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The Louisiana State University School of 
Medicine, New Orleans is accredited by the 
Accreditation Council for Continuing Medical 
Education to provide continuing medical 
education for physicians. 

The Louisiana State University School of 
Medicine, New Orleans (LSUSOMNO) 
designates this live activity for a maximum of 
1 AMA PRA Category 1 CreditsTM.  Physicians 
should claim only the credit commensurate 
with the extent of their participation in the 
activity.



Disclosure
LSUSOMNO ensures balance, independence, objectivity, and scientific rigor in 
all of its educational activities. Faculty, planners or anyone in a position to 
control content are required to disclose to participants any financial 
relationships they may have had with ineligible entities within the last 12 
months, including in-kind donations.  An ineligible entity is any entity 
producing, marketing, re-selling, or distributing health care goods or services 
consumed by or used on patients. Disclosure of financial relationships must 
be made during the planning stages of the activity, and all relationships thus 
disclosed are communicated to the audience prior to the activity.

The following faculty and planning committee members have 
indicated they DO NOT have a relationship with an ineligible 
entity:
William McDade,MD, Laura J. Bell, Kelly Rauser, Carol Mason, 
MD, Doug Grigsby, Charles Hilton, MD, Robert Maupin, MD
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Dean Daniels

• Dean LSU School of Medicine 1986-95

• University of Cincinnati College of 
Medicine graduate

• Board certified psychiatrist

• Chairman of the Department of 
Psychiatry, Dean of the College 
of Medicine and Senior Vice President 
for the Medical Center at the University 
of Cincinnati

• Associate Dean for Social and 
Community Medicine, University 
of Chicago

Recent past lecturers

• Dan Hunt, MD, MBA

• Stuart Slavin, MD
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• 584 pages detailing the extent of racial and ethnic differences in 
health outcomes that are not otherwise attributable to known 
factors such as access to health care

• Disparities consistently found across a wide range of 
disease areas and clinical services

• Disparities are found even when clinical factors, such as stage of 
disease presentation, co-morbidities, age, and severity of disease 
were adjusted

• Disparities are found across a range of clinical settings, including 
public and private hospitals, teaching and non-teaching hospitals, 
etc.

• Disparities in care are associated with higher mortality among 
minorities (e.g., Bach et al., 1999; Peterson et al., 1997; Bennett 
et al., 1995)

Evidence of racial and ethnic disparities in 
healthcare

Nat Academy Press 2002 
http://www.nap.edu/catalog/10260.html 
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• Society must view health care disparities as a 
deficiency in healthcare quality

• Health equity is a means to achieve elimination of 
health care disparities

• Increasing workforce diversity is a means to achieve 
health equity

• Inclusion is a tool to ensure that diversity is successful

ACGME foundational principles in DEI
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• We live in racially segregated communities 

• Disease burden and health and healthcare inequities are strongly 
concentrated in residential areas of historically marginalized individuals

• People tend to seek medical care within their community

• Historically marginalized practitioners tend to practice in underserved 
communities and serve their historically marginalized residents

• There are high odds that a Black, Latinx or Asian physician will 
disproportionately see a patient of their same race or ethnicity

• The percentage of historically marginalized physicians trained in the US 
has not changed in 15 years

Why does diversity matter?
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• Eliminating health care disparities is consistent with the mission of the ACGME to 
improve health care and population health by assessing and enhancing the quality of 
resident physicians' education through advancements in accreditation and education.

• ACGME envisions a health care system where the quadruple aim has been realized, 
aspiring to advance a transformed system of GME with global reach that is immersed in 
evidence-based, data-driven, clinical learning and care environments defined by 
excellence in clinical care, safety, cost effectiveness, professionalism, and diversity and 
inclusion.

• Educating physicians who are more likely to serve underserved patients and locate in 
minority communities increases health care access and improves trust, communication 
and outcomes for those most at risk for health disparities

Workforce diversity matters to the elimination 
of health disparities

https://acgme.org/About-Us/Overview/Mission-Vision-and-Values Adopted by ACGME Board of Directors 
September 2020



Can you predict who is more likely to serve 
underserved and marginalized communities?

AAMC: Data Warehouse, MSQ_R, GQ_R, and IND_IDENT_R tables as of 
December 30, 2020. MSQ_R last updated 1/9/2020. GQ_R last updated 
8/26/2020. IND_IDENT_R last updated 12/3/2020.

AAMC Matriculating Student Questionnaire AAMC Graduating Student Questionnaire
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Workforce diversity matters 
to the elimination of health 
disparities

Stems from the Flexner 
report in 1910 which stated 
that the reason to leave 
the two Black medical 
schools in place, after 
suggesting closure of the 
other five at the time, was 
to ensure a supply of 
negro physicians to serve 
the black population to 
prevent spread of disease 
to the overall population.



©2022 ACGMEMarrast LM, et al. JAMA Intern Med. 2014;174(2):289-
291



©2022 ACGME

Primary care physicians who 
treat Blacks and Whites
Cross-sectional analysis of a nationally representative 
sample of 150,391 visits by black and white Medicare 
beneficiaries to 87,893 physicians

Most visits by black patients were with a small group of 
physicians (80% of visits were accounted for by 22% of 
physicians) whereas these same physicians (19,492) only 
saw 22% of white patients; 68,311 physicians saw 78% of 
white patients, but only 20% of black patients.

Physicians treating black patients report greater difficulties 
in obtaining access for their patients to subspecialists, 
diagnostic imaging, and nonemergency hospital admission.

A black physician was 39.9 times more likely to see a 
black patient than was a white physician.

Bach, PB et al. N Engl J Med 2004;351:575-84.
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• Addresses the unfortunate reality of how we trust in American society

• Intention to adhere to medical advice is heightened

• Patient satisfaction is better among historically marginalized individuals 
who receive racially concordant care

• Improved clinical outcomes in some categories has been shown

• Improves access to care for individuals who would rather forego care 
than to receive it in an environment that dehumanizes them, 
discriminates against them, and fails to communicate effectively with 
them

Benefits of racially concordant care
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Increasing racial/ethnic diversity in the 
physician workforce supports concordance

• Isn’t forcing people to work 
where they don’t want to 
work

• Isn’t limiting patient access to 
the best physicians

• Isn’t forcing patients to only 
see doctors of their own 
race/ethnicity

• Proximity is an important 
factor, but not the only 
factor

• Physicians’ willingness to 
work in disadvantaged 
communities and to accept 
Medicare/Medicaid

• Patient choice plays a role



©2022 ACGME

Why do individuals seek out physicians 
of their same race/ethnicity/religion?

• Comfort/familiarity

• Language 
concordance/improved 
communication

• Safety- psychological, physical

• Trust, respect

• Shared worldview

• Proximal location

Why do physicians disproportionately care 
for patients of their same 
race/ethnicity/religion?

• Race-conscious professionalism1

• Sense of doing a societal good; 
Recognition of unique role; job 
satisfaction

• Identifies with the population served
• Sense of belongingness

• Exclusion from markets
• Discrimination/Racism
• Elitism

Care provided by a physician who shares the 
racial identity of the patient

1Powers, BW et al. Academic Medicine 2016. 91(7):913-5
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Describes the process black professionals 
confront when attempting to navigate the 
competing demands of professionalism, racial 
obligations, and personal integrity

Hispanic and black physicians tend to not 
leave minority communities once they settle in 
such areas, and when they move, they tend to 
move to areas similar to those that they are 
from.

Race-conscious 
professionalism

Powers, BW et al. Academic Medicine 2016. 91(7):913-5Brown T et al. Does the under- or overrepresentation of minority physicians 
across geographical areas affect the location decisions of minority physicians? 
Health Serv Res 2009 44(4):1290-308

Wilkins D. Identities and roles: Race, recognition, and professional 
responsibility. MD Law Rev. 1998. 57:1502–1595.

Brian W. Powers, Nancy E. Oriol, Sachin H. Jain Journal of 
Health Care for the Poor and Underserved, Volume 26, 
Number 1, February 2015, pp. 73-81 
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Does diversity matter for 
health?
Black subjects were likely to talk with a black 
doctor about more of their health problems
Black doctors were more likely to write additional 
notes about the subjects
CV disease impact was significant, leading to a 
projected 19% reduction in the black-white male 
gap in cardiovascular morbidity and 9% in CV 
mortality  
Diabetes, cholesterol screening and invasive 
testing were up 20%; return visits were up 20%
Flu shots were significantly more likely in 
concordant pairings

M Alsan, O Garrick, and GC Graziani, NBER Working Paper 
No. 24787, June 2018, Revised September 2018
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1.8 million hospital births in Florida 
between 1992 and 2015; Black 
newborn deaths are 3x greater than 
that of whites
Patient–physician concordance 
benefitted Black newborns with 
Black physicians by 53- 56% 
compared to discordant care
No significant improvement in 
maternal mortality based on racial 
concordance

Race matters in 
perinatal mortality

PNAS September 1, 2020 117 (35) 20975-20976



Hazard of depending on racially concordant care 
to eliminate health disparities

Lack of access to healthy foods and food practices

Inundation with ultra-processed foods

Community and interpersonal violence

Lack of access to greenspace for play and exercise

Toxic environmental conditions

Housing insecurity, Inadequate transportation and education

Poverty/wealth gap

Allostatic load and exposure to Adverse Childhood Events

Inadequate transportation

Neighborhood disinvestment

Over-policing

Residential segregation

Structural racism2

1Dawes, D.E., 2020. The political determinants of 
health. Johns Hopkins University Press.

2Pronk, N.P., Kleinman, D.V. and Richmond, T.S., 2021. Healthy 
People 2030: Moving toward equitable health and well-being in 
the United States. EClinicalMedicine, 33.

• Racial and ethnic health inequities occur 
because of other factors, more social 
than medical.  

• The social determinants of health 
contribute to excess morbidity and 
mortality that does not have a solely 
medical solution:

• The political determinants of health 
recognize how inequitable policies, 
politics, regulations, and laws have 
impaired access to care and contribute 
to health inequities1



We have not graduated 
enough Black, Latinx and 
Indigenous physicians over the 
past 40 years to satisfy the 
demand for concordant care
All physicians must embrace 
cultural humility1 to improve 
the care they give to patients 
from historically marginalized 
groups 

Hazard of depending on racially concordant care 
to eliminate health disparities

ACGME Data Resource Book Academic Years 2004-2019

1Tervalon M, Murray-Garcia J. Cultural humility 
versus cultural competence: a critical distinction in 
defining physician training outcomes in 
multicultural education. J Health Care Poor 
Underserved. 1998;9:117–25.



Section I.C. enjoins programs in partnership 
with their SIs to engage in practices to 
increase workforce diversity and provide for 
inclusivity

Section VI.B.6 enjoins programs to provide a 
civil, equitable, professional learning 
environment  

Section II.A.4.a).(10) protects complainants  
from retaliation and intimidation

Section V. begins to shift emphasis to ultimate 
success on specialty board certification 
examination from the sole use of first-time 
performance to assess program quality

HQ Pathway 5: Resident, fellow, and faculty 
member education on eliminating health 
care disparities

HQ Pathway 6: Resident, fellow, and faculty 
member engagement in clinical site 
initiatives to eliminate health care disparities

ACGME actions
Common Program Requirements

Clinical Learning Environment Review

McDade WA. Increasing Graduate Medical Education Diversity and 
Inclusion. J Grad Med Educ. 2019;11(6):736-738. doi:10.4300/JGME-D-19-
00760.1
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ACGME seeks to improve the quality of resident education, and a measure of this 
has been the first-time specialty certification exam pass rate
Each specialty residency review committee had been able to set its own floor as 
to what constituted a successful first-time pass rate
ACGME has now made the first-time pass rate the same for all specialties
ACGME is now concerned with collection of longitudinal board certification data 
to examine ultimate pass rate compared to first-time pass rate with respect to 
quality of performance in practice
Historically marginalized students have lower median scores on standardized 
examinations for MCAT and USMLE Steps 1 and 2 than whites

Common Program Requirements Section V: 
First-time pass rate
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Testing outcomes are to 
be anticipated

Wealth gap
Differential preparation
Exclusion from learning 
communities
Imposter syndrome
Stereotype threat

Nakae, S. and Subica, A.M., 2021. Academic redlining in medicine. Journal of 
the National Medical Association, 113(5), pp.587-594.
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Intended to reduce overreliance on USMLE Step 1 performance
Reduces the unintended consequences of the emphasis now placed 
on Step 1
Allows medical schools to stress their distinctive strengths as opposed 
to having a national curriculum
May improve ability to diversify specialties that have overemphasized 
the importance of USMLE Step 1 performance and that currently have 
little diversity

Modified program requirements regarding 
first-time board pass rates

McDade, W., Vela, M.B. and Sánchez, J.P., 2020. Anticipating the impact of the USMLE Step 1 pass/fail scoring decision 
on underrepresented-in-medicine students. Academic Medicine, 95(9), pp.1318-1321
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Logistic regression showed white 
examinees compared with nonwhite 
examinees (black individuals, Asian 
individuals, and individuals of other races) 
(OR, 1.8; 95%CI, 1.03-3.0) were more 
likely to pass the qualifying examination on 
the first try
White, non-Hispanic examinees compared 
with Hispanic examinees (OR, 2.4; 95%CI, 
1.2-4.7) were more likely to pass the 
certifying examination on the first try

Disparate impact 
analysis

Yeo, H.L., Dolan, P.T., Mao, J. and Sosa, J.A., 2020. Association of 
demographic and program factors with American Board of Surgery 
qualifying and certifying examinations pass rates. JAMA surgery, 155(1), 
pp.22-30.
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The validity argument about using USMLE 
Step 1 and 2 scores for postgraduate 
residency selection decisions is neither 
structured, coherent, nor evidence based.

The exam was not designed for this 
purpose and represents a misuse of a tool 
to assess minimum competency for 
practice

Scores are not associated with measures of 
clinical skill acquisition among advanced 
medical students, residents, and 
subspecialty fellows

Does USMLE performance 
predict physician quality?

WC McGaghi,  ER Cohen, and DB. Wayne (2011) Acad Med. 86:48–52
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Since holistic admission relies less on 
standardized test performance history, 
expectations that standardized testing ability 
will improve without intervention to address 
the skills deficit is harmful:

• Provide individualized education 
supplementation

• Remove or reduce significance of 
standardized testing requirements from 
assessment and promotion in training

Academic considerations 
in holistic admission

Charles G. Prober, MD, Joseph C. Kolars, MD, Lewis R. First, MD, and Donald E. Melnick, MD (2015) Academic Medicine 90(10): 1-3
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94-99% of physicians ultimately pass their board certifying 
examinations 

Considerable evidence correlates MCAT with USMLE Step 1 score, 
and USMLE Step 1 score with first-time specialty examination 
performance

First-time passage has not been shown to correlate with stronger 
clinical performance.

No correlation between high quality practice outcomes for 
physicians trained in programs that selected trainees with higher 
standardized medical licensure scores. Using standardized test 
scores to determine who is the “best” clinician was not supported in 
this study.

Complication rates for graduates in practice best correlated with the 
complication rate of the residency program in which they trained.  
The effect persisted for 17 years post-residency.

Judging medical training programs by subsequent patient outcomes 
places the evaluation of medical training much closer to its purpose 
than do evaluations based on admission selectivity, board scores, 
or rankings by news magazines or leaders in the field.

Do we overemphasize standardized 
examination performance?

Asch DA,et al. JAMA. 2009;302(12):1277–1283. 
doi:10.1001/jama.2009.1356
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Holistic admission is an equity practice 
that transcends recruitment
• Reverse engineering approach to find 

those characteristics that are common 
to individuals who became exemplar 
physicians that were recognizable prior 
to beginning their medical careers 

• Evidence that holistic admission is not 
inferior to current selection methods 
with respect to harm to patient care 
would be comforting

• Risk of conflating present circumstances 
with covid disruption with forrays into 
holistic admission

• Providing what is necessary for each 
learner to be successful in their 
program defines equity and forms the 
basis of the ACGME-required 
individualized learning plan

• Some learners may need skills 
development in standardized testing, 
others in cultural humility, others in 
manual dexterity, others in executive 
functioning – as educators we have 
the responsibility to determine what is 
necessary and to supply it
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CBME is organized around 
competencies, or predefined abilities, 
as outcomes of the curriculum.
The CBME paradigm employs 
redefined concepts of competence 
and its development.
CBME has the potential to transform 
contemporary medical education.

CBME: Promise

Frank, J.R., Snell, L.S., Cate, O.T., Holmboe, E.S., Carraccio, C., Swing, S.R., Harris, 
P., Glasgow, N.J., Campbell, C., Dath, D. and Harden, R.M., 2010. Competency-based 
medical education: theory to practice. Medical teacher, 32(8), pp.638-645.
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How do we know when a physician is ready to care for patients?
What degree of uncertainty do we tolerate as acceptable for the unsupervised 
care of patients?
What surrogates can we use to assure us that without directly seeing a physician 
entering the field in the care of patients that the patients seen will receive 
appropriate care?
When we use surrogates, when we observe, when we evaluate, do we see things 
objectively or could there be bias built into our observations?

Competency-based education
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Dreyfus, S.E., 2004. The five-stage model of adult skill acquisition. Bulletin 
of science, technology & society, 24(3), pp.177-181.

Figure from https://mimicsimulation.com/7379-2/
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CBME: Overarching 
Challenges
Inadequate faculty development in 
teaching in a competence framework
Inertia to change from the current 
model
CBME will require that individuals, 
institutions, and regulatory bodies 
hold one another accountable for 
achieving the defined outcomes
What role does bias play?

Caverzagie, K.J., Nousiainen, M.T., Ferguson, P.C., Ten Cate, O., Ross, S., Harris, K.A., Busari, J., 
Bould, M.D., Bouchard, J., Iobst, W.F. and Carraccio, C., 2017. Overarching challenges to the 
implementation of competency-based medical education. Medical teacher, 39(6), pp.588-593.
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Black, woman PGY2 (CA1) resident 
physician starting at an elite urban 
university-based anesthesia program
She has a deliberate, slower pace of 
speaking with a decidedly southern 
drawn
Very thorough in her presentations in a 
field that values rapid decision-making
Because attendings staff multiple 
rooms, conversations on performance 
of trainees is often discussed, “Can I 
leave this resident alone or does she 
require 1:1 supervision beyond the 
tutorial first month?”

Case of Dr. Jones
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Writing errors invoke strong 
emotional reactions from teachers 
Results indicate linguistic 
discrimination against African 
American “errors” and a leniency for 
ESL errors in writing assessment.

Linguistic 
discrimination in 
writing assessment

Johnson, D. and VanBrackle, L., 2012. Linguistic discrimination in writing assessment: How raters react to African 
American “errors,” ESL errors, and standard English errors on a state-mandated writing exam. Assessing Writing, 17(1), 
pp.35-54.
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Faculty raters divided into three groups: 
positive, negative or no LH prior to watching 6 
simulated learner-patient encounter videos and 
used mini-CEX tool to rate performance
Learner handoff, a form of indirect prior 
performance information, led to an assimilation 
effect on both mean and overall clinical 
competence in mini-CEX ratings
LH influenced mini-CEX ratings despite raters’ 
awareness of the potential for bias

Ottawa learner handoff 
experiment

Shaw, T., Wood, T.J., Touchie, C., Pugh, D. and Humphrey-Murto, S.M., 2021. How biased are you? The effect of prior 
performance information on attending physician ratings and implications for learner handover. Advances in Health Sciences 
Education, 26(1), pp.199-214.
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Education occurs in the context of broader 
societal conditions
We live in rather insular communities that have 
grown increasingly polarized and non-
interactive so we rely on group think, 
stereotyping, and media projections to know 
one another 
Racialized ideologies of white supremacy 
undergird systems, institutions and are held by 
some individuals without being explicitly stated

Can assessment be 
fair to all?

Saad, Layla F. Me and white supremacy: Combat racism, change the 
world, and become a good ancestor. Sourcebooks, Inc., 2020.
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• Woven into society’s fabric

• Demonstrates how past 
mistreatment drives current 
inequities

• Focused much more on 
outcomes than on bad actors

• Measured by outcomes like 
disparities

• May appear as subtle, unconscious, 
unintended structures or normative 
values that are based upon privileges 
afforded primarily to the dominant 
culture – White privilege: Unasked for 
and unearned

• Remedy requires a change in social 
structures

Structural Racism – Racism without 
Racists

Bonilla-Silva, E., 2006. Racism without racists: 
Color-blind racism and the persistence of racial 
inequality in the United States. Rowman & 
Littlefield Publishers.

Jones, C.P., 2002. Confronting institutionalized 
racism. Phylon (1960-), pp.7-22.
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• Institutionalized/Structural

• Personally-mediated

• Internalized

Naming racism in order to 
dismantle it

https://www.youtube.com/watch?v=GNhcY6fTyBM

The Gardner’s Tale

Examine structures, policies, practices, 
norms, and values to answer the 
questions:
• How are these inequities being 

maintained?
• How could race be operating here?
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After controlling for USMLE Step 1 scores, 
research productivity, community service, 
leadership activity, and Gold Humanism 
membership, the study found that black 
(adjusted odds ratio [aOR], 0.16; 95%CI, 
0.07-0.37) and Asian (aOR, 0.52; 95%CI, 
0.42-0.65) medical students remained less 
likely to be AΩA members than white 
medical students.

What value do you 
place on AOA?

Boatright, D., Ross, D., O’Connor, P., Moore, E. and Nunez-Smith, M., 2017. 
Racial disparities in medical student membership in the Alpha Omega Alpha 
Honor Society. JAMA internal medicine, 177(5), pp.659-665.
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• Studied groups who were taught 
about the nature of implicit bias

• The participants could be taught 
how to recognize the various 
types of bias described in this 
presentation

• They could not recognize the 
same biases when they had 
engaged in them themselves

• The problem with implicit bias is 
in the name

Bias blindspot

• Implicit means that it is functioning 
a level below cognition, and 
therefore recognizing that you are 
engaged in it requies you to access 
behavior that is inaccessible 

• Therefore, you must assume bias is 
present and instead look at 
mechanistic changes to limit its 
effect as opposed to attempting to 
solve the problem of introspection 
inaccessibility

Pronin, E., & Kugler, M.B. (2007). Valuing thoughts, ignoring behavior: The introspection 
illusion as a source of the bias blind spot. J Experimental Soc. Psychology, 43, 565-578.
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We must increase 
diversity 
Common Program Requirement I.C. 
The Program, in partnership with its 
Sponsoring Institution, must engage in 
practices that focus on mission-driven, 
ongoing, systematic recruitment and 
retention of a diverse workforce of 
residents, fellows (if present), faculty
members, senior administrative staff 
members, and other relevant members 
of its academic community. (Core)

Who is the target of diversity?  

Goal is to improve health care and population 
health, target should reflect that end

Long-term strategy is to increase the overall 
numbers of UIM in medicine, emphasizing use of 
resources in a cooperative approach, as opposed 
to competition for today’s few UIM candidates

Opportunity for partnership with community STEM 
programs and UME

AMCs have resources and can provide mentors, 
shadowing opportunities, and research experiences

AMCs have also constructed barriers and can 
remove them to enhance access
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Program data active core orthopedics 
residents 2021-2022

ACGME unpublished data  2020-2021

There are 160 Black residents across all 5 years of 
orthopedic core programs.  19 programs (9.4%) 
account for 50% of all Black residents.  40.8% (82) 
of programs account for all Black residents.  59.2% 
programs (119) do not have a single Black resident 
in all 5 years

There are 124 LHS+ residents across all 5 years of 
orthopedic core programs.  22 programs (10.9%) 
account for 50% of all LHS+ residents.  39.3% (79) 
of programs account for all LHS+ residents.  60.7% 
programs (122) do not have a single LHS+ resident 
in all 5 years
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Program data active core pediatrics 
residents 2021-2022

ACGME unpublished data  2020-2021

There are 414 Black residents across all 3 
years of pediatric core programs.  34 
programs (16.3%) account for 50% of all 
Black residents.  72.2% (151) of programs 
account for all Black residents.  58 
programs (27.8%) do not have a single 
Black resident in all 3 years

There are 446 LHS+ residents across all 3 
years of pediatric core programs.  28 
programs (13.4%) account for 50% of all 
LHS+ residents.  71.3% (149) of programs 
account for all LHS+ residents.  60 
programs (28.7%) do not have a single 
LHS+ resident in all 3 years
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We must increase 
diversity 

Assess processes to look for norms that 
are not aligned with the desired outcome 
and may lack an evidence base

Consider reducing the importance of such 
elements in your resident selection 
process in favor of holistic approaches 
that align with your mission

Reexamine your mission to see whether it 
address the greatest needs in healthcare

Assess processes to look for ways in which 
systemic or institutional racism is operating 

Undermine mechanisms through which implicit 
bias may unfavorably alter operations and/or 
decision-making

Use strategies employed by the GME 
community and that are evidenced-based to 
drive change in every program and institution

Equity Matter Resources

Fundamentals of DEI in GME (Available now)

Resource Collection (Available Q1 2023)
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https://dl.acgme.org/pages/equity-matters

• 20+ learning modules as part of a structured, self-
paced educational experience.

• 18 AMA PRA Category 1 Credits TM currently available.
Registration to Learn at ACGME requires, no cost

• To access, register through the link below. Please 
allow up to 24 hours for confirmation.

https://dl.acgme.org/pages/equity-matters
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• Matriculation of residents from 
underrepresented groups 
requires social adaptation of 
the learning environment

• Mitigate cultural underexposure or 
indifference

• - Cease stereotypical projections

• - Reduce of environmental elements 
that trigger imposter syndrome

• - Effectively address uncivil behavior

• Diversity education, implicit bias 
training and mandatory 
demonstration of competence often 
engender resistance and 
resentment in the environment. 
Work is needed in medical 
education to determine:

• Most effective training (who and how best) 
and settings (where and why)

• - Persistence of training (when)

What happens when you increase 
diversity in an environment 
unaccustomed to it?



©2022 ACGME

• 7409 residents (99.3% of the eligible residents) 
from all 262 surgical residency programs surveyed 

• 31.9% reported discrimination based on gender, 
16.6% reported racial discrimination, 30.3% 
reported verbal or physical abuse (or both), and 
10.3% reported sexual harassment.

• 65.1% of the women reported gender 
discrimination and 19.9% reported sexual 
harassment. 

• Patients and families were most frequent sources 
of gender discrimination (43.6% of residents) and 
racial discrimination (47.4%), whereas attending 
surgeons were the most frequent sources of 
sexual harassment (27.2%) and abuse (51.9%).

How common are abuse 
and discrimination?

Hu and Ellis et al. NEJM (2019) DOI: 10.1056/NEJMsa1903759



©2022 ACGME

• 6956 residents in 301 programs sampled, 1346 
(23.7%) reported discrimination (race/ethnicity/religion)

• Discrimination rates were higher in blacks (171 of 242 
[70.7%]), Asians (442 of 963 [45.9%]), Latinx (122 of 
482 [25.3%]), and other nonwhites (175 of 526 [33.3%]) 
compared with whites (435 of 3455 [12.6%]).

• For Blacks:
• Different standards of evaluation (92 of 240 [38.3%])
• Denied opportunities (39 of 242 [16.1%])
• Slurs and hurtful comments (60 of 242 [24.8%])
• Mistaken nonphysician 62.4%, someone else 55.8%

National Evaluation of Racial/Ethnic 
Discrimination in US Surgical 
Residency Programs

TK Yuce et al.  April 15, 2020. doi:10.1001/jamasurg.2020.0260
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• Medical students from racial and ethnic 
minorities experience more racially-
attributable microaggressions than their 
peers

• Studies suggest that the higher 
prevalence of depression symptoms and 
burnout among this subgroup of students 
subjected to microaggressions is likely 
driven by factors within the learning 
environment rather than individual traits

• Medical schools need to do more to improve 
the learning environment for nonwhite 
students.

Race and the Learning 
Environment

Dyrbye, LN et al. Acad Med. 2019 Feb;94(2):217-226  
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• Ability to focus wanes
• Engagement with work 

suffers
• Feelings of apathy and 

hopelessness
• Increased irritability, 

emotional exhaustion
• Lack of productivity and poor 

performance

Burnout impairs job 
performance

Dyrbye, LN et al. JAMA (2010) 304(11):1173
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Pipeline Dismissed by Ethnicity (%)
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2015-2016 pipeline dismissed by specialty

5.1% of all surgery 
residents are Black

5.9% of all pediatrics 
residents are Black

3.1% of all ortho residents 
are Black
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We must foster 
inclusivity 
Common Program Requirement 
VI.B.6. Programs, in partnership 
with their Sponsoring Institutions, 
must provide a professional, 
equitable, respectful, and civil 
environment that is free from 
discrimination, sexual and other 
forms of harassment, mistreatment, 
abuse, or coercion of students, 
residents, faculty, and staff. (Core)

Recognize that the opposite of inclusion isn’t 
exclusion, it is incomplete

Inclusivity is more than a seat at the table, it is 
giving voice to everyone at the table and 
valuing each for what they contribute because 
of who they are

Instilling a sense of belongingness to all in the 
learning environment

Eliminating threats to wellbeing and success

Providing resources according to need in an 
equitable fashion



ACGME Office of Diversity, Equity, and Inclusion
Contact Us at diversity@acgme.org

Bill McDade, MD, PhD
wmcdade@acgme.org
312.755.7472

Denzel Avant, MS, MA
davant@acgme.org
312.755.7406

Morgan Passiment, MSJ
mpassiment@acgme.org
312.755.5012

Patrick Guthrie
pguthrie@acgme.org
312.755.7468

Montrelle Clayton
mclayton@acgme.org
312.755.7422

Thank you 

Allison Simpson, MA
asimpson@acgme.org
312-755-5040
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