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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.htm
l 
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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
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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 that there would 

be physicians to serve the black population so as to 

prevent spread of disease to the overall population.

Racial-concordance in physician care persists to this 

day with a Black physician 24x more likely to see a 

Black patient compared to their white counterparts, 

19x for LHS+ physicians to see a Latinx patient, and 

27x for an Asian physician to see an Asian patient 

(Marrast et al. JAMA 2014);  For primary care, the 

odds ratio is 40x for Blacks (Bach et al. NEJM 2004)

Workforce diversity matters to the elimination 

of health disparities

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

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
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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 professionalism

• 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
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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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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
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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 humility 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 Year 2004-2019

Tervalon 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.
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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 whistleblowers 
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 outcome differences 

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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What are we testing and why does it matter?

Parameter How this is pertinent Why it matters to patients Why it may not test what you think

Persistence/endurance Requires regular attention to details because it is 

a cumulative test

Patients need thorough, consistent 

attention to ensure detils are not 

missed

Some who procrastinate in studying, 

but are skilled in interpreting question 

responses will do better

Dedication to task Tests executive skills and time management for 

a specific task

Managing multiple patients and 

keeping details straight is keep to 

delivery of safe care

Some who are not well organized may 

escape detection if they have 

compensatory retention skills

Self-sacrifice Requires that personal interest must be set aside 

to accomplish a grander task

Patients require a degree of altruistic, 

other-directed behavior from their 

physicians

Is it altruism, or could motivation for 

personal gain be what is measured 

here?

Medical knowledge retention How much information can be assembled by 

learners and be shown to be available

Despite access to abundant 

information in silico, there is a core 

basis of knowledge that makes caring 

for patients possible and efficient

Medical knowledge that is available 

may depend more on experiences and 

context than on what was read and 

understood and testable with MCQs

Medical knowledge 

application

Judgement and skills adequacy demonstrates 

facility with information and on the doing piece

That correct application of information 

improves outcomes is why patients 

engage

Are there better ways than MCQs to 

assess knowledge application, such as 

simulation SJT, or observation
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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.

…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 texting 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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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 forays 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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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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After controlling for US Medical Licensing 

Examination 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 

selected for AΩA membership 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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Common Program Requirement I.C.

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)

Adopted by ACGME Board of Directors June 2018

Changes went into effect 1 July 2019
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• 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 and 

education.

• Focus is to provide a workforce that is consistent with 

accomplishing this mission

Who is the target of diversity?
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What programs can do to increase 

diversity- Increase the size of the pie

Increase diversity and provide an inclusive learning environment

View increasing diversity as a long-term strategy:

Increase the number of diverse learners in pre-residency (Pathway programs)

Work cooperatively with other programs in your institution or within your specialty to drive diverse individuals into 
the medical profession

Recruit and try to increase your current numbers, but don’t compete against one another – emphasize cooperation 

not competition

If you show active work in pathway programs, eventually showing tracking of participants, even if your residency 

numbers don’t increase for a number of years, your program will still achieve substantial compliance
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• Science Technology Engineering and Math         STEM and Medicine 
STEMM

• Many community programs focus on early learners but don’t feel 
comfortable connecting with hospitals and academic medical centers 
in their communities

• Half of the programs ACGME accredits are not directly associated 
with a medical school – If they actively engage with STEMM 
programs, we can greatly enhance community partnerships.  With 
this requirement, academic medical centers will be looking for 
community partners.

• AMCs have resources and can provide mentors and opportunities

• AMCs have also constructed barriers and can remove them

Opportunity for Partnership
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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 pathway of candidates into medicine at various levels 

specifically

• Opportunity to address interprofessional collaboration

• Should demonstrate implementation of best practices from the field
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Putting the Annual Program Update to use

• ACGME Equity Matters Collection

• Extractions of practices obtained from the ACGME 

APU and solicited strategies provided in the 

applications of the Barbara Ross Lee, DO, 

Diversity, Equity and Inclusion Award to be made 

available to the entire GME community
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• Program’s

Sample of what psychiatry programs reported

ACGME unpublished data Annual Program Update 2020-2021
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• Program

Sample of what psychiatry programs reported

ACGME unpublished data Annual Program Update 2020-2021
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• Program

Sample of what psychiatry programs reported

ACGME unpublished data Annual Program Update 2020-2021
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• Program’s

Sample of what psychiatry programs reported

ACGME unpublished data Annual Program Update 2020-2021
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• Department

Sample of what psychiatry programs reported

ACGME unpublished data Annual Program Update 2020-2021
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• Department

Sample of what psychiatry programs reported

ACGME unpublished data Annual Program Update 2020-2021



© 2021 ACGME©2022 ACGME

Equity Matters 

Resource Collection
Converting data into information
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4 Learning Communities – 2021-2022

DEI Leadership 
Certificate

• 90 Individuals

• Organizational, 
Department, Program, and 
Resident Leader 
Participants

Council of Medical 
Specialty Societies

• 28 Specialty Societies

• 54 CEO/Presidents and 
DEI Leader Participants

Organization of 
Program Directors 

Associations

• 11 Associations

• 22 GME and DEI Leader 
Participants

Blue Cross Blue Shield 
IL/IPD

• 7 Institutions

• 70 CEO, CFO, CMO, DEI, 
GME Leader, and Resident 
Participants

Equity 
Matters
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Equity Matters Goal -
Resource Provision for GME

• Engage

• Analyze, Customize, Innovate

• Guide and Assist

APU

DEI 
Award

DEI 
Officers

BCBS IL

CMSS/OPDA

Equity Matters 
Resource Collection
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• Title of strategy

• What:  A description of the strategy

• Why:  The rationale as to why a program would engage in this effort

• Variations: Various ways in which the general concept has been undertaken

• How:  Steps involved in how a program might go about putting this innovation in play –
example from another institution

• Who: Individuals at programs who have agreed to be helpful to colleagues wishing to 
understand the intervention at a more granular level

• References: Any literature that we can identify that describes the method, outcomes or 
value

• Comments:  Experiences from users who will describe their own characteristics and the 
satisfaction they had in implementing the innovation

Equity Matters Collection
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SECOND Trial website shown with permission from Dr. Bilimoria
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Let’s look at the numbers
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Total number of active 

residents 2020-21

Race/Ethnicity Core Programs* Subspecialty Fellowships**

White non-Hispanic 61,729 (50.1%) 12,296  (47.4%)

Asian/ Pacific Islander 30,338  (24.6%) 8,117  (31.3%)

Hispanic 6,563  (5.3%) 1,428  (5.5%)

Black Non-Hispanic 7,017  (5.7%) 1,288 (5.0%)

Native American/Alaska Native 138  (0.11%) 14  (0.05%)

Other 3,188  (6.2%) 862  (3.3%)

Unknown 5,405 (2.6%) 440  (1.7%)

123,279 25,921Total*

ACGME Data Resource Book Academic Year 2020-2021*Omits multiracial, prefers not to disclose (represents 5.4%)
**Omits multiracial, prefers not to disclose (represents 5.8%)
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White, Non-Hispanic by Specialty  
2016-2017 Academic Year

42.7%
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16.6

%

Asian and Pacific Islander by Specialty  
2016-2017 Academic Year
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Hispanic by Specialty
2016-2017 Academic Year

4.9%
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Black, Non-Hispanic by Specialty  
2016-2017 Academic Year

4.5%
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Native American by Specialty  
2016-2017 Academic Year

0.2%



© 2021 ACGME

Males by Specialty  
2016-2017 Academic Year

52.9%
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Females by Specialty  
2016-2017 Academic Year

44.0%
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16.57%

8.11%

8.01%

7.54%

6.75%

6.39%

6.33%

5.86%
5.41%

5.09%

4.97%

4.84%

4.76%

4.73%

4.55%

4.50%

4.41%

4.37%

4.17%

4.02%

3.68%

3.49%

3.34%

2.84%

2.37%

2.29%

2.20%

1.28%

0.93%

0.00% 2.00% 4.00% 6.00% 8.00% 10.00% 12.00% 14.00% 16.00% 18.00%

Preventive Medicine

Nuclear Medicine

Obstetrics And Gynecology

Family Medicine

Psychiatry

Pediatrics

Vascular Surgery Integ

Internal Medicine

Surgery

Emergency Medicine

Anesthesiology

Dermatology

Colon And Rectal Surgery

Pathology

Neurological Surgery

Neurology

Medical Genetics And Genomics

Physical Medicine And Rehabilitation

Orthopaedic Surgery

Radiology

Urology

Radiation Oncology

Child Neurology*

Otolaryngology - Head And Neck Surgery

Plastic Surgery

Ophthalmology

Interventional Radiology*

Allergy And Immunology

Thoracic Surgery  (Trad + Integ)

ACGME Unpublished Data 2011-2021

% active Black 

residents in 

2020-21 by 

specialty
5.7%
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12.33%

8.17%

7.04%

6.04%

4.93%

4.74%

4.69%

4.69%

4.64%

4.48%

4.47%

4.46%

4.40%

4.08%

3.82%

3.77%

3.65%

3.42%

3.41%

3.36%

3.33%

3.22%

3.16%

3.01%

2.79%

2.53%

2.16%

2.07%

1.72%

0.00% 2.00% 4.00% 6.00% 8.00% 10.00% 12.00% 14.00%

Preventive Medicine

Obstetrics And Gynecology

Family Medicine

Psychiatry

Physical Medicine And Rehabilitation

Surgery

Anesthesiology

Pediatrics

Thoracic Surgery  (Trad + Integ)

Colon And Rectal Surgery

Emergency Medicine

Neurological Surgery

Internal Medicine

Nuclear Medicine

Child Neurology*

Vascular Surgery Integ

Dermatology

Pathology

Neurology

Urology

Orthopaedic Surgery

Radiation Oncology

Allergy And Immunology

Radiology

Medical Genetics And Genomics

Plastic Surgery

Otolaryngology - Head And Neck Surgery

Ophthalmology

Interventional Radiology* % active Black residents 

in 2021-21 by specialty

ACGME Unpublished Data 2011-2021

4.8%
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Active psychiatry core residents 
and fellows 2011-2021 by race

ACGME Unpublished 
Data 2011-2021
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Active psychiatry core 
residents 2011-2021 by race

ACGME Unpublished Data 2011-2021
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Active psychiatry fellows 
2011-2021 by race

ACGME Unpublished 
Data 2011-2021
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ACGME Unpublished 
Data 2011-2021

Active psych core residents M/F by race # 
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ACGME Unpublished 
Data 2011-2021

Active UIM psych core residents M/F by race # 
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Active psychiatry core resident trends by 

race/ethnicity/gender # 
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ACGME Unpublished 
Data 2011-2021

Active psychiatry core residents by race % 
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ACGME Unpublished 
Data 2011-2021

Active UIM psych core residents by race % 
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Black active psychiatry core 

residents M/F 2011-21

ACGME Unpublished 
Data 2011-2021
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LHS+ active psychiatry core 

residents M/F 2011-21

ACGME Unpublished 
Data 2011-2021
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Program data active core psychiatry 

residents 2021-2022

ACGME unpublished data  2020-2021

There xxx Black residents across all 
4 years of psychiatry core 
programs.  xx programs (xxx%) 
account for 50% of all Black 
residents.  xxx% of programs 
account for all Black residents.  xx 
programs (xxx%) do not have a 
single Black resident in all 4 years

There xxx LHS+ residents across all 
4 years of psychiatry core 
programs.  xx programs (xxx%) 
account for 50% of all LHS+ 
residents.  xxx% (xxx) of programs 
account for all LHS+ residents.  xx 
programs (xxx%) do not have a 
single LHS+ resident in all 4 years
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Getting the numbers right is imperative 

to understand phenomena with 

marginalized groups

Program A Psychiatry Core

Program BPsychiatry Core
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Active entering psychiatry 
core residents by race 2011-21

ACGME Unpublished 
Data 2011-2021
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What is Systematic Retention?

A compliant program should demonstrate adequate support and 

mentorship for all trainees: Regularize Individualized Learning Plans

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
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Graduating core psychiatry 

residents by race 2010-20

ACGME Unpublished 
Data 2011-2021
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What happens when you increase diversity in an 

environment unaccustomed to it?

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)

Matriculation of residents from 

underrepresented groups requires 

social adaptation of the learning 

environment:

- Mitigating cultural underexposure or 

indifference

- Cessation of stereotypical projections

- Reduction of environmental elements 

that trigger imposter syndrome

- Effectively addressing uncivil behavior
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7409 residents (99.3% of the eligible residents) 

from all 262 surgical residency programs surveyed 

31.9% reported gender discrimination, 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 is, abuse 

and discrimination?

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

Yuce, Tarik K., et al. "National evaluation of racial/ethnic 
discrimination in US surgical residency programs." JAMA 
surgery 155.6 (2020): 526-528.
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Students from racial and ethnic minorities 

experience more microaggressions that they 

attribute to their race

Studies suggest that the higher prevalence 

of depression symptoms among this 

subgroup of students 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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Core psych residents leaving 
prematurely, all cause 2010-20

ACGME Unpublished 
Data 2010-2020

10-yr B/W all cause leaving rate is x 10-yr LHS+/W all cause leaving rate is x
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Core psychiatry residents 
dismissed, 2010-20

ACGME Unpublished 
Data 2010-2020

10-yr B/W dismissal rate is x 10-yr LHS+/W dismissal rate is x
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Core psychiatry residents 
withdrawn 2010-20

ACGME Unpublished 
Data 2011-2021

10-yr B/W withdrawal rate is x 10-yr LHS+/W withdrawal rate is x
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Core psychiatry residents 
transferred 2010-20

ACGME Unpublished 
Data 2011-2021

10-yr B/W transfer rate is x 10-yr LHS+/W transfer rate is x



©2022 ACGME

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)

New Program Requirement VI.B.6. 
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The cost of incivility
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Active entering psychiatry

fellows by race 2011-21

ACGME Unpublished 
Data 2011-2021
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Active active psychiatry

fellows by race 2011-21

ACGME Unpublished 
Data 2011-2021
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Active graduating psychiatry 

fellows by race 2011-21

ACGME Unpublished 
Data 2011-2021
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Psychiatry fellows leaving, all 

cause, by race 2011-21

ACGME Unpublished 
Data 2011-2021
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Black psych active fellows in past 10 years #

* New Subspecialty starting in 2014-15ACGME Data Resource Book Academic Year 2010-2020

Subspecialty Male Female Total Black

Total 

Fellows in 

10-yrs

% Black in 

10-yrs

Black 

Graduates

Total 

graduates

% Black 

Graduates

Addiction Medicine 

Multispecialty

Addiction Psychiatry

Child and Adolescent 

Psychiatry

Forensic Psychiatry

Geriatric Psychiatry

Consultation Liaison 

Psychiatry

** New Subspecialty starting in 2019-20
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Latinx psych active fellows in past 10 years #

ACGME Data Resource Book Academic Year 2010-2020 * New Subspecialty starting in 2014-15 ** New Subspecialty starting in 2019-20

Subspecialty Male Female Total LHS+

Total 

Fellows in 

10-yrs

% LHS+ in 

10-yrs

LHS+ 

Graduates

Total 

graduates

% LHS+ 

Graduates

Addiction Medicine 

Multispecialty

Addiction Psychiatry

Child and Adolescent 

Psychiatry

Forensic Psychiatry

Geriatric Psychiatry

Consultation Liaison 

Psychiatry



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

Leniene Hudson

lhudson@acgme.org

312.755.7422

Thank you 

Allison Simpson

asimpson@acgme.org

312-755-5040

mailto:wmcdade@acgme.org
mailto:davant@acgme.org
mailto:mpassiment@acgme.org
mailto:pguthrie@acgme.org
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©2021 ACGME©2022 ACGME

ACGME EQUITY MATTERS

A Continuous Learning and Process 
Improvement Initiative in DEI for the 

GME Community
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ACGME Commitment to Equity

Assurance of the conditions for an optimal educational and practice 

environment for all learners, faculty, and staff requires:

• Valuing all individuals and populations equally

• Recognizing and rectifying historical injustices

• Providing resources according to need

Jones CP. Systems of power, axes of inequity: parallels, intersections, braiding the strands. Med Care. 2014
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Interconnecedness 
of levels to 

accomplish the 
mission

•Establish or enhance infrastructure, policies, and procedures 
that will yield a diverse workforce and a culture of safety, equity, 
and inclusion in GME learning environments

Leadership

•Ensure that the diversity of the physician workforce reflects the 
demographics of the community

Workforce

•Create culture, climate, and educational experiences that build 
safety and trust providing consistent diversity, equity, and 
inclusion experiences for faculty and learners 
Purposefully engage educators who understand and actively 
create a safe and equitable learning environment

Workplace

•Ensure that the diversity of the physician workforce reflects the 
intent to eliminate local health disparities/inequities to improve 
communication, trust, and outcomes

Patients/Populations
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Equity Matters
Continuous Learning and Process Improvement in DEI & 

Anti-Racism

Phase II

Acceptance

Phase III

Action

Phase IV

Assessment & 
Adaptation

Phase I

Acknowledgement

Goal:
Build a fund of knowledge in DEI, 
antiracism

Goal:
Acquire skills and training necessary to effect 
change without causing harm

Goal:
Implement a current or innovate a new 
intervention

Goal:
Assess the effectiveness of the 
intervention; share as a new resource for 
GME Community
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Equity Matters
Continuous Learning and Process Improvement in DEI & Anti-

Racism

Phase II

Acceptance

Phase III

Action

Phase IV

Assessment & 
Adaptation

Phase I

Acknowledgement

Activities:
• Fundamentals of DEI and Antiracism 

Modules
• Author Discussions

Activities:
• Dominant Cultural Norms
• Allyship
• Antiracism
• Holistic Review

Activities:
• Develop project plan
• Implement project

Activities:
• Assess the effectiveness of the 

intervention
• Prepare final report
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Equity Matters
Continuous Learning and Process Improvement in DEI & Anti-

Racism

Phase II

Acceptance

Phase III

Action

Phase IV

Assessment & 
Adaptation

Phase I

Acknowledgement

Deliverables:
• Review and reflect on monthly 

modules
• Completing knowledge assessment
• Track progress in Project Portfolio

Deliverables:
• Review and reflect on training modules
• Develop draft project plan
• Engage in peer project feedback

Deliverables:
• Finalize and implement project plan
• Project coaching and peer feedback

Deliverables:
• Identify success and areas for 

improvement
• Present at Capstone Event in December
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1. Trauma-Responsive Cultures Part 1 & 2

2. The History of Race in Medicine: From the Enlightenment to 

Flexner

3. The New History of the Intersection of Race in Medicine: Fast 

Forward to 2021

4. Building Safe and Courageous Spaces in GME

5. Steps Leaders Can Take to Increase Diversity, Enhance Inclusion, 

and Achieve Equity

6. Gender Equity: Culture and Climate

7. Naming Racism and Moving to Action Part 1 & 2

8. Women in Medicine

9. Gender Disparities

10. Exposing Inequities and Operationalizing Racial Justice

11. Patient Safety, Value, and Healthcare Equity: Measurement 

Matters

12. Using a Structured Approach to Recruit Diverse Residents, 

Fellows, and Faculty

13. Intersectionality: A Primer

14. The Intersection of Race and Gender Oppression as Root Causes 

of Health Inequities

15. The Black Experience in Medicine

16. Whiteness: Power and Privilege in the Context of US Racism Part 

1 & 2

17. Asian, Pacific Islander, and API American Experience

18. Latino, Hispanic, or of Spanish Origin Part 1 & 2

19. American Indian and Alaskan Natives in Medicine Part 1 & 2

20. Geography: The Impact of Place

21. Sexual Minorities

22. Gender Minorities

23. Federal Regulations

24. First-Generation & Low-Income Trainees in Medicine

25. Creating an Inclusive Environment for Muslim and Sikh Trainees

26. Creating an Inclusive Environment for Orthodox Jewish Trainees

27. Disability Accommodation in Graduate Medical Education

28. Disability Inclusion in Graduate Medical Education

29. Health Disparities in Correctional Medicine and the Justice 

Involved Population

30. Non-Traditional-Age: Remaining inclusive of and supporting non-

traditionally-aged learners

31. Immigration and IMGs: J-1 Physicians Add Valuable Diversity

32. Undocumented Students in Medical Education

33. Language: Linguistic Diversity and Health Equity in GME

34. Dominant Culture Norms in Medical Education

35. Becoming an Ally Part 1 & 2

36. Holistic Review Part 1-4

37. Anti-Racism

38. Pronouns

39. Military and VA perspectives in the learning environment

Fundamentals of DEI and Antiracism
Learning Modules
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The resources are very 
useful and provide a 
credible and peer 
reviewed toolkit to help 
do this work, whether one 
is a newbie or a seasoned 
pro.

These sessions have been so 
enlightening. I have loved and 
learned from each one. My 
only wish [is] for everyone to 
have access to these 
wonderful topics.

I think this is critical for all 
organizations in healthcare.

I am learning so much and 
appreciate the opportunity to 
participate. I do wonder why I 
don't see as many of the white, 
male CEOs. It is disappointing 
on one hand to see that most of 
us are women and BIPOC. Then 
on the other hand, it is amazing! 
Catch-22

Representative Learning Community Comments
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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

