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Abstract: Within this article, we explore the dual impact of two pandemics, racism and COVID-19, 

on the career and psychological well-being of diverse faculty within academic medicine. First, we 

present a discussion of the history of racism in academic medicine and the intensification of racial 

disparities due to the COVID-19 pandemic. As a result of the syndemic of racism and COVID-19, 

the outlook for the recruitment, retention, and advancement of diverse faculty and leaders within 

academic medicine is at risk. While mentoring is known to have benefits for career and personal 

development, we focus on the unique and often unacknowledged role that mentoring can play as a 

buffer for women and people of color, especially when working in institutions that lack diversity 

and are now struggling with the syndemic of racism and COVID-19. We also discuss the implica-

tions of acknowledging mentoring as a buffer for future leadership development, research, and pro-

grams within academic medicine and health professions. 
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1. Mentoring as a Buffer for Diverse Leaders within Academic Medicine 

As continual efforts are made to expand the diversity of the academic medicine 

workforce, health centers, accrediting bodies, medical societies, and others have estab-

lished equity, diversity, inclusion, and anti-racism as priorities. It is clear that, while the 

need is great, the complexity of the challenges is also significant. This complexity means 

that equity, diversity, and inclusion work must be defined as multidimensional. Needs 

span from dismantling racist and privilege systems, to providing mentorship and devel-

opment opportunities for those in training, to developing pathway programs, to address-

ing historical injustice, to adjusting to ongoing societal changes and challenges. It is im-

portant to acknowledge that academic medicine did not arrive at the place of a lack of 

diversity in leadership by chance. Rather, the historical disparities in workforce develop-

ment, leadership advancement, and healthcare delivery are deliberate and based upon 

our nation’s history of racism, sexism, and discrimination. The need for actions that can 

address these historic barriers is of critical importance. Thus, we make the unique case 

that mentoring is a powerful solution that not only supports diversity in workforce and 

leadership development, but offers a buffer for the negative impact of these persistent 

disparities. 

As such, we explore the dual impact of two pandemics, that is, the syndemic of rac-

ism and COVID-19, on the need and complexity of developing diverse leaders within ac-

ademic medicine. Leaders not only provide guidance for those who are following them 

into the professions they model, but also are critical to shaping the institutional structures 
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themselves. We offer mentoring as a solution to the existing challenges of a lack of diver-

sity within academic medicine and the unique challenges for underrepresented racial and 

ethnic minority (URM) faculty. Underrepresented racial and ethnic minority communities 

include individuals who are Black or African American, Latinx (including those who iden-

tify as Hispanic or Latino), American Indian or Alaska Native, and Native Hawaiian and 

Other Pacific Islander. While mentoring has been shown to have benefits for career and 

personal development, we focus on the unique and often unacknowledged role that men-

toring plays as a buffer for women and people of color, particularly for institutions that 

lack diversity. The unique challenges caused by this syndemic make the need for organi-

zation-sponsored programming even more urgent within academic medicine and health 

professions. 

2. Challenges of the Racism Pandemic 

Racism is a foundation of discrimination, and manifests through the enablement and 

propagation of systems that advantage some and disadvantage others [1]. This includes 

aversive racism, defined as a subtle, indirect, and unconscious form of bias, but it is also 

conceptualized as the rationalization of discriminatory actions by majority individuals 

who see themselves as fair and egalitarian [2]. Recent attention has also focused on the 

negative impact of racialized trauma that is specific to and a consequence of anti-black 

racism [3]. The impact of racism in combination with persistent sexism has produced a 

double impact for black women in academic medicine [4]. Racism, which is now consid-

ered a public health crisis, has influenced the focus of education and training, how popu-

lations are viewed and treated, and policies and practices, and thus has facilitated health 

disparities [5–7]. Academic medicine is not immune to acts of racism, historically and cur-

rently, and these acts influence the development of a diverse workforce. Historians attrib-

ute some of the disproportionately low numbers of Black physicians in US medical schools 

to the early twentieth century Flexner Report that laid the framework for modern medical 

education. The education specialist selected by the Carnegie Foundation and the Ameri-

can Medical Association (AMA), Abraham Flexner, reviewed all 155 medical schools in 

the US and Canada and published the findings in 1910 that provided criteria to standard-

ize and improve medical schools [8]. 

However, these earlier recommendations resulted in the closing of many under-re-

sourced institutions. Only 66 medical schools remained by 1923, as well as only two of 

seven existing Black medical schools. African Americans were 2.5% of US physicians in 

1910, but had decreased to 2.2% in 2008 before increasing to approximately 5% of the 

workforce today [9]. In the early to mid-1960′s, federal policies were initiated to address 

health profession shortages to include the passage of the Health Professions Educational 

Assistance Act of 1963 [10]. As part of the Comprehensive Health Manpower Training Act 

of 1971, the Special Health Careers Opportunity Grant (SHCOG) Program (later to become 

the Health Careers Opportunity Program) was implemented in 1972 [11]. While the 

Health Career Opportunity Programs (HCOPs) have been a major catalyst for increasing 

diversity in the health professions, the impact has been slow, especially in diversifying 

leadership roles within academic medicine and health professions. 

Within medicine, Nickens (1994) delineated efforts to increase diversity in three 

phases: Phase 1 as reflective of the social activism in the late 1960′s to mid-1970′s; Phase 2 

from 1974–1990, described as a period of stagnation; and Phase 3, starting with a call to 

action marked by the Association of American Medical Colleges (AAMC) national initia-

tive in 1990 called Project 3000 by 2000. Project 3000 by 2000 created a target to matriculate 

3000 underrepresented minority medical students by the year 2000 through efforts pro-

moted by the AAMC and implemented by individual medical schools in their communi-

ties. However, many efforts in the 1990′s were thwarted by aggressive campaigns to dis-

credit and dismantle affirmative action state by state. There was then a resultant plunge 

in the modest gains in diversity that had been achieved in prior years. More recent calls 

for diversity are focused on the multiple benefits derived from having diverse classrooms 
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and working environments [12–17]. This includes research focused on physician work-

force diversity that is associated with increased access to care, in particular, for under-

served communities, increased patient adherence to treatment, and patient satisfaction 

with care [18–22]. 

3. Challenges of the COVID-19 Pandemic 

History provides perspective, but the current urgency for increasing the representa-

tion of Black/African American, American Indian and Alaska Native, and Latinx physi-

cians and scientists is underscored by the recent COVID-19 pandemic. Although broad 

segments of the nation have experienced COVID-19 cases, racial/ethnic minority commu-

nities have been devastated by this pandemic: more than 50 percent of those hospitalized 

and a significant percent of those requiring intensive care have been people of color [23]. 

Defeating SARS-CoV-2 requires the most diverse group of intellectuals and clinicians to 

effect change [24]. Furthermore, the pandemic of anti-Black violence has gripped dozens 

of communities inciting collective action to seek racial justice, particularly the availability 

of medical treatments, vaccines, and culturally sensitive approaches to engaging commu-

nities of color. 

The effects of COVID-19 on health profession education have not been as widely 

shared in the literature. It is likely that these effects will become even more evident as the 

vaccination process is implemented and there is better virus control. COVID-related 

United States Medical Licensure (USMLE) exam testing irregularities, including cancella-

tions, closed facilities, and poor communication, have imposed additional unwanted 

stressors on many students before and during testing. Major problems have occurred re-

lated to the three-step process for medical students to apply and prepare for the first US-

MLE examination, including changing testing dates and adjustments of arrangements to 

travel to distant sites to sit for the exam. In addition, as medical schools have shifted cur-

ricula to balance curricular learning objectives, and the AAMC has made suggestions for 

keeping learners safe while meeting learning objectives, students have faced rapidly 

changing, unpredictable schedules filled with uncertainty. Lastly, the urgencies of man-

aging the health, workforce, and economics of the COVID pandemic on health systems 

and communities have reduced the focus of senior leadership on the needs of URM faculty 

and learners, contributing to the persistence of healthcare inequities and distrust of the 

medical profession [25]. 

These complex and devasting factors call for greater attention to diversity and inclu-

sion to address the impact of the COVID-19 pandemic not only within healthcare systems, 

but also within the development of diverse providers and leaders within academic medi-

cine. This need is underscored by multiple studies documenting the extent of distrust of 

the healthcare establishment in general and persistent healthcare disparities. The value of 

having more diverse clinicians to help reveal the complexities of this pandemic, as well as 

to care for the population disproportionately affected, cannot be questioned [26]. 

4. The Need for URM Faculty and Leaders within Academic Medicine 

Both system-wide and organizational level interventions are needed to increase the 

numbers of URM faculty in medicine and especially within leadership ranks. While our 

focus is primarily on cultivating diverse leaders within academic medicine, this cannot be 

examined independently from addressing the issues of diversity with academic medicine 

faculty as the pipeline to leadership ranks. The presence of a diverse faculty and leaders 

is critical for advancing medical education, research, and clinical care. However, contin-

ued efforts are necessary to increase faculty and leadership diversity in academic medi-

cine [27]. For example, in 2003, faculty who were reported as Black/African American, 

American Indian or Alaska Native, Native Hawaiian or Pacific Islander, or Hispanic/La-

tino alone represented 7% of full-time faculty at MD-granting institutions [28]. Despite the 

growth of medical schools, they only represent 7.3% of full-time faculty in 2020. URM 

faculty are also less likely to be represented at the associate and professor levels compared 



Int. J. Environ. Res. Public Health 2021, 18, 4921 4 of 11 
 

 

to their White counterparts [29]. Among the permanent, interim, or acting department 

chairs at MD-granting institutions in 2020, 4% were reported as Black/African American, 

3.5% as Hispanic/Latino, 0.1% as American Indian and Alaska Native, and 0.06% as Na-

tive Hawaiian or Other Pacific Islander. When removing the four HBCU medical schools 

and the four medical schools in Puerto Rico, the data on URM representation is even more 

stark [30,31]. 

Overall, the lack of diversity across faculty ranks and leadership threatens our ability 

to create more inclusive education, enriched learning, and training environments [32]. For 

example, faculty diversity within higher education has been associated with exposure to 

a broader range of teaching strategies to include more interactive, cooperative pedagogy 

with less lecture-based learning, and the inclusion of curricular content focused on racial 

and ethnic or gender issues [33]. Faculty of color were reported to interact more frequently 

with students compared to White faculty, and increased faculty diversity contributed to 

greater use of effective educational practices [34]. More recent data also show that faculty 

diversity was related to increased graduation rates among underrepresented minority 

students at the baccalaureate level. 

A residency program’s ability to attract diverse resident physicians may also be in-

fluenced by the extent of its program diversity. One study found that resident and faculty 

URM representations were correlated [35]. In another study, women who attended med-

ical school with higher numbers of orthopedic female faculty and residents were more 

likely to apply for a residency in orthopedics—a specialty that has had an extremely low 

representation of women [36]. While recruitment efforts have shown modest benefits, the 

use of formal mentoring programs has consistently shown a positive impact on a range of 

diversity and organizational outcomes [37]. 

Despite the benefits of faculty diversity in the classroom and in clinical training, the 

representation, progress, and advancement of URM faculty in medicine has been encum-

bered by several factors, including limited access to mentors, sponsors, and role models 

[38]; reported experiences of discrimination [39]; and the isolation and absence of inclu-

sive academic cultures [40]. In addition, they are often burdened by requests to serve in 

other roles to support diversity-related initiatives. Often as one of few URM faculty, they 

may struggle with their orientation to serve and the lack of formal recognition within the 

promotion process for these efforts. These negative experiences also influence the recruit-

ment and advancement of URM faculty in academic medicine [41]. Research shows that 

racial and ethnic minority faculty at the assistant and associate levels are more likely to 

leave academic medicine compared to their White counterparts, and to leave sooner, lim-

iting their access to leadership ranks [42]. 

To address the unique experiences of racial and ethnic minority faculty, academic 

health centers have developed a range of programs to support professional and career 

development [43]. Interventions to help racial and ethnic minority faculty navigate and 

overcome gratitude and minority taxes to promote their recruitment and retention in 

healthcare are essential for diversity and inclusion efforts. While not promoted into lead-

ership ranks, the gratitude tax is manifested as a loyalty of URM faculty to their institu-

tion, where they may be undervalued and underappreciated [44]. This loyalty may cause 

them to forego a promotion or advancement at another institution, because they are 

thankful to have a job at their current institution [45]. The minority tax includes racism, 

lack of faculty development, lack of mentorship, isolation, and an often solitary focus on 

disparities without peer support. This tax contributes to racial and ethnic minority faculty 

leaving academic medicine. To address these challenges, and to achieve needed interven-

tions, mentorship and sponsorship are needed to assure that diverse academic leaders are 

realizing their full potential in a place where they can thrive [46]. 
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5. The Importance of Mentoring within Academic Medicine 

Mentoring within medical and healthcare professions has been shown to impact ca-

reer choice, personal development, research productivity, and career advancement [47]. 

There is little debate over the importance of mentoring programs within academic medi-

cine; however, questions remain over the most effective aspects of program design, pro-

gram delivery, and evaluation metrics [48]. Most systematic reviews of the existing liter-

ature find that mentoring produces faculty who are more productive, promoted more 

quickly, and more likely to stay in their academic institutions than those who do not have 

access or choose not to participate in formal mentoring efforts [49]. A majority of formal 

programs within academic medicine tend to take the form of traditional one-to-one men-

toring. However, some researchers argue that the decline in the number and diversity of 

clinical and research faculty causes a significant reduction of the available pool of senior 

mentors that are needed using this traditional approach [50]. Few early career faculties 

will have access to a senior mentor for one-to-one matching within a formal program, and 

a lack of willingness may further limit access to informal mentoring relationships. Diverse 

senior mentors are an extremely scarce resource, and expectations for these individuals to 

be involved in multiple formal and informal mentoring relationships can produce an un-

fair burden or “mentoring tax” for these faculty members and clinicians [51]. 

While diverse mentoring relationships (e.g., cross race, cross-gender, etc.) within a 

single organization may have many advantages that are critical for individual and organ-

izational outcomes, the reality is that these relationships are complex, more likely to pro-

duce conflict, and may not meet all of the needs for women and people of color within 

organizations, particularly those seeking to “break through” to senior level leadership po-

sitions [52]. This is especially true if mentoring relationships (both formal and informal) 

do not explicitly address racial, gender, and other identity issues or engage in identity 

work as part of the mentoring or sponsorship relationship. Identity work has been de-

scribed as the process by which leaders engage in forming, repairing, maintaining, and 

strengthening or revising their personal, social, and work identities. Mentoring relation-

ships have been shown to provide legitimacy for reconciling various identities as a mentor 

or sponsor, and can provide validation and legitimation for diverse leaders [53]. This no-

tion is supported by a wide variety of empirical and theoretical work that shows race, as 

one aspect of diversity, to be embedded within the organizational context, a consistent 

driver of work attitudes and outcomes, and a moderator of the return on investment em-

ployees receive from training and other developmental activities [54]. Thus, attention 

should be devoted to how the experience of mentoring relationships shapes our ability to 

develop a diverse cadre of leaders who can create meaningful change and cultivate diver-

sity, especially when mentoring or sponsorship involves cross-race relationships [55]. Be-

cause of the complexities, some argue that to advance women and people of color within 

organizations, more attention needs to focus on developing a diverse portfolio of mentor-

ing programs, especially that develop leaders within academic medicine [56]. 

6. The Mentoring as a Buffer Paradigm 

While mentoring has been well-documented to support career advancement and so-

cial support, more recent work has examined the “mentor as a buffer” hypothesis. There 

is the notion that mentoring can serve as a buffer, especially for the negative effects of 

discriminatory workplace practices and cultures [57]. This paradigm argues that high-

quality mentoring relationships not only provide support, but help mentees cope with the 

negative impact of discrimination within the workplace, a lack of an inclusive workplace 

culture, and negative effects of abusive supervisors [58]. This is based on the notion that 

mentoring relationships provide what is called “holding behavior”, in that they function 

to buffer mentees from stressful, negative, and detrimental experiences. This buffering 

effect means that negative experiences do not derail the careers of diverse leadership or 
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reduce the negative impact on feelings of psychological safety, organizational commit-

ment, and perceptions of organizational support. This buffering effect is especially im-

portant in situations of both blatant and subtle racism, sexism, and other forms of discrim-

ination. In fact, research acknowledges that women and people of color can experience 

ambient discrimination, which is the knowledge or awareness of discrimination in the 

workplace that is aimed at others, but has a negative impact on those with similar social 

identity membership [59]. This is often likened to the negative effects of second-hand 

smoke on non-smokers who are in close proximity to these toxic fumes. 

Mentoring as a buffer to experienced and/or ambient discrimination or harassment 

can offset the negative impact in a variety of different ways by various mentors, including 

senior leaders and peers. For example, mentors can provide containment by creating a 

safe space and protection, and serve as an advocate for mentees to offset the impact of 

non-inclusive cultures and discriminatory actions. Mentoring relationships such as those 

provided by peers can be a source of empathy that provides much needed confirmation 

and validation for subtle forms of discrimination, harassment, and microaggressions. Or-

ganization-sponsored mentoring programs that provide senior role models can serve as a 

buffer by sharing their own experiences and insights and enabling perspectives that can 

help mentees make sense out of negative experiences and discrimination and navigate the 

environment. 

This idea of mentoring as a buffer has been shown by a number of research studies 

that look at the notion of a psychological contract breach. The concept of the psychological 

contract involves an individual’s perception of the reciprocal relationship that exists be-

tween them and the organization [60]. This research shows that mentors are able to help 

individuals to recognize and interpret changes, or what the research calls a “breach” in 

the psychological contract. These breaches in the psychological contract are known to 

have a negative impact on overall job satisfaction, commitment to the organizations, and 

retention [61]. While having a mentor does not guarantee that all promises by an organi-

zation will be kept, mentors can help with the recognition, interpretation, and coping be-

haviors that result as a function of a breach. Diverse leaders can experience challenges in 

having their identities validated and respected by others who view them as different from 

or in conflict with traditional definitions and expectations of leadership based on the or-

ganization’s history, its culture, and societal norms. One study on inter-organizational 

formal mentoring found that using a combination of identity-based leadership develop-

ment that includes senior and peer mentoring is effective at buffering the impact of nega-

tive workplace environments, non-supportive supervisors, and perceived breaches in the 

psychological contract [62]. 

This is especially important for URM leaders, who are often the target of discrimina-

tion or can be negatively impacted by ambient discrimination. In fact, recent research has 

shown that mentors and role models can reduce the negative impact of a psychological 

contract breach more effectively than formal supervisorial relationships, which often con-

tribute to perceived inequalities at work [63]. This suggests that mentoring relationships 

are not only essential for helping to buffer the negative impact of direct experiences within 

the workplace, but can help mentees to understand, interpret, and cope with ambient dis-

criminatory experiences that take place within the organization, profession, and, as we 

have witnessed by the racism pandemic, throughout the world. This buffering effect is 

especially important as URM leaders cope with the disproportionately negative impact of 

these dual pandemics (racism and COVID-19) or what is now called a syndemic [64]. 

Thus, the need for organization-sponsored mentoring that provides both direct and indi-

rect benefits of different mentoring relationships (e.g., hierarchical, peer, or group men-

toring), especially for diverse leadership, is both impactful and necessary for developing 

diverse leaders within academic medicine [65]. 
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7. Mentoring Programs for Diverse Leaders within Academic Medicine 

The multiple challenges presented in 2020—primarily centered around the dual pan-

demics of COVID-19 and the visible incidences of racial injustice and subsequent protests 

and insurrection at the capital—have impacted institutions of higher education, as well as 

every other community. Face-to-face communications have been replaced by multiple vir-

tual platforms. Telemedicine has provided an effective technique for managing many 

healthcare encounters. Undergraduate medical education has likewise embraced Zoom, 

MS Teams, Webex, and Google Hangouts to deliver not only what had been delivered 

traditionally as a lecture, but also small group discussions. 

Structured mentoring and career development programs that are embedded in insti-

tutional structures result in measurable increases in retention and advancement of young 

academics [66–68]. The unevenness of mentoring and faculty development programs for 

URM faculty across academic health centers has resulted in the development of important 

national programs. We highlight three examples of federal, philanthropic, and organiza-

tion-led efforts that have longstanding track records in addressing faculty diversity in ac-

ademic health centers. The federal initiatives supported via Titles VII and VIII education 

and training programs of the Public Health Service Act (42 USC 292 et seq.) provide fi-

nancial support to advance faculty diversity through two primary mechanisms: (1) the 

Centers of Excellence, with a focus on racial and ethnic minority faculty recruitment and 

leadership development, and (2) the Faculty Loan Repayment, which provides racial and 

ethnic minority medical school faculty with funds to repay qualifying educational loans. 

The Centers of Excellence programs imbed one-on-one mentoring for participating schol-

ars, as well as group activities to provide career support. 

In 1983, the Robert Wood Johnson Foundation launched the Harold Amos Medical 

Faculty Development Program (AMFD) to mentor “individuals from historically disad-

vantaged and underrepresented backgrounds” and to advance as faculty and in leader-

ship in academic health centers. The program is comprised of an annual stipend and a 

grant to support protected time for research and mentorship by a senior faculty member. 

The results over 30 years show that, of the nearly 300 participants, many have remained 

in academic medicine, holding positions as full professors, chairs of departments, leaders 

within the National Institutes of Health, and national and international leaders in research 

(https://www.amfdp.org/about/history (accessed on 2 May 2021). 

Recognizing the uneven availability of faculty development programs across all 

medical institutions, the Association of American Medical Colleges initiated what was 

named at the time the Minority Faculty Career Development Seminar to address issues 

related to URM faculty retention and advancement in 1990. The three-day seminar brings 

together diverse senior faculty across the US to deliver culturally responsive workshops 

to URM early career faculty focused on strategies for career and leadership development. 

The seminar culture is about fostering a sense of belongingness in academic medicine 

through networking with peers, guidance tailored to the unique experiences of URM fac-

ulty, and access to diverse senior leaders. To date, the program has served about 2500 

diverse faculty. These programs that have continued after 30 years signify the longstand-

ing need for programs and resources to advance faculty diversity in health profession 

education. 

8. Conclusions 

It is important to acknowledge that the nation did not arrive at the place of physician 

workforce shortages by chance, and the previous and current health and healthcare dis-

parities are the result of persistent acts of racism, sexism, and other forms of discrimina-

tion that occur at the individual, interpersonal, institutional, and societal levels. From the 

culmination of the Civil War, the victorious General William T. Sherman proposed divid-

ing up the huge plantations of southeastern Georgia to grant each family of color “40 acres 

and a mule.” However, the proposal faced substantial political opposition, and was never 
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widely adopted. It was almost a century later that this concept was again examined 

through a series of court decisions that interpreted the civil rights guarantees within the 

Equal Protection Clause of the Fourteenth Amendment—initiatives that became known 

as affirmative action. Supreme Court Justice William Brennan noted that the mandatory 

and voluntary programs that were now being supported would help to eliminate the per-

sisting effects of discrimination [69]. These historic and systemic racist actions continue to 

influence every aspect of American society, and require purposeful intervention. 

Academic health centers and national organizations are responding to the syndemic 

by issuing statements and creating structures that advance diversity, equity, inclusion, 

and now anti-racism. For example, the AAMC released an anti-racism framework that 

aspires to foster change at multiple levels: the individual through self-reflection, internal 

efforts at the AAMC, efforts at academic health centers, and through the engagement of 

the broader community. While these national and institutional efforts take hold, mentor-

ing as a well-accepted and validated practice to support faculty advancement can be 

reimagined within the framework of “mentor as a buffer” to mitigate the adverse impacts 

of past, current, and future crises. Expanding institution-supported mentoring programs 

as part of a standardized solution offers great promise in advancing URM faculty success 

and thriving for all faculty in academic medicine [70]. 
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