September
Eighteen
2019
Council Member Carlina Rivera
Chair, Committee on Hospitals
New York City Council
250 Broadway, Suite 1808
New York, NY 10007
RE: Statement for Hearing: “The Delivery of Culturally Competent & Equitable Health Care
Services in New York City Hospitals.”
Dear Council Member Rivera:
Thank you for the opportunity to submit a statement on behalf of the Greater New York Hospital
Association (GNYHA), which represents more than 140 public and not-for-profit hospitals and
health systems in New York State—the majority in New York City. GNYHA is proud to serve
New York City’s hospitals and health systems, which take their responsibility to provide
respectful, high-quality care to everyone who walks through their doors very seriously.
My statement covers GNYHA’s and our members’ work on culturally competent care, including
maternal and child health, language access, and Lesbian, Gay, Bisexual, Transgender, and Queer
(LGBTQ+) services.
Cultural Competency
Hospitals include cultural competency training as part of new staff orientation and build it into
ongoing training requirements. Hospitals are also increasingly finding innovative ways to help
their staff understand each institution’s culture and expectations of respect for every patient.
These include special programs that celebrate different cultures, programs that share and
celebrate hospitals’ LGBTQ+ policies, the establishment of diversity councils and employee
resource groups, and special programs that provide an opportunity to discuss racism and implicit
bias.
GNYHA supports these initiatives by convening members to discuss and share best practices in
cultural diversity. Most recently, GNYHA—under a grant from the New York State Department
of Health (DOH) and with supplemental GNYHA funding—provided cultural competence
training to almost 2,000 frontline staff and managers, mostly from New York City hospitals. In

addition to basic cultural competence, the training covered implicit bias and respect for LGBTQ+
and disabled patients. We are now working to convert this training into a “train the trainer”
model that can be shared with the membership.
GNYHA also took the lead in drafting several recommendations to DOH on how to reduce
maternal mortality, including a recommendation to design and implement—with State funding—
implicit bias training for maternal health care providers. The State is now working on
implementing this training on a pilot basis. We will continue to work with the State on this issue
as the pilot is rolled out.
Hospital Language Access
All hospitals in New York State are required to have language access programs that address the
language needs of patients who present to the hospital. Hospitals have policies and protocols in
place, and designated staff to coordinate hospital activities, including process improvement to
address any issues that may arise. GNYHA supports these activities by convening hospital
coordinators to share best practices and challenges, and to collaborate with State and national
experts in the field. Language access is a continuing priority for GNYHA members, and we will
continue to offer them a forum to discuss these issues and share best practices.
LGBTQ+-Friendly Care
Many New York City hospitals and health systems are national leaders in LGBTQ+ care, and
many have LGBTQ+ centers whose mission is to ensure that policies and practice are in place to
provide quality care to LGBTQ+ patients. The Human Rights Campaign (HRC) has recognized
many hospitals and health systems across New York City as leaders in LGBTQ+ care as part of
HRC’s Health Equity Index. The index reviews hospital policies and practices across many
domains, including non-discrimination and staff training, patient benefits and support, employee
benefits and policies, and transgender care.
Just as we do with language access, GNYHA has long worked with our member hospitals to
identify and share best practices in LGBTQ+ care. Today, the very day of this hearing, GNYHA
convened members to discuss best practices on the collection and use of sexual orientation and
gender identity patient data. Many of our members are quite advanced in working on these issues
and serve as faculty for the programs that GNYHA convenes. GNYHA and its members are
committed to continuously improving LGBTQ+ care.
Conclusion
GNYHA and its entire membership are strongly committed to ensuring that hospitals provide
culturally competent care. We appreciate the City Council’s interest in this issue and look
forward to working together to serve New York City’ diverse population.
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If you have any questions, please contact Andrew Title (atitle@gnyha.org) or David Labdon
(dlabdon@gnyha.org).
Sincerely,

Lloyd C. Bishop
Senior Vice President
Community Health, Diversity, and Health Equity
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September 16, 2019

Thank you for taking the time to read this letter, and for your commitment to promoting
health equity. I write to you as the daughter of a Haitian-American man, though by
training, I am a physician and a researcher.
About 10 years ago, my then 70-year-old father developed painless hematuria (blood in
his urine). As a physician and researcher, I immediately knew the diagnosis. As a
daughter, I was terrified. My father did not like going to the doctor because he feared
hearing bad news.
I found it ironic my father’s fear of hearing bad news turned out to be real when he was
diagnosed with prostate cancer. But this only reinforces the importance of regular doctor
visits.
As a physician, I knew I needed to find a doctor who would offer my dad the latest
clinical therapies, and one who would also be able to put him at ease while
communicating with him. We were fortunate to find someone whose bedside manner
immediately put my dad at ease because he understood my father’s fears.
I was blessed that we found a physician who was interested in the fact that he was
Haitian, one who knew that he lived in Brooklyn, who spoke to him about the
construction of the Brooklyn Bridge because he knew that my father was an engineer
and math teacher.
I was glad to have found a physician who knew that my father enjoyed walking across
the Brooklyn Bridge but now was limited because of his severe osteoarthritis. I was
grateful for the physician who recognized my father’s tremendous anxiety and would
utter a few words in Creole just to bring a little levity to an often-heavy discussion. Of
note, this physician was not Haitian.
While my dad’s experience was positive; sadly, it is not the same for everyone. I can
recall the story of a health advocate who went to get a mammogram and was told “You
people (people in a wheel chair) can’t be treated here.” I also recall a family friend who
said he went to the doctor and was referred to as “you people”. These types of
responses make it all the more difficult for people to WANT to see doctors. There is so
much more work to be done.
Several medical schools have integrated elements in their curriculum that introduce
students to health disparities, health inequities, social determinants, cultural
competency, and unconscious bias. As our population becomes increasingly diverse,

there is an even greater need for integrating these dimensions of professionalism into
the medical school curriculum.
Future physicians must be able to understand how to effectively communicate with
patients in a way that reaffirms their values, physicians must be able to recognize and
respond to their own unconscious biases, and future physicians must appreciate how
culture influences healthcare and outcomes. There is a need to move beyond ‘safe’
discussions about cultural competence and disparities and create safe spaces where
students openly discuss racism, bias, and discrimination, and more importantly, how
these concerns affect the inadequate quality of healthcare that is often associated with
traditionally underserved communities.
I am hopeful that these discussions will move academic health centers, community
organizations, and city council leaders to work collaboratively toward developing a more
diverse and culturally-competent workforce.
Thank you,
Carla Boutin-Foster, MD
Francois Boutin’s Daughter

Oversight – Cultural Competence in the Delivery of Healthcare Services
Res512 – Calling on NYS to require medical schools to train all students about “implicit bias”
Hearing before the New York City Council Committee on Hospitals
Testimony of Dorothy Farley, VP of Behavioral Health, Social Services, & Care Coordination
Wednesday, September 18, 2019
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Thank you Chairwoman Rivera and members of the Committee on Hospitals for the opportunity
to speak this afternoon. My name is Dorothy Farley and I am the Vice President of Behavioral
Health, Social Services, and Care Coordination at Community Healthcare Network (CHN). CHN is
a non-profit network of 14 Federally Qualified Health Centers (FQHCs), including two schoolbased health centers and a fleet of medical mobile vans. We provide high-quality primary care,
dental, behavioral health, and social services to over 85,000 New Yorkers annually throughout
Manhattan, Queens, Brooklyn, and the Bronx. We turn no one away.
CHN’s mission is grounded in the belief that all individuals have the right to comprehensive and
culturally-responsive care. As part of this mission, we have taken considerable lengths to
ensure that patients receive healthcare services in an environment that is inclusive and
accepting of all identities.
In 2017, CHN implemented a Diversity & Inclusion Taskforce, with the goal of creating an
organizational culture that values diversity, enables individuals to work to their full potential in
a safe and respectful environment, and embraces future demographic changes reflected among
CHN’s patients and staff. As part of this effort, CHN has committed to continuously improving
its organizational composition, human resource strategies, and marketing and communication
efforts to reflect and underscore the value of diversity in the delivery of healthcare.
These policies are woven into CHN’s ongoing training and education initiatives, including new
employee education, de-escalation training, and management/hiring training, as well as
discussions around trauma-informed care and social determinants of health. These trainings are
not just offered to patient-facing staff, but all CHN personnel, including board members and
executive management. Our efforts also include a deliberate approach to interdisciplinary,
team-based care – including patients as active participants – and a hard look at CHN’s
electronic health record system to ensure that patient identities are accurately reflected – and
validated – in both documentation and practice.
These initiatives are not without justification. In 2017, researchers found that less than half of
medical students felt adequately prepared to practice by their fourth year of medical school –
particularly among diverse populations. Failure to address these challenges at the outset of
clinical education may have deleterious effects upon delivery of care – especially as medical
schools instruct students to expedite care by making at-a-glance diagnoses. This is further
exacerbated among providers whose clinical environments perpetuate biased decision-making.
There is a wealth of research showing that implicit bias in medicine may lead to worse
outcomes among marginalized communities, including communities of color, LGBTQ+
populations, and individuals with disabilities. These populations are particularly vulnerable to
snap judgements that may lead to worse treatment for chronic pain, maternal health, and/or
mental illness – among other issues. While research linking cultural competence training to
better health outcomes is limited, anecdotal evidence suggests that incorporating cultural
competency and implicit bias training into medical curricula and employee education may yield
2

better patient-provider relationships, greater engagement in care, and improved health among
underserved communities.
While CHN maintains room for improvement, our deliberate approach to diversity and inclusion
has helped create an organizational culture in which staff are increasingly cognizant of the risks
of implicit bias and are constantly taking steps to create a more inclusive and validating
environment of care for individuals of all backgrounds and experiences.
We firmly support the City’s efforts to address systemic bias in medicine, and are committed to
working with the Council and Administration to improve delivery of healthcare for all New
Yorkers. Thank you for the opportunity to speak today.
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Testimony of Christopher Schuyler, Senior Staff Attorney
New York Lawyers for the Public Interest, Disability Justice Program
To the New York City Council, Hospitals Committee
Regarding Resolution 512 Calling on New York State to Require Medical Schools to Train
All Students about “Implicit Bias” (September 18, 2019)
Patients with disabilities experience greater barriers to health care than patients without
disabilities. Among the reasons for this disparity are the implicit biases held by medical
providers. Training medical students in identifying implicit bias, as called for in Resolution
512, is a critical step to elevate the quality of medical care available for patients with
disabilities.
Good afternoon. My name is Christopher Schuyler and I am a Senior Staff Attorney with the
Disability Justice Program of New York Lawyers for the Public Interest (NYLPI).
I.

Patients with disabilities face myriad barriers to medical care

People with disabilities experience greater barriers to health care than people without
disabilities.1 Generally speaking, “people with disabilities are 2.5 times more likely to have
unmet health care needs than their non-disabled peers and are more likely to suffer from a
terminal condition that may have been detected earlier through disease prevention
screening.”2 Particularly affected, however, by the disparity in access are women with
disabilities, especially in the area of cancer screening.3 To give a sense of numbers, 61.4% of
women with disabilities reported having mammograms while 74.4% of women without
disabilities received this test.4 For pap tests, 64.6% of women with disabilities received pap
tests compared to 82.5% of women without disabilities.5 Such significant lack of access to
critical services leads to poorer health outcomes for women with disabilities, including
higher mortality rates.6
It is also suggested that racial minorities with disabilities experience disproportionate
barriers to health care. While “relatively little is known about the health status of
individuals with disabilities who are also members of racial or ethnic minorities [], reports
from the CDC on the health status of people living with disabilities along racial lines show
that people of color present with poorer health at a higher frequency than Caucasians, and
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racial and ethnic minorities have historically been and continue to be disproportionately
impacted by health disparities.7 Inaccessibility to health care affects people with disabilities
on every level of their lives: socially, psychologically, physically, and economically.8
II.

Negative impact of structural-environmental barriers to medical care for patients
with disabilities

There are two primary causes for the disparity in health care faced by persons with
disabilities: structural‐environmental barriers and process barriers.9 Structural‐
environmental barriers include types of services offered, accessibility of provider offices
and diagnostic equipment, and insurance coverage.10 Process barriers include medical
provider implicit bias and their lack of knowledge in treating minority patients.11 We
strongly support the fact that Resolution 512 addresses process barriers, as “[c]onscious
and unconscious biases held by health care providers are another underlying aspect of
identified barriers to health care access for people with disabilities as well as other
marginalized groups, such as racial and ethnic minorities. Negative stereotypes held by
health care providers translate into lower quality and fewer services provided as well as
contributing to poorer health outcomes for these groups of people.”12 However,
Resolution 512 makes no mention of the equally critical structural‐environmental barriers,
notwithstanding the fact that such barriers present significant and continuing impediments
to receiving appropriate health care.13 We urge the immediate addition of language
acknowledging and condemning such structural-environmental barriers.
III.

Training medical students to recognize bias will improve medical access for people
with disabilities

Adding implicit bias trainings to medical school curriculums will, first and foremost, start a
valuable discussion about treating patients with disabilities. Simply bringing awareness to
medical providers about the challenges people with disabilities face in accessing health care
is significant, as:
physicians have not received training on the fundamental aspects of working
with people with disabilities. In a 2007 survey of primary care physicians, 91% of
them revealed that they had never received training on how to serve people
with intellectual or developmental disabilities. According to a national study of
physicians, only 2.6% of respondents demonstrated specific awareness of the
ADA [(Americans with Disabilities Act)]. Another survey of more than 500
physicians revealed that nearly 20% of respondents were unaware of the ADA
and more than 45% did not know about its architectural requirements.
Moreover, less than a quarter of the respondents had received any training on
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physical disability issues in medical school, and only slightly more than a third
had received any kind of training on disability during their residency. However,
nearly three quarters of the physicians surveyed acknowledged a need for
training on these issues.14
Such trainings will also lead to increased awareness of medical equipment and procedures
for people with disabilities. There is a significant correlation between knowledge about
accessibility and the provision of accessible equipment in health care clinics. Yet, in one
study only 46% of health care administrators in clinical practices knew that accessible
equipment existed, and only 25.4% were able to describe accessible equipment. While 44%
of administrators had considered purchasing accessible equipment at some point, only 22%
knew of the federal tax credit program that assists businesses in complying with the legal
mandates to do so.15
Moreover, open discussion of implicit bias at medical schools will encourage future medical
providers to publicly identify as people with disabilities. Medical professionals are hesitant
to identify as people with disabilities for fear of stigma and damaging their career
prospects.16 Having bias training in the curriculum will set the stage for medical
professionals to identify as people with disabilities, and in turn, take a larger role in
advocating for medical access issues concerning disability.
Trainings on implicit bias will also increase “disability literacy,” or making one’s language,
knowledge, and interactions reflective of understanding disability experiences and
disability etiquette.17 Increasing the level of disability literacy among medical providers in
turn will lessen the barriers to medical access for people with disabilities.
IV.

Recommendations

NYLPI respectfully requests that the NYCC Hospitals Committee modify Resolution 512 as
follows:
• Add people with disabilities to the list of “traditionally marginalized communities”
in the first paragraph.
• Add a paragraph summarizing the statistical disparities faced by people with
disabilities, with an emphasis on structural environmental barriers, as set forth
above.
• Mandate training regarding removal of structural-environmental barriers.
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V.

Conclusion

Thank you for the opportunity to testify about these key issues affecting appropriate
medical care to patients with disabilities. Please feel free to contact me to discuss further.
Christopher Schuyler, Senior Staff Attorney
New York Lawyers for the Public Interest
151 West 30th Street, 11th floor
New York, NY 10001
cschuyler@NYLPI.org
(212) 244-4664
About New York Lawyers for the Public Interest
For over 40 years, NYLPI has been a leading civil rights and legal services advocate for New Yorkers
marginalized by race, poverty, disability, and immigration status. Through our community lawyering model,
we bridge the gap between traditional civil legal services and civil rights, building strength and capacity for
both individual solutions and long-term impact. Our work integrates the power of individual representation,
impact litigation, organizing, and policy campaigns. Guided by the priorities of our communities, we strive to
achieve equality of opportunity and self-determination for people with disabilities, create equal access to
health care, ensure immigrant opportunity, secure environmental justice for low-income communities of
color, and strengthen local nonprofits.
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Testimony of:
Jo Wiederhorn, President & CEO
Associated Medical Schools of New York
(AMSNY)
Resolution 0512-2018:
Training Medical School Students on “Implicit Bias”
A Hearing of
the Committee on Hospitals
New York City Council
September 18, 2019 1:00 pm
250 Broadway, 14th Floor Committee Room, New York

Associated Medical Schools of New York ½ 1270 Avenue of the Americas, Suite 606
New York, New York 10020 ½ 212-218-4610 ½ www.amsny.org

Good afternoon, Chairwoman Rivera and other distinguished members of the committee. Thank
you for this opportunity to testify on Resolution 0512-2018: Resolution calling on New York State
to require medical schools to train all students about “implicit bias.”
My name is Jo Wiederhorn, President & CEO of the Associated Medical Schools of New York
(AMSNY), the consortium of the 17 public and private medical schools in New York State, eight of
which are located within New York City’s five boroughs. AMSNY works in partnership with its
members to promote high-quality and cost-efficient health care by ensuring that New York State’s
medical schools provide outstanding medical education, patient care and biomedical research.
AMSNY and its member institutions believe strongly in a multifaceted approach to decreasing
implicit and explicit bias and increasing cultural awareness and cultural competency. In fact, New
York’s medical schools began integrating bias training as part of their curricula more than five
years ago. This mandated training takes many forms and is provided to students, faculty and
admissions committees within the schools.

These training courses were not added due to a mandate from the State, but because New York’s
medical schools have been committed to educating and training a diverse physician workforce for
more than three decades. Indeed, it has long been a core part of AMSNY’s mission and a major
focus of our programming.

According to the SUNY Albany Center for Health Workforce Studies, while African American/Blacks
and Latino/Hispanics make up 31 percent of the New York State population, they accounted for
approximately 12 percent of the state’s physician workforce between 2011 and 2015. Increasing
racial and ethnic diversity among health professionals is important because evidence shows that
diversity is associated with improved access to care for racial and ethnic minority patients, greater
patient choice and satisfaction as well as better educational experiences for health professions
students. As such, increasing the number of physicians from communities underrepresented in
medicine (URIM) practicing in the state is vital to the health of New Yorkers.
Implicit & Explicit Bias Curriculum
Of New York State’s 17 medical schools, 15 provided detailed responses to a survey about implicit and
explicit bias in their curricula.
•

100 percent responded that bias is taught as part of the curriculum

•

92 percent indicated that both implicit and explicit bias are taught
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•

93 percent stated that it is integrated throughout their curriculum

The topics that are covered are wide-ranging. For example:
•

Barriers to LGBTQ

•

Bias and Stereotyping

•

Health Equity, Unconscious Bias and Vulnerable Populations

•

Microagressions

•

Principals of Cultural Competency

•

Self-Recognition of Implicit Bias

•

Use of Interpreters

In most medical schools, these concepts are integrated into coursework as well as in independent small
group learning sessions, via lectures and workshops and through simulated patient settings. Examples
of the courses include:
•

Foundations of Clinical Medicine

•

Transitions to Clerkships

•

Population Health

•

Small Group Doctoring Labs

In addition, 86 percent of the respondents said they mandate bias training for their faculty and fifty
percent say their admissions’ committees go through implicit and explicit bias training.

AMSNY does not believe a mandate is necessary. As our survey results clearly demonstrate, New York
State’s medical schools already take the need for implicit and explicit bias training very seriously and
have had training integrated in their curricula for some time. Moreover, our medical schools have been
nationally recognized for their initiatives to expand the pipeline of students from educationally and
economically underrepresented communities.

AMSNY’s Diversity in Medicine Program
Since 1985, AMSNY has supported a broad range of pipeline programs across the state that have
expanded the pool of underrepresented students pursuing careers in health and medicine. The goal
of these programs is to provide academic enrichment and support to students from educationally
and/or economically underserved backgrounds. These programs provide an opportunity that most
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participants would not have otherwise had due to significant cultural and/or financial barriers.
AMSNY’s Diversity in Medicine Programs (DiMP) have by all metrics been extremely successful.
There are six initiatives within the DiMP, including four post-baccalaureate programs (three of which
lead to Master’s degrees) that provide guaranteed acceptance at the New York medical school that
referred the students. Additionally, the DiMP funds an academic learning center at the CUNY School
of Medicine’s seven-year BS/MD program and a City College of New York program that develops
students’ interest in careers in the health sciences by pairing junior and senior undergraduate
students with federally funded researchers. During the 2018-2019 academic year, the outcomes
were as follows:
Post-baccalaureate Program at the Jacobs School of Medicine and Biomedical Sciences at
University at Buffalo SUNY:
•

91 percent of the students who entered the program matriculated into medical school

Post Baccalaureate Master’s Degrees Programs at New York Medical College, Renaissance
School of Medicine at Stony Brook SUNY, and Upstate Medical University:
•

100 percent of the students who entered these programs matriculated into medical school

City College of New York Pathways to Careers in Medicine and Research:
•

100 percent presented their research at a scientific conference

Learning Resource Center at the CUNY College of Medicine:
•

98 percent would recommend the Pre-Matriculation program to incoming classes

•

96 percent rated peer tutoring effective

•

97 percent rated academic workshops effective

AMSNY Diversity in Medicine Scholarship Program
In order to meet the growing demand for primary care and specialty physicians, while
simultaneously addressing the need to improve access in underserved communities, AMSNY
launched the Diversity in Medicine Scholarship Program in 2017. AMSNY recently selected the third
cohort of scholarship awardees for the 2019-2020 academic year. Scholarship recipients are New
York State students who have graduated from one of the AMSNY post-baccalaureate programs and
commit to working in underserved areas of New York for at least two years after their medical
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training. This scholarship program puts diverse physicians in the areas of highest need in New York
State.
Conclusion
AMSNY is keenly aware that an individual’s well-being entails more than physical health. One must
also consider the biopsychosocial environment in which an individual is living. Medical students must of
course learn to diagnose and treat patients and recognize the social and environmental determinants of
health. Medical students must also learn how their own histories influence their understanding of the
patients they treat. This is vitally important in order to provide true patient-centered care. As you can
see, New York’s medical schools are leaders in both teaching implicit and explicit bias and in
developing the next generations of physicians who more closely resemble the populations they will
treat.

I must, however, conclude with a plea. The stress placed on medical students is considerable and, at
times, overwhelming. It is not unusual for a school that admits a class of 150 students to have more
than 5,000 applicants. Once admitted, the pace of learning and the competition is fierce. As technology
progresses, and our ability to diagnose and treat improves almost exponentially, more and more
material is added to existing curricula. Moreover, the weight and scores of licensing exams exerts a
strong influence on where and in which specialties students will be able to pursue. And finally, medical
school debt – which currently hovers around $200,000 – weighs heavily on students.

Medical schools are accredited and governed by the Liaison Committee for Medical Education (LCME).
The LCME mandates the contents of curricula and establishes the accreditation standards which all US
medical schools must comply. Current LCME standards require bias training and have for many years
included significant benchmarks for diversity and inclusion.

I respectfully request that we work together to address future concerns about the contents of medical
education. Indeed, there are several points during medical education, training and licensure that may
be appropriate for interventions aimed at improving health outcomes for all New Yorkers.

Thank you. I will be happy to answer any questions.

Jo Wiederhorn
President & CEO
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Addressing Bias in Medical Education
Under-represented in Medicine (URIM) Medical Students
URIM Students in the Entering 1st- Year Class in New
York State Medical Schools

100%

URIM Students in the Entering 1st- Year Class in
NYC Medical Schools

URIM Students Enrolled in New York City Medical Schools

of respondents have integrated
bias training in their
curriculum
(Data From 2019 Survey)

50%

address cultural competence in
tandem with bias training

Student instruction and learning through:
• small groups

• clinical and pre-clinical training
• lectures
• workshops
• simulated patient settings

Topics of study for bias training and instruction include:
self-recognition of implicit bias
health equity and social determinants of health
diversity and culturally responsive care
implicit bias regarding sex trafficking
impact of implicit bias in cardiovascular disease

Associated Medical Schools of New York
1270 Avenue of the Americas, Suite 606 New
York, NY 10020 | 212-218-4610
amsny.org

Faculty, Admissions, and Staff Bias Training

86%

of respondents report that
their faculty undergo bias
training

64% of respondents report that their
admission committees
undergo cultural bias training; of those,
77% mandate it

57% of respondents report that staff
training is annual or biannual
Faculty bias training includes:
• online modules
• lectures
• interactive large and small groups
• virtual reality experiences
• interactive case discussions
• seminars
• workshops

The Associated Medical Schools of New York (AMSNY) is a consortium of the 17 public
and private medical schools across the state. Its mission is to promote high quality and
cost-efficient health care by assuring that the medical schools of New York State can
provide outstanding medical education care and research.

Associated Medical Schools of New York
Diversity in Medicine Program
2018 – 2019 Program Outcomes Data
Post-Baccalaureate Program
Percent of students who
completed program and
matriculated into medical school

School

91%

Jacobs School of Medicine & Biomedical Sciences, the University at Buffalo, SUNY

Post-Baccalaureate Masters Degree Programs
Percent of students who
completed program and
matriculated into medical school

School

Program Degree

New York Medical College

Masters of Science (MS) Degree
in Interdisciplinary Medical Sciences

100%

Renaissance School of Medicine at Stony
Brook University

Masters of Science (MS) Degree
in Physiology and Biophysics

100%

SUNY Upstate Medical University

Masters of Science (MS) Degree
in Medical Technology

100%

Black/ African American
Post-Baccalaureate
Student Demographics

Hispanic/ Latino

Male

Female

Male

Female

18%

33%

27%

21%

Other Diversity in Medicine Pipeline Programs
School

Program

Outcomes (percent of participating students)

CUNY School of Medicine

Learning Resource
Center

Ø 98% of students who participated in the
Pre-Matriculation Program would
recommend the program to incoming
classes
Ø 96% rated peer tutoring effective
Ø 97% rated academic workshops effective

City College of New York

Pathways to Careers in
Medicine and Research

Ø 100% presented their research at a
scientific conference

AMSNY’s Diversity in Medicine programs are supported through the New York State Department of Health.

DIVERSITY IN MEDICINE
AMSNY supports programs across the educational continuum to expand the pool of
students choosing careers in medicine and other health professions. The programs are
supported through a grant from the State Department of Health, with additional financial
assistance from the medical schools. In 2019, AMSNY's Diversity in Medicine Programs
were recognized by the Insight into Diversity Inspiring Programs in STEM Award.

POST-BACCALAUREATE & MASTER’S DEGREE PROGRAMS
The programs provide coursework, financial assistance,

POST-BACCALAUREATE PROGRAM

mentoring and comprehensive support services to students
recommended by participating medical schools. Students are

Jacobs School of Medicine & Biomedical Sciences,
University at Buffalo, SUNY

referred through wholistic admissions processes and offered

482 students have participated since the program’s creation in 1991

conditional acceptance to medical school.

(DATA FROM 1991-2017)

94%

of students who completed the

“If I didn’t have this opportunity, I probably
wouldn’t be a doctor today. About 90% of my
patients are Hispanic. For them to come and see
me is a big relief. I speak their language. I know
their culture.”

Master’s Degree programs have

DR. JAIME NIETO

entered medical school

Chief of Neurologic Surgery, New York-Presbyterian/Queens,
alumnus, University at Buffalo Post-Baccalaureate

(DATA FROM 2008-2017)

MASTER’S DEGREE PROGRAMS
MS in Interdisciplinary Medical Sciences

New York Medical College

93%

of students who
entered the PostBaccalaureate
Program entered
medical school

MS in Physiology and Biophysics

Stony Brook University School of Medicine
MS in Medical Technology

SUNY Upstate Medical University

“The preparation and training provided by
AMSNY’s Medical Scholars Master’s Program
enabled me to feel confident and handle the
rigorous demands of medical school.”
DR. SAMANTHA JONES
Assistant Professor of Emergency Medicine, SUNY Upstate Medical
University, alumna, SUNY Upstate Medical Scholars Program

85%
48%
62%

of students who matriculated into
medical school graduated
of MD graduates went into primary
care residencies
stayed in New York for residencies
(DATA FROM 1991-2017)

Associated Medical Schools of New York
1270 Avenue of the Americas, Suite 606 New
York, NY 10020 | 212-218-4610
amsny.org

DIVERSITY IN MEDICINE
DIVERSITY IN MEDICINE SCHOLARSHIP PROGRAM
Started in 2017-2018, this scholarship program aims to
address the gap in physician diversity. The full tuition
scholarship helps medical students from backgrounds
underrepresented in medicine by eliminating the financial
barrier to medical school enrollment.

In addition to the post-baccalaureate
programs, AMSNY’s diversity in
medicine initiative targets students in
high school and college.

a 10 initial scholarship recipients, 40 students when fully funded
a Students from medical schools throughout New York State
a Scholarship pegged to SUNY tuition

LEARNING RESOURCE CENTER

a Up to 4 year service committment in an underserved area of NYS

CUNY School of Medicine
The Learning Resource Center provides academic resources,
skills, mentorship and support that assist CUNY medical students

PATHWAYS TO CAREERS IN MEDICINE AND RESEARCH

in pursuing their joint BS/MD degrees.

City College of New York

# of medical students that utilized:

Students are mentored by National Institutes of Health (NIH)

SUMMER PROGRAM

researchers, who help them develop and conduct independent

57

ACADEMIC COUNSELING

research projects. At the conclusion of the program, research

215
461

PEER TUTORING

projects are presented locally and nationally.
(DATA FROM 2008-2017; TRACKING DATA FROM 59 STUDENTS)

404

ACADEMIC WORKSHOPS

MEDICAL SCHOOL

PHYSICIAN CAREER PREP PROGRAM

Staten Island University Hospital Northwell Health
RESEARCH

The program provides academic support, workshops, clinical
shadowing and research opportunities to encourage high school

OPTOMETRY

students to pursue careers in medicine and health.

TEACHING
MASTER’S
DEGREE

118 students

137
students

PHYSICIANS ASST

PHD

MED SCHOOL

7

“At different times in my life, when I’d felt unsure
of my potential, AMSNY’s programs provided
enrichment opportunities for me to learn and grow
professionally.”

RESIDENCY TRAINING

7

DR. MAURICE SELBY

13

PLANNED PRE-MED
PRE-MED UNDERGRADUATE

PRACTICING PHYSICIANS
(DATA UP THROUGH 2017)

5

16

Emergency Medicine Resident, SUNY Downstate Medical Center,
alumnus, Physician Career Prep Program at Staten Island University
Hospital Northwell Health and Pathways to Careers in Medicine
Program at CCNY

The Associated Medical Schools of New York (AMSNY) is a consortium of the 17 public
and private medical schools across the state. Its mission is to promote high quality and
cost-efficient health care by assuring that the medical schools of New York State can
provide outstanding medical education care and research.

MEDICAL EDUCATION IN NEW YORK STATE
In the 2017-2018 academic
year, New York State
medical schools enrolled

17
PUBLIC AND PRIVATE MEDICAL
SCHOOLS IN NEW YORK STATE

10,684

students

Spending by medical schools and
teaching hospitals contributes $54.01B,
or $2,745.33 per state resident, and
544,979 jobs to New York State's
economy
In 2018, the National Institutes of
Health awarded $2.6 billion to research
institutions in New York State,

61% of which funded

groundbreaking science at our
academic medical centers

15.4% of students are
underrepresented in
medicine
Medical schools and
teaching hospitals added

23,765 total
research jobs
in New York State

There was an
11% increase
in enrollment at
New York State
medical schools
from 2008 to
2017

Sources: Center for Health Workforce Studies, School of Public Health, University of Albany, State University of New York, The Health
Care Workforce in New York (2018); Association of American Medical Colleges, Applicants and Matriculants Data by School, State of
Legal Residence, and Sex, 2017-2018; American Association of Colleges of Osteopathic Medicine, AACOMAS Applicant Pool Profile
(2017) American Association of Medical Colleges, Economic Impact of AAMC Medical Schools and Teaching Hospitals (2015-2016)
National Institutes of Health (2017)

Associated Medical Schools of New York
1270 Avenue of the Americas, Suite 606
New York, NY 10020 | 212-218-4610

ABOUT US
Albany Medical College
Albert Einstein College of Medicine CUNY
School of Medicine
Columbia University Vagelos College of
Physicians and Surgeons
Icahn School of Medicine at Mount Sinai
Jacobs School of Medicine and Biomedical
Sciences, University at Buffalo, SUNY
New York Institute of Technology College of
Osteopathic Medicine
New York Medical College
New York University Long Island School of
Medicine
New York University School of Medicine
SUNY Downstate Medical Center SUNY
Upstate Medical University
Renaissance School of Medicine at Stony
Brook University
Touro College of Osteopathic Medicine
University of Rochester School of Medicine
and Dentistry

The Associated Medical
Schools of New York
(AMSNY) is the consortium
of the 17 public and
private medical schools
throughout New York
State. AMSNY’s mission is
to be the voice of medical
education in New York
State, advancing
biomedical research,
diversity in medical school
and the physician
workforce, and high
quality, cost-efficient
patient care.

Weill Cornell Medicine
Zucker School of Medicine at Hofstra/
Northwell

Associated Medical Schools of New York
1270 Avenue of the Americas, Suite 606
New York, NY 10020 | 212-218-4610

