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ACGME Planning Committee for Diversity In
GME

First meeting 2.19.2018
Approved Charge
Discussed the complexity of the problem
Divided in to Subgroups
Data
Pipeline and Recruitment
Retention, Well-being, Faculty Development
ACGME as Convener and Partner
Obtained Initial Literature Review
Looked at early ACGME data on retention of diverse candidates
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Committee Charge

The planning committee will consider current practices in US graduate medical
education focused on enhancing the clinical learning environment as it pertains to
diversity inclusion.

Immediate focus of the committee will be to consider data regarding demographic
diversity in residency and fellowship training with respect to specialty; and, then
to determine where significant disparity presently exists so as to determine
mechanisms to achieve more equitable access to training in those domains.

Assess the current data regarding the clinical learning environment as it pertains
to experiences of diverse trainees so as to establish whether there are particular
risks to learning and well-being for these individuals due to the nature of their
treatment while in training
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Committee Charge

A final focus of the planning committee will be to assess how potential changes
with respect to diversity in graduate medical education can be used to address
health dispatrities in the US.
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Committee’s Deliberations

Initial work divided the committee into workgroups identifying four key areas:

- Data
- Physician Pipeline and Admissions

- Retention and Well-being
- ACGME as convener

Met over the course of the 2018 four times with the final meeting on 9.4.2018

—Reviewed comments from ACS regarding data on resident withdrawals/dismissals and
possible roles ACGME might play in addressing its findings

—Developed a series of that were unanimously passed by the Board on 9.28.2018
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ACGME Office of Diversity and Inclusion

EVP Chief Academic Officer for Ochsner L [olin]s

Health System ACGME Names First Chief Diversity and Inclusion
Officer

Professor University of Chicago (Associate ACGME News
D e an : D e p u ty P rOVOSt) Today the Accreditation Council for Graduate Medical Education (ACGME)

announced William A. McDade, MD, PhD as the organization’s first Chief Diversity
and Inclusion Officer. Dr. McDade will lead the ACGME's internal and external
diversity and inclusion activities. He will focus on national initiatives to diversify

Board member
ACGME - Former
AMA

and include underrepresented groups throughout the medical education
continuum with the goal of providing physicians with the knowledge and skills
required to serve the American public in humanistic environments where clinician
and patient well-being is promoted.

“Dr. McDade is a distinguished leader in the medical community, and we are
fortunate to have him on board as we continue to embrace opportunities to
enhance diversity and develop inclusive environments where everyone is prepared
to meet the needs of the patients we serve," said Thomas J. Nasca, MD, MACP,
ACGME president and chief executive officer.

Joint Commission

“In order to train the next generation of physicians to be prepared to care for the
American public, we must ensure that opportunities to train in all areas of medicine
are open to diverse populations,” said Dr. McDade. "Additionally, the clinical
learning environment must be safe and inclusive for all residents and fellows to

afford the best possible means to achieve this.”
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Review of the Common Program
Reqguirements

Concurrent with the work of the Planning Committee, the Board was driving a
review of its Common Program Requirements overall. This was mostly driven by
Section VI and modification of the clinical and educational work hours, but
Included other areas of importance

Three new program requirements in Sections I.C, V and VI.B.6 bear directly on
areas identified by the Planning Committee
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Changes to ACGME Common Program
Requirements effective July 1, 2019



New Program Requirement |.C.

Diversity is... Inclusion is...

|.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)
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What entities does It affect?

Programs

Sponsoring Institutions
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Who Is the target of diversity?

Focused primarily on racial and ethnic underrepresented minority individuals but
IS inclusive of diversity across a broad range of categories including gender,
orientation, religion, age, ability, national origin or ancestry, among others

The mission of the ACGME is to improve health care and population health by
assessing and advancing the quality of resident physicians' education through
accreditation.

Focus is to provide a workforce that is consistent with accomplishing this mission
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AAMC’s Underrepresented in Medicine
Definition (URIM)

On March 19, 2004, the AAMC Executive Committee adopted a clarification to its definition of "underrepresented in
medicine”

The AAMC definition of underrepresented in medicine is:

"Underrepresented in medicine means those racial and ethnic populations that are underrepresented in the
medical profession relative to their numbers in the general population.”

Adopted by the AAMC's Executive Council on June 26, 2003, the definition helps medical schools accomplish three
important objectives:

- a shift in focus from a fixed aggregation of four racial and ethnic groups to a continually evolving underlying
reality. The definition accommodates including and removing underrepresented groups on the basis of changing
demographics of society and the profession,

- a shift in focus from a national perspective to aregional or local perspective on underrepresentation
- a stimulation of data collection and reporting on the broad range of racial and ethnic self-descriptions.

Before June 26, 2003, the AAMC used the term "underrepresented minority (URM)," which consisted of Blacks, Mexican-
Americans, Native Americans (that is, American Indians, Alaska Natives, and Native Hawaiians), and mainland Puerto
Ricans. The AAMC remains committed to ensuring access to medical education and medicine-related careers for
individuals from these four historically underrepresented racial/ethnic groups.
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Student Body Racial and Ethnic Composition
and Diversity-Related Outcomes
in US Medical Schools

Somnath Saha, MD, MPH

Gretchen Guiton, PhD

Paul F. Wimmers, PhD

LuAnn Wilkerson, EdD

OST MEDICAL SCHOOLS IN

the United States explic-

itly seek to engender di-

versity within their stu-
dent bodies.! Academic leaders assert
that diversity within their classrooms
creates a robust learning environ-
ment, exposes students to a broad ar-
ray of ideas, experiences, and perspec-
tives, and thereby better prepares them
to meet the needs of a multicultural
American populace. * Among the many
student characteristics medical schools
consider in promoting diversity, race is
perhaps the most contentious. Race-
conscious policies and programs have
been used to achieve racial diversity,
and particularly to increase the num-
bers of black, Lating, and Native Ameri-
can individuals who are underrepre-
sented in the physician workforce® In
recent years, however, these policies
have come under increasine scrutinv as

Context Many medical schools assert that a racially and ethnically diverse student
body is an important elementin educating physicians to meet the needs of a diverse
society. However, there is limited evidence addressing the educational effects of stu-
dent body racial diversity.

Oblectlve To determine whether student body racial and ethnic diversity is associ-
ated with diversity-related outcomes among US medical students.

Deslgn, Setting, and Partlclpants 4 ‘Web-based survey (Graduation Question-
naire) administered by the Association of American Medical Colleges of 20112 gradu-
ating medical students (64 % of all graduating students in 2003 and 2004) from 112
allopathicmedical schoalsin the United States. Historically black and Puerto Rican medi-
cal schools were excluded.

Maln Outcome Measures Students' self-rated preparedness to care for patients
fram other racial and ethnic backgrounds, attitudes about equity and access to care,
and intentto practice in an underserved area.

Results White students within the highest quintile for student body racial and eth-
nic diversity, measured by the proportion of underrepresented minority (URM) stu-
dents, were more likely torate themselves as highly prepared to care for minority popu-
lations than thosein the lowest diversity quintile (61.1% vs 53 9%, respectively; P<C 001;
adjusted odds ratio [OR], 1.33; 95% confidence interval [C1], 1.13-1.57)1. This asso-
ciation was strongest in schools in which students perceived a positive dimate forin-
terracial interaction. White students in the highest URM quintile were also moare likely
to have strong attitudes endorsing equitable access to care (54.8% vs 44.2%, respec-
tively, P<2.001; adjusted OR, 1.42, 95% CI, 1.15-1.74). For nonwhite students, after
adjustment there were no significant associations between student body URM pro-
portions and diversity-related outcomes. Student body URM proportions were notas-
sociated with white or nonwhite students' plans to practice in underserved commu-
nities, although URM students were substantially more likely than white or nonwhite s
non-URM students to plan to serve the underserved (487 % vs 188% vs 16.2%,
respectively; £=.001).

JAMA. 2008;300(10):1135-1145
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Can Cultural Competency Reduce Racial and
Ethnic Health Disparities?

Interpreter services Can Cultural Competency Reduce Racial

And Ethnic Health Disparities?

Recruitment and retention A Review And Conceptual Model
Trai ning Cindy Brach

. . . . Irene Fraserirector
Coordinating with traditional healers Agency for Healthcare Research and Quality

Use of community health workers

This article develops a conceptual model of cultural competency’s potential fo reduce
racial and ethnic health disparities, using the cultural competency and disparities litera-

CU |tU ral Iy com petent health ture to lay the foundation for the model and inform assessments of its validity. The
pro m Otl on authors identify nine major cultural competency techmigues: interpreter services,
recruitment and retention policies, training, coordinating with traditional healers, use of

. . . community health workers, culturally competent health promotion, including fam-

I n CI u d N g fam | Iy an d/Of commun |ty ily/community members, immersion into another culture, and administrative and orga-
memb ers nizational accommodations. The conceptual model shows how these techniques could

theoretically improve the ability of health systems and their clinicians to deliver appropri-
ate services to diverse populations, thereby improving outcomes and reducing dispari-

I m merS|On |nt0 an Other Cu Itu re ties. The authors conclude that while there is substantial research evidence to suggest
that cultural competency should in fact work, health systems have little evidence about
H : : ; which cultural competency technigues are effective and less evidence on when and how to
Administrative and organizational implement them properly
accommodations

Medical Care Research and Review, Vol. 57 Supplement 1,
(November 2000) 181-217
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Table 1. Unadjusted Association Between Disadvantaged Population and Receipt of Care From White vs Black, Hispanic, and Asian Physicians,
Medical Expenditure Panel Survey, 2010

Mo (%)

Millions of Millions of
Millions of Millions of Patients With Patients With
Patients With Patients With a Hispanic an Asian
Patient a White a Black Unadjusted Odds Physician, Unadjusted Odds Physician, Unadjusted Odds
Characteristic Physician Physician Ratio (95% CI)® Mo. () Ratio (95% CI)® Mo. (%) Ratio (95% CI)©
All patients 62.2 (100.0) 3.3 (100.0) 5.9 (100.0) 9.8 (100.0)
Mon-Hispanic whites 53.2 (86.8) 1.1 {34.7) 1 [Reference] 2.4 (41.5) 1 [Reference] 5.2 (53.7) 1 [Reference]
Minorities 9.0 (13.2) 2.2 (65.3) 12.30(8.30-18.00) 3.5 (58.5) 8.20 (5.98-11.23) 4.6 (46.3) 5.40 (4.16-6.99)
Black, 4.1 (7.1) 1.9 (63.9) [ 23.74(16.28-33.17)]  0.5(16.8) 2.65 (1.81-3.87) 1.0 (16.3) 2.56 (1.90-3.44)
non-Hispanic
Hispanic 3.1 (5.5) 0.1 {5.3) 0.96 (0.49-1_88) 2.7(52.6) | 19.04(13.47-2693) 1.1(17.7) 3.68 (2.62-5.18)
Asian 0.9 (1.7) 0.1 (5.1) 3.06 (1.15-8.17) 0.3 (9.0) 5.63(2.67-11.86)  2.3(31.2) [25.73(16.92-39.13)]
Other 0.9 (1.7) 0.1 (7.4) 4.60 (1.78-11.94) 0.02 (1.1) 0.61(0.17 -2.15) 0.2 (3.8) 2.25 (1.19-4.25)
Income
High/middle 4B.9 (78.5) 2.1 (64.5) 1 [Reference] 3.9 (65.5) 1 [Reference] 7.0 (70.9) 1 [Reference]
Low 13.4 (21.5) 1.2 (35.5)  2.03 (1.46-2.75) 2.1 (34.5) 1.92 {1.44-2.55) 2.8 (29.1) 1.49 (1.23-1.81)
Medicaid
Hone 54.8 (93.2) 2.5 (78.4) 1 [Reference] 4.4 (81.8) 1 [Reference] 7.9 (85.2) 1 [Reference]
Medicaid 4.0 (6.8) 0.7 {21.6) 3.75(2.72-5.18) 1.0 (18.2) 3.04 (2.29-4.04) 1.4 (14.8) 2.38 (1.85-3.08)
Any health insurance 58.8 (94.3) 3.1 (95.2) 1 [Reference] 5.4 (90.1) 1 [Reference] 9.3 (94.0) 1 [Reference]
Uninsured 3.5 (5.7) 0.1 (4.8) 0.83 (0.49-1.41) 0.6 (9.9) 1.83 (1.30-2.57) 0.6 (6.0) 1.07 {0.78-1.47)
English home 606 (97.3) 3.2 (96.8B) 1 [Reference] 3.9 (66.7) 1 [Reference] 7.9 (B0.4) 1 [Reference]
Llanguage
Non-English home 1.7 (2.7) 0.1(3.2) 1.18 {0.51-2.63) 2.1(33.4) | 17.83 (12.80-2482] 19 (19.5) 8.69 (5.19-12.19)
Language
2 Odds of patients in a demographic group reporting a black physician relative relative to non-Hispanic white patients reporting a Hispanic physician.
to non-Hispanic white patients reporting a black physician. < Odds of patients in a demographic group reporting an Asian physician relative
// \\ b 0dds of patients in a demographic group reporting a Hispanic physician to non-Hispanic white patients reporting an Asian physician.

Marrast LM, et al. JAMA Intern Med. 2014;174(2):289-291.  © 2019 ACGME



Does a Workforce that Resembles the Population
Improve Health Care?

Predicated on the argument that health care delivery is largely biased toward same-race care activities.
Substantial evidence exists to show:

Minority medical students report a greater desire to practice in minority and underserved communities
Minority physicians tend to practice in minority and underserved communities
Minority patients prefer minority physicians
Trust, respect, communication, self-advocacy
Intention to adhere
Patient satisfaction
Clinical Outcomes?
Minority medical scholars tend to study problems that impact minority communities

N

© 2019 ACGME



Does Diversity Matter for Health?

Does Diversity Matter for Health?)

BlaCk SUbJeCtS were more Ilkely to Experimental Evidence from Oakland®
talk with a black doctor about their
health problems

Abstract

B | aC k C O Cto rS are I I I O re | I ke |y to Wo stondy $he ofoc: of divensity o sho phyvsician workforce on thoe deoouand for proveniive caze

apweng Afrdcan-Antesican nuen . Black swen haove shoe lowoess Bfe oxpoctancy of any sajor denuo-

sraphic grovug in she B andd nuch of she disadvontage s doe 2o chronic disoases, which aze

Wr i te ad d iti O n aI n OteS ab O ut th e apwenabie o priniry ;.J.z:{i.:fc:t.\(x)z:(i;lz}' srevention. bon oo Sodd exwporimoest in ('};13{3;12:.{5‘. Cladifornia,

wr randonuze Back nion o Back or son-Black muado nuedical doctoms and o Incontives 0 one of
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shoir assignod docior. Black souos soloe: o simdior sweodbor of prevessives in sho ox anto siago,

ot ore manch soone Hioly fo solocd ovory proventive sopvioe, pariiesiaziy dnvasieo sorvicoos,

. . . g moiing with o docior who is $he somwe race. The ofocss ore siosd pronousnocd for poon who

CV d IS e ase I m aCt Was S I n Ifl Cant havve BEEle oxporionco obindning rowiine nuodicnd care and penong $hose who mostrost the modioad
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Liack doctors are swope Hikoly o wrio addifionad sofos ohowt the subjocis. The rossiss aro niost
consisient with hofior pafieni-docior conmnmnicaiion during the oacounior raihor thasn disczing
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Flu shots were significant

M Alsan, O Garrick, and GC Graziani, NBER Working Paper No. 24787, June 2018,
Revised September 2018
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Figure 1. Distribution in the 2010 US Population, 2012 Medical School Graduates, 2012 Practicing Physicians,
and the 2012 Graduate Medical Education (GME) Trainee Pool
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- [ Medical school graduates
[ ] Total GME poal
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Deville C, Hwang W, Burgos R, C-hapman CH., I.30th S, Thomas CR, Jr. Diversity in Graduate Medical Education
// \\ in the United States by Race, Ethnicity, and Sex, 2012. JAMA Intern Med. Published online August 24, 2015.

doi:10.1001/jamainternmed.2015.4324.
© 2019 ACGME
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ACGME Graduate Demographics

Race/Ethnicity
White, non-Hispanic

Asian or Pacific
Islander

Hispanic
Black, non-Hispanic
Native
American/Alaskan
Other

Unknown/Missing

Grand Total

2016-2017 Academic Year

Pipeline (PGY-1)
Programs

13,105 45.66%

5,369 18.71%
1,459 5.08%
1,356 4.72%
/8 0.27%
1,446 5.04%
5,890 20.52%

28,703 100.00%

Continuing GME /
Subspecialty

Programs
6,544 47.63%
3,219 23.43%

781 5.68%
625 4.55%
25 0.18%
1,029 7.49%
1,515 11.03%

13,738 100.00%

Total

19,649 46.30%

8,588 20.24%
2,240 5.28%
1,981 4.67%
103 0.24%
2,475 5.83%
7,405 17.45%

42,441 100.00%

© 2019 ACGME



White, Non-Hispanic by Specialty
2016-2017 Academic Year

Oseoaticneuromuscuoskees..

Internal medicine

Interventional radiology - integrated [ 615 % Family medicine 5558
Orthopaedic surgery [ 504 % Emergency medicine [ 3294
Uralogy [ 58 1% Surgery 3836
Emergency medicine [ 580 % Pediatrics 3048
Dermatology [ 57 7% Anesthesiology 2824

Thoracic surgery - integrated 57.1% Obstefrics and gynecology 2751
Ofolaryngology 5.2% Radiclogy-diagnostic 2523
Plastic surgery % Psychiatry 2320
Radiology-diagnostic 529% Orthopaedic surgery [ 223
Plastic surgery - integrated 528% Pathology-anatomic and clinical 1011
Ophthalmology 526% Neurology 953
Vascular surgery - integrated 323% Otolaryngology 850
Obstefrics and gynecology 2% Dermatology - 822
Radiation oncology 50.6 % Ophthalmology 760
Preventive medicine 30.1% Urology - I£Y
Physical medicine and rehabilitation 50.0 % Internal medicine/Pediatrics 693
Neurological surgery 50.0% Neurological surgery 667
Family medicine 493% Physical medicine and rehabilitation 662
Medical genetics and genomics 479% Plasfic surgery - integrated 3%
Surgery 469% Radiation oncology 379
Intemal medicine/Pediatrics 467% Preventive medicine 177
Anesthesiology 43.5 % Plastic surgery 173
Child neurology 436% Child neurology 157
Pathology-anatomic and clinical 433% Vascular surgery - integrated 136
Psychiafry 13% Thoracic surgery - integrated 92
Neurology 5% Medical genefics and genomics 34
Nuclear medicine 38% Nuclear medicine 23
Pediatrics 36% Interventional radiology - integrated | 8
Internal medicine 272% Osteopathic neuromusculoskeletal | 8
00% 2007% 400% 600 % 800 % 1000 % 1000 2000 3000 4000 5000 6000

7146

7000
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Asian and Pacific Islander by Specialty

2016-2017 Academic Year

Radiation oncology [ 262 %
Interventional radiology - integrated [ 23.1 %
Child neurology [ 21.7%
Ophthalmology [ 214 %
internal medicine [ ] 21.1%
Pathology-anatomic and clinical [ 209 %

hema mecine [ ]

Neurology
Radiology-diagnostic

Nuclear medicine

Physical medicine and rehabilitation
Psychiatry

Plastic surgery

Family medicine
Anesthesiology

Vascular surgery - integrated
Preventive medicine

Thoracic surgery - integrated
Urology

Neurological surgery
Otolaryngology

Dermatology

Medical genefics and genomics
Plastic surgery - integrated
Surgery

Pediatrics

Internal medicine/Pediatrics
Emergency medicine
Obstetrics and gynecology
Orthopaedic surgery

Osteopathic neuromusculoskeletal .. 0.0 %

0.0 %

208 %
203 %
203 %
202%
188 %
16.0 %

17.6%
176%
173%
173%
16.8 %
154 %
153%
152%
137%
127%
124%
122%
122%
10.7%
10.2%
95 %
91%

10.0 % 200 %

30.0%

Family medicine 1986
Pediatrics 1103
Anesthesiology 1090
Psychiatry 1056
Surgery 1001
Radiology-diagnostic 968
Emergency medicine 703
Neurology 528
Obstetrics and gynecology 513
Pathology-anatomic and clinical - 487
Orthopaedic surgery 343
Ophthalmology [ 30e
Physical medicine and rehabilitation =~ 267
Ofolaryngology 235
Neurological surgery 210
Urology 197
Radiation oncology [} 196
Dermatology 195
Intemal medicine/Pediafrics 159
Plastic surgery - integrated 93
Child neurology [| 78
Preventive medicine &1
Plastic surgery = 57
Vascular surgery - integrated 45
Thoracic surgery - integrated 27
Nuclear medicine 13
Medical genetics and genomics 9
Interventional radiology - integrated | 3
Osteopathic neuromusculoskeletal... 0
400 % 50.0% 0 1000 2000 3000 4000

5000
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Hispanic by Specialty

2016-2017 Academic Year

Nuclear medicine [ 8.1 %
Plasfic surgery [N 79 %

Internal medicine 1301

Famiy mecicne [N

502

Child neurology [ 7.8 % Pediatrics
Medical genefics and genomics [N 7.0 % Surgery 382
Family medicine [ 6.7 % Emergency medicine 355
Obstetrics and gynecology I 60 % Psychiatry 30
Psychiatry 59% Obstetrics and gynecology [ 324
Pediatrics 5.5% Anesthesiology 204
Emergency medicine 52% Radiology-diagnostic 166
Preventive medicine 51% Neurology 125
Internal medicine 49% Orthopaedic surgery 105
Neurology 49% Pathology-anatomic and clinical 104
Physical medicine and rehabilitation 49% Physical medicine and rehabilitation 65
Surgery 47% Ophthalmology 55
Pathology-anatomic and clinical 45% Neurological surgery 52
Thoracic surgery - integrated 43% Otolaryngology 47
Vascular surgery - integrated 38% Demmatology 44
Ophthalmology 38% Internal medicine/Pediatrics =~ 43
Neurological surgery 38% Urology 38
Radiation oncology 36% Child neurology I 2
Radiology-diagnostic 35% Radiation oncology 27
Anesthesiology 33% Plastic surgery l 25
Dermatology 31% Plastic surgery - infegrated = 22
Otolaryngology 30% Preventive medicine 18
Urology 30% Vascular surgery - integrated 10
Plastic surgery - integrated 29% Thoracic surgery - integrated 7
Internal medicine/Pediatrics 29% Nuclear medicine | 6
28% Medical genetics and genomics | 5

Orthopaedic surgery
Interventional radiology - integrated  0.0%
Osteopathic neuromusculoskeletal ... 0.0%
200%

00% 100%

Interventional radiology - integrated 0
Osteopathic neuromusculoskeletal .. 0

0 100 200 300 400 500 600 700 800 900

30.0 % 400 % 50.0 %

1000 1100 1200 1300 © 2019 ACGME



Black, Non-Hispanic by Specialty

2016-2017 Academic Year
Preventive medicine _ 125%

QObstefrics and gynecology - 74%
Family medicine [ 6.9 %
Psychiatry [ 59 %
Physical medicine and rehabilitation - 55%

Plastic surgery [ 54 %

Internal medicine

Fariymescn I
Obstetrics and gynecology I 400

Child neurology 53%
Anesthesiology 45%
Surgery 45%
Neurological strgery T
Internal medicine/Pediatrics 44%
Medical genetics and genomics 42%
Nuclear medicine 41%
Emergency medicine 41%
Internal medicine 39%
Pediatrics 39%
Dermatology 35%
Radiation oncology 32%
Radiology-diagnostic 32%
Orthopaedic surgery 31%
Urology — 29%
Pathology-anatomic and clinical 29%
Plastic surgery - integrated 28%
Neurology — 28%
Ophthalmology =~ 24%
Vascular surgery - integrated = 23%
Otolaryngology  19%
Thoracic surgery - integrated = 0.6 %
Interventional radiology - integrated 0.0 %

Osteopathic neuromusculoskeletal .. 0.0 %

00% 100%

200%

Surgery 369
Pediatrics 351
Psychiatry [ 332
Anesthesiology 282
Emergency medicine 219
Radiology-diagnostic 151
Orthopaedic surgery 116
Physical medicine and rehabilitation - 13
Neurology 70
Pathology-anatomic and clinical 67
Internal medicine/Pediatrics 65

Neurological surgery 61
Dermatology 50
Preventive medicine [Jl] 44
Urology 7
Ophthalmology 35
Otolaryngology 30
Radiation oncology 24
Plastic surgery - integrated = 21
Child neurology = 19
Plastic surgery ] 17
Vascular surgery - integrated 6
Medical genetics and genomics 3
Nuclear medicine 3
Thoracic surgery - integrated 1
Interventional radiology - integrated
Osteopathic neuromusculoskeletal ..

= o

0 100 200 300 400 500 600 700

30.0% 400% 50.0%

800

1020

900

1000
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Table 8. Race and Ethnic Origin of Resident Physicians in ACGME-Accredited and in Combined Specialty Graduate Medical Education {(GME) Programs
on Duty December 31, 2017, by Specialty

No. of Resident Physicians™®

American Mative
Indian/ Hawaiian/
Alaskan Pacific Multi-  Other/ Hispanic
Black Native White Asian Islander racial Unknown Qrigin Total
Specialty/Subspecialty
Internal medicine 1522 17 11214 9615 £y | 641 3188 2029 26228
Adult congenital heart diseasa 0 0 11 2 0 0 1 3 14
Advanced heart failure 3 0 34 33 0 1 B 7 17
and transplant cardiology
Cardiowascular disease 137 1 1243 1062 2 28 199 176 2731
Clinical cardiac 4 0 102 55 0 4 23 21 188
glectrophysiclogy
Clinical informatics 1 0 16 12 0 2 2 2 33
Critical care madicine g 0 113 91 0 B8 7 15 228
Endocrinology, diabates, 34 2 285 285 0 17 B3 79 bbb
and metabolism
Gastroenterclogy g2 1 695 620 0 41 26 101 1525
Geriatric medicine 13 0 25 L ¥ 1 4 28 17 214
Hematology 0 0 4 10 0 1 1 0 16
Hematology and medical &4 0 762 729 0 47 72 g0 1674
oncology
Infectious disease 48 1 381 217 1 22 51 23 731
Interventional cardiology 12 0 124 119 0 g 24 12 288
Nephrology BE 0 256 389 1 30 20 Y Bi4
Madical oncology 0 0 G 21 0 0 0 3B
Pulmonary disease 0 159 7 0 0 11 B 70
Pulmonary disease 70 1 917 593 0 38 107 107 1726
and critical care medicinge
// \ Rheumatology 23 0 226 120 0 10 28 34 a77
N\ Transplant hepatology 2 0 17 14 0 0 4 1 37

Brotherton S & Etzel S. JAMA. 2018; 320(10):1063 © 2019 ACGME



ACGME Pipeline Graduates
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What is the Workforce Impacted by the New
Requirement?

Residents and fellows Leadership

- DIO, PD, APD

- Academic Chiefs

Faculty
Senior GME Administrative Staff

. Relevant members of its academic
- Program Coordinators

community

- Institutional Coordinators - Chief Diversity Officers

- Education Specialists

Each Program/Sponsoring Institution should develop an intentional
workforce plan with respect to diversity and inclusion

7Y
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What Might Be Assessed to Determine
Whether Practices are Engaged to Focus on
Diversity and Inclusion?

Descriptions of processes (i.e. Initiatives, methods, procedures) used to address
elements of the requirement will be described in the ADS Annual Update:
Workforce Plan

Initially, emphasis will be on ensuring processes are undertaken rather than
outcomes achieved because actualizing diversity goals is a long-term
commitment

We have included new relevant questions to the Resident and Faculty Surveys

P
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Pipeline Problem

The Physician Pipeline is the
metaphor describing the process
of increasing the number of URM
iIndividuals who enter training

pathways to become physicians

ACGME Glossary definition of
pipeline: specialties that lead to
primary board certification with
admission to PGY-1 years

© 2019 ACGME



Pipeline Program
There are not enough URIMs that reach training In
GME

GME heretofore believed itself to be more of a
recipient of the product than a driver of the
fountainhead of the pipeline

Can we turn a dribble into a gusher?

A ...
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Residency Initiatives in Pipeline Flow

Brought 75 south side HS students
to UCM as a resident initiative

Panel of med students, resident
physicians, APNs, attendings in EM
and senior faculty

Visit to trauma bays

Experiential learning session in the
simulation center

© 2019 ACGME



What Constitutes an Ongoing Effort?

When reporting the ongoing activities of an effort, there must be
reasonable tracking of outcomes for each effort or initiative

The activity should not be a one-time, single event and should be
able to demonstrate impact on workforce diversity outcomes as a
result of the initiative (immediate or long-term)

Any given effort of a program in partnership with its Sponsoring
Institution should constitute a larger effort aimed at addressing all
elements of |.C.

P
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What Is Systematic Recruitment?

Multi-level
Impacts each element of the workforce mentioned previously
Multifaceted

Will require showing different approaches to address each category in
its workforce plan

Should address pipeline of candidates specifically
Opportunity to address interprofessional collaboration
Should demonstrate implementation of best practices from the field

P
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What Is Systematic Retention?

A compliant program should demonstrate adequate support and mentorship for
all trainees

Workforce plan should address the removal of barriers that impede successful
advancement of trainees

Retention descriptions in ADS Annual Update must include descriptions of how
the clinical learning environment addresses inclusion of diverse candidates

Objective numerical outcomes will be used to assess success of retention efforts

P
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Inclusive Clinical Learning Environment

A\
A
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In the Minority: Black Physicians in Residency and

Thelr Experiences

Grounded Theory qualitative
analysis of 20 PGY-2 residents
at a northeastern medical center

Discrimination
Differing expectations
Social isolation

Career consequences and
coping styles

e
—

In the Minority: Black Physicians in Residency

and Their Experiences

Jane M, Liebschutz, MD, MPH; Godwin O. Darke, MD, MPH; Erin P. Finley; Jeanne M. Cawse;

Wonica Bharel, MO; and Jay D. Crlander, MD, MPH

Washington, District of Columbia; Aflanta, Georgio; and Worcester, Boston and Jamaica Plain,

Massachuselts

Financial suppert: r, Lishschut was supporied in part by
tre Robert Wood Johnson Foundatfion Generalist Focully
Scholar Aword Program [RW. #045432),

This wiork was presented af the Society of General Internal
Medicing Annual Meeting, Bostan, Ma, May 2000,

Objactive: To describe black residents' perceptions of the
impoct of race on medical franing,

Matenols and Methads: Open-ended inferviews were con-
ducted of black physicians in pestgraduate year =2 who had
graduated fiom U5, medical schools ond wers enroled in res-
idancy progiams ot ang medical schacl, Uing Grounded The-
ary fenats of qualitafive research, data was culled for com
mon fhemes thiough repeated readings; later, paricipants
commented on themes from eorernfendgns,

£ 2004, From the Secfion of Genaral Infernal Medicing |Listrchuty, Dark,
Firly, Cawse, Orandes), Boston Medical Center (Uebschutz, Dork, Frley,
Ciwse, Bharel, Qriander], Boston Uriversty Schools of Medicing (Lisbschutz,
Durko, Frikey, Cowse, Bhorel, Criander] ond Public Health |Liebschutz);
Haolth Care for Homelsss |Brarel; and VA Bostan HaallhCare Jytem,
Boslon, M, (Oondes]: Genesal Intemal Medicing, Washington Hospital
Cinter Washington, OC (Darka); Dapariment of Anfhropokagy, Emary Uni
wirsly, Alkant, GA [Friky, doctonl shudent); Uriversity of Massachusetts
Schoal of Medicine, Worcester, MA [Cowsa, madical sluden!). Send come-
spandence and reprt raquashs for J Mofl Med Amoc. 2049814411448 o:
L, Jone Lisgechutz; Sechion of Ganerdl Infermal Madicing, Baston Midical
e, Bastan University Schaob of Medcing and Public Heofth, Baston, A
(2118: phone: (817] 4147389 e 817) 4144878, e-moit it buedy

INTRODUCTION
lack students enter medical training at half the
B expected rate compared to their representation in
the U.S. population, and have higher atirition

J Nat Med Assoc (2006) 98 (9): 1441
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In the Minority: Black Physicians in Residency and
Thelr Experiences
Overt discrimination was rare

Participants perceived blacks to be punished more harshly

for the same transgression and expected to perform at lower
levels than white counterparts

Participants' suspicion of racism as a motivation for individual
and institutional behaviors was tempered by self-doubt

P
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Update on Minority Residents’ Experiences

® A daily barrage of

microaggressions and bias

Osseo-Asare A et al. JAMA Network Open. 2018;1(5):e182723

Minority residents tasked as
race/ethnicity ambassadors

Challenges negotiating
professional and personal identity
while seen as “other”

W Onen.

&

Original Ireeect b ion | MedblEduztion

Minority Resident Physicians’ Views on the Role of Racef/Ethnicity

in Their Training Experiences in the Worl:place

bz iDL s WD LErbhd B = ye, WD Saphetn ). Houok I DL PhDe Conged s, PhOe Ceal 4 B WD W ol Buress Srth, WD WHE gk Gence. W0e

Coarin Ladiriecra WD Mﬂmmm.“

bhstact

APORTANCE B3k HERSniC 3nd bt v e s phe O 5 Rl Riured s rasnibed I

rrwd B e b S Pl PR IrTosenee d e rARY IR R Pl By ool B, Ut adedingg
e 1y b e e bl e i e i ol e it phvgechan = b et Rl b Inorman 2 sdbegll o b et 3
v s I recha A e i R, Wl s oo e e s s e e d s DT 29 Reigfsthind d g e
Hhvn s pbie re2ie off Tidn oS0 Iy e resed b 2o 5 Hhenie b s ptsct i off Ik ral ree 2 =i ng
Feceta v 3 o b b e e e Bl 7 o o 2 o8 T el T g o e | g e b peed Bl
s

CEJECTIWE Tochar ool 3 b Elzecd Hispankc, sind e ivmd b resbd ent phigsichn =

O TR O i R I g ool B e,

CEAGH. ZETTING AMD FARTICIPUNTS SomndAruchursed Ind spthqurd ket b Inkerd sves of beck
Hepanc, and BaH e A etk redden b wers porformied In ke qued RH we s gy, Inkerkanssbo ok
e 3 Mo 2007 Annnd b dal EduictkeniCon ters nos (A2 TR 200 In R knis Georghl.
peokiried by Hhese S ket b st il hokadboad s d s of Inkand senss v i con ducheed with 27
Péerkd o AT o e cho P2y Poroed IRaies Popinoetio b2 5 b i 1 e o s ol 2 0 d 2 e 3

S Rphic eSS

PR QU TC QA 5 D MEAAIRE S Thwweorkipbecs: soqpe i redses of Hde HEgmn b andbatie
Ariverl @ re ddenk phepsid ares | n g R shennsed Sl e duckon,

RESLLTS Arieon g 27 parthd panbs, mesecl Binbdtees v o BCA0 -3 Hak 3 (TESTH Bk 150
b e b o o TESEY Pk s ot b T 55 el Pl . Fo B P b ke el e
Felloeoin2 3 i or e ees In Byl trinin 2 coc perl eno@ =i He vorkphedis 3 i barmegs of

P ST Seb0 e i H 5 il e Y Foembl o 2 bneriosed 20 S fohy b g S ERenimed o 5 el chiall g =
el Stin g profe o nal arel personsdldentibewhlke Ronas ohe”

COMCLLA 0 S AMD RELE'Wi HCE el s bl sl o b s e i nid by el phipdcaldl g
denaredineg Pk d for sl phiydckurcs, Bdeck Hpsnb sfed bk bvs Sniedl @ ro e b spee] afecee

S o 2 A o 2500 red iy K o e o thir b g A il 2080 7 sl o s o e o e i Py
sthrbd byl uckd b aastingg sod b % ared 0kt s K ored o nive ik

Sl B Cp-Hn S0 NS AT e O i e e S R

Ky Foink

Cuaon Hoaw donin ofiy o 3d ek
s YR e Fobe o Fecsdt
setfind o by i ool bl 7 sopeed] eecee

Fndngs Tzl H v udro 37
Tl Iy residen b phegsichres foan d bt
poathps st ke beied i o Hrnics: 3
il ETeie o 1l i 32 ol 2=l
bbses, 1 recd by e BAmeed o el
et by b=, Sl chedigies
Tesgodisting profendo nal and peron 3
Lol DESE

haning Foead ke off thinssdy ngset:
ko reoaly rocd kst s

Mok bRem B e o e = s e
sres chiasechortosed by At AmnH 5l
AT WEAT=IH 1o AU Bed Stberd o frof

F b commaniong

Juatera il bt 3 red arbhd Hnf vk on a e
Wt o ek red o Bl bl 4

o —e=w .= <=ME



Race, Ethnicity, and Medical Student Well-Being In
the United States

Symptoms of distress are prevalent among medical students, but more non-minority
students had burnout (39% vs 33%; P<.03)

Minority students were more likely to report that their race/ethnicity had adversely
affected their medical school experience (11% vs 2%; P<.001) and cited racial
discrimination, racial prejudice, feelings of isolation, and different cultural
expectations as causes

Minority students reporting such experiences were more likely to have burnout,
depressive symptoms, and low mental QOL scores than were minority students
without such experiences (all P<.05)

Adverse experiences related to race appear to relate strongly to burnout among
minority students and may be related to the increased attrition, rates of minory, ...,...

etal Arc ntern
A\
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Pipeline Withdrawn by Ethnicity
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Pipeline Dismissed by Ethnicity
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2015-2016 Pipeline Dismissed by Specialty

() White, non-Hispanic
Family medicine . Unknown
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2015-2016 Pipeline Grads Dismissed by Specialty
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MEDICAL TEACHER
https://doi.org/10.1080/0142159X.2019.1566600

TEACHER [RE@ it

l '.) Check for updates

Inclusion in the clinical learning environment: Building the conditions for
diverse human flourishing

Saleem Razack® @ and Ingrid Philibert®

*Pediatrics, Centre for Medical Education, and Office of Social Accountability and Community Engagement, Faculty of Medicine, McGill
University,\ Montreal, Canada; bD@p;:lr‘[mtz-n'r of Field Activities, Accreditation Council for Graduate Medical Education, Chicago, IL

ABSTRACT

Aim: While diversity, equity, and inclusion are much proclaimed aspirational goals in education programs, the clinical learn-
ing environment (CLE) frequently falls short of meaningful incorporation of these concepts in processes, policies, and local
culture. In this paper, we explore how inclusion, diversity, and equity can and should be defined and operationalized within

medical education.

Methods: Three cases, organized around Hafferty’s curricular framework (formal, informal, and hidden), we illustrate lapses

and potential best practices in inclusion in the CLE.

Results: The essential “best-practice” of programs inclusive of diverse individuals is the design of policies, processes, and
behavioral norms co-creatively with all community members. Potential pitfalls to greater inclusion include nostalgic refer-
ence to "the past”, a neutrality that is operationalized without the rudder of explicit values and not recognizing that ethical
obligations between teachers, learners, and programs are at the heart of the discussion of how inclusive learning and work

environments are built.

Conclusion: Inclusive CLE's provide space for co-creation, understand the need to ensure the voices of the vulnerable (i.e.
learners) are heard and valued and through this promote the flourishing of diverse human capital, in keeping with a model

that views diversity as a key attribute or organizational excellence.

Razack S & Philibert I. (2019) Medical Teacher Published online February 22, 2019.
doi:10.1080/0142159X.2019.1566600
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New Program Requirement VI.B.6.

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)

!
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Christine Porath @Porat... - 8/26/19

Th e CO St Of I n C |V| I | ty e A1. Customers punish organizations

harshly for incivility, even if they don't
witness it. #workhuman

O 0 Qs 5

Christine Porath @Porat... - 8/26/19
. MASTERING A1. Incivility impairs performance,
& creativity & thinking-even for
4 > CIVILITY witnesses. People miss information

\ S R T8l T FoR right in front of them. Those simply

N GEM EDE . ,_{;MM/IFH ¢ around incivility are more likely to have
- ' THE A/ap,ﬁ’ﬁ/ﬂ(é’ dysfunctional or aggressive thoughts,
although they may be unaware of the
connection. #workhuman
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Christine Porath @Porat... - 8/26/19
CHRISTINE PORATH e A1l. The human and business costs of

incivility are much greater than you
think. People experiencing incivilj

may struggle to get off the side

and back into the game. #workl
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Revamping existing data/ adding new items
to Inform program requirement adherence

ACGME Complaints and New questions for the resident
Concerns Resource and the and faculty surveys will include
ACGME Ombudsperson field items that sample elements that
Issues raised by trainees: will help us to assess compliance

We need to catalogue the with VI.B.6.

nature of these reports

We need to ascribe R/E/G
to the reports to look for
Inclusiveness Issues

A
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How do you assess for compliance with CPR
VI.B.6 and how do you enforce It?

Office of Resident Services houses the concerns and complaints function

Heretofore, ACGME has not served as an advocate for residents over programs
because we are accrediting programs as to their compliance with the common
program requirements

However, now that a single complaint can trigger a noncompliance event that is
In violation of the requirement that the learning environment is free from
discrimination, sexual and other forms of abuse or coercion of students,
residents, faculty and staff, the old approaches are insufficient

!
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ACGME toolkit i1s limited

Accreditation decisions after a There is now a need to develop
site visit include: finer tools to effect behavioral
change of an institution or
program with a problematic
learning environment

- Continued accreditation

- Continued accreditation
with warning

- Probationary accreditation
-Withdrawal of accreditation

N
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Changes to CPR Section V

Changes relating to how programs will be evaluated based on board examination
pass rate were made by the Board based on logic that was consistent with the
Idea that a learner practices without distinction whether or not the exam was
passed on the first attempt or not.

Further, there is little evidence that links board examination score to success In
practice across a number of parameters

However, there is evidence that correlates MCAT with USMLE Step 1
performance, and that links USMLE Step 1 performance with board examination
performance. Overemphasis on USMLE Step 1 performance in medical school
has unintended conseguences for medical education and resident selection.

P
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Does USMLE Performance Predict Physician

Quality?

The validity argument about using
USMLE Step 1 and 2 scores for
postgraduate residency selection
decisions is neither structured,
coherent, nor evidence based.

...scores are not associated with

measures of clinical skill acquisition
among advanced medical students,
residents, and subspecialty fellows

WC McGaghi, ER Cohen, and DB. Wayne (2011) Acad Med. 86:48-52

ACADEMIC

MEDICINE #uc

Journal of the Assoclation of American Medical Colleges

Assessment and Testing

Are United States Medical Licensing Exam
Step 1 and 2 Scores Valid Measures for
Postgraduate Medical Residency Selection

Decisions?

William C. McGaghie, PhD, Elaine R. Cohen, and Diane B. Wayne, MD

Abstract

Purpose

United States Medical Licensing
Examination (USMLE) scores are
frequently used by residency program
directors when evaluating applicants. The
objectives of this report are to study the
chain of reasoning and evidence that
underlies the use of USMLE Step 1 and 2
scores for postgraduate medical resident
selection decisions and to evaluate the
validity argument about the utility of
USMLE scores for this purpose.

Method

This is a research synthesis using the
critical review approach. The study first
describes the chain of reasoning that
underlies a validity argument about using

test scores for a specific purpose. It
continues by summarizing correlations of
USMLE Step 1 and 2 scores and reliable
measures of clinical skill acquisition
drawn from nine studies involving 393
medical learners from 2005 to 2010. The
integrity of the validity argument about
using USMLE Step 1 and 2 scores for
postgraduate residency selection
decisions is tested.

Results

The research synthesis shows that USMLE
Step 1 and 2 scores are not correlated
with reliable measures of medical
students’, residents’, and fellows’ clinical
skill acquisition.

Conclusions

The validity argument about using
USMLE Step 1 and 2 scores for
postgraduate residency selection
decisions is neither structured, coherent,
nor evidence based. The USMLE score
validity argument breaks down on
grounds of extrapolation and decision/
interpretation because the scores are not
associated with measures of clinical skill
acquisition among advanced medical
students, residents, and subspedialty
fellows. Continued use of USMLE Step 1
and 2 scores for postgraduate medical
residency selection decisions is
discouraged.
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A Plea to Reassess the Role of United States Medical
Licensing Examination Step 1 Scores in Residency

Selection charlesa. Prober, MD, Joseph C. Kolars, MD, Lewis R. First, MD, and Donald
E. Melnick, MD (2015) Academic Medicine 90(10): 1-3

“We do not believe that USMLE Step 1 scores should continue to be the major
determining factor in the selection of graduating medical students for interview
for graduate medical education positions.”

“These scores (USMLE STEP1) do not measure many clinical aptitudes and
skills, qualities of professionalism, or competencies specific to the planned
training program.”

“Although using numbers as a filter is a convenient way to screen large
numbers of applications, USMLE Step 1 scores do not come close to reflecting
the totality of attributes critically relevant to a candidate’s potential performance
during residency training.”

PN
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Holistic Approaches to Residency Selection

Gives greater attention to other important qualities, such as clinical reasoning,
patient care, leadership, professionalism, and ability to function as a member of a
health care team

We will need more standardized modes of assessment and reporting that are
readily sortable to do this

Other components of a holistic review of candidates should be nationally normed
as well; these might include research experience and accomplishments,
community engagement, leadership roles, unigue personal attributes, and
diversity

Charles G. Prober, MD, Joseph C. Kolars, MD, Lewis R. First, MD, and
Donald E. Melnick, MD (2015) Academic Medicine 90(10): 1-3

A
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Are there better ways to measure physician
guality that link to medical education?

New work beginning with medical schools and ACGME will combine medical
school parameters with milestones data from resident performance to begin to
identify patterns that may be more correlative with actual practice

Continued work examining physician performance and linking to training
parameters might inform future decisions. As augmented intelligence permits
associations to be discovered, prediction of performance may be more accurate

N
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Parental Income Correlates with MCAT
Performance

/\

i Figure 3. Influence of Parental Income on
Parental Income predICtS MCAT Avgerage Medical College Admission Test

. {MCAT)} Scores for Underrepresented
MCAT predicts USMLE Minority (URM) and All Other (Non-URM)

Applicants for Admission in 2001
USMLE Step 1 predicts ITE and Board passage

35+

B URM  [CINon-URM
ACGME formerly evaluated programs on first-time 5% - 268 =
board pass rate as opposed to eventual pass rate § ol 198 2 =
No correlation exists at present to link USMLE *};:; ]
Step 1 performance and success as a clinician, so 2 .
new interpretation of program quality de- oo
emphasizes the need to select candidates based S ———R——— Y p——
on achievement of a score that is seldom achieved S et mean are too small to register on
by minority test-takers who arise from less wealthy
families Cohen JJ. JAMA. 2003; 298(9):1143-9
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Program Requirement Changes to
Section V: Board Certification

Program director should encourage all eligible program graduates to take the
certifying examination offered by the applicable American Board of Medical
Specialties (ABMS) member board or American Osteopathic Association (AOA)

certifying board
V.C.3.a)-d) Board pass rate (addresses both written and oral exams):

The program’s aggregate pass rate of those taking the examination for the first
time must be higher than the bottom fifth percentile of programs in that

specialty

!
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Program Requirement Changes to Section V.
Board Certification

V.C.3.e) Any program whose graduates over the time period specified in the
requirement have achieved an 80 percent pass rate will have met this

requirement, no matter the percentile rank of the program for pass rate in that
specialty.

Rolling seven year certification rate

V.C.3.f) Programs must report board certification status annually for the cohort of
board-eligible residents that graduated seven years eatrlier.

!

© 2019 ACGME



Highland Diversification Initiative

No USMLE filter
Increne Divesty n Emergenty Medicnes A Case Increased weight of gestalt score

Study of Highland’s Emergency Medicine
Residency Program

L] L] L
locelyn Freeman Garrick, MD, MS*; Berenice Perez, MD; Tiffany C. Anasbere, MD; Petrina Craine, MD; D IVe rS It ‘ O I I I I I I Itte e
Clalre Lyors, MOy Tammy Lee, MPH

*Corresponding Authar. E-mall: jzarricii@alamedakeaiihsysiem. org.

L] L L
Blacks, Hispanics/Latinos, American Indians, Pacific islanders, Alaska Natives, and Native Hawalians make up 33% of the US Atte n d I n g an d reS I d e nt b uy_ I n
population. These same groups are underrepresented in medicing. In 2013, the physician workforce was 4.1% black, 4.4% Hispanic/
Lating, 0.4% American Indian or Alaska Native, 11 7% Asian, and 48.9% white. Only 8.9% of emergency physicians identify as
underrepresented minotity [4.5% black, 4.8% Hispanic/Lating, and 0.6% Ametican Indian/Alaska Mative). Efforts to increase the
number of underrepresented minority physicians are important because previous studies show improved outcomes when the patient

and physician share the same racial/ethnic background. Starting in 2008, the faculty at the Highland EM Residency Program in

L] L -
Oakland, CA, began a diversification initiative to increase the number of underrepresented minority residents. The goal was to closely
mirrer the US population and match 30% underrepresented minorities with each incoming class. After the initiative, there wasa 2-fold I Ve rS I a I C a n We e
increase in the number of underrepresented minorty residents (from 12% to 27%). This article is a review of the strategies used to
diversify the Highland EM Residency Program. Most components can be applied across emergency medicing programs fo increase

the number of underrepresented minority residents and potentially improve health cutcomes for diverse populations. [Ann Emerg
Med. 2019,73:638-647]

GENERAL MEDICINE/ CONCEPTS

_ _ ) T6.4%
Please see page 640 for the Editor's Capsule Summary of this article.
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INTRODUCTION ethnic makeup of the United States may improve healch
In 2017, the US Census reported the racial/etchnic disparities in vulnerable Populations‘g'm
breakdown of the population as 60.7% white, 18.1%
Hispanic/Latino, 13.4% black, 5.8% Asian, 1.3% Black
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0.6%
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Figure 2. Race/ethnicity of highland emergency medicine residents before and after the Highland diversification initiative. AlYANS )19 ACGME
P, American Indian, Alaska Mative, and Pacific Islander.



Implementation of Planning Committee
Recommendations Recommendation 2 Data

Recommendation 1 a,b ACGME/AAMC working on data sharing

- agreement presently to obtain faculty identity
Creation of the D&l effort at information (Summer 2019)
ACGME

Collection of each identified partner’s
schema for categorizing R/E/G and other identity

Office of Diversity and Inclusion
data underway (Summer 2019)

established and CDIO hired (Feb 28)
Plan initial data summit for fall 2019

Added questions to the 2019-20 resident
Advisory committee to the ODI is and faculty surveys and will create new instructions

being planned. Anticipate seating committee for PD/DIO’s on documenting identity of residents,
by fall 2019 faculty and GME staff (Summer 2019)

!
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Data Collection

New data are needed to answer
guestions that have never been asked
before that assess diversity and
Inclusion with respect to race/ethnicity,
gender, sexual identity, and ability

Obtaining existing data (HR)

Creating new instruments (internally and
In cooperation with nominating
organizations)

Focus on maximizing
response/minimizing threat

Internal:

R/E/G for: Field staff, ED/AED, CLER staff,
and all ACGME employees

R/E/G for: All volunteer committees
Milestones
Review Committees
Board of Directors

Working with ACGME HR on the employee
engagement survey to assess environment
differences for various groups

P
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Categories: AAMC

n Indian or Alaska Native

[Tribal Affiliation

Hawaiian or Other Pacific Islander
Guamanian

INative Hawaiian

Iother Pacific Islander

amoan

nknown

ite

ian (Category) ack or African American (Category)
IAOI lOther Asian frican
la02 baﬂladeshi ican American
lea kambodian fro-Caribbean
|A04 khinese her Black or African American
laos [itipino 00 ispanic, Latino, or of Spanish Origin (Category)
laoe Jindian 1 Jargentinean
[Aos ndonesian 2 kolombian
laog apanese 03 lcuban
luo orean bomlniwn
[AJ.I l.aotian hexican, Mexican American, Chicano/Chicana
la13 akistani 06 [Other Hispanic, Latino, or of Spanish Origin
la14 alwanese lPeruvian
lais ietnamese [puerto Rican

[pecline to Respond
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Categories: ACGME/AMA

Race/Ethnicity:

EoaN -t R R P RSl PES o o S R

lspanie. |
~ |native American/Alaskan

White
Black or African American
Asian
American Indian or Alaskan Native
Other
of Unknown

Hispanic, Latino or of Spanish origin

Native Hawaiian or Pacific Islander
Prefer not lo report

© 2019 ACGME



Data Collection

We have approximately 80% of resident External:
data on R/E and nearly 100% by gender

through program director report on ADS m) National Institutes of Health

Missing data is important @ECFMG Snmmmmons

Uncertain method of assessment AMA’% |
We have no data on faculty and GME staff " /\ d y "doximity
. ® Accreditation Council for
(CCC’ GMECS’ PD, DIO’ COOFdInatOFS, aacﬂmwmlm“ssmmﬂmUF d “ Graduate Medical Education LCD[E@
COLLEGES OF OSTEOPATHIC MEDICIH
CEOs, CAO, etc.) 2 Ty
; $ m AMERICAN
We don’t know what happens to our AAMC hoostonat e

graduates and their impact on health care

PN
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External Partners in Data Alignment

Each organization collects data for some segment along the arc of training or of
the practice of physicians

Each collects it in its own way and uses different criteria which makes tracking
along the continuum of training and practice difficult

We plan to hold a summit of organizations around data classification and data
sharing with respect to identity to assist in answering significant questions about
diversity and inclusion in healthcare

Common standards of collection and classification

Common strategies to collapse and organize classifications that yield the
most meaning

!
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Implementation of Planning Committee
Recommendations

_ _ Plan for recognition of programs that have shown
Recommendation 3 Systematic excellence building the physician pipeline and DEI

Recruitment and Admissions initiatives generally (Winter 2021)

|dentifying existing pipeline programs to make
available for programs on ACGME D&l website
(Ongoing; Summer 2019)

Making appearances describing the changes
to the Common Program Requirements
(Sections IC, V, and VI) with RCs, programs
and organizations (Ongoing effort) Contact specialty organizations to consider
creating recognition programs to improve diversity

Use specialty mix data on R/E/G, to begin =< Y _
within specialties (Winter 2020)

work on holistic admission for GME. Have
identified potential individuals with this
expertise (Fall 2020)

N
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Implementation of Planning Committee
Recommendations

Recommendation 4 Withdrawal/Dismissal

We have reviewed and extended analysis of the withdrawal and dismissal rate for GME. In
Winter 2018, Dr. Nasca met with selected programs to discuss these matters at their
Institutions and we will continue these conversations (Ongoing)

Complete deeper dive into the elements assessing the free text information associated with
the w/d and dismissal cases nor recommended additional collection of data (Fall 2019)

Initiating research involvement with external colleagues who are interested in working on
w/d and dismissal issues in GME in specialty specific areas. (Summer 2019)

.
A
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Implementation of Planning Committee

Recommendations

Recommendation 5 Inclusive

i : : E CLER leadership on how t
Clinical Learning Environment ngage eagership on NOW 10 assess

Inclusiveness of the clinical learning

Initiated the process of identifying sources of environment in their reviews. (Fall 2019)
scholarship in reduction of implicit bias, Working with survey task force to add
microaggression and ally training in health questions on resident, fellow and faculty
care (Summer 2019) mistreatment. (Summer 2019)

Begin consideration of the intersection of Work on a mechanism to recognize
well-being and discrimination, and their implementation of best practices to eliminate
impact on performance of minority residents microaggressions, discrimination, and

and fellows and possible contribution to w/d harassment in GME to date (Winter 2020)

and dismissal (Winter 2020)

!
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Implementation of Planning Committee

Recommendations

Recommendation 6 Seeking
fairness for the individual

Abutted a fundamental problem in the means
by which the ACGME might serve to assist in
establishing fairness in due process
situations with individual residents in their
programs and sponsoring institutions. This
will be an important element of the work of
the Advisory Committee (Winter 2020)

Engage Dr. Holmboe regarding work to
assess implicit bias and its impact on
milestones assessment (Fall 2019)

Recommendation 7
Communications

Working to establish a full communications
plan with Ms. Amidon to include website and
social media presence (Ongoing; Summer
2019)

Multiple opportunities to influence groups to
Improve diversity and inclusion efforts in GME
underway (Ongoing)

Planning a Diversity and Inclusion track for the
2020 Annual Education Conference (Summer
2019)

N
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ACGME Office of Diversity and Inclusion

Contact Us
Bill McDade, MD, PhD Gizelle Clemens, MPA
wmcdade@acgme.orq gclemens@acgme.orq
312.755.7472 312.755.7035
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