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Abstract

The COVID-19 pandemic has resulted in an alarming increase in hate incidents directed toward
Asian Americans and Pacific Islanders (AAPIs), including verbal harassment and physical
assault, spurring the nationwide #StopAsianHate movement. This rise in anti-Asian sentiment is
occurring at a critical time of racial reckoning across the United States, galvanized by the Black
Lives Matter movement, and of medical student calls for the implementation of antiracist
medical curricula. AAPIs are stereotyped by the model minority myth, which posits that AAPIs
are educated, hardworking, and therefore able to achieve high levels of success. This myth acts
as a racial wedge between minorities and perpetuates harm that is pervasive throughout the field
of medicine. Critically, the frequent aggregation of all AAPI subgroups as one monolithic
community obfuscates socioeconomic and cultural differences across the AAPI diaspora while
reinforcing the model minority myth. Here, the authors illustrate how the model minority myth
and data aggregation have negatively affected the recruitment and advancement of diverse AAPI
medical students, physicians, and faculty. Additionally, the authors discuss how data aggregation
obscures health disparities across the AAPI diaspora and how the model minority myth
influences the illness experiences of AAPI patients. Importantly, the authors outline specific
actionable policies and reforms that medical schools can implement to combat anti-Asian

sentiment and support the AAPI community.



Since the rise of the COVID-19 pandemic, there has been an alarming increase in hate incidents
directed toward Asian Americans and Pacific Islanders (AAPIs). Harmful rhetoric surrounding
the origins of the virus by former President Donald J. Trump and other government officials,
referring to it as, for example, the “Chinese virus” and “kung flu,”* have led to the scapegoating
of AAPIs for causing the pandemic.? Between March 2020 and March 2021, the organization
Stop AAPI Hate has documented over 6,600 hate incidents, with almost half reported in March
2021 alone.?® These incidents involve verbal harassment (65.2%), shunning (18.1%), and physical
assault (12.6%).2 Furthermore, the Pew Research Center reports that 3-in-10 AAPI adults have
experienced racial slurs and verbal harassment since the pandemic began.*

Many of these hate incidents have garnered national attention, including the mass shooting at
Asian-run massage parlors in Atlanta that left 8 dead,® the face slashing of 61-year-old Noel
Quintana on the New York City subway,® the kicking and stomping of 65-year-old Vilma Kari
while security guards failed to intervene,” and the violent tackling that resulted in the death of
84-year-old Vicha Ratanapakdee.® Additionally, many AAPI medical students and health care
workers have been physically and verbally assaulted.®° Public attention to such hate incidents
has resulted in the rise of the #StopAsianHate movement across the United States,®!? spurring
protests and the passing of anti-hate crime legislation.'® These heartbreaking and tragic events
are manifestations of a long-standing history of anti-AAPI sentiments and xenophobia in the
United States that includes the passage of the 1882 Chinese Exclusion Act—the first
immigration law that excluded individuals on the basis of race—and the period of the “Yellow
Peril” in the subsequent decades that portrayed Asian immigration as a threat to white
hegemony.2*15 In the following century, Executive Order 9066 led to the incarceration of over

120,000 Japanese Americans, with its constitutionality upheld by the Supreme Court in 1944 1415



These hate incidents are also part of a contemporary narrative of racial conflict and the struggle
for racial equality. Following the 1982 murder of Vincent Chin, a Chinese American engineer,
the murderers pled guilty and were sentenced to only 3 years’ probation, no jail time, and a
$3,800 fine.** The period that followed included interracial activism and the creation of a
multiracial coalition, American Citizens for Justice, to bring attention to AAPI hate crimes.?4
In 1992, the acquittal of the police officers that beat Rodney King sparked the Los Angeles riots,
during which Black and Korean communities were at odds with each other—a conflict
exacerbated by the mainstream media’s narrative reinforcing the white hegemony—resulting in
the destruction of over 2,300 Korean businesses.!*® After 9/11, hate incidents perpetrated
against South Asian Americans rose by 1,600%.%1* More recently, the Black Lives Matter
movement, galvanized by the death of George Floyd and the COVID-19 pandemic, has resulted
in a racial reckoning for the U.S. government and its many institutions, necessitating a
reevaluation of laws and policies to promote racial equality.’

As such, medical schools, are being called on to dismantle institutional racism and promote
diversity, inclusion, and equity among their trainees and staff. Medical schools also play a
central role in identifying and addressing inequities in the health outcomes of different racial and
ethnic groups. To address these challenges, medical students have called for the implementation
of antiracist medical curricula, including racial bias training, the hiring of faculty from diverse
backgrounds, and the creation of antiracism taskforces, among many other efforts. Some medical
schools are moving toward increased diversity and inclusion by implementing antiracist policies
to reduce discrimination and bias, primarily against Black and Latinx populations.'®'° However,
while these changes are positive, medical schools must also be cognizant of including all

marginalized groups in the discussion and address the discriminatory and racial challenges that



groups such as AAPIs, Indigenous peoples, low-income communities, queer and trans people
(especially, queer and trans people of color), and many others face.

AAPIs have historically been stereotyped as a “model minority,” a stereotype which posits that
AAPIs are educated, hardworking, and therefore able to achieve high levels of success.}420-2
This perpetuates a fallacious belief that because AAPIs are able to achieve social mobility, other
minority groups should similarly be able to overcome discrimination and achieve success.*%°
The model minority myth therefore acts as a racial wedge that pits minority groups against each
other, as exemplified by the Los Angeles riots of 1992, and serves to create a crabs in a bucket
mentality that upholds white supremacy. Unfortunately, the significant history of solidarity and
mutual aid between Black and Asian communities, which led to important milestones such as the
creation of ethnic studies programs in universities, the acceptance of Indochinese refugees into
the United States, and the passage of hate crime legislation following Vincent Chin’s murder,
often goes unrecognized.?°

Today, the model minority myth continues to pit minority groups against each other by
reinforcing the existing racial hierarchy while disregarding the complex and multifaceted history
of oppression that AAPIs have faced. By positing that AAPIs can achieve social and economic
mobility and are therefore not affected by racism and discrimination, the myth effectively erases
the lived experiences of the AAPI community, including experiences that result from structural
and personally mediated racism. The harm that results from this myth is pervasive throughout all
aspects of society and medicine, affecting AAPI health care workers and patients alike.?*~2% Here,
we discuss how the AAPI stereotype of the model minority and the aggregation of AAPI data
influences health care, including the recruitment of medical students and physicians, health

disparities among AAPI subgroups, and the illness experiences of AAPI members, based on a



broad review of the literature found in PubMed and Google Scholar as of August 2021. For this
broad review, we used search terms that include “Asian or AAPI” or “medicine or medical
school,” with “diversity or inclusion or racism,”**?’ “data disaggregation or aggregation,”?3
“model minority,”?>%? “bamboo ceiling,”**3! “health disparities,”®? “mental health,””* or
“language and cultural barriers.”3* Furthermore, we outline how medical schools can help to
combat anti-Asian sentiment by implementing inclusive antiracist curricula that take AAPI

issues into consideration.

Diversity and Inclusion: Recruitment of AAPI Medical Students and Physicians

One of the core antiracist initiatives of medical schools must be the recruitment and inclusion of
a diverse medical student population. To promote this, the Association of American Medical
Colleges (AAMC) designates individuals as underrepresented in medicine if they belong to racial
or ethnic groups that are underrepresented in medicine relative to the groups’ representation in
the general population. Although loosely defined, Asian Americans en masse are considered
overrepresented, comprising 21% of medical school applicants and 19% of full-time medical
faculty, while constituting only 5.6%-6.8% of the general U.S. population.?® However, this
classification overlooks the significant diversity found among the AAPI diaspora. For example,
AAMC data for the 2019 medical school application cycle show that while Chinese, Korean, and
Indian ethnicities were the predominant AAPI subgroups applying, Bangladeshi and Pakistani
applicants made up only 2.1% and 6.9% of AAPI applicants, respectively.®® Other East and
Southeast Asian ethnicities, such as Indonesian, Cambodian, and Japanese, collectively

represented only 1.8% of AAPI applicants and are underrepresented compared to the general



U.S. population.® As of 2019, only 0.1% of medical students, active physicians, and full-time
medical faculty in the United States identified as Native Hawaiian or Other Pacific Islander.®®
The disparities reflected in the number of AAPI medical school applicants highlight broader
challenges in educational attainment and socioeconomic opportunities within the AAPI diaspora,
which are often masked through the aggregation of AAPI subgroups into one monolithic group.
Across all racial groups in the United States, income inequality within a racial group is greatest
in the AAPI community. The wealth gap between high- and low-income AAPI individuals more
than doubled between 1970 and 2016, with income gains in the latter group trailing far behind
those of low-income individuals in other racial groups.®® The standard of living for lower-income
AAPIs has been stagnant over the past 50 years, while the number of AAPIs living in poverty
has dramatically increased.®® When disaggregated, nearly half of the AAPI subgroups earn less
than the U.S. median household income, with unspecified Micronesians earning a median annual
income of only $30,000.3” Wealth inequality is a critical element of how disadvantage is
perpetuated in marginalized communities, and the barriers faced by financially vulnerable AAPI
must be acknowledged and addressed in efforts to combat inequity.

Furthermore, income inequality exacerbates significant disparities in the educational outcomes of
AAPI subgroups, with higher education attainment rates varying by as much as 60% between
subgroups.®® While Indian and Malaysian Americans have the highest levels of educational
attainment with 70% and 63% of adults holding a bachelor’s degree, respectively, other groups
are much lower.3® For example, only 10% of Laotian, 12% of Samoan, and 13% of Hmong
Americans hold bachelor’s degrees.® When aggregated, 49% of AAPIs hold bachelor’s degrees,
compared to 40% among Whites, leading to the misconception that all AAPIs are highly

educated.® Thus, treating the AAPI diaspora as a homogenous group creates the mistaken



impression that all subgroups possess the same academic opportunities, effectively marginalizing
and minimizing the struggles faced by many in the AAPI community.

While admission policies must focus on becoming more equitable, antiracist initiatives must
span across the entire institution, including the recruitment of AAPI faculty and their promotion
into leadership positions. Here, the model minority myth acts as a tool of oppression by
preventing access to the highest positions of leadership, such as chief executive officer or dean
positions. Although the myth stereotypes AAPIs as intelligent, hardworking, and successful, it
simultaneously stereotypes them as quiet, shy, content with simply working hard, and
uninterested in leadership opportunities.?®= This leads to what is called the bamboo ceiling,
which occurs across industries and is especially evident within medical schools. Despite AAPIs
representing 19% of full-time medical faculty, a retrospective analysis by Yu et al in 2013 found
that only 6.7% are designated as professors, 3.5% as department chairs, and 0% as deans.>®
Furthermore, AAPI medical students tend to receive scores than White students in subjective
evaluations and are underrepresented in honor society memberships.2”4° AAPI women, like all
women of color, live at the intersection of gender- and race-based discrimination, which further
limits professional advancement opportunities. For example, when compared to their male-
identified counterparts, female-identified AAPIs make up a minority of full-time U.S. medical
school faculty.® The magnitude of this gender imbalance grows as faculty rank increases, with
AAPI women making up only 26.7% of AAPI professors, which as noted above is already a
minoritized group, according to AAMC data.®® While disaggregated AAPI data on medical
student evaluations, honor society memberships, and faculty positions are unavailable, doing so
would likely further highlight the harm that results from the model minority myth. Clearly, there

is substantial work to be done in achieving diverse AAPI representation in medicine, from



disaggregating AAPI data to changing policies around admissions and faculty advancement
opportunities.

AAPI Health Disparities

Health disparities between racial and ethnic groups are often highlighted in medical education
and research. However, this work typically revolves around disparities in Black and Latinx
health outcomes, as compared to White populations, while the AAPI community tends to be
ignored in the larger narrative on race/ethnicity and health. Even when AAPIs are included in
medical research studies, they are often aggregated as one population. In a meta-analysis of
1,077 research studies published in high-impact journals, Nguyen et al find that only 263
(24.4%) studies mentioned Asians.*! Of these, only 28 (10.6%) reported outcomes for Asians
and only 9 (3.4%) broke the Asian category down into subgroups.*! This underrepresentation is
further confounded by small sample sizes, with a 3.8% median of AAPI participants in a given
study, resulting in findings that are often not statistically significant when compared to White
counterparts.** Notably, the AAPI diaspora is understudied and research on the diaspora is
underfunded, comprising only 0.17% of the National Institutes of Health budget between 1992
and 2018.4243

Unfortunately, health disparities are increasingly prevalent within the AAPI community; this
prevalence likely stems from differences in socioeconomic opportunities, access to health care,
health literacy, and cultural beliefs. Disaggregated health data highlights significant disparities
that exist between subgroups. For example, AAPI children have disparate access and utilization
of health services, with Korean children being 4 times more likely to be uninsured and Filipino
children being twice as likely to have not had a recent doctor visit as compared to White

children.** Analysis of cancer incidence and mortality rates reveal that AAPIs in general have a



greater burden of liver, stomach, and nasopharynx cancers than Whites.*® However,
disaggregated data show that Laotians, Cambodians, and Vietnamese have the highest incidence
of liver cancer, while Koreans have the highest incidence of stomach cancer.*® Additionally,
rates of hypertension and disability among AAPI men were highest in Filipino and Vietnamese
patients.*® The consequences of these health disparities were only exacerbated by the COVID-19
pandemic, during which AAPI members have had disproportionately higher mortality and
transmission rates when compared to population level data, in part due to their
overrepresentation in the essential workforce and their higher incidents of intergenerational
residency, poverty, lack of health insurance, and comorbidity burdens.®? In New York City, one
of the hardest-hit areas in the United States, Chinese New Yorkers had the highest COVID-19
death rate of all racial groups at 38% and were 1.5 times more likely to die from COVID-19 than
White patients.*” South Asians in the city had the second-highest rate of test positivity and
hospitalizations.

There are also striking disparities in mental health conditions and utilization of mental health
resources among AAPIs. While AAPIs report fewer mental health conditions, they have higher
rates of suicidal ideation and attempts compared to Whites.*®*° Senior AAP1 women aged 65-84
have the highest suicide rate of any racial group, and among Southeast Asian refugees, such as
Cambodians, significantly high rates of posttraumatic stress disorder and major depression have
been documented.® Traumatic experiences of war, political upheaval, and persecution are not
uncommon in AAPI immigrant communities and exert both a mental and physical toll.
Disaggregated studies have also found that while Filipino and Korean adults were more likely to
report symptoms of mental distress, they were less likely to see a provider than Whites.*® The

COVID-19 pandemic has exacerbated these mental health disparities. AAPIs who encounter
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racism tend to experience heightened symptoms of depression, anxiety, and stress and have
increased risk of posttraumatic stress disorder.>* Poorer mental health among Chinese parents
and children has also been associated with increased levels of perceived COVID-19 racism and
discrimination.® Despite this, there are concerningly low rates of AAPIs who seek mental health
services; that is, only 8.6% of AAPIs collectively seek mental health services, compared to 18%
for the general U.S. population.>®>3

While this article is not meant to provide a comprehensive overview of health disparities across
AAPI communities, what is presented here indicates that increased xenophobia and racism
clearly exacerbate the disparities faced by the AAPI diaspora. Critically, the health needs of the
AAPI diaspora are poorly understood due to the continued underfunding of AAPI research,
AAPI underrepresentation in medical studies, and the aggregation of AAPI subgroups into a
monolithic population.?84243 Just as medical schools and research institutions need to deconstruct
the structural, social, and racial determinants of health behind disparities in Black and Latinx
outcomes, the health disparities within the AAPI community caused by these determinants must
be similarly dissected.

AAPI Illiness Experiences

As medical schools work toward deconstructing racism and eliminating bias, it is critical to
understand how discrimination influences the illness experiences of AAPI patients. One aspect
of this is the utilization of health care services; aggregated AAPI data reveals significant
underutilization of health care services compared to Whites.* As of 2018, the percentage of non-
elderly AAPI adults who had not had a health care visit in the past year was greater than that of
Black, American Indian and Alaska Native, and White racial groups.>* Despite their significant

mental health needs, AAPIs are perceived to have fewer mental health symptoms due to the
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model minority stereotype.?® The perpetuation and internalization of these biases by physicians
complicate the preconceived stigmas and feelings of shame around mental illness within the
AAPI community that make them less likely to initiate and persist in mental health
treatment.>34%° For example, many AAPIs believe it is unhealthy to dwell on and analyze
disturbing thoughts, and Chinese Americans, in particular, view mental illness as a problem that
can be overcome through willpower alone.*®

Patients with limited English proficiency (LEP), coupled with systems of care unresponsive to
them, further complicate patient-physician communication and medication adherence among
AAPIs.5° For example, when LEP patients are told, “You don’t need treatment now,” they
may equate it to, “You are fine.”® Research on Chinese and Vietnamese patients with LEP show
that less than half had interpreters present during hospital visits, with only 11% of Mandarin-
speaking patients receiving an interpreter.®® Importantly, LEP patients received less health
education and have the lowest patient satisfaction ratings.>>®! Perceived racial and language
discrimination have also been linked to increased risk of chronic illnesses, such as hypertension,
heart disease, cancer, diabetes, and mental disorders.®? This association was stronger for AAPI
immigrants who had lived in the United States for 10 years or longer, indicating that the mental
toll of AAPIs’ experiences can be cumulative.%® Additional research that disaggregates the
experiences of LEP AAPI subgroups is desperately needed.

Physicians should also understand how cultural concepts of distress and coping, along with
systems of care that are unresponsive to them, can underlie disparate illness presentations and
health behaviors among AAPIs.3*%4 While disaggregated data on this topic is limited, aggregated
data show that AAPI patients tend to be stoic and less likely to express pain,®>% even though

they can have higher experimental pain sensitivity than Whites.®’ In addition, AAPIs may
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prioritize the use of traditional Eastern medicines, supplements, and homeopathic remedies over
Western treatment regimens.34%4%8 Medical services tend to be sought on a reactionary basis—
when patients are symptomatic—rather than to proactively screen for issues. Qualitative research
suggests that AAPI patients may be more likely to appraise the severity of their own symptoms
and stop taking medication when they feel better.%® Furthermore, cultural taboos regarding
discussions of death can cause additional stress for patients and motivate them to hide serious
ilinesses from loved ones. This complicates processes related to obtaining advanced directives,
arranging for hospice care and palliative medications, and ensuring that critically ill AAPI
patients are supported by loved ones.%®7%"t Importantly, the field of psychiatry has taken steps to
incorporate the cultural formulation interview into the DSM-5 (the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition), aiming to center the patient’s perspective and
cultural contexts as critical in the therapeutic relationship between the patient and psychiatrist.”
While this has so far only been implemented in psychiatry, the core foundations of the cultural
formulation interview are applicable to all medical specialties and could serve to strengthen
patient-provider relationships.

Few studies have looked at the illness experiences and, more importantly, experiences of racism
within the medical space of AAPI individuals. More in-depth, disaggregated quantitative and
qualitative research is desperately needed to understand how racism, culture, and identity play
into the illness experiences of and help-seeking behaviors within the AAPI community.

Moving Toward Antiracist Medical Schools

As the United States reckons with anti-Asian hate incidents and the rise of the #StopAsianHate
movement, medical schools must be held accountable for implementing policies and reforming

medical education in ways that support the AAPI community and combat anti-Asian sentiment.
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We present our suggestions for how to do this in Table 1. At the most basic level, medical
schools must publicly denounce anti-AAPI sentiment and violence, while also providing safe
spaces for AAPI students and employees to express their feelings. As racist and xenophobic
rhetoric can have significant mental health impacts, medical schools should strive to provide
mental health resources and access to mental health professionals to their students and faculty
free of charge. Data on the recruitment of medical students and physicians should use
disaggregated AAPI data so that the designation of underrepresented in medicine is appropriately
used to recruit diverse individuals who are collectively representative of the whole AAPI
diaspora. Institutions should also consider providing scholarships to support AAPI students from
lower socioeconomic status backgrounds to promote entry into medicine. Individuals responsible
for evaluating medical students and for hiring and promoting faculty into positions of leadership
must recognize unconscious biases that stem from racist and discriminatory stereotypes to
prevent unintentionally upholding the bamboo ceiling. Additionally, to that end, institutions
should promote marginalized faculty, including those from the AAPI community, so that
positions of leadership are representative of all communities of color. We therefore call on
medical schools to implement bias training on the model minority myth and to form antiracism
committees with appropriate representation to oversee admissions and hiring practices.

Medical schools and physicians alike have the responsibility to combat any health disparity
experienced by any minority community, including the health disparities experienced by the
AAPI community. This should begin with prioritizing the recruitment of minorities into medical
research studies and disaggregating AAPI data. Further, medical education institutions must
adopt antiracist curricula focused on dismantling white supremacy, including education on the

model minority myth. Students and staff should be educated on how to respond to racist or
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discriminatory microaggressions,”’* as well as on strategies to support patients who may have
internalized stereotypes.?® Such curricula should include training in cultural humility, a concept
that encourages clinicians to be open and to practice self-reflection while empowering patients to
be masters of their own lived experiences.” The research studies that are used as examples in
medical school curricula should highlight health disparities within all communities of color,
including the AAPI community. Health care workers should familiarize themselves with how
patients from the AAPI diaspora may view health care and illnesses differently, so that they can
appropriately engage with them in conversations about diagnosis and treatment. Lastly,
clinicians and hospitals have a responsibility to assist those with LEP, for example, by providing
access to translator services and multilingual patient education documentation.

While this article’s focus is on the model minority myth and its medical implications, this myth
is pervasive throughout U.S. society. The recommendations given here can therefore be adapted
to other fields and institutions. Although these recommendations are not meant to be all
encompassing, we hope they can serve as a starting point for implementing antiracist policies
that are inclusive of all people of color. For only when all people of color are included in these
policies can society truly begin to combat the harmful effects caused by centuries of structural

and institutional racism.
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Table 1

Policies and Reforms That Medical Schools Can Implement to Support the AAPI
Community and Combat Anti-Asian Sentiment, as Suggested by the Authors of This

ArtiC|el4,20—25,27,36—43,51,52,73—75

Publicly denounce AAPI hate
and offer free mental health
services to students and
faculty.

The simple act of publicly denouncing AAPI hate shows that
medical schools stand in solidarity with the AAPI community.
Explicit communication of support to the medical school’s students
and faculty has the potential to alleviate some of the anxiety
surrounding increased anti-Asian sentiment. Given the mental
health consequences of experiencing racism and discrimination,
medical schools should provide mental health services free of
charge to their students and faculty.

Disaggregate the Asian
demographic category.

Certain datasets fail to disaggregate diverse populations by
ethnicity among the AAPI community. For example, Asian
populations (e.g., Chinese, Filipino, Japanese, and Korean) are
commonly examined as a single group, resulting in research
conclusions and policies that are developed based on potentially
inaccurate data. Datasets that are collected for institutional use
(such as admissions data) or for research purposes should be
disaggregated.

Recruit students who represent
the diversity of the AAPI
diaspora and provide
scholarships for financially
vulnerable AAPIs.

Disaggregated data show that some East and Southeast Asian
ethnic groups have lower or comparably low rates of education
when compared to other racial groups that currently fall under the
AAMC’s underrepresented in medicine category. Additionally,
these groups may also have disparate levels of socioeconomic
opportunity. Therefore, any diversity and inclusion efforts should
include groups that have been historically marginalized and are
often excluded from the underrepresented in medicine designation.
Offering scholarships will allow those who are socioeconomically
disadvantaged to apply to and attend medical school.

Hire and promote AAPI
faculty into leadership
positions.

The bamboo ceiling has kept deserving AAPI faculty from being
promoted into positions of leadership. Diversity and inclusion
efforts must include the promotion and recruitment of diverse
institutional leadership, including those who identify as AAPI.
Committees in charge of hiring and promoting should similarly
have diverse representation.
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Implement antiracist curricula ~ The model minority myth is a pervasive set of stereotypes that

aimed at dismantling white perpetuate assumptions about AAPIs and often serves to pit
supremacy in health care, minority groups against each other while simultaneously erasing
including education on the the challenges faced by the diverse members of the AAPI

model minority myth. community. The medical school curriculum should include racism

and bias training that is intentional and culturally mindful and that
acknowledges the model minority myth as well as the rich history
of multiracial aid and activism coalitions in the United States. The
impact of the model minority myth on health disparities and how to
provide culturally sensitive patient care should also be taught. To
that end, trainings on cultural humility and methods of responding
to microaggressions would be beneficial to health care staff and
patients alike.

Implement mandatory bias Unconscious biases toward AAPI medical students, based on the

training for faculty and model minority myth, have resulted in worse subjective test scores
residents who evaluate medical than Whites and the underrepresentation of AAPI medical students
students. in honor societies. Medical schools should develop and implement

best practices to promote equity and mitigate bias during subjective
evaluations (e.g., OSCEs, third-year clerkship evaluations, medical
school and residency interviews). Individuals responsible for
evaluating students should be aware of how unconscious biases
may influence their perceptions of the student. Having objective
rubrics and review committee members of diverse representation
could help mitigate these biases during subjective evaluations.

Fund research studies that To address the paucity of data on diverse AAPI health outcomes,
report outcomes and medical additional studies must be encouraged, funded, and supported.
experiences for AAPI Medical institutions can designate a portion of their research
subgroups. budget to support pilot studies that propose novel and impactful

research on the AAPI population. Funding such pilot studies at an
early stage will allow investigators to gather preliminary data and
increase their chances of receiving external funding support. These
studies should disaggregate data on AAPI subgroups to fully
capture and interpret experiences across the diaspora.

Abbreviations: AAPI, Asian American and Pacific Islander; AAMC, Association of American Medical
Colleges; OSCEs, objective structured clinical examinations.
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