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“The quality of light by which we scrutinize our lives
has direct bearing upon the product which we live, and
upon the changes which we hope to bring about through
those lives.”
—Audre Lorde [1]

We are currently living in an unprecedented historical time
duringwhich efforts to unmask injustice and demand systemic
change are far-reaching and unbridled. Corporations and ser-
vice institutions alike are struggling to conjure up slogans and
marketing strategies to align with the righteous demands of
protestors and citizens, often times skipping the critical steps
of institutional reflection and fundamental paradigm shifting.
As advocates dedicated to promoting racial justice in our res-
idency program and medical center, we have witnessed paral-
lel processes in academic medicine—an expressed wish to
market diversity without the institutional accountability requi-
site to promote justice and radical transformation.

Throughout our experience as practitioners of equity initia-
tives in academic medicine, we have encountered many wide-
ly utilized metaphors in the Diversity and Inclusion frame-
works provided to us—variably by our own institutions, pro-
fessional organizations, published in our most prominent
journals, and by academic medicine’s flagship, the
Association of American Medical Colleges (AAMC). While
these tools are intended to advance principles of unity and
equity, we have been unsettled by the subtle but nevertheless
powerful racial mythology they often advance. Many of these
frameworks which remain in common use carry an undercur-
rent which perpetuates racial hierarchies, cultural determin-
ism, and white hegemony. It is our experience that as they

are currently defined, generally understood, and commonly
practiced, many “diversity” frameworks used throughout aca-
demic medicine and in the clinical learning environment fail
to adequately illuminate mechanisms of injustice. Through
use of imagery and rhetorical devices that contain racialized
myths, these frameworks often propagate the same unjust par-
adigms they are intended to address. These metaphors are
ubiquitous throughout medical education, and their eradica-
tion is a matter of joint accountability among all physicians.
As psychiatrists, however, we call on our field to catalyze this
work, for we believe that our training offers a unique pre-
paredness to consider how cognitive devices perpetuate
oppression.

Critical race theory (CRT) asserts that racism is ubiquitous,
operating through unspoken assumptions, beliefs, and sys-
tems. CRT therefore challenges the organizing principles be-
hind these ideas and racialized power relations not only to
understand inequity but to eliminate it [2, 3]. In this commen-
tary, we strive to advance the quality of the light by which we
scrutinize our collective work by applying a CRT framework
in drawing attention to the harmful racialized mythology la-
tent in three well-circulated diversity concepts. These myths
pertain to the etiology of racial oppression, the scarcity of
marginalized applicants in medicine, and the effectiveness of
a diversity operating system. We offer counter-narratives and
alternative imagery in order to challenge the ongoing rote
adoption of harmful frameworks in our field. While some of
the images we discuss have been previously critiqued, they are
nevertheless continually relied upon in the dominant dis-
course, thereby demanding cont inued at tent ion.
Additionally, we offer new perspectives in critique of previ-
ously unchallenged norms embedded within Diversity and
Inclusion frameworks. These contributions reflect our under-
standing that tools for deconstructing racism are necessarily
dynamic and ever-improving. We hope to contribute to a col-
lective CRT-inspired praxis of increasing our powers of per-
ception and critical reflection within the medical community,
so as to improve the nuance, honesty, and power of the just
systems we are able to create.
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The Etiology of Racial Oppression
and the Myth of Inherent Shortness

We begin with an image that has become pervasive in equity-
minded spaces, which wewill call the “baseball watchers.” [4]
The image contains three parts and begins with a scene
depicting three individuals of different heights, trying to watch
a baseball game from behind a fence. The image progresses in
two subsequent panes to contrast equality-based interventions
(equal treatment) versus equity-based interventions (ensuring
equal outcomes). For equality, the image depicts each individ-
ual standing on one equally sized box attempting to look over
the fence—it is clear in this image that the tallest person never
required a box (they could already see) and that for the
smallest person, one box would not be enough (as they still
cannot see). Alternatively, for equity, the same three individ-
uals are given according to their need—the tall person does
not need a box, the medium-height person has one box, and
the short person has two boxes. In this case, all three individ-
uals can see. Further variations of the image posit replacing
the wood fence with a chain-link, similarly striving to allow
each person, regardless of height, to watch the game [5].

We note that while the image depicts individuals, the dis-
cussion accompanying this image is invariably about popula-
tion groups and population-level disparity, frequently focused
on race and ethnicity. With this in mind, although it is impor-
tant to challenge one-size fits all interventions, this image does
not interrogate the premise that they “just are” different
heights. If we believe the goal for all groups is to be able to
watch the game, and if we accept the suggestion that differ-
ences in ability to watch are a reflection of height, the image
suggests that some groups are innately or biologically deter-
mined to be less apt to succeed, propagating a fallacy of mer-
itocracy. In turn, those deemed short are portrayed as respon-
sible for their own short-comings (inferiority), and the better
outcomes experienced by the privileged group are attributable
to their naturally “taller” stature (read superiority).

Grappling with the assumptions that frame a viewer’s concep-
tion or acceptance of the initial scene is important because it de-
fines how we understand the problem. From that point of depar-
ture, we then define what our intervention might be. Based on an
understanding that “we” are tall, and “they” are short, it follows
that the generous action would be to provide boxes to the short
people or to make the fence transparent, as has been depicted.

From the experience of marginalized groups [6], we cannot
accept the unspoken premise as an accurate reflection of con-
temporary inequity—that the disparities experienced by mar-
ginalized communities of color are attributable to intrinsic
inferiority. If we truly grasp that unlike early pseudoscientific
presumption about racial hierarchy, race is in fact a social
construct, we understand that differences in outcomes or
health between groups should be attributed to differences in
how people are differentially treated vis-a-vis structural

oppression or privilege [2]. In other words, constructed and
perpetuated social position. Rather than depict groups as in-
herently short, what would be more appropriate to unveil, the
structural forces that distort how groups are socially appraised,
would be an image depicting three individuals, born and hav-
ing grown to the same height, one forced into a ditch, one
chained to the ground, and one standing, already on a block
of privilege [7] (Fig. 1). This perspective helps to redirect how
we think about difference and subsequently informs the qual-
ity and accountability of our interventions.

The myth of racial hierarchy embedded within the baseball
watchers may be difficult to detect because well-meaning the
intention of the image is to focus on interventions.
Nevertheless, it perpetuates bias, which, by definition, distorts
our ability to see things as they are—causing some to believe
others are short, not realizing they stand on a metaphorical
box. Viewing this image from the perspective of marginalized
groups alternatively invites us to consider the double failing,
(1) a lack of acknowledgment of the structural processes that
rob groups of their height and (2) the disingenuousness of
offering boxes to people standing in ditches.

Medical Saviorism and the Myth of “URM
Scarcity”

Equity, diversity and inclusion (EDI) recruitment frame-
works in medicine are replete with assumptions of the scar-
city of “qualified” applicants of color. In conversations
related to medical education and the healthcare workforce,
marginalized groups are frequently identified by the um-
brella term “under-represented in medicine” (URM).
Despite its true definition, it is commonplace to encounter
interpretations of URM as “under-represented minorities”
[8]. This misuse has several problems: first, it conflates
demographic “minority” (i.e., racial groups not represented
in the city at large) with racialized marginalization (i.e.,
racial groups present in the city, but subjugated and ex-
cluded from medicine), where the latter better accounts
for representation in medicine which is below population-
based trends, persistent even despite demographic shifts.
Second, emphasis on “historic” under-representation shifts
focus away from contemporary practices that drive modern
segregation in medical education—how under-represented
groups remain under-represented even despite calls for di-
versity. Finally, among other concerns, the naming of
URM groups turns attention away from non-URM groups.
Rather than presuming the normalcy of white representa-
tion in medicine, for example, these groups might be better
named “historically over-represented in medicine” (ORM).
Finally, emphasis on representation alone may distract at-
tention away from other processes of marginalization—
including the disparity between levels of representation
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Fig. 1 Portrayed are three people,
of equal stature, experiencing
external forces that distort how
tall they appear. [7]. This image
reveals biased foundational
beliefs about innate differences in
value or merit that often
undermine the success of equity-
based interventions. Copyright
2020 by Nicolás E. Barceló and
Sonya Shadravan (Artist: Aria
Ghalili). Reprinted with their
permission
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for women and Asian physicians relative to their occupan-
cy in positions of leadership [9–13].

As is the case with the “baseball watchers” image, contem-
porary recruitment efforts propagate conceptual mythology
that limit their viability to succeed. Within GME spaces, there
is perhaps no better example of this cognitive dissonance than
the continued use of USMLE STEP1 as a primary metric for
entrance to residency. Evidence shows a statistical signifi-
cance between high STEP1 scores and white male identity
[14–16]. These outcomes echo trends in the MCAT—where
there are known ties between social position (tracking racial
marginalization) and exam score [17]. Further, no evidence
exists to demonstrate a predictive association between
STEP1 and future physician clinical contribution [18]. Not
only therefore does this continued use of STEP1 unduly priv-
ilege white male applicants, this practice comes at the expense
of communities of color—their access to racially and linguis-
tically concordant providers [19, 20] and potential for im-
proved health outcomes [21, 22]. In each of these ways, de-
spite calls to “diversify” the workforce, emphasis on STEP1
manufactures a state of scarcity that reflects neither the true
number of applicants of color available nor the clinical contri-
bution they may provide. Equally problematic, wide-spread
practice of using STEP 1 as a primary determinant in selection
normalizes its effect, thereby giving the impression that re-
cruitment outcomes are incidental (conveniently attributed to
demographic minority status) and provides a shield of inno-
cence in defending the processes that generate scarcity.

One response to the perceived scarcity of marginalized
applicants has been to grant consideration to “distance trav-
eled” in recruitment efforts. This shift purports to take into
consideration the “starting point” of an applicant and thereby

contextualize the significance of their achievements (accord-
ing to whether they grew up in an underserved community or
whether they were the first in their family to graduate high
school or college, for example). We believe these are impor-
tant considerations in advocating for marginalized groups. At
the same time, however, we reflect on instances where we
have heard statements like: “they probably would have had
better test scores, but they had to work and couldn’t study as
much.” Without refuting the likely truth of this statement, we
observe the assumptions and implications—while making an
allowance for lower test scores, the practice nonetheless uti-
lizes test scores, a measure known to create bias as the con-
tinued reference metric for merit. Further, it reinforces the idea
that high test scores are the desirable outcome and centralizes
the lived experience of applicants whose privileged social po-
sition (allowing for dedicated time to study, additional
tutoring and study tools, etc.) leads them to high test scores
without needing points for “distance traveled.” According to
this perspective and practice, points for distance traveled are
the metaphorical equivalent to giving boxes to people be-
lieved to be short.

Academic medicine perpetuates the myth that racially mar-
ginalized, qualified candidates are inherently “scarce” and in
need of “recruitment,” all the while participating directly in
manufacturing the conditions that make our field inhospitable
to marginalized candidates [23, 24]. With this understanding,
how can academic medicine genuinely take credit for
“recruiting” marginalized candidates through “calls for diver-
sity” and “diversity second look days?” This is akin to the
CEO of a multinational corporation responsible for climate
change and deforestation seeking praise for their initiatives
in tree planting.



Acad Psychiatry (2021) 45:100–105 103

Mythology around race and racial scarcity in recruitment
obscures the reality we are facing and perpetuates harmful
beliefs about racial difference and merit. Returning to the met-
aphor of the baseball watchers, there will ultimately be appli-
cants from marginalized groups who appear “qualified”
without recognition of distance traveled. If standing in a ditch
and nonetheless appearing “normal” height, it follows that this
applicant may actually be 9 ft tall! A focus limited to the
experience of “URM” applicants would characterize this ap-
plicant as being qualified and fail to register the true magni-
tude of their accomplishment. All the while this focus would
simultaneously overlook the ways in which the “height” of
other applicants is therefore, in fact, only par for the course
they have traveled.

Diversity in the Workforce: the Myth of an
Advancing Diversity Operating System

Throughout history, the creation of race, based on distinct and
hierarchized categories, has always been preceded by the cre-
ation of expanding oppressive systems that require a moral
and cognitive justification. In turn, oppression is presumed
natural, if some groups are deemed naturally inferior [25].
Further, these systems of subjugation, colonization, and ex-
ploitation have often been (and continue to be) fueled by profit
motive and the expansion of capitalism.

With this in mind, we consider the “Diversity 3.0” frame-
work presented by the AAMC [26, 27].While a full analysis is
beyond the scope of this commentary, the AAMC offers a
view of diversity initiatives and frameworks as subsequent
and updating “operating systems,” each new release
correcting prior flaws and progressing as a result of lessons
learned. Briefly, Diversity 1.0 was concerned with undoing
legacies of segregation, upholding Civil Rights legislation,
and providing justice to individual applicants previously
prohibited from entering medicine. This initiatives’ ultimate
failure was attributed to the widespread belief that “diversity
(is) at odds with excellence.” Diversity 2.0, therefore, focuses
on the benefit of diversity to the larger learning community
(read: other white trainees, as opposed to simply achieving
justice for trainees of color) and posits that perhaps the edu-
cational benefits of diversity will additionally prepare all
trainees to better address health inequity (in marginalized pa-
tient communities). It is important to note here that diversity is
often an imprecise way that leadership refers to the presence
or absence of people of color, specifically, rather than as a true
depiction of heterogeneity. In Diversity 3.0, diversity itself is
re-branded as a valuable “resource” that should be “lever-
aged” and marketed “to build innovative, high-performing
organizations” [26]. According to this definition, neither the
professional opportunity of applicants of color (Diversity 1.0)
nor the health of marginalized communities (Diversity 2.0) are

the primary intended beneficiaries. Instead, we see the medi-
cal enterprise, and its advertised “excellence,” as the driving
motive. This is referred to as the business argument for
diversity. It should be noted that these concepts are wide-
spread and perpetuated even by individuals not directly famil-
iar with the “diversity operating system” framework but who
have, rather, tuned in to the discourse du jour. While these
approaches are often guided by broader trends, case law, and
educational-legal limitations, these broader limitations can al-
so be over-stated by institutional leaders as an alibi for inac-
tion, without grappling with the true meaning of the law, or
further, without engaging in physician advocacy when the
laws are at odds with racial justice.

In light of the suggestion that Diversity 1.0, 2.0, and 3.0
represent advances in the “operating systems” guiding diver-
sity work, how do we make sense of stagnant or declining
levels of marginalized communities represented in medical
training? [28–30] Further, relative to the concrete and measur-
able outcomes at the center of Diversity 1.0 and 2.0, outcomes
that focus the intended benefit directly to trainees and com-
munities of color, how does one reconcile the need to make
medical centers excellent when those medical centers have
believed themselves to be “excellent” all along? If a medical
center with no faculty of color brings in one, two, three highly
accomplished faculty of color, they might then satisfy their
arbitrary expectations of diversity and excellence under
Diversity 3.0, with no accountability for the experience of
those faculty [31, 32]. Those faculty, fulfilling unspoken
quotas under this framework, may, instead remain the token
few, featured on websites and brochures, who can be pointed
to when new concerns for lack of diversity arise [33].

Consider instead, when Diversity 1.0 was deemed incom-
patible with the needs of academic medicine because “diver-
sity was at odds with excellence.” Rather than skipping to
another framework, we had the opportunity to instead chal-
lenge, deconstruct, and redefine what wemeant by excellence,
understanding that any system which perpetuates structural
racism cannot, in fact, be excellent. We had the opportunity
to recognize the concept of “diversity being at odds with ex-
cellence” as a symptom of racism, a virus affecting the oper-
ating system, and we could have refused to proceed to further
iterations of the operating system until structural racism; this
virus was addressed. Instead of concerning itself with the dif-
ficult work of honestly tackling structural racism so as to have
an effective system to counter it, the operating system
redefined diversity and changed the goal of the system.

In this light, we bring attention to the recent decision to
revise USMLE STEP1 to a pass/fail system [34]. While we
are encouraged by this transition, our discussion of the
Diversity operating system focuses attention on how process-
es may evolve without resolving root issues. Returning again
to the “baseball watchers”—STEP1 could be considered the
fence, and group-level disparity in test outcomes the perceived
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height of watchers. To remove the fence (or to change its
height, make it see-through, etc.) does not necessarily change
erroneous assumptions of the watchers “being short.” In this
sense, the use of STEP1 is testament to implicit institutional
values that, without being addressed directly, will invariably
present in new forms. For example, because underlying myths
have not been corrected, we are not surprised by the already-
present objection from groups for whom STEP 1 has provided
advantage—for those who believe in the “myth of shortness”
(and their own tall stature). Anger is a predictable response
when height is made irrelevant.

In sum, Diversity 3.0 attempts to offer a win-win frame-
work and provides even marginalized groups some valida-
tion—“yes, you do have something to contribute, you are
capable of working in different and creative ways.”
Problematically, however, is that contribution is made contin-
gent on the benefit to the medical center and its marketing.
Ultimately, if racism was born out of Capitalism [25], we
cannot anticipate the “business argument” to result in racial
equity. If oppression thrives in contexts that mask its presence
and silence those who suffer, frameworks that do the same
cannot generate healing and true transformation.

Conclusion

While metaphors can serve as powerful tools for shedding light
on inequity and imagining solutions in healthcare and beyond,
when left unexamined, they can conversely perpetuate harmful
presumptions. In this article, we have highlighted three prevalent
examples of detrimental racial myths inherent in widely utilized
EDI toolswithin academicmedicine. Some of themythswe have
explored include that of inherent racial difference (failing to con-
sider structural racism and subjugation), the inherent scarcity of
qualified medical applicants of color (failing to consider how
scarcity is manufactured), and the myth of an ever-advancing
diversity operating system. These fallacies, which are founda-
tional to racist ideology, cannot remain at the center of tools
purporting to promote justice and equity. Our hope, instead, is
to nurture a collective commitment to honestly addressing the
powerful and persistent forces of structural racism and develop-
ing accountability for the impact of the narratives we tell and the
metaphors we create.
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