
 

Fact Sheet: The Need for Diversity in the Health Care Workforce  

Health Professionals for Diversity (HPD) is a coalition of organizations and individuals that 
represents the hundreds of thousands of health care providers, researchers, educators, students, 
suppliers, and others dedicated to improving the health of all who live in this nation.  

Our mission is to promote diversity in the health professions and, in so doing, improve the health 
of the nation by building a health care workforce that draws on the strengths of all segments of 
our diverse society. 

Health-care disparities have long existed for racial and ethnic minority populations, and these shocking 
differences in health care continue to result in individuals from these groups suffering disproportionately, 
and often unnecessarily, from treatable, curable, or preventable diseases.  

Numerous studies have documented that there are significant differences in health status and 
health care quality among racial and ethnic minority groups in the U.S. For instance: 

• Whites are 78 percent more times likely than African Americans to receive certain 
revascularization after angiography[1] 

• The average waiting time for African Americans needing kidney transplants is almost 
twice as long as that of white patients.[2] 

These health care disparities translate into real health outcomes. Among them: 

• African-American women with breast cancer are 67 percent more likely to die from the 
disease than are white women.[3] 

• The mortality rate for African-American infants is almost 2.5 times greater than it is for 
whites.[4] 

• Hispanic and African American youth are substantially more likely to die from diabetes 
than whites.[5] 

• When disaggregated into subgroups, some Asian populations (i;e.) Chinese, Japanese, 
and Filopino) have poorer survival than non-Hispanic whites for certain cancers at certain 
stages.[6] 

Even when controlling for access-related factors, such as patients' insurance status and income, 
some racial and ethnic minority groups are still more likely to receive lower-quality health 
care.[7][8] 

Disparities in health care pose a moral and ethical dilema for our society and threaten to hamper 
efforts to improve the nation's health. Also, when disparities in health care result in missed 
diagnoses and poor management of chronic conditions, it often translates into avoidable, higher 
costs for health care systems.[9] 

At the same time, the U.S. is rapidly becoming a more diverse nation. 



Current projections predict that between 2000 and 2050, racial and ethnic minority groups will 
grow to account for nearly one-half of the population. Many of the groups that are going to 
experience the largest growth are also groups receiving lower-quality health care. According to 
these projections: 

• White Americans, who in 2000 accounted for 69.4 percent of the population, will account 
for 50.1 percent of the population in 2050.[10] 

• African Americans will experience a 71 percent population growth between 2000 and 
2050, accounting for 14.6 percent of the population in 2050.[11] 

• Hispanic Americans will experience a 187 percent population growth, accounting for 
24.4 percent of the population in 2050.[12] 

Currently, the nation's health-professions workforce does not nearly reflect the diversity of the nation. 

Racial and ethnic minorities are woefully underrepresented in the health professions. In the 
2000 U.S. Census, African Americans accounted for nearly 12.7 percent and Hispanics 
accounted for nearly 12.6 percent of the U.S. population. This diversity is not reflected in the 
health-professions workforce. As the following table shows, African Americans and Hispanics 
are underrepresented in both the nation's health professions and among those currently training to 
work in the health professions. 

Percentage of Health Professionals 
in the 2000 U.S. Census[13] 

Percentage of Students Enrolled in 
Health-Professions Training in 2003-
2004[14]  

African American Hispanic African American Hispanic 
Dentistry 3.3 3.6 5.4 5.9 
Medicine 4.4 5.1 7.4* 6.4* 
Nursing 8.8 3.3 11.8** 5.2** 
Optometry 1.6 2.7 3.2 5.6 
Pharmacy 5.1 3.2 9.3 9.5 
Physician Assistants 8.4 8.1 6.8 6.5 
Podiatry 4.6 1.7 14.0 7.7 

*Students enrolled in an allopathic medicine program leading to a doctor of medicine (MD) 
degree. 
**Students enrolled in a baccalaureate or masters nursing program. 

If some of these trends continue, given the projected growth of the nation's minority populations 
during the next five decades, racial and ethnic minorities will be even more underrepresented in 
the health care workforce than they are today. 

Increasing the diversity of the health care workforce serves as an effective strategy for addressing racial and 
ethnic health care disparities. 

Diversity improves access to health care for underserved patients: 



• African-American, Hispanic, and Native-American physicians are much more likely than 
are white physicians to practice in underserved communities and to treat larger numbers 
of minority patients, irrespective of income.[15] 

• African-American and Hispanic physicians, as well as women, are more likely to provide 
care to the poor and those on Medicaid.[16] 

Diversity leads to increased racial and ethnic minority patient choice and satisfaction: 

• Racial and ethnic minority patients who have a choice are more likely to select health 
care professionals of their own racial or ethnic background.[17] 

• Racial and ethnic minority patients are generally more satisfied with their care, and are 
more likely to report receiving higher-quality care, when treated by a health professional 
of their own racial or ethnic background.[18][19] 

Increasing diversity will also lead to improving the ability of the health care workforce to effectively address 
the health care needs of all Americans. 

Diversity in education environments improves the quality of education for health professionals, 
which, in turn, improves their ability to treat patients from a wide range of cultural and social 
backgrounds: 

• By encountering and interacting with individuals from a variety of racial and ethnic 
backgrounds during their training, health professionals are better able to serve the nation's 
diverse society by having broadened perspectives of racial, ethnic, and cultural 
similarities and differences.[20] 

• Growing evidence shows that diversity in education environments can improve learning 
outcomes for all students, improving such skills as active thinking, intellectual 
engagement, and motivation, as well as certain social and civic skills, such as the ability 
to empathize and have racial and cultural understanding.[21] 

This nation must do more to improve diversity among health professionals.  

HPD is working to ensure that policymakers and the public are aware of the importance of 
diversity in the health care workforce. It is also actively working with groups, such as health 
organizations, philanthropic foundations, and federal, state, and local governments, to find ways 
to more effectively promote such diversity. 
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