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| have been concerned by the evidence of inequalities that exist among the

states as to personnel and facilities for health services. There are equally

serious inequalities of resources, medical facilities and services in different

sections and among different economic groups. These inequalities create

handicaps for the parts of our country and the groups of people which most
sorely need the benefits of modern medical science.

Franklin D. Roosevelt
Message to Congress on the National Health Program
January 23, 1939
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EXECUTIVE SUMMARY

Mitigating disparities in health and eradicating disparities in health care will bring
us closer to the ideals at the foundation of our profession.

This document outlines a new diversity plan for the University of Colorado
School of Medicine (SOM). The primary goal of this plan is to achieve a diverse
and representative student body, house staff, faculty and administrative staff.
The plan also seeks to: (1) promote the academic advancement and success of
minority students, house staff and faculty; (2) enhance cultural, bilingual and
diversity instruction throughout the curriculum; (3) promote an institutional climate
of inclusiveness, respect and understanding; (4) promote unexplored research
agendas and new areas of scholarship related to cultural and racial disparities in
health and health care; and (5) improve access to quality health care for poor,
minority and underserved populations. The students, faculty and administration
of the SOM believe that diversity is a core value that is central to the educational,
research, community service and health care missions of the School.

The Diversity Plan begins with an introduction and a review of the 2002
LCME accreditation visit to the School of Medicine, which prompted the writing
and approval of a Diversity Mission Statement (Sections | and Il). In July, 2004
the Executive Faculty of the School of Medicine added a formal Diversity Mission
Statement to its Rules; this Statement articulates the School’'s commitment to
diversity among its students, residents, faculty, staff and administration.

Section lll of the Plan outlines the SOM’s definitions of "diversity" and
“‘under-represented in medicine” (URM). As outlined in the Diversity Mission
Statement, the School of Medicine has adopted a definition of diversity that
embraces race, ethnicity, gender, religion, socioeconomic status, sexual
orientation and disability. The definition of diversity also includes life
experiences, record of service and employment and other talents that enhance
the scholarly and learning environment.

Section IV presents the rationale for a diversity plan, addressing the
question, “Why do we want diversity in the School of Medicine?” Citing recent
peer review publications and national consensus documents, this section
summarizes the evidence that a diverse student body, faculty and administration
will enhance the scholarly and learning environment of the School of Medicine.
There is compelling evidence that achieving diversity within a medical school
has a strong, positive effect on the quality of medical education that is provided,
helps to advance student, resident and faculty achievement, strengthens the

) King TE, Wheeler MB. Inequality in health care: Unjust, inhumane and unattended. Ann Intern
Med. 2004;141:815-817.



School’s ties to nearby communities, informs and broadens the research agenda
and contributes in measurable ways to improving the community's health.
Increasing diversity among medical students and other trainees will lead to
greater representation of minorities, not only among practicing physicians, but
also among medical educators, scientists, public health officials, health services
researchers, health insurance executives and health care policy makers. There
is also strong evidence that achieving diversity of the health care workforce
translates directly into improved delivery of health care services to underserved
and minority populations.

Sections V, VI and VIl present additional background information
pertaining to medical student, house staff and faculty diversity, respectively.
These sections include information from national sources, as well as data from
the School of Medicine student, graduate medical education and faculty data
bases. Section VIII provides information about cultural competency training in
medical education. There is a discussion of the SOM's recently revised
curriculum, which includes a cultural competency "thread" throughout all four
years of the MD training program.

The final section (IX) of the Diversity Plan focuses on specific
recommendations to achieve the goals outlined in the School’s Diversity Mission
Statement. There are five broad recommendations, and each is accompanied by
one or more specific implementation tasks. These recommendations were
selected by members of the SOM Diversity Council from among more than sixty
recommendations and actions steps originally considered. Council members
selected these five key recommendations because they are important and
feasible, even during a time of limited resources. The recommendations focus
on action steps that can be taken over the next 12 - 18 months. They also
suggest defined and measurable outcomes. Taken as a whole, Council members
believe these recommendations and the accompanying implementation tasks,
summarized below, will help the SOM demonstrate its commitment to diversity
and successfully implement its new Diversity Mission Statement.

RECOMMENDATION #1

Enhance the visibility of the School of Medicine’s diversity programs
and strengthen ties to the community and community leaders.

Rationale

The Institute of Medicine has recommended that medical schools seek
public and private support for their diversity efforts. The University of Colorado
School of Medicine must be proactive in seeking such support. Efforts should be
made to strengthen dialogues with legislators, business leaders, philanthropists,
alumni and other community stakeholders. Communication efforts should stress



the importance of developing a diverse health care workforce that is optimally
prepared to care for the people of the state. Building coalitions with community
stakeholders can help develop awareness of health disparities and create
advocacy for change. The Diversity Plan also emphasizes the importance of
participation in community-based “pipeline” activities; these activities, which
include K-12, pre-collegiate, collegiate and post-baccalaureate programs,
mentoring and outreach, seek to identify and encourage promising URM high
school and college students to pursue careers in medicine. In addition, over the
past decade, the Kellogg Foundation and other organizations have
recommended that medical schools emphasize “community engagement” and
community-based scholarship as an essential strategy to improve health
professional education, achieve a more diverse health care workforce, increases
access to health care and eliminate racial and ethnic disparities in health. The
SOM Diversity plan also calls for efforts to expand and strengthen partnerships
with state, community and religious organizations, invest in recruitment of
community-engaged faculty, advocate for extramural support of community-
based research and revise faculty review, promotion and tenure criteria to
recognize community-based service and scholarship.

Implementation Tasks

e Reorganize the School of Medicine Diversity Council to include community,
education, political, business and health agency leaders and other
stakeholders.

e Distribute and publicize the SOM Diversity Plan and related activities.

e Compile a roster of faculty members who are willing to participate in “pipeline”
activities or serve as contacts for high school, college or post-baccalaureate
students.

e Assist SOM education leaders to identify URM community physicians who are
willing to serve as preceptors or small-group discussion facilitators for medical
students.

e Take steps to educate community stakeholders regarding the importance of
diversity at the SOM; emphasize the importance of a diverse physician
workforce (and the large gaps that remain in achieving the School’s diversity
objectives); and publicize the SOM’s ongoing diversity initiatives.

e Develop formal working relationships with the new Office of Health Disparities
at the Colorado Department of Public Health and Environment, the Colorado
Medical Society and Colorado Physicians of Color; also identify other inter-
institutional and community partnerships.

¢ Invite speakers on diversity, cultural competency and health disparities to
participate in the Dean’s Distinguished Seminar series.

e Sponsor an annual Diversity Research Exchange, which should include
invited speakers, abstracts and plenary presentations.

e Add language to faculty letters-of-offer that highlights the importance of
diversity and professionalism in the SOM.



e Develop strategies to recognize and reward departments, centers and
individual faculty for noteworthy diversity achievements (for example,
recruitment activities, successful mentoring programs, cross-cultural
initiatives, education innovations, research or service to diverse populations).

e Create annual diversity awards.

e Review and revise the SOM web site to highlight diversity and diversity
efforts, partnerships, collaborations and opportunities (especially for minority
and women faculty). The web site should include information and links
designed to enhance minority recruitment and retention activities.

RECOMMENDATION # 2

Strengthen key recruitment and retention programs for minority
students, house staff, faculty and administrative leadership, while
monitoring the outcomes of these programs.

Rationale

There is strong evidence that recruiting a diverse student body, house
staff and faculty has a strong, positive effect on the learning environment and
quality of medical education that is provided to learners. A diverse community of
teachers and learners leads to a more enlightened curriculum and educational
environment, vital role models and better-trained physicians. According to the
2004 Sullivan Commission Report, Missing Persons: Minorities in the Health
Professions, increasing the diversity of medical students, residents and faculty is
also “an indispensable tool in efforts to improve access to health care for
underserved populations.” There is a similar, compelling rationale to increase
the production of qualified minority physicians who will become future leaders of
medical schools, hospitals, public health agencies, health care organizations and
health-related businesses. Finally, increasing the diversity of the academic
medical faculty will inform and promote unexplored research agendas and
accelerate the pace of scientific discoveries that bear directly on health
disparities and other health concerns of under-served populations.

Implementation Tasks

General

e Conduct a SOM climate assessment in order to identify areas of need with
regard to the working and learning environment, particularly for minorities and
women.



Medical Students

Develop an orientation and training program to ensure that Student
Admissions Committee members are prepared to implement the admission
goals outlined in the Diversity Plan.

Continue to support and strengthen, with appropriate outcome monitoring,
key URM medical student recruitment, “pipeline” and preparation programs,
including the current post-baccalaureate and pre-matriculation programs.
Support the current Student Ambassador Program and develop other
activities to encourage the matriculation of URM students who are offered
admission to the School of Medicine.

Develop a mentoring program for incoming URM medical students, with
participation by minority and non-minority faculty and community physicians.
Identify resources and funding to enhance academic support for URM
students (for example, tutoring and preparation for residency applications and
interviewing).

Encourage and support leadership activities by minority students in local,
regional and national minority health and medical organizations, such as the
National Hispanic Medical Association, National Medical Association,
Association of American Indian Physicians and others.

Annually, collect and distribute data about student diversity and diversity-
related activities.

Develop programs to support URM and other medical students who
demonstrate an interest in an academic medical career.

Graduate Medical Education

Develop an orientation and training program to ensure that Residency
Selection Committee members are prepared to implement the goals outlined
in the Diversity Plan.

Expand programs that seek to recruit new URM house officers (interns,
residents and fellows) from national pools of applicants, through attendance
at meetings, brochures, an enhanced web site, welcoming communications
and other outreach efforts.

Develop programs to increase recruitment of URM house staff from existing
University of Colorado pools of URM medical students.

Annually, collect and distribute data about resident and fellow diversity and
diversity efforts.

Faculty and Administration

Ensure that participation in pipeline activities, public service and community-
engaged scholarship are recognized and rewarded (for example, during
annual performance reviews and at the time that promotion and tenure
decisions are made).

Distribute a quarterly “Tips for Successful Faculty Searches” to all
departments, chairs and administrators (for example, advertising strategies,
preparation of effective job descriptions, interviewing strategies, etc.).



e Ensure that a commitment to diversity is considered in the search processes
for department chairs, division heads, assistant and associate deans and
other leadership positions.

e Develop brochures, an enhanced web site and other outreach and
information tools that will aid in recruitment of URM faculty.

e Conduct a needs assessment survey to assess the current academic climate
for URM minority faculty, barriers to retention and academic success and
mentoring needs;

e Conduct systematic exit interviews of departing faculty to identify barriers to
academic and social success and retention of URM faculty; data should be
shared with departments and administrators and used to improve the climate
and support systems for URM and other faculty.

e Develop a collaborative mentoring system for URM and other new faculty,
focusing on initial orientation to academic life, teaching skills, research
methods, mentored research opportunities, grant-writing, promotion and
tenure information, gaining national exposure and other career-building skills.

RECOMMENDATION # 3

Establish systems of monitoring and accountability for school-wide
and departmental diversity efforts.

Rationale

As discussed in the Sullivan Commission Report, the mandate to increase
diversity and cultural competency will not be achieved unless institutions hold
themselves accountable and are held accountable by others. The Commission
also noted that diversity and cultural competence are measurable; data
collection is a prerequisite for measurement and accountability. The
Commission specifically recommended gathering data to assess institutional
progress in achieving racial and ethnic diversity among students, faculty,
administration and health services providers, as well as monitoring career
patterns of graduates. Further, the Commission suggested that the
“‘Department of Labor and the Department of Health and Human Services
should ensure that the appropriate accrediting bodies hold medical residency
and health professional training programs accountable for promulgating and
implementing standards for diversity and cultural competence.”
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Implementation Tasks

e Improve the system for collecting faculty diversity statistics, and distribute
these statistics to faculty, department chairs, Dean, Chancellor and Faculty
Senate.

e Regularly measure and report the representation of URM faculty in key
leadership posts and on major institutional committees and governing boards.

e Ensure that all search committee members receive training and assistance in
conducting searches that include efforts to increase the number of minorities
and women in applicant pools.

e Ensure that departmental search committees adopt uniform procedures, and
comply with all SOM and University policies, to facilitate effective faculty
searches.

e Enhance the faculty and residency search committee databases to include
race, ethnicity and gender of search committee members as well as new
faculty applicants, finalists and hires.

e Require that each department submit an initial diversity plan, plus annual
updates.

e Ensure that each department’s diversity plan and record are considered in
annual evaluations of the chair and during regular departmental reviews.

e Develop a procedure for review and critique of departmental diversity plans
by the SOM Council on Diversity.

RECOMMENDATION # 4

Establish a Center for Health Disparities Research.
Rationale

There are at least five compelling reasons to establish a Center for Health
Disparities Research at the School of Medicine: a) to respond to the growing
disparities in health and health care in Colorado and across the nation; b) to
broaden and strengthen the research programs of the SOM; c) to help recruit and
train a diverse investigator faculty; d) to strengthen the connections between the
academic programs of the SOM and community and public health stakeholders;
and e) to advance our understanding of health disparities and develop new
knowledge to reduce and ultimately eliminate such disparities. Effective health
disparities research will bridge theory and application, will emphasize
collaborative and inter-disciplinary programs and will include investigations in
basic sciences, educational methods, behavioral sciences, epidemiology, health
services and health outcomes. The most successful research initiatives are likely
to be "action-oriented" with a focus on collaborations with community
organizations and local and state governments.
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The expected advantages of such a research initiative extend beyond
grant acquisition and scholarly output. Other benefits may accrue, including
strengthening student and faculty recruitment, encouraging URM students and
trainees to enter research careers, strengthening faculty mentoring programs and
enriching the medical curriculum.

Establishing a strong, well-funded Center for Health Disparities
Research is one of the most important recommendations in this Plan.

Implementation Tasks

e The Dean should appoint a committee to examine the feasibility of, and
funding opportunities for, creation of a Health Disparities Research Center.
The focus should be on collaborative and multicultural research programs,
which build on existing SOM programmatic strengths.

RECOMMENDATION # 5

Create an Office of Diversity and Inclusion to oversee
implementation of the School’s Diversity Plan and to serve as the
central point of responsibility for coordinating, developing and
evaluating the School’s diversity initiatives and programs.

Rationale

In 2004 the Sullivan Commission recommended that all medical schools
“should have senior program managers who: a) oversee diversity policies and
practices; b) assist in the design, implementation and evaluation of recruitment,
admissions, retention and professional development programs and initiatives; c)
assess the institutional environment for diversity; and d) assist in developing
curricula for students, faculty and staff on key principles of diversity and cultural
competence.”

Implementation Tasks

e Create a position for an Assistant or Associate Dean for Diversity and
Inclusion to direct the Council on Diversity and to provide overall direction
and leadership for School-wide diversity policies, programs and initiatives.

e |dentify an individual to develop and direct the Office of Diversity and
Inclusion.

e Develop a strategic plan for implementation of the Diversity Plan and
identify funding sources.

12



Responsibilities of the Office

Implement, coordinate, evaluate and, as necessary, revise the SOM
Diversity Plan.

Establish timelines, accountability measures and benchmarks for
implementation of the SOM Diversity Plan.

Monitor progress toward achieving the SOM diversity goals and provide
regular reports.

Conduct a School-wide climate assessment with respect to diversity,
inclusiveness, respect, and cross-cultural understanding; develop
strategies, activities and programs to address areas of concern.

Develop mechanisms to ensure that SOM diversity efforts are integrated
with other key SOM programs, including strategic research development,
recruitment, fundraising, professionalism and curriculum reform.

Provide leadership and staff support to the SOM Diversity Council.
Assist in developing programs to enhance academic support and career
mentoring for URM students, residents and faculty.

Assist curriculum leaders to identify experiential rotations in underserved
communities for medical students.

Assist education leaders to identify URM community physicians who are
willing to serve as preceptors or small-group discussion facilitators for
medical students.

Identify grants and other funds to support the Office of Diversity and
Inclusion and specific SOM diversity programs.

Develop web site information and other communication vehicles to
highlight topics related to diversity, cultural competence and health
disparities.

Conduct ongoing reviews of existing diversity programs at the University
of Colorado and at other universities; identify current needs and suggest
new policies, programs and goals to enhance the School’s diversity
programs.

Communicate and collaborate with other campus and University diversity
committees and task forces.

Work with community partners, pre-baccalaureate education leaders,
public health officials, political leaders and others to identify grants, gifts,
scholarships and other funds to support diversity programs and strengthen
connections between the SOM and the greater community.

The SOM must still define the appropriate size, structure, budgetary
needs and leadership and staffing requirements for this Office. But without
such an office, it is unlikely that the SOM can achieve meaningful progress
in achieving the diversity goals outlined in this document. The Council on
Diversity believes that creation of this "lead office" is the most important
step the SOM can take to give life to the School's Diversity Mission
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Statement and bring about the changes and improvements called for in this
report.

Summary
The members of the SOM Diversity Council believe that, no matter how

high we rank nationally in research funding or education, as a public institution
we cannot be considered successful until such time as we are able to recruit and
train a diverse health care workforce, able to meet the health care needs of the
communities that surround us. Diversity and inclusion are central to the School’s
education, research, community service and health care missions. As pointed
out recently in a report by the National Academy of Sciences,

The health professions disciplines are grappling with the impact of major
demographic changes in the United States population, including a rapid
increase in the proportions of Americans who are nonwhite, who speak
primary languages other than English, and who hold a diverse range of
cultural values and beliefs regarding health and health care.

Training a health care workforce that is optimally prepared to care for

diverse populations is a core mission and fundamental obligation of the
University of Colorado School of Medicine.

14



Mitigating disparities in health and eradicating disparities in health care will bring
us closer to the ideals at the foundation of our profession.”

L. INTRODUCTION

This document outlines a new diversity plan for the University of Colorado
School of Medicine (SOM). The primary goal of this plan is to achieve a diverse
and representative student body, housestaff, faculty and administrative staff.
The plan also seeks to enhance cultural and diversity training throughout the
medical school and residency curriculum, promote unexplored research agendas
and, ultimately, improve access to quality health care for poor, minority and
underserved populations. Diversity is central to the School’s education,
research, community service and health care missions. Indeed, diversity,
academic excellence and effective health care are interdependent.

The Diversity Plan begins with a review of the 2002 LCME accreditation
visit to the School of Medicine, which prompted the writing, discussion and
approval of a Diversity Mission Statement (Section Il). Section Il (“Definitions”)
outlines the SOM'’s definitions of "diversity" and “under-represented in medicine”
(URM). Section IV presents the rationale for a diversity plan, addressing the
question, “Why do we want diversity in the School of Medicine?” The next
sections provide background information and the rationale for increasing diversity
in key areas: Medical student diversity (Section V); graduate medical education
(VI); faculty (VIl); and adding diversity and cultural competency training to the
medical student curriculum (VIII). The final section (IX) includes five specific
recommendations to be implemented over the next 12-18 months, including the
creation of a Center for Health Disparities Research and a School of Medicine
Office of Diversity and Inclusion.

This diversity plan is timely and necessary for two compelling reasons.
The first reason is demographic. According to the state Census, there were 4.3
million residents of Colorado in the year 2000; of these, 17.1 percent were
Hispanic, 3.8 percent were African-American and 1 percent were American
Indian.? In Colorado and across the United States, Hispanics are the fastest
growing sector of the population. By the year 2010, according to the Council on
Graduate Medical Education, "Hispanic Americans, African-Americans and
Alaska Natives will represent 28 percent of the U.S. population, and Asian
Americans and Pacific Islanders will bring that proportion up to almost a third of
the to4ta| U.S. population."® By 2050 there may be no majority population in the
U.S.
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According to the National Academy of Sciences,

The health professions disciplines are grappling with the impact of major
demographic changes in the United States population, including a rapid
increase in the proportions of Americans who are nonwhite, who speak
primary languages other than English, and who hold a diverse range of
cultural values and beliefs regarding health and health care.®

The second compelling reason for developing this diversity plan is that in
Colorado, and across the nation, there are increasing disparities in health and
health care across racial and ethnic lines. Academic medicine is a public trust;®
the “products” of our medical school --- education, research and clinical care ---
must reach all of the public, including minority and underserved populations.’
Indeed, when the University of Colorado School of Medicine was established in
1883, it was to serve a public purpose. The School was created because the
Regents “believed that the lives and health of the people of Colorado are not
second in importance to any other interest that can be subserved by [a] state
university.”® Training a diverse health care workforce that is optimally prepared
to care for a diverse population is a core mission and fundamental obligation of
every school of medicine;® increasing diversity at the University of Colorado
School of Medicine is a vital and achievable goal.

Il. APPROVAL OF A NEW DIVERSITY MISSION STATEMENT

The Liaison Committee on Medical Education (LCME), which reviews and
accredits medical schools in the United States and Canada, requires that each
school develop and implement a diversity plan. Standard MS-8 states that “Each
medical school should have policies and practices ensuring the gender, racial,
cultural and economic diversity of its students.”

During its accreditation visit to the University of Colorado School of
Medicine in April, 2002, the LCME found that the School was in partial
noncompliance with Standard MS-8. The LCME observed: “Notwithstanding the
school’s commitment to achieving appropriate diversity among both students and
faculty, there is no written policy in this regard.”

Indeed, at the time of the LCME visit, the Rules of the School of Medicine
contained only a single sentence about diversity: “In the case of a new
appointment, the chairperson shall certify that an appropriate effort was made to
identify and consider qualified women and minority candidates.” % This rule was
never enforced, nor was “appropriate effort” ever defined.

The 2004 Sullivan Commission report, Missing Persons: Minorities in the

Health Professions, also emphasized the importance of unambiguous, written
institutional commitments to diversity. The Commission declared,
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Diversity should be a core value in the health professions. Health
professions schools should ensure that their mission statements reflect a
social contract with the community and a commitment to diversity among
their students, faculty, staff and administration. "

In response to these mandates, the SOM Diversity Council prepared a
Diversity Mission Statement in January, 2003. After discussion and revision, the
Mission Statement was approved by the Faculty Senate (March 2003) and the
Executive Faculty of the School of Medicine (July 2004). The Diversity Mission
Statement is now included in the Rules of the School of Medicine, immediately
following the “Preamble." The Diversity Mission Statement is also included in this
document (Appendix A).

The Diversity Mission Statement asserts that diversity is a value that is
central to the School's educational, research, service and health care missions.
The Mission Statement commits the SOM to develop new policies to admit
qualified students and appoint qualified residents, fellows, faculty, staff and
administrators who represent diversity (See the definitions of diversity, below).
The Mission Statement also states that the SOM shall develop programs to: 1)
promote the academic success of minority students, residents and faculty; 2)
enhance cultural, bilingual and diversity instruction throughout the curriculum; 3)
develop educational programs that will help break down ethnic and racial
stereotypes and promote cross-cultural understanding; 5) promote a culture of
inclusiveness, respect and understanding; and 6) promote unexplored research
agendas and new areas of scholarship related to cultural and racial disparities in
health and health care.

lll. DEFINITIONS

As outlined in the Diversity Mission Statement (Appendix A), the School of
Medicine adopts a definition of diversity that embraces race, ethnicity, gender,
religion, socioeconomic status, sexual orientation and disability. The definition of
diversity also includes life experiences, record of service and employment and
other talents and attributes that can enhance the scholarly and learning
environment.

The term “under-represented in medicine” (URM) is also used. As
clarified recently by the Association of American Medical Colleges (AAMC),
"under-represented in medicine" refers to "those racial and ethnic populations
that are underrepresented in the medical profession relative to their numbers in
the general population.” 2 The AAMC recommends that medical schools shift
from a national perspective to a regional or local perspective to define under-
representation.
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Similarly, for research grants and other purposes, according to the U.S.
Public Health Service, underrepresented minority is defined as "racial and ethnic
populations who are underrepresented in the designated health profession
discipline relative to the number of individuals who are members of the
population involved." For most biomedical and behavioral research disciplines,
"this definition would include Black or African American, American Indian or
Alaska Native, Native Hawaiian or other Pacific Islander, Hispanic or Latino, and
any Asian other than [U.S. PHS emphasis] Chinese, Filipino, Japanese, Korean,
Asian Indian or Thai." ™

In accordance with these guidelines, the University of Colorado School of

Medicine defines "URM" to include African Americans, Hispanic Americans and
American Indians, along with citizens who were born and raised in rural locales.

IV. RATIONALE: WHY THE SCHOOL OF MEDICINE SEEKS DIVERSITY

In Grutter v. Bollinger et al, the University of Michigan affirmative action
decision, the U.S. Supreme Court affirmed Justice Powell’s earlier finding in
Bakke that obtaining “the educational benefits that flow from a diverse student
body” may be a compelling interest for an institution of higher education.™ But
the Court left it to each university to determine whether such diversity is essential
to its particular educational mission. In response, the Association of American
Medical Colleges (AAMC) warned,

It is not enough to state that diversity is a compelling interest for [an]
institution ... It is equally important to explore why racial and ethnic
diversity in a medical school is important and to articulate these reasons,
preferably in a written policy. ™

In this section we explain why under-representation of minorities in the
medical school is a problem, and why the SOM is committed to recruiting and
supporting a diverse student body, house officer corps, faculty and administrative
staff. Diversity is a vital goal for three principal reasons: a) to enhance medical
education; b) to help reduce health disparities in Colorado and across the nation;
and c) to inform the School's research agenda.

Enhancing Medical Education

There is persuasive evidence that recruiting a diverse student body and
faculty has a strong, positive effect on the quality of medical education that is
provided to learners.”'® " The positive educational outcomes include:

e Helping students to break down stereotypes and racial biases, challenge

assumptions and “broaden perspectives regarding racial, ethnic and cultural
differences;” > '8
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e Broadening students’ understanding of the effects of language and culture on
medical care --- that is, achieving cultural competency;

e Teaching students how differences in race, ethnicity and other cultural
experiences might affect adversely the interactions that occur between
doctors and the patients and families who seek their help;'®

e Increasing students’ awareness of health and health care disparities in nearby
populations; and

e Increasing students’ interest in service to underserved communities and
overall civic commitment.®

These “added educational values” strengthen medical education and better
prepare graduates to deliver health care services to an increasingly diverse
population. Importantly, these educational benefits accrue to both minority and
non-minority students.

As pointed out by the Sullivan Commission, “By its very nature, diversity
allows more people from different backgrounds to look at the same problem and
to explore different approaches and different solutions.” " There must be a
“critical mass” of students of varying races and ethnic backgrounds “in order for
students to live and work and experience the diversity that is critical for
developing the sensibilities that we call cultural competence.”

In addition, increasing diversity among medical students will lead to
greater representation of minorities, not only among practicing physicians, but
also among medical educators, scientists, public health officials, health services
researchers, health insurance executives and health care policy makers.* '’ lItis
also self-evident that the presence and perspectives of URM students and faculty
are essential for the design, implementation and evaluation of cultural
competency curricula.

In a recent study from Harvard and the University of California, San
Francisco medical schools, students confirmed that concrete benefits accrue
from a diverse student body.? Students reported that contact with diverse peers
led to a more balanced exchange of information in classroom discussions, more
serious discussions of alternative viewpoints about disease and treatments,
greater appreciation of inequities in the health care system, and more cultural
sensitivity. The investigators concluded that “students regularly educate one
another on important issues, such as differences among the cultures and how
best to respond to those differences." Further, according to the authors of the
study, students “established close collegial and personal friendships with
students of different races and ethnicities, and such ties contributed greatly to
their understanding of medical practice and, ultimately, better trained them for
service in a multicultural society.”

In Grutter the Supreme Court reached the same conclusion: “Classroom
discussion is livelier, more spirited and simply more enlightened and interesting
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when students have the greatest possible variety of backgrounds.” ' It is also
self-evident that the cultural competency that is so important to a well-trained
physician workforce cannot be learned solely from textbooks or in the classroom;
such competency can be acquired only if students are “immersed in a learning
environment that reflects our diverse society.” °

Reducing Health Disparities

Health and health care are distributed unevenly in the United States, and
under-represented minorities are likely to get less of both.?’

Sadly, most physicians, medical students, health care organizations and
memb1ers of the public are not even aware that dispatrities in health care
exist.

Achieving a student body, housestaff and faculty that are representative of
the diversity in society is indispensable for quality medical education. ® But there
are also other compelling rationales that underlie the School’s commitment to
diversity. The most important is that in Colorado, and throughout the nation,
there are growing disparities among racial, ethnic and sociodemographic groups
in almost every measure of health status. The landmark Institute of Medicine
Report, Unequal Treatment: Confronting Racial and Ethnic Disparities in Health
Care, provided 600 pages of overwhelming evidence that broad disparities in
health care quality and health outcomes exist.??

The disparities encompass virtually every measure of health status.
African Americans, Hispanics and American Indians have higher rates of
suffering and premature death from heart disease, diabetes, asthma, obesity,
hypertension, communicable diseases (including tuberculosis and HIV infection),
cancer, stroke, injuries, violence and alcohol and substance use. 3 24 25 26 27 28
Minority citizens are more likely to suffer from these chronic conditions, even
while reporting that they are unable to afford to fill routine prescription
medications.?>?®  Minority populations have higher infant and childhood
mortality rates, lower life expectancy, decreased quality of life, lost economic
opportunity, decreased work productivity and increased health care costs.
Hundreds of publications attest to these differences in health status. There are
similar, striking disparities in health and health services in Colorado.*® ¥

One reason for the higher burden of illness and premature death is that
ethnic and racial minorities are less likely to receive proven, needed medical and
surgical services. Minorities receive fewer diagnostic tests for a variety of
complaints. They receive fewer preventive services, such as immunizations,
prenatal care, and cancer and cardiovascular screening tests. Physicians caring
for minority patients spend less time discussing smoking cessation, diet and
exercise.” Minorities are less likely to receive scores of other medical and
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surgical interventions, ranging from pain management and mental health
services to coronary revascularization and transplantation. They receive less
care, and lower quality care, for AIDS, cancer, heart disease and virtually every
other condition that has been studied.* They are even less likely to be offered
enrollment in clinical research trials.

Even after adjusting for socioeconomic status and health insurance
coverage, and even in Health Maintenance Organizations (HMOs), the Veterans
Administration system and other settings where access is equal and quality is
monitored, persons of color receive fewer health care services, and the services
they receive are of a lower quality. 2" 3 34

There are multiple explanations for these disparities, which include
patient-, provider- and system-level factors.?' For example:

e Racial discrimination may be a contributing factor. Discrimination in the
clinical encounter is defined by the Institute of Medicine as encompassing
"personal bias, prejudice, stereotyping or miscommunication that undermines
clinical decision-making." '+ 2" 2% 3

o Patient-related factors include misinformation about disease and treatment
options, medical mistrust and perceived discrimination.?’ Barriers related to
culture, language and literacy also affect access to information, access to
quality care and acceptance of health care services. Important lifestyle
behaviors (for example, physical activity, diet, smoking, alcohol consumption
and safety belt use) also vary according to race, ethnicity and socioeconomic
characteristics, with profound effects on health status.

e On a societal level, contributing factors include our fragmented health care
delivery and insurance systems and geographic variations in access to
primary health care services.*?" % Social and economic factors, such as
poverty, lack of education, living in disadvantaged geographic areas, stress,
unemployment and recent immigration also contribute to health and health
care disparities.> %> *®* Recent studies have also found that nutritious foods
and beverages are not readily available in minority communities; instead,
there is ag%ressive advertising and marketing of tobacco, alcohol and "junk
foods.” 3" 3

It should be emphasized that “adjusting for socioeconomic status almost
always reduces, but seldom eliminates, the effects of race and ethnicity on the
health care that patients receive ... Racial and ethnic minorities receive lower
quality health care than whites, and have poorer outcomes, even when the;/ have
equal health insurance, socioeconomic status and ability to pay for care." 2 At
the same time, the effect of socio-economic status on health access and health
status may be even greater than the effect of race and ethnicity. As Isaacs and
Schroeder stated recently, “there is a consistent, inverse, stepwise relationship
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between class and premature death...[and while] a great deal of attention is
being paid to racial and ethnic disparities in health care, we must not downplay
the reality of class and socio-economic status and their impact on health.” %

The key point for this diversity plan is that achieving diversity of the health
care workforce will have a direct, positive effect on the health care that is
available to the people of Colorado. First, there is a direct link between the
poorer health outcomes for minorities and the shortage of minority health care
providers.'" ?? And second, enhancing diversity among students, residents and
faculty is likely to translate directly into improved delivery of health care services
to underserved and minority populations. Since the time of Flexner, it has been
documented that minority medical school graduates, and those from lower
socioeconomic strata, are more likely to practice in underserved areas. They are
also more likely to include in their practices higher proportions of patients with
Medicaid or no insurance, low incomes, poor socioeconomic status and poor
health.® There is strong and consistent evidence that under-represented minority
physicians are more likely than other physicians to choose primary care careers,
to practice in under-served locales and to treat under-served populations.>® 4° 4’
4243 4445 |n Colorado, healthcare workers who grow up in rural areas choose to
practice in rural areas at a rate five to seven times greater than their non-rural
cohorts. *°

These and other studies also demonstrate that a diverse physician
workforce increases patient trust, satisfaction with care, adherence to
recommended treatment, timeliness of follow-up visits and effective patient
participation in health care decisions when caring for medically underserved
populations. >*” In one recent study, Latino patients with hypertension or
diabetes had better health outcomes when their doctors also spoke Spanish.*®
In other studies, African American and Latino patients harbored various
misperceptions about the pathogenesis of cancer or heart disease and the
medical and surgical options available to manage these conditions. Full
understanding of these illnesses and treatment options, and patient participation
in decision-making, were enhanced if there was racial or ethnic "concordance"
between patient and health care provider. In several recent studies, race-
concordant visits to physicians lasted longer, contained slower speech and fewer
interruptions, were more participatory and led to higher patient satisfaction and
better health outcomes. 2" 49 %0 1

In summary, in addition to enhancing the curriculum and educational
environment, the medical school’s interest in building diversity is based on “the
state’s utilitarian interest in ensuring that medical professionals who graduate can
do their job.” ' Thus, increasing the diversity of medical students, residents and
faculty “must be considered an indispensable tool in efforts to improve access to
health care for underserved populations.” '' There is a similar compelling
rationale to increase the production of qualified minority physicians who can
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become future leaders of medical schools, hospitals, health care organizations
and health-related businesses.’

Informing the Research Agenda

In addition to providing a more enlightened curriculum and educational
environment, vital role models and better-trained physicians, increasing the
diversity of the academic medical faculty can “inform and promote unexplored
research agendas.” As Dr. Jordan Cohen, Past-President of the AAMC, has
argued:

Achieving diversity of the research workforce can accelerate advances in
medical and public health research ... [It] is virtually certain to broaden the
medical research agenda to engage, appropriately, many of the unsolved
health problems plaguing all Americans. Progress on many of these
problems, especially those rooted in social, cultural and behavioral
determinants, is hampered by a dearth of concerned investigators...
Investigators tend to research what they know, see and feel, and what
investigators see as problems is significantlgy influenced by their own
cultural and ethnic backgrounds and filters.

The University of Colorado School of Medicine should seek to attract a
diverse investigator faculty, including basic and clinician scientists, in order to
accelerate the pace of medical, scientific, public health and health services
discoveries that bear directly on health disparities and other health concerns of
under-served populations. Much more research is needed to better explain the
well-documented race-associated differences in health outcomes.>® The Sullivan
Commission recently recommended that public and private funding agencies
increase funding for research not only about racial disparities in health status and
health care, but also about culturally competent care, how to measure and
eliminate racial bias and stereotyping and strategies for increasing positive health
behaviors among racial and ethnic groups.”’

Summary: Why We Need Diversity

Originally, the rationale for diversity in medical education was based on
fairness, equity and “an appeal to redress decades during which minority citizens
were excluded from higher education in general and health professions
education in particular.” ** > But today, the arguments for diversity extend far
beyond those that pertain to equity. Diversity programs seek to enhance the
learning environment for students and residents, advance student, resident and
faculty achievement, strengthen the School’s ties to nearby communities and
contribute in measurable ways to improving the community's health.
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The faculty and leadership of the SOM believe that, no matter how high
we rank nationally in NIH funding, as a public institution we cannot be considered
successful until such time as we are able to recruit and train a diverse health
care workforce, able to meet the health care needs of the communities that
surround us.

V. STUDENT DIVERSITY

National Perspective

During the past two decades, the number of under-represented minority
(URM) students entering U.S. medical schools increased modestly. In 1980
African-Americans, Hispanics and Native-Americans comprised 11.3 percent of
entering medical students. Twenty-five years later, this proportion has increased
to 13.2 percent.>® The nation’s medical school classes that entered in the fall of
2004 included 16,648 new students across all 126 U.S. medical schools. Of
these, just 1,175 (7.1%) were Hispanic, 1,086 (6.5%) were African American and
104 (0.6%) were American Indians.

According to most experts, the principal obstacle to increasing URM
enrollment is poor academic preparation. The educational opportunities
available to minorities, from pre-kindergarten through college, are substantially
below the quality available to whites. Thus, “the ‘supply’ of URM students who
are well-prepared for higher education [and, in particular, medical school] has
suffered.” ° The academic qualifications of minority applicants, at least as
measured by advanced course loads, grades and test scores, is lower for
minorities.’ Recent studies also have demonstrated that the predictors of
interest in a medical education, and of successful matriculation, include reading
proficiency in the earliest grades, parental education and family income.
Disparities in these factors weigh heavily against minority applicants.? °’

University of Colorado School of Medicine: Current Data and Recent Trends

At the University of Colorado, the student population does not yet reflect the

demographic characteristics of the state. The School of Medicine MD program has 144

students in the first-year class and 132 students in each of the second-, third-, and

fourth-year classes. Underrepresented minority students constitute 13% of the Class of
2008 and 11% of the Class of 2009. By self-report, the Class of 2009 includes16 URM

students: 14 Hispanic, 1 American Indian, and 1 Vietnamese; there are no African

American students in the class of 2009. In addition, four entering students self-identified
as Muslim (2.8% of the entering class). Twenty-six students (18% of the entering class)

attended rural high schools.
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2004 and 2005 School of Medicine URM Admissions Data

2004 and 2005 Applicant Pools and Matriculants
2004 TOTALS 2005 TOTALS
2,512 applications 2,526 applications
327 URM 385 URM
1,552 secondary applications 1,663 secondary applications
215 URM 160 URM
569 interviewed 558 interviewed
70 URM 51 URM
231 admitted 244 admitted
32 URM 26 URM
132 matriculants 144 matriculants
17 URM* 16 URM**
*10 Latino, 1 African American, 2 Native American, 4 Vietnamese
**14 Latino, 1 Native American, 1 Vietnamese

Rationale for Diversity Efforts in Medical School Admissions

As pointed out by the AAMC's Dr. Jordon Cohen and others, and as highlighted
in earlier sections of this document, medical schools cannot be solely in the business of
awarding medical degrees to honor their applicants’ past achievements and credentials.
“It is the total class balance, not merely the virtuosity of the individuals who make up the
class, that defines the very objective of the admission process.” ® While high school
grades and admission test scores are strong predictors of similar academic success in
medical school, they do not measure the full range of abilities that are needed to
succeed in medical school or residency training or to become a skillful physician.
other words, test scores and similar credentials cannot be considered to be a
“compelling distillation of academic merit.” > Medical schools have a societal obligation
to select and educate a balanced health care workforce for the future, one that is best
equipped to serve all of our nation’s and our state’s communities. Indeed, it would be
unfortunate if medical school admissions committees could not consider the needs of
patients and communities.®®

3,5 In

At the University of Colorado School of Medicine, the Admissions Office is
"handcuffed" in its efforts to enroll larger numbers of URM students and students from
lower socioeconomic backgrounds, primarily because of insufficient scholarship funds.
There is intense competition for these applicants. According to the Associate Dean for
Admissions, most top-ranked private medical schools, and many top public schools,
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routinely offer scholarships to deserving medical students at the time that an offer of
admission is made. The University of Colorado is unable to make early scholarship offers
and is, therefore, hampered in its efforts to recruit a diverse student body.

Admission Goals

The SOM Diversity Council endorses the following statement of principles:

e The SOM will seek to enroll a highly able and qualified student body, richly diverse
across racial, ethnic, socio-demographic and geographic lines and reflecting a
wide variety of experiences, personal interests and academic goals.

e Admission will remain highly competitive.

e Students will continue to be evaluated on the basis of academic and personal
achievement, intellectual promise, industriousness, obstacles overcome,
commitment to service, compassion, communication skills, potential for leadership
and other personal characteristics.

e The School will consider all of these factors, along with Medical College Admission
Test scores and grades, in an individualized, holistic evaluation of each applicant
for admission. The School will evaluate each applicant in a flexible manner,
"paying attention to who the applicant is, and what he or she may become." %9

¢ Admission will be offered to those judged to have the most promise for success as
medical professionals and leaders and who can contribute most to the learning
environment of the School.' > '°

In August, 2004 the SOM Admissions Committee adopted a formal policy to
guide the evaluation of medical school applicants and the selection of each incoming
class. This policy is included as Appendix B. Several specific steps that should be
undertaken to strengthen recruitment and academic support of URM medical students,
including post-baccalaureate and pre-matriculation programs, are included in the final
recommendations (Section IX).

' These “affirmative action” practices, which aim to enrich the educational environment at
the School of Medicine, were recently upheld by the U.S. Supreme Court. Universities may use
race, along with other attributes, as “plus factors” in admissions --- as long as there is an
“individual evaluation of each applicant’s ability to contribute to a diverse student body.” " The
Court’s majority opinion defined a “compelling interest in obtaining the educational benefits that
flow from a diverse student body.” '
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VI. GRADUATE MEDICAL EDUCATION

Current Status: University of Colorado School of Medicine

Graduate medical education (GME) programs are responsible for the training of
interns, residents and fellows in primary care and in all the medical and surgical
specialties and subspecialties. The 24 departments of the University of Colorado
SOM oversee 99 residency and fellowship training programs. The numbers of
trainees and the proportions who are under-represented minorities have
remained fairly constant over the last 10 years

Year Residents (N) URM (N) URM (%)
1994-95 803 43 5.3
1995-96 788 45 5.7
1996-97 798 45 5.6
1997-98 780 40 5.1
1998-99 773 36 4.7
1999-00 794 44 5.5
2000-01 798 36 4.6
2001-02 811 37 4.6
2002-03 820 48 5.8
2003-04 860 55 6.4
2004-05 864 51 5.9

The proportion of URM trainees in our GME programs is lower than the
national benchmarks. According to the AAMC Report Minorities in Medical
Education: Facts and Figures 2005, the national percentage of URM medical
school graduates in 2004 was 6.5% African American, 6.4% Hispanic, and 0.6%
American Indian.>*

In 1994 a minority house staff recruitment plan was implemented, in which
the SOM and the University of Colorado Hospital each allocated $50,000 to
increase the School's presence at medical student recruitment fairs. In 1997 an
alternative program was initiated, in which URM students were reimbursed for
expenses incurred while serving sub-internships at the SOM. The percentage of
under-represented minorities who selected, or were selected by, SOM residency
programs did not increase with either program.

In 2004 the Dean’s Office provided funding to develop and implement a
more focused resident recruitment plan that included travel by minority faculty to
national minority medical student meetings, targeted advertising in The Journal
for Minority Medical Students, brochures, funding for selected minority resident
candidates to travel to Denver and minority faculty personally contacting
prospective minority candidates. This has begun to yield positive results; for
example, the Department of Medicine successfully recruited seven minority
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residents in the 2005 match). Not all departments involved in this pilot program
have had the same success.

For these reasons, several of the recommendations in this Diversity Plan
(See Section IX) focus directly on steps to increase recruitment of URM house
officers from national and University of Colorado School of Medicine applicant
pools. A strong partnership with the Office of Diversity and Inclusion, residency
program directors, department chairs and administrators and a well-developed
plan will be required in this effort.

VIl. FACULTY DIVERSITY

National Perspective

In 1998, according to the AAMC Faculty Roster system, 5.9 percent of
medical school faculty nationwide reported they were underrepresented
minorities. By 2004 this percentage had increased to 7.2 percent. In 2004 there
were approximately 114,087 medical school faculty. Of these, 8,237 were
URM's: there were 3,552 African American faculty members (3.2%); 4,568
Hispanic Americans (4.0%); and 117 American Indian faculty members (0.1%)
" However, it must be recognized that 1,648 (20%) of these URM faculty were
located at three historically Black or three historically Puerto Rican medical
schools. When excluded, the proportion of URM faculty drops to 5.7%. °

3,

Nationally, fewer than 7 percent of URM faculty members hold
appointments in basic sciences departments; among all medical school faculty,
the proportion holding positions in basic science departments is 16 percent.

URM faculty are rare in full professor, tenured and leadership positions.
Research has shown that URM faculty are less likely to advance to associate or
full professor, are less satisfied with their careers and are more likely to leave
academic positions.®' 62 ¢3 64 85 The scarcity of URM faculty in the higher ranks
has been attributed to their low numbers in entry positions, inadequate mentoring
and career support, professional and social isolation, absence of appropriate role
models, lack of opgortunities to teach students and residents of color and
educational debt.>* % Unfortunately, the trends are not favorable: In the past
decade there has been a further decline in the number of URM medical students
and residents who, upon graduation, want to become academic faculty
physicians. %%

Current Status: University of Colorado School of Medicine

As noted earlier, in April, 2002 the LCME found that the School of
Medicine was in partial noncompliance with standards for increasing diversity.
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The LCME noted that, “Faculty from under-represented minority groups are few
in number and rare in administrative and leadership positions, undermining
recruitment and retention efforts to achieve desired levels of student diversity.”

As of November, 2005 only 57 of 1,473 (3.9%) of SOM faculty members
employed by the University of Colorado represented underrepresented minority
groups. The remainder (96 percent) were non-Hispanic whites. The chart below
shows the proportions of URM faculty according to rank, tenure status and
appointment as department chair or dean/associate dean.

University of Colorado School of Medicine
Under-Represented Minority Faculty*
(November, 2005)

Total Faculty
(Instructor and Full Tenured Depart_m ent IDeans/Associate
above) Chairs
Professors Faculty Deans
N=1,473 N=309 N=241 N=24 N=17
Hispanic 37 (2.51%) 8 (2.6%) 6 (2.49%) 0 (0%) 0 (0%)
African-American 11 (.75%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Native American 9 (.61 %) 1(.32%) 1(.41%) 0 (0%) 0 (0%)
Totals 57 (3.87%) 9 (2.91%) 7 (2.90%) 0 (0%) 0 (0%)

*These data are derived from the Health Sciences Center payroll system, and only faculty who
are employed by the University of Colorado are included. Faculty at affiliate institutions (VAMC,
DHHA and NJH) are excluded.

In recent years the SOM has made investments in faculty diversity. Still,
the SOM has not reached its goals. There is considerable competition among
medical schools for URM faculty candidates. The issue is compounded by the
lack of a diverse student body, a relative lack of scholarship, recruitment and
retention monies and a dwindling base of support from the state.

Faculty Diversity Goals

The SOM cannot materially improve its faculty recruitment outcomes
through administrative fiats alone. A strong partnership with the School’s
departments will be required. Indeed, faculty recruitment, mentorship and
retention activities are, for the most part, decentralized processes that are
initiated and carried out by the SOM’s 24 departments and 37 divisions.
Therefore, one overriding objective of this Diversity Plan is to bring the diversity
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goals of the SOM and the recruitment practices of the individual departments into
closer alignment.

At the same time, considerable support and guidance from the SOM and
campus administration will be required. Most of the recommendations and
implementation steps for increasing faculty diversity (Section 1X) will require
collaboration among deans and other administrative officers, department chairs,
faculty leaders, staff, students and residents. Coordination will also be required
by the campus Office of Diversity, the Ethnic Minority Affairs Committee (EMAC),
the SOM Office of Diversity and Inclusion and the SOM Diversity Council.

The implementation plan for faculty diversity will include at least the
following key practices: (a) Communicating the diversity rationale to the faculty
at-large, faculty governance bodies, department chairs, program and center
directors, administrators and search committee members; (b) development of
department-specific diversity plans, with periodic review; (c) universal, mandatory
training of search committee members and improved monitoring of faculty search
activities; d) development of programs for retention, mentoring and advancement
of URM faculty members; and (e) strengthening institutional accountability for
achieving greater diversity among faculty and administrative leadership within the
SOM.

To meet the SOM's diversity goals, attention must be paid not only to
recruitment, but also to retention. Itis the SOM's responsibility to support and
mentor minority faculty, especially early in their careers. Efforts must be made to
guard against isolation of minority faculty within the institution. The SOM must
ensure that resources are available to help URM faculty connect with helpful
minority colleagues and with successful role models and mentors. Leadership
training is also essential at intermediate stages of faculty development.
Programs must be developed to ensure that URM faculty connect with their
school, university and community. The SOM must also guard against over-
committing minority faculty to task forces and committees that need
‘representation.”

Retention of URM faculty members is also predicated on strengthening
the School's diversity climate. An institution's "diversity climate" has been
defined by the Institute of Medicine as the "perceptions, attitudes and values that
define the institution, particularly as seen from the perspectives of individuals of
different racial or ethnic backgrounds." ®> An institution's climate can exert a
profound influence on diversity efforts. The “climate” includes more than just
numbers and proportions of minority students and faculty (structural diversity); it
also includes measures of how often and how well members of diverse groups
talk, listen, interact, work together and exchange ideas (the diversity of
interactions).’ It is influenced by social and cultural awareness events, the range
and quality of curricula, mentoring and role models, and the psychological
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climate (for example, legacies of discrimination or bias and perceptions of racial
tension).’

Vill. CURRICULUM REFORM

Experts agree that medical school and residency curricula must be revised
in order to include awareness of health care disparities and instruction in “cultural
competency.” ®> However, there is little consensus on what, exactly, should be
learned, or how learning should be measured. Certainly, medical students need
a basic understanding of public health and health disparities. Students need to
understand how ethnicity, race and culture affect the distribution and impact of
illness and injury. They need to know how iliness is perceived, how perceptions
affect treatment and how these impact the outcome of care. Curricula will
necessarily include discussions of bias and stereotyping and how to combat
them in health care settings. In addition, the importance of language
competency cannot be overestimated; all students will need to understand
relevant translation skills, pitfalls in communication and how language skills
promote culturally sensitive care and positive health outcomes.

Educators have recommended that these lessons be taught inside and
outside of the lecture hall and that they be reinforced in the clinical years. New
physicians will not become “truly culturally competent unless they experience
first-hand the realitg/ of the socioeconomic status of the disadvantaged individuals
they will care for.”

In September, 2005 a study published in JAMA found that about half of
resident physicians in their last year of training had received little or no training to
provide cross-cultural care. About one-fourth of the residents "felt unprepared
to deal with Patients whose health beliefs do not coincide with Western
medicine." °

In an interesting reflection, Allen Hixon warned that educators should not
plan for, or expect, “mastery” of cultural competence, as enticing as it seems.®’
Quoting from a recent publication in the Journal of Health Care for the Poor and
Underserved,®® Hixon argued that a more useful concept is one of “cultural
humility,” built on the concepts of self-reflection and self-critique. Hixon argues
that communication skills should be built upon “the attitudes of openness,
flexibility, self-reflection and ... humility, [that] will ultimately make individuals
responsive and sensitive in the delivery of care to diverse populations.” ¢” ®®

Current Status

The School of Medicine understands the importance of teaching medical
students and residents about diversity, cultural competency and health disparities
throughout the medical school curriculum. But the School has not always done well in
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this area. Each year, medical school graduates across the U.S. respond to a
“Graduating Student Questionnaire.” This questionnaire is aimed at collecting data
from students regarding their perceptions of the effectiveness of their medical school
education. In the area of diversity, there were some positives; for example, 44% of the
2003 CU medical school graduates and 37% of the 2004 graduates knew or had
studied a second language, compared with only 24% of the graduates from all U.S.
medical schools. However, combining data from the 2003 and 2004 graduate surveys,
only2% had attended a seminar on minority health, compared with 11% of all U.S.
medical school graduates. Only 12% had participated in a workshop on cultural
awareness (compared with 28% among all U.S. medical school graduates, and just 7%
had worked on a project with a community-based minority group (versus 19%
nationally). The graduates were also asked about time in the curriculum devoted to
minority health issues. Thirty-eight percent of the 2003-2004 SOM graduates reported
that the time spent on health issues for underserved populations was inadequate
(versus 25% of the graduates from all medical schools). The same percentage (38%,
compared with 20% nationally) said there was "inadequate time" devoted to
understanding cultural differences in health-related behaviors and "inadequate time" for
the study of culturally appropriate care for diverse populations. Clearly, there are gaps
in the SOM's curriculum.

Aware of these and other educational needs, the SOM is undergoing a major
curricular reform. "Cultural Competency and Diversity" and "Medicine and Society"
have been introduced into the curriculum as integrated “threads.” It is expected that,
throughout the 4-year curriculum, the knowledge, skills and attitudes needed to practice
culturally competent medicine will be fully integrated into the basic science and clinical
curricula. In the longitudinal "Medicine and Society" thread, students will learn about
health care and health disparities and study the role of economics, politics and social
structures in the U.S. health care system.

The recommendations included in this Diversity Plan include modest steps
to assist in strengthening the School’s cultural competency curricula. For the
most part, it is suggested that the Director of the Office of Diversity and Inclusion
and the members of the Diversity Council work collaboratively with education
leaders to ensure that cultural competency, cross-cultural understanding, public
health, health care disparities and community service are learned in an
integrated and experiential fashion throughout the four phases of the medical
school curriculum.

IX. RECOMMENDATIONS

In recent years, the SOM has made numerous investments in student,
resident and faculty diversity, pipeline activities, curriculum reform, health
disparities research and community engagement. A list of ongoing diversity
efforts is included in this report (Appendix C). Still the SOM has not reached its
goals. Therefore, the final section of the Diversity Plan focuses on specific

32



recommendations, which seek to strengthen existing programs and to achieve
the goals outlined in the School’s Diversity Mission Statement.

There are five broad recommendations, and each is accompanied by one
or more specific implementation tasks. These recommendations were selected
by members of the SOM Diversity Council from among more than sixty
recommendations and actions steps originally considered. Council members
selected these five key recommendations because they are important and
feasible, even during a time of limited resources. The recommendations focus
on action steps that can be taken over the next 12 - 18 months. They also
suggest defined and measurable outcomes. Taken as a whole, Council members
believe these recommendations, and the accompanying implementation tasks,
will help the SOM demonstrate its commitment to diversity and successfully
implement its new Diversity Mission Statement.

RECOMMENDATION #1

Enhance the visibility of the School of Medicine’s diversity programs
and strengthen ties to the community and community leaders.

Rationale

The Institute of Medicine has recommended that medical schools seek
public and private support for their diversity efforts. The University of Colorado
School of Medicine must be proactive in seeking such support. Efforts should be
made to strengthen dialogues with legislators, business leaders, philanthropists,
alumni and other community stakeholders. Communication efforts should stress
the importance of developing a diverse health care workforce that is optimally
prepared to care for the people of the state.

In addition, over the past decade, several national organizations have
recommended that medical and other health professions schools emphasize
"community engagement" as an essential strategy to improve health professional
education, achieve a more diverse workforce, increase access to health care and
eliminate racial and ethnic disparities in health.®® In February, 2005 the W.K.
Kellogg Foundation and the Community-Campus Partnerships for Health
released a new report, "Linking Scholarship and Communities." The report calls
for medical schools to expand community-based teaching, research and service
and develop more "authentic partnerships between health professional schools
and communities." Medical schools, according to the report, should invest in the
recruitment and retention of community-engaged faculty, advocate for increased
extramural support for community-engaged scholarship and revise faculty review,
promotion and tenure criteria to recognize community-based service and
scholarship.”®
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Finally, we stress the importance of participation in community-based
"pipeline" activities. Few medical schools across the country have succeeded in
recruiting a diverse medical student body, house officer corps or faculty.
According to the Sullivan Commission, the problem originates "at the very
beginning of the pipeline, where primary and secondary schools are failing too
many students." ' On average, when compared with white students, "racial and
ethnic minority students receive a K-12 education of measurably lower quality,
score lower on standardized tests, are less likely to complete high school ... and
are far less likely to graduate from a four-year college...” "' According to the
Council on Graduate Medical Education, "research indicates that the greatest
barrier to URM admission to medical school is the low applicant pool of URM
college graduates, resulting from high attrition rates in high school and low
enrollments in college. °

At the same time, there is reason for optimism. A recent study by Cooper
et al found that if URM students stay in the academic pipeline through college,
the proportions of URM college graduates who apply to medical school are now
similar to, or even higher than, the proportions of white college graduates
applying to medical school.”! Once graduation from a four-year college is
assured, URM youth can succeed in medical training. Therefore, according to
COGME, the AAMC and others, "To increase the pool of URM medical school
applicants, the retention of URM students must be addressed, at both the high
school and undergraduate levels." >

Still, it is clear that, even if an URM candidate graduates successfully from
a 4-year college, there are other barriers, sometimes insurmountable, in the
admission process. A major one is money. As the Sullivan Commission pointed
out, “The burden of financing an education in the health professions has put the
dream of becoming a [doctor] beyond the reach of far too many qualified
underrepresented minority students.”

The faculty and administration of the SOM should participate in, and
support, "pipeline activities;" these activities seek to identify and encourage
promising URM students to consider a career in medicine or other health
professions. Pipeline activities include K-12, pre-collegiate, collegiate and post-
baccalaureate programs, “shadow” days, summer science programs, mentoring
and outreach, and enrichment and recruitment activities aimed at increasing
interest in, and preparation for, health sciences careers.*

Pipeline activities can be rewarding for faculty members. In addition, they
are routinely career-defining for students. Examples include: a) assisting
community organizations, public schools and business to provide students with
classroom and other learning opportunities for academic enrichment in the
sciences; b) participating in public awareness campaigns to encourage URM
minorities to pursue careers in one of the health professions; c) participating or
leading “bridging programs” that enable graduates of two- or four- year colleges
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to succeed in the transition to medical school; d) participating in high school and
college career days and job fairs; and e) providing support to socioeconomically
disadvantaged college students who express an interest in medical education;
such support can include mentoring, test-taking and interviewing skills and
others."

Dr. Jordan Cohen, AAMC President, recently wrote:

Some think that we could admit many more deserving minority applicants
if we relied less on MCAT scores in making admission decisions ...but the

facts should put that canard to rest. MCAT scores, far from posing an
obstacle to the admission of minority students, are often discounted by
admissions committees when they identify other qualities of mind and
spirit that predict success as medical students and, more important, as
caring physicians...The only sure pathway to more diversity in medicine,

and to eliminating disparities in healthcare, is to repair gaping holes in the

K-12 educational pipeline and provide every youngster with the

educational foundation upon which success in college and medical school

can be built. Medical schools can only do so much."?

The SOM should take steps to recruit and reward community-engaged

faculty and to develop new partnerships with communities. Further, the faculty
and administration should participate in, and support, "pipeline" activities, which
seek to identify and encourage promising URM students to consider a career in
medicine.

Implementation Tasks

Reorganize the School of Medicine Diversity Council to include community,
education, political, business and health agency leaders and other
stakeholders.
¢ Identify and invite other SOM and UCDHSC faculty, administrators,
and staff who can assist in achieving SOM diversity goals, including
education, clinical, and research leaders.
¢ Identify and invite community and agency representatives who are
willing to assist in fundraising and other diversity efforts.
e Conduct a retreat of the reorganized committee to orient new and
current members to the School’s diversity plan and the role of the
committee.

Establish the Diversity Council as a standing committee of the Faculty Senate

" For a review of recent literature on partnership and pipeline activities, including their promise
and limitations in academic medical centers, see the recent monograph by the Robert Wood
Johnson and W. K. Kellogg Foundations, Learning from others: A literature review and how-to
guide from the Health Professions Partnership Initiative. Also, see Minorities in Medicine, a
report by the Council on Graduate Medical Education, which includes a listing of model
educational pipeline programs and collaborations.®
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Distribute and publicize the SOM Diversity Plan and related activities (for
example through the SOM website, Faculty Success Newsletter, Faculty
Senate and Executive Committee presentations, Dean’s weekly e-mail,
newspaper articles and other means).

Compile a roster of faculty members who are willing to: a) serve as contacts
for aspiring students who may be interested in pursuing a medical career; or
b) participate in other ways in community pipeline activities. For example:

o ldentify faculty who are willing to mentor post-baccalaureate
students.

o Develop a list of faculty volunteers and their areas of
interest/expertise.

o Create a brochure with this information for dissemination at
targeted schools and at recruitment events and add this information
to the SOM web site.

o Develop a process for coordinating contact between faculty
members and prospective students and their schools and colleges.

Assist SOM education leaders to identify URM community physicians who are
willing to serve as preceptors or small-group discussion facilitators for medical
students.
Take steps to educate community stakeholders regarding the magnitude of
health care disparities in Colorado, the importance of diversity at the SOM,
the importance of a diverse physician workforce and the large gaps that
remain in achieving the School’s diversity objectives; and publicize the SOM’s
ongoing diversity initiatives.
Develop formal working relationships with the Office of Health Disparities at
the Colorado Department of Public Health and Environment, the Colorado
Medical Society, Colorado Physicians of Color and other health-related
community organizations.
Identify other current and prospective inter-institutional and community
partnerships.

o Create a list of current community and agency partnerships and

collaborations.

o Determine optimal partnerships and how they should be formalized.

o Add lists of partnerships and collaborations to the SOM web site.
Invite speakers on diversity, cultural competency and health disparities to
participate in the Dean’s Distinguished Seminar series.
Sponsor an annual Diversity Research Exchange, which should include
invited speakers, abstracts and plenary presentations.
Add language to faculty letters-of-offer that highlights the importance of
diversity and professionalism in the SOM.
Develop strategies to recognize and reward departments, centers and
individual faculty for noteworthy diversity achievements (for example,
recruitment activities, successful mentoring programs, cross-cultural
initiatives, education innovations, research or service to diverse populations).
Create annual diversity awards.
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e Review and revise the SOM web site to highlight diversity and diversity
efforts, partnerships, collaborations and opportunities (especially for minority
and women faculty). The web site should include information and links
designed to enhance minority recruitment and retention activities.

RECOMMENDATION # 2

Strengthen key recruitment and retention programs for minority
students, house staff, faculty and administrative leadership, while
monitoring the outcomes of these programs.

Rationale

As discussed in detail in Section IV, there is strong evidence that
recruiting a diverse student body, house staff and faculty has a strong, positive
effect on the learning environment and quality of medical education that is
provided to learners. A diverse community of teachers and learners leads to a
more enlightened curriculum and educational environment, vital role models and
better-trained physicians. According to the Sullivan Commission, increasing the
diversity of medical students, residents and faculty is also “an indispensable tool
in efforts to improve access to health care for underserved populations.”’" There
is a similar, compelling rationale to increase the production of qualified minority
physicians who will become future leaders of medical schools, hospitals, public
health agencies, health care organizations and health-related businesses.
Finally, increasing the diversity of the academic medical faculty will "inform and
promote unexplored research agendas and accelerate the pace of scientific
discoveries that bear directly on health disparities and other health concerns of
under-served populations.” "

Implementation Tasks

General
e Conduct a SOM climate assessment in order to identify areas of need with
regard to the working and learning environment for minorities and women.

Medical Students

e Develop an orientation and training program to ensure that Student
Admissions Committee members are prepared to implement the admission
goals outlined in the Diversity Plan.

e Continue to support and strengthen, with appropriate outcome monitoring,
key URM medical student recruitment, pipeline and academic preparation
programs, including the current post-baccalaureate and pre-matriculation
programs.
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Support the current Student Ambassador Program and develop other
activities to encourage the matriculation of URM students who are offered
admission to the School of Medicine.

Develop a mentoring program for incoming URM medical students, with
participation by minority and non-minority faculty and community physicians.
Identify resources and funding to enhance academic support for URM
students (for example, tutoring and preparation for residency applications and
interviewing).

Encourage and support participation and leadership activities by minority
students in local, regional and national minority health and medical
organizations, such as the National Hispanic Medical Association, National
Medical Association, Association of American Indian Physicians and others.
Annually, collect and distribute data about minority student recruitment,
retention and diversity activities.

Develop and fund programs to support URM and other students who
demonstrate an interest in an academic medical career."

Graduate Medical Education

Develop an orientation and training program to ensure that Residency
Selection Committee members are prepared to implement the goals outlined
in the Diversity Plan.

Expand programs that seek to recruit new URM house officers (interns,
residents and fellows) from national pools of applicants, through attendance
at meetings, brochures, an enhanced web site, welcoming communications
and other outreach efforts.

Develop programs to increase recruitment of URM house staff from existing
University of Colorado pools of URM medical students.

Annually, collect and distribute data about resident and fellow diversity and
diversity efforts.

Faculty and Administration

Ensure that participation in pipeline activities, public service and community-
engaged scholarship is recognized and rewarded --- for example, during
annual performance reviews and at the time that promotion and tenure
decisions are made.

Distribute a quarterly “Tips for Successful Faculty Searches” to all
departments, chairs and administrators (including, for example, advertising
strategies, preparation of effective job descriptions, interviewing strategies
and other topics).

Ensure that a commitment to diversity is considered in the search processes
for department chairs, division heads, assistant and associate deans and
other leadership positions.

" See, for example, a model program, the Fellowship Program in Academic Medicine (supported
by Bristol-Myers Squibb), and other initiatives discussed in the COGME report, Minorities in
Medicine.’

38



e Develop brochures, an enhanced web site and other outreach and
information tools that will aid in recruitment of URM faculty.

e Conduct a needs assessment survey to assess the current academic climate
for URM minority faculty, barriers to retention and academic success and
mentoring needs;

e Conduct systematic exit interviews of departing faculty to identify barriers to
academic and social success and retention of URM faculty; data should be
shared with departments and administrators and used to improve the climate
and support systems for URM and other faculty.

e Develop a collaborative mentoring program for URM and other new faculty,
focusing on initial orientation to academic life, mentoring, teaching, research
methods, mentored research opportunities, grant-writing, promotion and
tenure information, methods to gain national exposure and other career-
building skills. "

RECOMMENDATION # 3

Establish systems of monitoring and accountability for school-wide
and departmental diversity efforts

Rationale

As discussed in the Sullivan Commission Report, the mandate to increase
diversity and cultural competency will not be achieved unless institutions hold
themselves accountable and are held accountable by others. The Commission
also noted that diversity and cultural competence are measurable, and that
collection of accurate data is a prerequisite to measurement and accountability.
The Commission specifically recommended gathering data to assess institutional
progress in achieving racial and ethnic diversity among students, faculty,
administration and health services providers, as well as monitoring career
patterns of graduates. The Sullivan Commission suggested that the “Department
of Labor and the Department of Health and Human Services should ensure that
the appropriate accrediting bodies hold medical residency and health
professional training programs accountable for promulgating and implementing
standards for diversity and cultural competence.” "

Implementation Tasks

e Improve the system for collecting faculty diversity statistics, and distribute
these statistics to faculty, department chairs, deans, chancellors and the SOM
Faculty Senate.

¥ The Robert Wood Johnson Foundation supports the Minority Medical Faculty Development
Program, a 4-year post-doctoral research fellowship for minority physicians. This program
focuses on research training in order to "increase minority faculty who progress successfully
through the ranks of academic medicine.” 3
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Regularly measure and report the representation of URM faculty in key
leadership posts and on major institutional committees and governing boards.
Ensure that all search committee members receive training and assistance in
conducting searches that include efforts to increase the number of minorities
and women in applicant pools.
Ensure that departmental search committees adopt uniform procedures, and
comply with all SOM and University policies, to facilitate effective faculty
searches.

o Monitor all faculty searches, in collaboration with UCDHSC Office of

Diversity;

o Monitor and, where appropriate, limit search waivers;
Enhance the faculty and residency search committee databases to include
race, ethnicity and gender of search committee members as well as new
faculty applicants, finalists and hires.
Require that each department submit an initial diversity plan, plus annual
updates.

o Develop a template for use by departments in completing diversity
reports;

e Plans should summarize the department’s diversity programs,
which may include: efforts to identify qualified minority candidates
for residency, graduate student, faculty and leadership positions;
participation in search committee training; development of
mentoring programs; participation in SOM pre-matriculation and
“pipeline activities;" efforts to infuse multicultural perspectives into
educational or research activities; and providing service to diverse
or underserved populations.

Ensure that each department’s diversity plan and record are considered in
annual evaluations of the chair and during regular departmental reviews.
Develop procedures for review and critique of departmental diversity plans by
the Council on Diversity.

RECOMMENDATION # 4

Establish a Center for Health Disparities Research.

Rationale

The urge to identify, understand and eliminate disparities in
health and health care is strong, but the science is young and
the field is currently most distinguished by its promise.?’

There are at least five compelling reasons to establish a Center for Health

Disparities Research at the School of Medicine: a) to respond to the growing
disparities in health and health care in Colorado and across the nation; b) to
broaden and strengthen the research programs of the SOM; c¢) to help recruit and
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train a diverse investigator faculty; d) to strengthen the connections between the
academic programs of the SOM and community and public health stakeholders;
and e) to advance our understanding of health disparities and develop new
knowledge to “accelerate the pace of medical, scientific, public health and health
services discoveries that bear directly on health disparities and other health
concerns of underserved populations.” °

The Center for Health Disparities Research should strive to bridge theory
and application and should emphasize collaborative and interdisciplinary
programs. The Center should include investigations in the basic sciences,
educational methods, the behavioral sciences, epidemiology, health services and
health outcomes. The most successful research initiatives are likely to be action-
oriented with a focus on collaborations with community organizations and local
and state government agencies. As Carey et al argued recently, "Universities
can and should be involved in three types of overall collaboration: with their
communities; with state and local governments; and with other universities and
partners ... and [with respect to community partnerships], in ideal circumstances,
the community can function along side the university as both a research subject
and a collaborator." ® One exciting example of such community-based
collaborative research is the academic partnership between universities and
black churches. As Carey et al pointed out, "The Church has a particularly
important role in the black community, with a widely recognized focus on health
issues as an integral component of the pastoral mission." Carey et al further
asserted,

Health disparities research must undergo a "melding of disciplines [and of]
scientists across disciplines who are interested in the problems of disparities
in the financing, organization, delivery and outcomes of care ... A partial list of
disciplines involved in collaborative health disparities research includes
clinical medicine, epidemiology, health policy, health economics, health
behavior and education, practical theology, sociology, medical anthropology,
psychology and environmental science. Each constituent field brings a
different but interrelated perspective to the study of health disparities. The
melding of these various perspectives increases the likelihood of identifying
transferable solutions to the multiple and complex challenges that contribute
to health disparities. Of particular importance for health disparities research
is translating research findings into action; researchers and society alike
perceive a sense of urgency around these issues." ™

Promising areas of focus might include:
e Health care and health status in minority and under-served populations;

e Evaluation of public policies that may reduce health disparities, including
those related to housing, education, transportation and the environment;
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Health care strategies to reduce health disparities, including those that focus
on medical and surgical treatments, systems change, outreach and
education;

Methodologic issues that affect the measurement of disparities in health
between groups in a population, and the ability to monitor trends in
disparities.”

Barriers to effective health care delivery in minority populations (at the patient,
provider, health care organization and broad system levels);

Innovative cultural competency curricula (and optimal methods to assess
learning);

Strategies for increasing positive health behaviors in various racial and ethnic
groups;

Effectiveness of various practices to increase student, faculty and staff
diversity, including search strategies, pipeline activities and other initiatives
recommended in this Diversity Plan;

The effects of culture, language and literacy on health services utilization and
treatment compliance;

The effects of race and ethnicity on drug efficacy and surgical and medical
interventions;

Translation of scientific and evidence-based research into sustainable
community change; and

Barriers to academic advancement of URM medical school faculty, such as
promotion and tenure criteria, resources, research support, availability of
colleague networks and mentors, salaries or institutional climate.

The expected advantages of such a research initiative extend beyond grant

acquisition and scholarly output. Other benefits are likely to accrue, including

strengthening faculty and student recruitment, encouraging URM students and
trainees to enter research careers, expanding faculty mentoring programs and
enriching the medical curriculum.

Implementation Tasks

The Dean should appoint a committee to examine the feasibility of, and
funding opportunities for, creation of a Health Disparities Research Center.
The focus should be on collaborative, multidisciplinary and multicultural
research programs that build on existing SOM programmatic strengths.
o ldentify and recruit partners and principal and co-investigators;
consider program leaders from the Colorado Department of Public
Health and Environment, the downtown campus (School of
Education, Health and Behavioral Sciences Program, Ethnic
Studies Department, Latino Research and Policy Center, Health
Administration Program and Graduate School of Public Affairs) and
the Boulder campus (Law School, Department of Sociology and
others).
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o Create mentored research opportunities for medical students,
residents and fellows

Establishing a strong, well-funded Center for Health Disparities
Research is one of the most important recommendations in this Plan.

RECOMMENDATION # 5

Create an Office of Diversity and Inclusion to oversee
implementation of the School’s Diversity Plan and to serve as the
central point of responsibility for coordinating, developing and
evaluating the School’s diversity initiatives, and programs.

Rationale

In 2004 the Sullivan Commission recommended that all medical schools
“should have senior program managers who: a) oversee diversity policies and
practices; b) assist in the design, implementation and evaluation of recruitment,
admissions, retention and professional development programs and initiatives; c)
assess the institutional environment for diversity; and d) assist in developing
curricula for students, faculty and staff on key principles of diversity and cultural
competence.”

The members of the SOM Council on Diversity agree with the Sullivan
Commission's recommendation. The Council recommends that the SOM
establish an Office of Diversity and Inclusion and appoint a Director to oversee
implementation of the SOM's diversity plan. This Office should serve as the
central point of responsibility for coordinating, developing and evaluating all
aspects of this plan.

Implementation Tasks

e Create a position for an Assistant or Associate Dean for Diversity and
Inclusion to direct the Council on Diversity and provide leadership for
diversity policies, programs and initiatives.

e |dentify an individual to develop and direct the Office of Diversity and
Inclusion.

e Develop a strategic plan and identify funding sources.

Responsibilities of Office

e Implement, coordinate, evaluate and, as necessary, revise the SOM
Diversity Plan.
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Establish timelines, accountability measures and benchmarks for
implementation of the SOM Diversity Plan.

Monitor progress toward achieving the SOM diversity goals and provide
regular reports.

Conduct a School-wide climate assessment with respect to diversity,
inclusiveness, respect and cross-cultural understanding; develop
strategies, activities and programs to address areas of concern.

Develop mechanisms to ensure that SOM diversity efforts are integrated
with other key SOM programs, including strategic research development,
recruitment, fundraising, professionalism initiatives and curriculum reform.
Provide leadership and staff support to the SOM Diversity Council.
Assist in developing programs to enhance academic support and career
mentoring for URM students, residents and faculty.

Assist curriculum leaders to identify experiential rotations in underserved
communities for medical students.

Assist education leaders to identify URM community physicians who are
willing to serve as preceptors or small-group discussion facilitators for
medical students.

Identify grants and other funds to support the Office of Diversity and
Inclusion and specific SOM diversity programs.

Develop web site information and other communication vehicles to
highlight topics related to diversity, cultural competence and health
disparities.

Conduct ongoing reviews of existing diversity programs at the University
of Colorado and at other universities; identify current needs and suggest
new policies, programs and goals to enhance the School’s diversity
programs.

Communicate and collaborate with other campus and University diversity
committees and task forces.

Work with community partners, pre-baccalaureate education leaders,
public health officials, political leaders and others to identify grants, gifts,
scholarships and other funds to support diversity programs and strengthen
connections between the SOM and the greater community.

The SOM must still define the appropriate size, structure, budgetary
needs and leadership and staffing requirements for this Office. But without
such an office, it is unlikely that the SOM can achieve meaningful progress
in achieving the diversity goals outlined in this document. The Council on
Diversity believes that creation of this "lead office" is the most important
step the SOM can take to give life to the School's Diversity Mission
Statement and to bring about the changes and improvements called for in
this report.
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SUMMARY

The members of the SOM Diversity Council believe that, no matter how
high we rank nationally in research funding or education, as a public institution
we cannot be considered successful until such time as we are able to recruit and
train a diverse health care workforce able to meet the health care needs of the
communities that surround us. Diversity and inclusion are central to the School’s
education, research, community service and health care missions.

Training a health care workforce that is optimally prepared to care for a
diverse population is a core mission and fundamental obligation of the University
of Colorado School of Medicine. Furthermore, returning to the quotation that
introduced this Diversity Plan,

Mitigating disparities in health and eradicating disparities in health care will
bring us closer to the ideals at the foundation of our profession.
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APPENDIX A

UNIVERSITY OF COLORADO SCHOOL OF MEDICINE

DIVERSITY MISSION STATEMENT

The University of Colorado School of Medicine believes that
diversity is a value that is central to its educational, research, service and health
care missions. Therefore, the SOM is committed to recruiting and supporting a
diverse student body, faculty and administrative staff. The SOM adopts a
definition of diversity that embraces race, ethnicity, gender, religion,
socioeconomic status, sexual orientation and disability. The definition of diversity
also includes life experiences, record of service and employment and other
talents and personal attributes that can enhance the scholarly and learning
environment.

The SOM shall strive to admit qualified students and appoint
qualified residents, fellows, faculty, staff and administrators who represent
diversity. The SOM also shall develop programs that are designed to: Promote
the academic advancement and success of minority students, house officers and
faculty; enhance cultural and diversity instruction throughout the curriculum;
break down racial and ethnic stereotypes and promote cross-cultural
understanding; and promote unexplored research agendas and new areas of
scholarship. The SOM'’s diversity programs also seek to enhance diversity and
cultural competency in the health care workforce, improve access to health care
for poor, minority and under-served populations and, ultimately, eliminate racial,
ethnic and socioeconomic disparities in health and health services.

The SOM will work with all departments and programs within the
SOM, and with other University of Colorado campuses and their leaders, to
achieve the goals outlined above and to promote a culture of inclusiveness,
respect, communication and understanding. The SOM will support the goals of
the University’s Vision 2010, that seek to develop a University culture in which
diversity and academic excellence are seen as inter-dependent.

46



APPENDIX B

UNIVERSITY OF COLORADO SCHOOL OF MEDICINE

MEDICAL STUDENT ADMISSIONS DIVERSITY POLICY

The number of academically qualified applicants to the University of Colorado School of
Medicine far exceeds the number of places in the first year class. Faced with the ongoing
dilemma of choosing among a large number of qualified candidates, the Admissions
Committee of the University of Colorado School of Medicine could use a single criterion, such
as MCAT scores, to select an incoming class. However, the Committee, working on behalf of
the University, has never used such an approach. The belief is that if scholarly excellence as
measured by grades and test scores were the only criterion, the School of Medicine would lose
a great deal of its vitality and intellectual stimulation and that the quality of the educational
experience offered to all students would suffer. Consequently, while selecting those applicants
whose intellectual potential and health care background seem excellent to the committee, the
Committee seeks to matriculate a diverse incoming class to the School of Medicine to enhance
the educational experience for the entire student body.

As we look at diversity within the incoming class, it is not solely ethnic diversity that is
considered, but also diversity in educational and life experiences and diversity in
socioeconomic background. It would be simple to matriculate a class at the School of
Medicine, which is made up entirely of students who grew up in the Front Range of Colorado.
This type of class would not be able to represent to each other the wide diversity of our
population. In addition, it is unlikely that the alumni of the School of Medicine would then
adequately serve the multiple needs of the state and of our country for outstanding clinicians,
researchers, and medical school faculty.

The Admissions Committee has not set, nor does it intend to establish, quotas for any
regional or ethnic group of students. These various numbers will of their own nature vary
annually. However, it is the consensus of the committee that a single rural or Hispanic
matriculant in a class of 140 or 150 students would hardly be able to represent the full range of
rural or Hispanic experiences to his/her class. In the final analysis, each academically qualified
applicant must be judged based on his/her unique characteristics. The further refinements
sometimes required to admit a class help to illustrate the kind of significance attached to race,
rural background, and socioeconomic diversity. The Admissions Committee, with only a few
places left to fill in the class, might find itself forced to select between A, the child of a
successful Hispanic physician who is him/herself a graduate of this school, and B, a rural
Hispanic applicant who is the first college graduate in his/her family. If a good number of
Hispanic students like A, but few like B had already been accepted, the Committee might
prefer B; and vice versa. If C, a white student with outstanding musical talent, were also
seeking one of the remaining places in the incoming class, his/her unique abilities might give
him/her an edge over A and B. Thus the critical criteria are often individual qualities or
experiences not dependent upon race or geography but sometimes associated with it.
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APPENDIX C

UNIVERSITY OF COLORADO SCHOOL OF MEDICINE

DIVERSITY AND INCLUSION ACTIVITIES & INITIATIVES
February 2006

Student/trainee access and recruitment

n

o

o o o o o

o

Colorado Rural Health Scholars Program
Student Cancer Research Fellowship Program
Association of American Indian Physicians pre-admissions workshop
Medical Student Admissions Committee training
Student Ambassador program

Mentor Day dinner

Post-Baccalaureate program

School of Medicine Diversity Scholarships

Rural Health track in the M.D. program

Cultural Competency/Diversity curriculum thread
CHAPA Rural Track

CHAPA Diversity

CHAPA Cultural Competency in the Curriculum

Department of Pharmacology Minority Summer Undergraduate Research
Fellowship program

Graduate Medical Education Diversity Recruitment

Residency Recruitment and Selection Committee Diversity training
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Student retention

A Pre-Matriculation program

H Student National Medical Association

Faculty and/or staff recruitment, retention and development

B American Indian and Alaska Native programs

O School of Medicine search committee training

1 Colorado Health Outcomes (COHO) Cultural Proficiency Learning Group
Professional development [faculty]

A Faculty development within Cultural Competency/Diversity curriculum
0 Women in Medicine program

B Executive Leadership in Academic Medicine

H Association of American Medical Colleges Minority Faculty Development
Seminar

1 Colorado Health Outcomes (COHOQO) Cultural Proficiency Training for
Researchers

Education/Climate/Diversity Programming

A Cultural Competency speaker: Melanie Tervalon, MD, MPH on Cultural
Humility

B School of Medicine Diversity Plan
A School of Medicine Diversity Council

B Dean’s co-sponsorship of reception for minority faculty, residents, fellows and
students with EMAC

Community Outreach/Service
A Tribute to life and legacy of Dr. Charles Blackwood

1 Center for Human Nutrition’s America on the Move program
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