careers have failed to reach all students.

Rural schools. The lack of access to career-focused or, in some cases, highly resourced
schools is especially poignant in rural southern communities, where a sizable portion of the
African American population in the United States resides. The tendency to omit rural
communities, and in particular the minorities in those communities, from mainstream discussions
on diversity may be due to the centralization of power and media structures concentrated in
urban environments. Those who have not lived in rural communities may rest their opinions of

(or concerns for) those environments at the doorstep of Whites who gain the national spotlight
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for choosing to be oppressive in these communities (Romney, 2018). This trend to ignore rural
areas leads to limited active sympathy or advocacy for people of color living in the very midst of
those conditions. In reality, these courageous champions of social justice, living amongst
circumstances they are fighting to change, often receive little or no recognition in the national
spotlight (Hauslohner & Guskin, 2017). To this day, my native part of the country, for example,
is made up of both those who celebrate statues of confederate hate as well as those, such as
leaders throughout my family and community, who are true heroes, daring to fight circumstances
from within that many only read about in distant history books. Unfortunately, this oversight of
rural communities extends to the exposure to programs that address STEM and health related
careers (Mader, 2014).

In the 2016 study by Means, Clayton, Conzelmann, Baynes, and Umbach about college
aspirations of rural Blacks, the authors expanded upon the notion of differences in educational
and economic barriers between rural and non-rural students. Their qualitative study of rural
Blacks supported Adelman’s (2002) assertion that “high school graduates from rural areas/small
towns . . . are at the greatest disadvantage in terms of opportunity to learn” (p. 57). Given the
restricted resources and geographic distance from alternatives in rural communities, the limited
web of information provided by counselors, teachers, and peers can lead to limitations that are
disproportionately intense (Means, Clayton, Conzelmann, Baynes, & Umbach, 2016). While
African American communities have a long legacy of supporting the children in their
communities (Berkel et al., 2009), often due to lack of exposure themselves, parents in these
circumstances push and encourage their children without providing a road map of what

alternatives for success might actually look like (Means et al., 2016).
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Graduate health professions schools. Addressing challenges of implementing
sustainable diversity programming. Even for those graduate health professions schools that do
determine, at least at some level, that a formal diversity and inclusion effort is necessary, the
challenges facing programs to implement these initiatives can be tremendous. In their 2009
article, Nkansah, Youmanas, Agness, & Assemi noted that:

Colleges and schools of pharmacy tend to focus on building diversity through
recruitment, admissions, and hiring, without giving due diligence to the efforts required
to maintain diversity. Admissions and search committees may make organized efforts to
seek out highly-qualified students and faculty and staff members from diverse
backgrounds, yet allocate fewer resources to support individuals by fostering an
organizational culture that embraces and nurtures diversity. (p. 5)

In other words, schools work hard to recruit diverse students to their institution but do not make
meaningful efforts to incorporate the students’ culture into the environment in which they were
recruited. The environment remains the same and the students are the ones asked to change and
“blend” into their new environment.

Challenges of forced assimilation exist at the very core of science-related education and
can vary dependent on the culture and makeup of the institution. Young and Ramirez (2017)
exposed the phenomenon in STEM education in which an overemphasis on the sterility of
science promotes a belief that culture is irrelevant in these environments. This “culture of no
culture” (p. 90) harkens back to the mindset underlying the Flexner report and subsequent
insensitive treatment of patients mentioned in Chapter 1 (Duffy, 2011). While students and

faculty who have previously been exposed to a heterogeneous (versus homogeneous)
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environment might more easily adapt to diversity efforts, addressing issues of climate continues
to be an ongoing struggle for organizations (Nkansah et al., 2009). Moreover, historical
reflections on cultural competency in healthcare have focused on deficits within the minority
culture (non-adherence to medication, eating habits, etc.) with little emphasis on the inequity that
is created by the practitioners themselves (Young & Ramirez, 2017). In their survey of faculty at
a private health professions school in the northeast, Young and Ramirez (2017) found that 40%
of faculty did not formally incorporate cultural competency training into the courses they taught.
This could be due to the sentiment by many faculty who felt ill equipped to teach cultural
competency subject matter, despite strong support school-wide for the need for such training in
developing effective practitioners. It is also important to note that the vast majority of the faculty
surveyed did not identify as a person of color, potentially compounding the lack of comfort with
such topics.

Stereotype threat. Lack of comfort or familiarity with differing cultures can also
contribute to inaccurate and unfair assumptions about others. Particularly in such an
academically rigorous educational environment that has historically been reserved for an elite
few, health profession students of color often face what Ackerman-Barger, Valderama-Wallace,
Latimore, and Drake (2016) and others characterized as stereotype threat. Through this form of
bias, fellow students and faculty function under the belief that “people of color are not as smart”
and “students of color don’t belong in health professions” (p. 1240). In their study of graduate
health professions students at a large public university, a Black female focus group participant
was quoted as saying “I was reminded that it’s not normal for a student of color to be a medical

student and that I, maybe, don’t belong in medicine” (p. 1240). The pressure of defying this
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stereotype and navigating the underlying scrutiny that comes with it can be tremendous. One
Black female participant in the study summed it up as follows:

In addition to learning all the medical terminology and anatomy, students of color have to

learn an added on component of how to conduct yourself in this very different culture

than you [have been used to] and that component appears to be weighted, a lot more

sometimes, than the actual medical terminology and anatomy. (p. 1241)

Further analysis of stereotype threat. Stereotype threat has been shown to have intense
effects, particularly on otherwise high achieving students. In 2010, social psychologist Claude
Steele reported upon a culmination of his life’s work of research on this topic. In his book,
Whistling Vivaldi (2010), Steele discussed the effect that the pressure to disprove stereotypes can
have on a number of domains, including but not limited to academic performance and physical
health. Over the course of several studies, Steele and his research colleagues conducted a number
of empirical tests to determine how students responded to pressure to disprove stereotypes versus
other test groups for whom no such pressure was applied. Consistently, studies demonstrated that
the pressure to disprove stereotypes weakened academic performance. Not only has stereotype
threat been shown to affect “strong, motivated Black students,” this pressure physiologically
amounts to an additional weight or task that those without such pressure do not endure (p. 49).

Perhaps particularly relevant to the context of this study, negative “cues and the threat
they [cause can] impair performance and even make a person less interested in a career path”
(Steele, 2010, p. 145). For the fortunate few who push past this form of imposter syndrome to
gain entry to a health professions program, students can find themselves repeating the same cycle

upon matriculation through less than inclusive curriculum. As noted by Nkansah et al. (2009)
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and Ackerman-Barger (2010), health professions schools have not paid sufficient attention to the
efforts needed to sustain diversity, including ensuring that the various aspects of the student
experience (curricula, teaching strategies, etc.) are inclusive of the needs and concerns of diverse
students. The following section will look deeper into why these various components are
important and provide examples of cases where health professions schools are holistically
addressing inclusion of all students.

Moving past recruitment—holistically addressing the diverse student experience.
Although there is still much work to be done, various efforts are being made to insert depth and
meaning into health professions diversity and inclusion efforts. One such effort has been initiated
through the University of New Mexico Dream Makers Health Careers Program where students
are encouraged to understand the depth and richness they bring to patients, their communities,
and to the health professions classroom (Warshaw, 2016). The need to reframe the narrative in
one’s own head is especially poignant for Black women. Many Blacks can identify with being
told they have to be “twice as good as Whites” just to get half of the respect (Kusimo, 1999, p.
5). For Black women, this is frequently part of the “superwoman schema” that causes them to be
self-reliant to a fault, potentially contributing to health issues later in life (Woods-Giscombe,
2010, p.1). More information on the superwoman schema will be addressed in latter sections of
this chapter.

Further, some health professions schools have tackled the difficult conversion of weaving
cultural awareness into the actual courses that are taught within a program. Using a grant from
HHS, Carroll University in Waukesha, Wisconsin integrated cultural competency into the entire

first year of their two-year Physician Assistant Master’s program (Beck, Scheel, De Oliveira, &
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APPENDIX A
Video Clips

Naomi Wadler’s Washington D.C. speech advocating the importance of highlighting the voices
of African American girls and women

NBC News. (2018, March 24). 11 year-old Naomi Wadler’s speech at the march for our lives
(full) [Video File]. Retrieved from https://www.youtube.com/watch?v=C5ZUDImTIQ8

Congressional Black Caucus Foundation 47th Annual Legislative Conference

“The Impact of the Decline of African Americans in the Medical Profession”

[Congressional Black Caucus Foundation] (CBCF). (2017, September 22). The impact of the
decline of African Americans in the medical profession—ALC “17. [Video File]

Retrieved from
https://www.youtube.com/watch?v=u05zG99zxUs&index=21&list=PLPjG6g5PtGGxIG8

KO0j2EECWOgRfwT0cJJ&t=0s
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APPENDIX B
Background Information Questionnaire
Please provide your email address.
Do you identify as Black or African American? Yes or No
Do you identify as female? Yes or No
How would you characterize your socioeconomic status?
The highest degree my mother earned was:
a) Drop-down box listing: high school diploma, some college, Associate’s degree,
Bachelor’s degree, Master’s degree, Doctoral degree (SCCT)
The highest degree my father earned was:
a) Drop-down box listing: high school diploma, some college, Associate’s degree,
Bachelor’s degree, Master’s degree, Doctoral degree (SCCT)
Please indicate the number of individuals in your family who are or were employed in a
health profession. (SCCT)
The health professionals represented in my family include (check all that apply): (SCCT)
a) Registered Nurse
b) Physician
¢) Pharmacist
d) Licensed Vocational Nurse or Licensed Practical Nurse
e) Occupational Therapist
f) Doctor of Veterinary Medicine

g) Doctor of Dental Surgery
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h) Physician Assistant
1) Other
9) Please indicate the state in which you were raised.
10) Please indicate the country in which you were raised.
11) How would you describe the primary environment you grew up in?
a) rural, b) large urban, ¢) medium sized urban, d) suburban
12) Please list the state in which you attended (or are currently enrolled) health professions
school.
13) Please list the state in which you were enrolled in your bachelor’s degree:
14) What type of health professions program are you enrolled in (or did you graduate from)?
a) MSN
b) DNP
c) MD
d) DO
e) PA
f) DPT
g) MOT
h) DOT
i) DVM
j) DPM
k) Other

15) Please indicate the year you entered your graduate health professions program.
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16) Please indicate the year you graduated (or anticipate graduating) from your graduate
health professions program.

*These questions address the research question in that identifying the demographic background
of the participants adds to the analysis of how factors such as geographic location,
socioeconomic status, etc. might have contributed to the manner in which the participants
accessed the tools, training, and influences needed to ascend to a health professions program.
**Questions that most directly address the theoretical frames in the study are abbreviated as
follows:
Black Feminist Thought (BFT)
Social Cognitive Career Theory (SCCT)

Ford’s Female Achievement Model for Excellence (F’AME)
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APPENDIX C

One-on-One Interview Guide—Semi-Structured Interviews—Journey to Admission to a

Health Professions Program

Section I:

Y

2)

3)

4)

5)

6)

7)

8)

I know you filled out some basic demographic information in the background survey, but
just to elaborate, how would you describe where you grew up?

Exploration Question: You indicated in the survey that you were raised in

state, how do you feel this affected who you are now or is there anything in particular you
would like to share about growing up in that area?

Did you attend a school that focused on STEM or health professions? (SCCT)

a) Exploration question: If not, how did you foster this interest on your own?
What was the first person or thing that motivated you to pursue a health profession?
(SCCT)

Was this your only career path or were you involved in another career before this?
(SCCT)

How did you generally perform in school? (SCCT)

Were there any subjects you particularly enjoyed in school (this could be in high school
or in undergrad)? (SCCT)

How would you describe your social circles growing up? (SCCT)

Was there any one person or thing that encouraged pride in your identity as a person of

African descent? (BFT and F2AME)
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9) Was there any one person or thing that encouraged pride in your identity as a woman
encouraged? (BFT and F2AME)
10) Were you involved in any special programs related to the health professions? (SCCT)
a) Exploration Question: What was the name of the program?
b) Exploration Question: How did they contact you or how did you find out about
it?
11) Tell me about some of your teachers or advisors (from high school or college) who were
particularly meaningful to you. (FPAME)
Exploration question: What were some of the specific things that they did that you felt
showed an interest in your education, career, or you as a person? (F2AME)
12) How do you explain how you ended up in the health professions? (BFT)
13) Were you involved in any particular programs, perhaps not directly related to the practice
of law that fostered your sense of self and identity? (BFT and F’AME)
14) Describe your process of applying to a health professions school. Are there any things in
particular that stand out in your head?
15) Were there any particular subjects that you found challenging in high school or during
your bachelor’s degree? (SCCT)
a) Exploration Question: How did you overcome these challenges? (BFT)
16) Were the financial requirements of (type of graduate health profession)
school a concern for you?

a) Exploration Question: How did you approach or deal with that?
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17) Were there any factors in your childhood that serve as motivation for you to choose to

work in (type of health profession)?
Section II:
15) Building off of . . . .
- You mentioned , what kinds of things did that involve?

- Exploration Question: How do you feel that affected you?
16) Were there any specific life related challenges that, looking back, you feel you had to
overcome to achieve your goals? (SCCT and F>’AME)

Exploration Question: How did you overcome these challenges?

17) Did any personal or familial challenges provide the motivation for you to pursue the
profession you chose? (F2AME)
Section I1I:
18) Research shows that there are specific dimensions that contribute to the success of students,
particularly Black female students. I am going to say 6 words. Of these please tell me the word
(or words) that resonates the most with you: (FAME)

e Resilience

e Self-confidence

e Self-motivation

e (lear goals

e Pride in your race

e Pride in your gender.
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19) Same thing, for the next 3 words, please tell me which word (or words) resonates most (if at
all): (FPAME)

e Work ethic

e Openness to other cultures

e Ability to communicate across cultures
20) Research (social cognitive career theory) suggests that career interest is developed through
repeated engagement, modeling, and feedback. When you think about what most influenced you
to pursue a health profession, how consistent was this influence in your life? (SCCT)
21) If applicable . . . You mentioned that you participated in a special program that helped to
foster your interest in the health professions. What was it that program did well? (SCCT)
22) When did you seriously consider applying to (type of graduate health professions
school)? (SCCT)
23) What resources did you tap into to prepare for your health professions application?
24) What resources did you tap into to prepare for the interview?
25) What resources did you tap into to prepare for the standardized test (if applicable)?
26) Did you know anyone else who was or is enrolled in a health professions school? (SCCT)

Exploration Question: How did your relationship with that person affect your success?

27) You have worked really hard to get to where you are. Do you have any advice for others
applying to (type of graduate health profession) school?
28) Do you have any specific advice for other Black women considering applying for health

professions school?
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***These questions address the research question by diving deep into the experiences of the

women relevant to their journey prior to admission to a graduate health professions program.
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APPENDIX D

Focus Group Guide—Experiences within a Health Professions Program
We have  women participating in today’s focus group. Some of you are currently
enrolled in your graduate health professions program and some of you have graduated
from your programs.
It has been such a PLEASURE getting to know you and hearing your stories.
Today’s discussion is SUCH an opportunity to share and to learn from one another. It is
an EXCITING time where we can have  individuals, from a VARIETY of health
professions programs, all of whom identify as Black women, gathered in one space to

discuss issues that are important to YOU.

e Thank you for signing the confidentiality form agreeing to the confidential nature of this

focus group.

IN TERMS OF GUIDELINES FOR THE DISCUSSION:

I want this to be a time and a space where:

EVERYONE feels at ease

EVERYONE feels that they can be HEARD.

PLEASE feel free to SPEAK UP when your experience seems UNIQUE or to CHIME IN
when someone else’s experience resonates with your own.

It is absolutely okay to disagree with someone else’s opinion, I just ask that you wait
until the other person is finished speaking and then feel more than welcome to present
your point of view.

We have 1 hour and 30 minutes reserved for this session.
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Section I: Introductions

1) So, with that said, I’d love to get started with introductions.
Could everyone please introduce themselves?
Let’s start off with an icebreaker.
2) I’dlove for each person to name one thing they do most to relax.

Section II: Classroom and Clinical Experiences within the participants’ graduate health

professions program

Now, I’d like to transition to your classroom and clinical experiences in your graduate health
professions program.

3) One of the words that resonated with many of you from the interviews was resilience.
What are some of the tools, habits, or practices you have engaged in to keep moving
forward with your program? (F2AME)

4) Were there any co-existing responsibilities that you had to balance while you were or are
in school?

a) Exploration question: How did or are you doing that?

5) Do you feel that your institution created a safe space for you to talk about issues of
importance to you? (BFT)

a) Exploration question: If so, how consistent was this platform provided? Were
these topics that were already present in the curriculum or were they discussed

because you highlighted their significance? (BFT)
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6) Another thing mentioned frequently in the interviews was the importance of being
comfortable with your learning styles. To what extent was or has your program been
conducive to your learning style? (FPAME)

a) Exploration question: If the program has NOT been particularly conducive to
your learning style, what efforts have you taken to translate the curriculum or the
experience into a format that works for you?

7) Name an environment where you feel like you can let down your guard and be your authentic
self? (BFT)
Exploration question: If your school is not that place, please describe why that is the
case.
8) As the final question in this section, I want to provide space to openly discuss any experiences
closely connected to your identity as a woman, to your identity as a Black person, or to the
intersection of those identities that have been less than optimal in your program? This could be
an encounter or any issue that we have not touched upon thus far. (BFT)

Section I11: Support and Understanding—Both Inside the Program as well as from Family

and Friends
Now we are going to transition to discuss support and understanding, both within your program
as well as from family and friends.

First, within your program:

9) To what extent do you feel the faculty and staff in your program understand or understood the
intersecting challenges you face as a Black woman? (BFT and FPAME)

10) Was there a Chief Diversity Officer in your program or at your University?
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a) If so, to what extent do you feel that person was effective?
Exploration question: What were some of the specific strategies that person employed that
led you feeling that they were effective or not effective? (BFT)

So now in regards to family and friends,

I wanted to discuss both family support and family understanding.

Support, I am defining as well wishes, general words of encouragement, etc.

Understanding, | am defining as knowing the context, knowing the degree, the difficulty, or the

time demands of your program.

My questions are:

11) How would you describe your family’s support during your program?

12) How would you describe your family’s understanding of what is required for your program?
Exploration question: For those who stated they have experienced LESS support or
understanding, how do you cope or deal with that?

Section IV—Moving Forward—Within the Program

Next, let’s discuss the design and function of your program:
13) If you could redesign your program to better fit your needs, what would that look like?
(BFT)
14) Regarding post-graduation plans, do you feel that your program is meeting your expectations
relevant to assisting with that?
Exploration question: To answer that, if you could please describe what your
professional plans are after graduation and then what you would like to see from your

program related to help with that transition?
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For those who have graduated, if you could share what you did to obtain your first role
after graduating from the program and whether your program assisted in securing that
role.

Section V—Moving Forward—Future Plans

15) Are any of you working on things that you are excited or passionate about that you would
like to share?

16) Relevant to your experiences in your graduate health professions program, could you share
any instance, whether it be a faculty member or administrator, a program, or other effort that you
feel “got it right” for you or for the issues that are important to you? In other words, something
that you feel should or could be replicated? (BFT)

Section VI—Closing Questions

17) Why DO YOU THINK the voices of Black women are important in graduate health
professions education? (BFT and F’PAME)

18) Are there any closing comments or areas you feel we did not address in the discussion?
Especially given the group of phenomenal women we have gathered here today, I want to make
sure that we have covered what you feel is important.

****These questions address the research question by examining what the experiences of the

participants were as they worked their way through their graduate health professions program.
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APPENDIX E
Participant Reflection Questionnaire—Reflections of the Women upon
Participating in the Study

Please provide your email address.
How did it feel to be asked your opinion and to be provided the opportunity to articulate
your unique perspective?
Describe your feelings about participating in the one-on-one interviews. (BFT)
If you participated in the focus groups, describe what you learned from interacting with
the other women. (BFT)
If there is something about your undergraduate or graduate experiences that you would
do differently, please indicate what that would be and why (if there is nothing you would
do differently, please indicate "N/A" here).
What are your current career goals?
Are your career goals the same as when you first entered your graduate health professions
program?
If your goals are different, why do you feel that those goals changed?

What do you think about your journey now looking back?

10) To what extent do you feel you can say you are proud of what you accomplished?

11) To what extent do you recognize how young people (including future health

professionals) look up to you?
a) 1do not think young people look up to me.

b) Iam aware that young people look up to me but I do not know why.
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c) I am aware that young people look up to me and consider that an important
responsibility of mine.
d) Other
12) If you selected “other” in the previous question, please expand upon this response.
13) What are your suggestions for Black women who are just beginning their graduate health
professions program? (BFT and FPAME)
14) What is one thing you are inspired to do moving forward?
15) What is one thing you will do to engage in self-care going forward?
16) Please provide any additional feedback on your participation in the study not addressed in
the questions above.
****These questions address the research question given that they provide an overall reflection
of the women on their experiences in a graduate health professions program and with the study

itself.
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