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Informing Equity & Diversity in Primary Care Policy
and Practice: Introducing a New Series of Policy
Briefs, Commentaries, and Voices in JABFM

Aimee R. Eden, PhD, MPH, Danielle D. Jones, PhD, MPH,
Andrew W. Bazemore, MD, MPH, and Yalda Jabbarpour, MD

( J Am Board Fam Med 2022;35:190–196.)

Recent events remind us that deeply embedded inequi-
ties in health care access and health outcomes are rooted
in historically white, and male, systems of power.1,2

Authors have documented how, in the United States,
medicine was built on racist and patriarchal foundations
that excluded and marginalized Black and other people
of color and women from entering medicine.3,4

Historic (and ongoing), overt (and hidden) systematic
oppression of nondominant groups of people, and the
related structural determinants of health (including rac-
ism, sexism, classism, and heteronormativity), range in
impact from individual patient health outcome dispar-
ities, to population level health inequities, to health
care workforce misrepresentation and discriminatory
experiences.5 While laudable steps are being taken by
many in the medical community to identify and cor-
rect remnants of discrimination in the health care
system (and in health care research) that have con-
tributed to these inequities, there is much work to be
done by all if we are to achieve social justice in medi-
cine.6,7 In that spirit, we are launching a new series of
JABFM policy briefs and accompanying commenta-
ries with the intention not only of informing key

issues relevant to equity and diversity in primary care
policy and practice, but of applying a critical perspec-
tive to these topics and being more inclusive of a
diverse array of collaborators and authors (Figure 1).

Using our unique data resources, we intend to
address a wide range of critical issues. Among them
is the lack of diversity, broadly defined, in the medi-
cal workforce, including in family medicine. Its ab-
sence impacts outcomes for all patients, while
conversely, racial/ethnic and other forms of diver-
sity have been associated with better health out-
comes.8,9 Racial, language, and gender concordance
between patients and providers have considerable
implications for health equity, and are associated
with improved clinical outcomes and higher levels
of patient satisfaction.10–12 A diverse physician
workforce is beneficial for the physicians who make
up this workforce as well. Without diversity, pro-
fessional outcomes related to equitable treatment,
compensation, and mentorship, among other things,
will not improve, and experiences of discrimination
and oppression will continue.13–15

While the family medicine workforce has diversi-
fied in recent decades, it is still far from reflecting the
US population it serves.16 Understanding the family
medicine workforce and how it is changing will help
identify ways to become a more inclusive and diverse
specialty. Some past policy briefs in JABFM have
explored issues related to diversity and equity in the
workforce, including differences in hours worked by
male and female family physicians17 and the racial
and ethnic composition of the family medicine work-
force over time.18 However, our intent in launching
the Equity and Diversity in Family Medicine Policy
Brief Series is to achieve a more purposeful and sus-
tained approach, using our novel and unique data
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sources and the pairing of a policy brief1 commen-
tary format, to informing critical issues in equity and
diversity for stakeholders in policy and practice. After
reflecting on the insufficient diversity in past writing
teams, we are being intentional in seeking new voices
and partners. Our initial 3-year plan involves the
crafting of at least 9 newpolicy briefs and paired com-
mentaries dedicated to diversity and equity in the
family physician workforce. You will find in this issue
two policy briefs to kick off the series: One, on the
gender pay gap in the family medicine workforce19

and another on languages spoken in clinical prac-
tice.20 Building on previous diversity and equity
work, we plan to study and reflect on the current state
of, and the trends over time in, the family medicine
workforce, and to examine potential policy implica-
tions toward becoming a more equitable and diverse
specialty.

Considerations, Reflections, and Limitations
More andmore health workforce research focuses on,
or at least considers, issues of equity, justice, diversity
and inclusion in the design, implementation, and/or
analysis phases, and there are lessons to be learned
from this body of growing work. We would like to
make some important points relevant to this series but
that extend to larger issues around the conduct and
presentation of research more broadly, and describe
related limitations and challenges that the policy brief
series will likely face. First, although much of the se-
ries’ focus will likely be on racial and ethnic equity,

diversity and equity in the workforce include other,
intersectional, aspects, both innate and acquired: bio-
logical sex, gender identity, sexual orientation, age,
language, rural vs urban upbringing, and socioeco-
nomic background/social class,21,22 and briefs on these
and other topics related to a broad definition of diver-
sity will be welcome. Because such demographic
workforce data are not often collected at all, much less
collected systematically or with precision, research fo-
cusing on some of these areasmay be challenging, par-
ticularly when applying a traditional research format;
for this reason, we intend to be flexible with study
design for this policy brief series.

Second, the language that we use to categorize and
describe individuals, communities, and populations
has serious implications for interpreting and under-
standing data—and can shape how we approach and
make decisions about data collection, analysis, pre-
sentation, anddissemination. Language is not static,23

and we are at a point in time where critical analyses of
how and why certain terminologies are used/abused
are pushing us to find more accurate and inclusive,
and less harmful, ways to label anddescribehumanvar-
iation.24–26 Thoughtfully and critically defining, justi-
fying, eliminating, or modifying particular terms
used to describe groups of people, such as “underre-
presentedminority,” “nonwhite,” “underserved pop-
ulations,” “illegal immigrant,” and “transsexual,” is
an important step toward achieving equity in
research.27–29 In this policy brief series, we hope to
challenge problematic terms and promote a shift to
the use of non- (and anti) racist language, as well as

Figure 1. JABFM policy brief series.
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shifting toward an intersectional attentiveness toward
person-first, inclusive language.One related challenge
that policy brief authors will face is that because many
surveys and questionnaires have not yet made the shift
toward using more inclusive and accurate language,
researchers may be constrained by the ways the de-
mographic data have been collected. We will be
attentive to inclusive language and will apply the
guidance and guidelines24,28,29 to the extent possi-
ble, with the awareness that demographic catego-
ries used to collect data are social, political, and
economic constructs that do not adequately
reflect human variation and experience.

Likewise, the language that we use to describe
the underlying reasons for various types of inequity
should be accurate. While measuring, and therefore
implicating, structural racism as the primary cause
of health inequities has gained attention over
the last few years, naming racism (at all levels),
White supremacism, and White privilege in medi-
cine has been controversial, suppressed, and slow to
be openly addressed.30–33 And while it is imperative
to explore the many ways in which racism causes
health outcome inequity, it is equally important to
understand how the health care workforce and its
hierarchies and composition contributes to and rep-
licates these White, and heterosexual male, systems
of power. In this policy brief series, we encourage
authors to consider racism, sexism, and heteronor-
mativity when conducting analyses and presenting
policy implications of their findings.34

Finally, the conduct and process of research,
from design to analysis and dissemination, includ-
ing who conducts and participates in research imple-
mentation, is shaped by norms and standards that
often go unquestioned and unchallenged.35 For
example, using “White” as the reference group to
which all others are compared can have the effect of
normalizing Whiteness and behaviors of White
clinicians, while othering people of color.36 While
policy briefs, by nature, do not allow for authors to
reflect on how their own positionality (eg, a White
researcher studying minoritized individuals) in a
study might impact research decisions, we hope
that researchers will take this work on as they
design and conduct new studies.37–40 We encourage
submissions from researchers from diverse back-
grounds, to ensure a variety of perspectives and ex-
pertise.41 We further hope that this series will
provoke innovation in the ways in which research
and policy questions are asked, how data are

collected and analyzed, and how results are pre-
sented.42,43 A related challenge for researchers is a
limited range of data sources and variables within
those sources, as well as a lack of validated measures
that capture equity and structural level factors.

Applying Theoretical Frameworks
The above points illustrate how we hope that this
Equity and Diversity in Family Medicine Policy
Brief Series can use critical theoretical and concep-
tual frameworks to ask better research questions,
collect better data, and conduct more accurate anal-
yses that attend to inequities in the family medicine
workforce, and which have direct implications
for addressing disparities in patient outcomes.
Here, we summarize critical race theory (CRT)
and intersectionality, 2 important theoretical
approaches for this work, though we recognize
that there exists an array of frameworks that
would help lay the groundwork for a methodo-
logically rigorous approach to studying discrimi-
nation and health inequities, and which can
extend the idea of health equity to issues of physi-
cian workforce diversity and equity (eg, ecosocial
theory,44,45 political economy of health,46,47 health
equity framework,48 life course approach49).

CRT has become an issue of controversy since
being introduced in K-12 education. In light of state
legislative bans intended to block its use in educa-
tion,50,51 it is pertinent to consider implications for
medical education and training. As a tool, developed
in the 1980s by a group of legal scholars of color, for
conducting research and practice that examines both
contemporary and historic racial phenomena and
concepts to generate knowledge about societal
inequities and to challenge racial hierarchies, CRT’s
use within medical education, training, and practice
is relatively new.52,53 Calls for a CRT approach to
medical education have cited the need for physicians
to understand structural racism, its historic roots and
its implication in creating health disparities. Current
curricula describing health disparities, cultural com-
petency and unconscious bias are often limited,
incomplete, and lack the critical perspectives needed
to understand the social, economic, and historic
inequities that create disparities or the solutions to
mitigate them. Medical students and trainees con-
tinue to receive an education that views race as an
intrinsic biological characteristic rather than a social
construct, which is known to result in disparate
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diagnostic and treatment decisions.54This education
perpetuates the tendency to pathologize patients of
color and allows for the disregard of the influence of
policies, systems and processes rooted in systematic
oppression designed to disenfranchise individuals
because of race, gender, class, etc. This disenfran-
chisement extends to the medical workforce, where
certain individuals have been excluded, leading to
systemic underrepresentation, and marginalized,
leading to discrimination and other negative experi-
ences.55,56 Applying CRT in medical education and
in health workforce and policy research offers an op-
portunity to achieve health equity by dismantling the
ways in which discrimination is systematically em-
bedded across the medical education continuum,
andmedicinewrit large.57–59

Academic medicine has become increasingly
focused on integrating intersectionality frameworks
into health care, however translation to clinical
practice has been minimal due to the lack of under-
standing of its applicability and approach.60,61

Intersectionality theory emerged from African
American feminist legal scholarship in the late
1980s/early 1990s as a way to examine how systems
produce differential outcomes for individuals based
on their multiple social identities and positions
within social hierarchies.62 The core tenets of inter-
sectionality affirm that human lives cannot be
reduced to single characteristics based on race, gen-
der, etc.; human experiences cannot be accurately
understoodby prioritizing any one single characteris-
tic over another; social categories such as race and
gender are social constructed, fluid and flexible; and
identities are inseparable and shaped by interac-
tions between social processes and structures
influenced by time and place.63 Adopting inter-
sectional perspectives challenges individuals to
shift their understanding of personal characteris-
tics from being biologically determined to being
socially constructed, identify their relationships
to and interactions with systems, and critically
examine the ways in which policies, processes and
mechanisms create inequities.64 In health care,
applying an intersectionality framework not only
to clinical practice and patient outcomes and
experiences but also to health service delivery, the
composition of the health care workforce, and the
experiences of clinicians, provides a mechanism
for identifying and addressing disparities and
inequities holistically and systematically.65,66 In
practice, clinicians should aim to reflect on their

own intersecting social identities and consider
ways in which they shape their diagnostic and
treatment decisions and interactions with patients
and other health care providers and develop skills
to understand how their patients’ self-reported
social identities may contribute to inequities and
health disparities.

Policy Implications
It is our hope that the policy briefs in this series, and
their accompanying commentaries, will be used to
inform, influence, challenge, and change practice,
policy, organizational culture, and advocacy efforts
toward systemic justice. Evidence and incisive com-
mentary alone will not achieve equity, but the ab-
sence of each undoubtedly weakens the cause.
Decisionmakers hoping to achieve equitable policy
must first understand the issues and underlying facts.
Credibility and trust are under siege, and reliable
sources of information increasingly scarce in contem-
porary policy dialog. Pairing clear and pithy summa-
ries built from unique and comprehensive data
sources with an increasing diversity of author voices
to examine critical questions related to diversity and
equity will inform and galvanize the creation of a
more diverse workforce, better patient outcomes,
and greater equity in health care.

To see this article online, please go to: http://jabfm.org/content/
35/1/190.full.
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