Journal of the Association of American Medical Colleges

Uncomposed, edited manuscript published online ahead of print.

D

This published ahead-of-print manuscript is not the final version of this article, but it may be cited and
shared publicly.

Gonzaga Alda Maria R. MD, MS; Appiah-Pippim James MD, MPH; Onumah Chavon M. MD,
MPH; Yialamas Maria A. MD

Title:

A Framework for Inclusive Graduate Medical Education Recruitment Strategies: Meeting the
ACGME Standard for a Diverse and Inclusive Workforce

DOI:

10.1097/ACM.0000000000003073

A

C

C

EP

TE

Author:

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

Academic Medicine
DOI: 10.1097/ACM.0000000000003073
A Framework for Inclusive Graduate Medical Education Recruitment Strategies: Meeting
the ACGME Standard for a Diverse and Inclusive Workforce

EP
TE
D

Alda Maria R. Gonzaga, MD, MS, James Appiah-Pippim, MD, MPH, Chavon M. Onumah, MD,
MPH, and Maria A. Yialamas, MD

A.M.R. Gonzaga is associate professor, Departments of Medicine and Pediatrics, and medicinepediatrics residency program director, University of Pittsburgh School of Medicine, Pittsburgh,
Pennsylvania.

J. Appiah-Pippim is associate professor, Department of Medicine, AU/UGA Medical

Partnership, and program director, Transitional Year Residency, Piedmont Athens Regional,
Athens, Georgia.

C.M. Onumah is assistant professor, Department of Medicine, The George Washington
University School of Medicine and Health Sciences, Washington, DC.

C
C

M.A. Yialamas is assistant professor, Harvard Medical School, and associate program director,
Brigham and Women’s Hospital Internal Medicine Residency, Boston, MA

Correspondence should be addressed to Alda Maria R. Gonzaga, 200 Lothrop Street, Suite 933W
MUH, Pittsburgh, PA 15217; email: gonzagaa@upmc.edu.

A

Funding/Support: None reported.

Other disclosures: None reported.
Ethical approval: Reported as not applicable

1

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

Abstract
To help address health care disparities and promote higher quality, culturally sensitive care in the
United States, the Accreditation Council for Graduate Medical Education and other governing
bodies propose cultivating a more diverse physician workforce. In addition, improved training
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and patient outcomes have been demonstrated for diverse care teams. However, prioritizing
graduate medical education (GME) diversity and inclusion efforts can be challenging and
unidimensional diversity initiatives typically result in failure.

Little literature exists regarding actionable steps to promote diversity in GME. Building on

existing literature and the authors’ experiences at different institutions, the authors propose a 5point inclusive recruitment framework for diversifying GME training programs. This article

details each of the 5 steps of the framework, which begins with strong institutional support by

setting diversity as a priority. Forming a cycle, the other four steps are seeking out candidates,
implementing inclusive recruitment practices, investing in trainee success, and building the

pipeline. Practical strategies for each step and recommendations for measurable outcomes for

C
C

continued support for this work are provided. The proposed framework may better equip

colleagues and leaders in academic medicine to prioritize and effectively promote diversity and

A

inclusion in GME at their respective institutions.
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Health disparities exist in every area of medicine, many of which are related to race and
ethnicity. Exacerbating current racial and ethnic health disparities are the low numbers of
physicians from underrepresented in medicine (UIM) backgrounds.1 The diversity of the
physician workforce has become an area of scrutiny in both the Liaison Committee on Medical
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Education (LCME) and Accreditation Council for Graduate Medical Education (ACGME)
accreditation processes. To provide high quality, culturally responsive care for all patients with

the goal of eliminating health disparities, the ACGME’s new standard on diversity proposes that
programs systematically cultivate a more diverse health care workforce.2 Furthermore, all

graduate education medical (GME) programs are being asked to detail what their institution and
individual program are doing to meet this standard in their annual program update to the

ACGME. The focus on this standard has created much needed urgency to have all leaders in

GME advocate for and work toward diversifying the health care workforce with the ultimate
aspirational goal being elimination of racial health care disparities.

Diversity in the health care workforce promotes more culturally responsive care, improves

C
C

access to high quality health care for underserved populations, and broadens research agendas,3

all components necessary to eliminate health care disparities. A study has shown that physicians
of racial minorities are more likely to care for sicker minority patients.4 In addition, minority
patients are more likely to choose a physician of their own race/ethnicity and this concordance

A

has been shown to increase the likelihood of minority patients seeking needed health care,5–8 thus
creating opportunities for health promotion and addressing chronic health care needs. Graduates
of U.S. medical schools with a higher percentage of UIM students are better prepared to care for
a diverse patient population, especially if they perceived a positive climate for interracial
interactions that allows for perspective sharing between individuals of diverse backgrounds. 9
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Furthermore, given the data on improved training and patient outcomes from diverse teams,10
accreditation bodies,2,11 medical schools, and hospitals are prioritizing diversity and inclusion
efforts.
The goal of medical education is to create a workforce that meets the needs of our population. A
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diverse workforce does just that. GME educators must partner with undergraduate medical
education (UME) colleagues, medical schools, and hospitals to optimize recruitment and

retention of UIM physicians. To our knowledge, the existing literature on recruitment and

retention of GME trainees from diverse backgrounds is sparse; there has been more written with
regard to recruitment of medical students.12–19 A unidimensional diversity initiative typically

results in failure,20 and significant barriers to achieving diversity may exist, including the lack of
prioritization of diversity by leadership, the challenge of developing or enhancing an institutional
culture of inclusion, the challenge of modifying current recruitment practices to improve

diversity overall, and mitigating selection committee members’ implicit biases during trainee
recruitment. Also, the push for increasing numbers of trainees, without addressing an

C
C

environment of support and inclusion (or lack thereof), will lead to minimal, if any, long term
change at a given program or institution.21
In this article, we propose a 5-point actionable framework (Figure 1) for diversifying GME

training programs by focusing on resident recruitment and trainee success, while underscoring

A

the importance of mandates from both the affiliated medical school and hospital that make a top
priority of diversity and inclusion efforts. Our framework draws on the work of previous
researchers at UME and GME levels and includes our own practical strategies for
implementation of each step. We will highlight opportunities for GME to collaborate with UME
on diversity efforts. While this framework focuses primarily on GME recruitment, concurrent
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recruitment, retention, and promotion of UIM faculty and administrators is critical22 but beyond
the scope of this article.
Setting Diversity as a Priority
In order to maximize success, departmental leadership’s prioritization of a culture of diversity
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and inclusion while increasing the number of UIM trainees is necessary.23,24 Examining
departmental and residency data regarding faculty and trainee race/ethnicity and benchmarking it
against national means is often necessary to get not only a commitment from departmental
leaders, but also the necessary resources, to support UIM recruitment efforts.23

An in-depth look at enhancing the department’s culture of diversity and inclusion should occur

concurrently with initial recruitment efforts, with the end goal being a supportive, nurturing, and
inclusive experience for current and future UIM trainees. A complete assessment of the current
culture should be conducted by a team of at least two individuals.25 The culture of a program is
built on past experiences, and the beliefs and actions the department has taken to address
diversity and inclusion.

C
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There are several possible approaches to assessing a department’s existing commitment to

diversity. The Association of American Medical Colleges (AAMC) outlines a 4-step process:
reflective questioning regarding relevant criteria, data collection to gather qualitative and
quantitative indicators of the institution’s diversity and inclusion, synthesis and analysis to

A

identify strengths and opportunities for development, and leveraging findings to translate the
assessment into outcomes through communications with stakeholders and change agents. 25
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Seeking Out Candidates
An initial, and year-round, inclusive recruitment effort must include seeking out outstanding
UIM candidates. Attending regional and national meetings of student-run organizations that
focus on the needs and concerns of UIM medical students—such as the Student National
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Medical Association (SNMA), which supports black students, and Latino Medical Student
Association (LMSA)—is often a high-yield strategy for both demonstrating an ongoing
commitment to diversity and recruiting candidates from diverse backgrounds. Other

opportunities include attending annual residency fairs at historically black medicals schools, such
as the one held every spring at Howard University College of Medicine.

Candidates also scrutinize a program’s (and department’s) website for signs of diversity and

inclusion. Including a statement of diversity as a valuable part of the program’s mission is key,
e.g., “The mission of the Pediatric Residency Program at UPMC [University of Pittsburgh

Medical Center] Children’s Hospital of Pittsburgh is to educate and support a group of diverse

residents in an environment of innovation, collaboration, and discovery.”26 Of similar importance
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is including a commitment to diversity as a key descriptor of the program “We have a cohesive,
supportive, and hard-working group of residents from diverse backgrounds who are devoted to
patient care and to one another.”27 Furthermore, including links to diversity and inclusion
webpages at the program, department, and institution level demonstrate a sincere and high

A

priority commitment. Such webpages can be used to highlight current successes and provide
evidence of an institution’s commitment to diversity and inclusion.

6
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Implementing Inclusive Recruitment Practices
In order to recruit and match a more diverse residency class, programs should maximize chances
of success by inviting a more diverse group of applicants to interview. In this section we will
review the racial bias that has historically existed in standardized tests and subjective clerkships
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grades. We will then introduce holistic review and other inclusive strategies such as faculty
development in mitigating implicit bias and making an authentic commitment to nurturing a
diverse residency class.

Bias in standardized tests and clerkship grades

Most residency programs receive a high number of applications that have historically been most
easily sorted in Electronic Residency Application Service (ERAS) by United States Medical

Licensing Examination (USMLE) scores (Step 1 typically). This screening technique results in

bias against UIM students, who, as a group, have been shown to perform worse on standardized
tests, such as the 10 to 20 point differential noted for white vs. black USMLE Step 1 test

takers.28–32 Other studies have shown that on average UIM and female students perform below
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the level of their white, male counterparts on standardized exams, 29–31 which have only been

shown to predict future licensure/certification exam pass rates,30,32 not performance in training.
Focusing on an applicant’s grades in clinical rotations may not be the answer to how to fairly and
equitably select residents since clinical performance evaluations are subject to the implicit bias

A

of attending and resident evaluators, and racial disparities in grades have been reported.33
Furthermore, some clinical rotations have an end of the rotation standardized test as a major
contributor to the final grade. The ideal strategy is to have a holistic review of all applications
where the screening criteria and emphasis are not based on test scores and grades alone. In
addition, the program director or even a subgroup of the selection committee can individually
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review UIM candidates by their self-identified race/ethnicity in ERAS, using the same universal
criteria as for non-UIM candidates.34 While not surprising given the disparities noted above,
racial disparities in induction to the Alpha Omega Alpha (AOA) Society have also been
reported,35 and therefore referencing AOA membership is not an inclusive way to choose
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applicants to interview.
The argument that that there are “just too many applicants” to review fully is a symptom of a
system that does not value diversity enough to dedicate resources to equitably review all

candidates in the applicant pool. Approaches to allocate appropriate resources to support faculty
members of the intern selection committee to do this administrative work may include blocking
clinic for 1 or 2 days, training administrative staff to do a first pass of the candidates, and/or
asking members of the diversity and inclusion committee to volunteer their time to review
applications.

Therefore, a department would invest in the resources (faculty or administrative staff time)

needed to evaluate all candidates in the pool using a universal set of criteria, including elements

C
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obtained via holistic review (elaborated upon in the next section) of the candidate’s experiences
and attributes, in addition to their performance on metrics.
Holistic review

The AAMC has recommended the strategy of holistic review of an entire applicant pool to

A

increase diversity in a trainee class. Holistic review is a flexible, highly individualized process by
which balanced consideration is given to the candidates’ experiences, attributes, and academic
accomplishments (e.g., metrics).14
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With the overreliance on easy-to-filter metrics such as USMLE scores and AOA status, program
directors may never review a talented UIM student’s application before filling all their interview
slots, despite that student being equally qualified to be an excellent physician.
The “experiences” domain considers the path that applicants have taken to get this point,
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including their hometown (inner city, suburban, or rural; e.g., did the applicant spend summers
working on his/her family farm rather than engaging in other activities?), educational

background and geographic distance traveled for their educational pursuits, employment history,
and past research and/or clinical experiences. The “attributes” category includes the personal and
professional characteristics that have contributed to an applicant’s achievements, and includes
communication skills, leadership, intellectual curiosity, and resilience. This category also

includes other formative characteristics or experiences such as languages spoken, socioeconomic
status, and demographic attributes that shape identity (e.g., race, ethnicity, and gender). For

instance, volunteer activities listed in the curriculum vitae give information about an applicant’s
commitment to service and their willingness to take on leadership roles.
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Program directors and selection committee members can find experiences and attributes

described in the opening section of the Medical Student Performance Evaluation (MSPE), letters
of recommendations, and an applicant’s personal statement. Application reviewers will need to
be careful to monitor for gender and racial bias in the adjectives used to describe applicants in

A

their MSPEs and letters of recommendation. 36 One solution we have used to mitigate this type of
bias is to have the same application reviewer(s) review every application from a specific
school(s), i.e., one reviewer would review all the application materials for students applying
from Harvard University, George Washington University, and University of Pittsburgh. By being
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more familiar with the school, opportunities available at the school, the MSPE letter, and letter
writers, the reviewer may be able to recognize subtle bias more readily.
Ideally, a program director and selection committee would balance these three categories
equally, and therefore give less, rather than all, weight to metrics if the applicant has overcome
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familial hardships and/or actively volunteered in the community during medical school.
Sometimes this balance may mean the program be willing to take on some additional coaching

and mentorship (e.g., with an applicant with a USMLE score of 190, but who has held numerous
positions of leadership while in medical school and has excellent reviews on her communication
and teamwork skills in her clerkship evaluations). These young physicians typically thrive once
they match into a program willing to invest in their success and support them during their

training with strong mentorship. Tracking the number of UIM applicants, invites, interviews,
matches, and future careers over time can provide data about how well holistic review is
working.

The data from medical schools that incorporate many elements of holistic review show that they
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have successfully increased their class diversity compared with those schools who did not. 37 This
has also been the experience of several residency programs across the country, including
UPMC.38,39

Additional inclusive recruitment practices

A

Beyond holistic review, there are other strategies that internal medicine residency programs

have included as part of an inclusive recruitment strategy: training faculty interviewers and
members of the intern selection committee on implicit bias, ensuring a diverse group of faculty
participate in candidate interviews and as selection committee members, expressing a genuine
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and authentic commitment to the success of each resident during the recruitment day, conducting
structured interviews, and blinding interviewers to applicants’ academic metrics.40
Interviewer implicit racial, ethnic, or gender bias may lead to less favorable rating of a
(discordant) candidate’s interview and can affect the candidate’s perception of a program if they
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sense the interviewer’s bias.41,42 UIM candidates may perceive a paucity of verbal and non-verbal
indicators of comfort or friendliness due to the implicit bias of the interviewer as reflective of the
culture of inclusiveness at that program. Implicit bias training would ideally be led by an

experienced and/or trained faculty member in the topic. The AAMC43 and the consulting firm

Cook Ross44 specifically provide Train the Trainer sessions to meet this need.45 The Ohio State

University College of Medicine (OSUCOM) medical school admissions committee implemented
a training session led by a Cook Ross trained faculty member.12 The session was preceded by the
request that all faculty members completed 3 implicit association tests on race, gender, and

sexual orientation, which are available on a free website run out of Harvard University.46 After
testing, 67% of survey respondents thought testing may help reduce bias and 48% were
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conscious of their individual bias when interviewing. 12 In the following year, OSUCOM noticed
an increase (although not statistically significant) in the matriculation of applicants from groups
underrepresented in medicine.12

Diversity of interviewers and selection committee members should be carefully considered to

A

diffuse the concentration of a single type of implicit bias. Groups that may have less implicit bias
include residents, younger faculty, women, and UIM faculty.47 In addition to training and
inviting diverse faculty members to conduct interviews, 48,49 including a visual reminder of
strategies to mitigate implicit bias in the interview packet may help faculty to be mindful and use
such strategies during the interview.50
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During the interview day, we advise that the program director state clearly that the program and
department are committed to diversity and inclusion, and how that manifests through a
commitment to the success of each resident trainee. Detailing specific interventions (e.g., board
preparation programs, bystander training for faculty to support residents if they experience overt
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discrimination and microaggressions from patients and staff, faculty development for mentoring
across differences) strengthens the message that the program has a deep and sustained
commitment to diversifying its make-up.

Structured interviews, including multiple mini-interviews, that incorporate behavioral and

situational questions and rubrics for interview evaluation can mitigate bias and help counteract

personality and ability inferences. They also are better able to predict residency performance and
have higher validity than traditional interviews. 51 Despite this, as few as approximately 30% of
residency programs may be using structured interviews.49,52 Interview validity improves if

questions are based on analysis of what the job, in this case medical residency training, entails

and reliability increases when structured and anchored ranking scales are used. 49,52 The AAMC’s
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Best Practices for Conducting Residency Program Interviews guide details steps to develop

behavioral and situational interview questions and corresponding competency assessment rating
scales.53

Investing in Trainee Success

A

Programs and departments must prioritize diversity and inclusion year-round. Many programs
confront the pitfalls that come with focusing on recruitment without change in the culture:
trainees experiencing discrimination and microaggressions, leading to stereotype threat, leading
to burnout and possibly attrition.54 It is key to have programs in place to support all residents:
board preparation programs, programs to support finding mentors of similar backgrounds, early
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research mentor pairing to get them involved in research projects, career development
counseling, and guidance in professional identity formation. 55
Furthermore, we recommend resident and faculty be trained in bystander interventions for
overtly discriminatory actions or microaggressions on the part of patients and/or staff. 56,57
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Faculty should also receive faculty development on mentoring across differences. 58,59 Outcomes
measures for this domain include research productivity (poster/oral presentations), matching in
top fellowship programs and jobs, and leadership positions during and after training.
Building the Pipeline

Building the pipeline, in its broadest sense, means increasing the number of people from one’s

community who are nurtured academically and socially not only to pursue careers in science and
medicine, but also to be competitive candidates and successful students, trainees, and

physicians.60 Building the pipeline and investing in future UIM trainees will help alleviate what
some leaders in academic medicine consider the “zero sum game” of competing against each
other for a small pool of applicants.61

C
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For the program and department at the initial stages of addressing diversity and inclusion, a

realistic place to begin is at the medical school level. 62 UIM medical students are known to have
higher medical school attrition rates and report less supportive social and learning
environments63so intentional efforts to support and develop UIM students may be helpful.

A

Intentional efforts may include advising and mentoring UIM students and hosting developmental
events such as the Building the Next Generation of Academic Medicine Career Development
Regional Conference or local interview preparation workshops geared towards UIM students.63,64
Minority medical student organizations are underutilized but valuable resources.15 Residency
programs can specifically partner with local chapters of student-led organizations that support
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UIM students such as SNMA, LMSA, White Coats for Black Lives, and others, to mentor,
showcase their field and inclusion efforts, and recruit future residents from within their
institution.15 This has been a successful strategy at the UME level,15 and the GME level.65,66 We
encourage program leadership, and/or representatives from the local GME community, to attend
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the regional and national meetings of SNMA and LMSA to showcase their institution’s programs
and commitment to diversity and inclusion.

For the program and department at more advanced stages of diversity and inclusion work,

residency faculty and trainees, together with UME and affiliated medical school students, can
partner with local elementary school, high schools, and colleges to expose UIM students to

careers in medicine.22,67–69 If your medical school has a summer program for students of UIM

backgrounds, that may be another opportunity where residency faculty and trainees can provide

mentorship and make connections with potential future physicians. 69 Likewise, explicit efforts to
recruit and develop fellows and faculty from within one’s training programs is another way to

build the pipeline of future UIM physicians.22 Concurrent attention to UIM faculty recruitment
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and retention practices is necessary and the coordination of diversity and inclusion efforts across
the academic health center may prove to be effective in building and fortifying the UIM
pipeline.22

Concluding Remarks

A

Diversity and inclusion. Health disparities. Health equity. The time is now to link these
initiatives together to improve education, patient care, and the health of our communities. A
diverse health care workforce is a key component to eliminate health care disparities, so much so
that the ACGME has created a standard for all GME training programs to meet in this regard.
We have outlined a 5-point framework to create sustainable diversity and inclusive recruitment
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practices. There must be a commitment not only to increasing the diversity of training programs
but also to implementing mentoring and career development programs key to trainee success.
Formal implicit bias training, including holistic review of applications, for interviewers and
intern selection committee members will be needed to ensure the recruitment of a diverse
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residency class. Once we have succeeded in enhancing the culture of diversity and inclusion, we

A

C
C

must sustain it and celebrate it to ensure long-term success.

15

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

References
1. Association of American Medical Colleges. Diversity and Inclusion. Underrepresented in
Medicine Definition. https://www.aamc.org/what-we-do/mission-areas/diversityinclusion/underrepresented-in-medicine. Accessed October 23, 2019.

EP
TE
D

2. Accreditation Council for Graduate Medical Education (ACGME). Common Program
Requirements (Residency). ACGME approved major revision: June 10, 2018; effective:
July 1, 2019.

https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRResidency2019.p
df. Accessed October 23, 2019.

3. Cohen JJ, Gabriel B, Terrel C. The case for diversity in the health care workforce. Health Aff.
2002; 21:90–102.

4. Moy E, Bartman BA. Physician race and care of minority and medically indigent patients.
JAMA. 1995;273:1515–1520.

5. Saha S, Taggart SH, Komaromy M, Bindman AB. Do patients choose physicians of their own

C
C

race? Health Aff. 2000:19;76–83.

6. LaVeist TA, Nuru-Jeter A, Jones KE. The association of doctor-patient rate concordance with
health services utilization. J Public Health Policy 2003; 24:312–323.

7. LaVeist TA, Nuru-Jeter A. Is doctor-patient race concordance associated with greater

A

satisfaction with care? J Health Soc Behav 2002;43:296–306.

8. Alsan M, Garrick O, Graziani G. Does diversity matter for health? Experimental evidence
from Oakland. National Bureau of Economic Research (NBER) working paper no.
24787. June 2018. https://www.nber.org/papers/w24787. Accessed October 23, 2019.

16

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

9. Saha S, Guiton G, Wimmers PF, Wilkerson L. Student body racial and ethnic composition and
diversity-related outcomes in US medical schools. JAMA. 2008; 300:1135–1145.
10. Rock D, Grant H, Grey J. Diverse teams feel less comfortable—and that’s why they perform
better. Harvard Business Review. September 22, 2016. https://hbr.org/2016/09/diverse-

2019.

EP
TE
D

teams-feel-less-comfortable-and-thats-why-they-perform-better. Accessed October 23,

11. Liaison Committee on Medical Education. Functions and Structure of a Medical School:

Standards for Accreditation of Medical Education Programs Leading to the MD Degree.
Published March 2018. Effective July 1, 2019. http://lcme.org/publications/. Accessed
October 23, 2019.

12. Capers Q, Clinchot D, McDougle L, Greenwald AG. Implicit racial bias in medical school
admissions. Acad Med. 2017;92:365–369.

13. Fine E, Handelsman, J. Reviewing Applicants: Research on Bias and Assumptions. 3rd ed.
2005. http://wiseli.engr.wisc.edu/docs/BiasBrochure_3rdEd.pdf. Accessed October 23,

C
C

2019.

14. Addams AN, Bletzinger RB, Sondheimer HM, White SE, Johnson LM. Roadmap to
Diversity: Integrating Holistic Review Practices into Medical School Admission
Processes. Association of American Medical Colleges. 2010.

A

https://store.aamc.org/roadmap-to-diversity-integrating-holistic-review-practices-intomedical-school-admission-processes-pdf.html. Accessed October 23, 2019.

15. Rumala BB, Cason FD Jr. Recruitment of underrepresented minority students to medical
school: Minority medical student organizations, an untapped resource. J Natl Med Assoc.
2007;99:1000–1009.

17

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

16. Figueroa O. The significance of recruiting underrepresented minorities in medicine: An
examination of the need for effective approaches used in admissions by higher education
institutions. Med Educ Online. 2014;19:24891.
17. Achenjang JN, Elam CL. Recruitment of underrepresented minorities in medical school

EP
TE
D

through a student-led initiative. J Natl Med Assoc. 2016;108:147–151.
18. Sklar D. Diversity, fairness, and excellence: Three pillars of holistic admissions. acad med
2019;94:453–455.

19. Thomas BR, Dockter N. Affirmative action and holistic review in medical school

admissions: Where we have been and where we are going. Acad Med 2019;94:473–476.
20. Dobbin F, Kalev A. Why diversity programs fail. Harvard Business Review.

https://hbr.org/2016/07/why-diversity-programs-fail. Accessed October 23, 2019.

21. Tsai J. Diversity and inclusion in medical schools: The reality. Scientific American Blog

Network. https://blogs.scientificamerican.com/voices/diversity-and-inclusion-in-medical-

C
C

schools-the-reality/ Accessed October 29, 2019.

22. Nivet MA. Minorities in academic medicine: Review of the literature. J Vasc Surg. 2010;
51(4 Suppl):S53–S58.

23. South-Paul JS, Roth L, Davis PK, et al. Building diversity in a complex academic health
center. Acad Med 2013:88;1259–1264.

A

24. Auseon AJ, Kolibash AJ, Capers Q. Successful efforts to increase diversity in a cardiology
fellowship training program. JGME. 2013;5:481–485.

18

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

25. Association of American Medical Colleges. Assessing Institutional Culture and Climate.
Webcast Supplemental Guide. 2013.
https://www.aamc.org/download/335956/data/cultureclimatewebcastguide.pdf. Accessed
October 23, 2019.

EP
TE
D

26. University of Pittsburgh Medical Center and Children’s Hospital of Pittsburgh. Department
of Pediatrics Residency Program. http://www.chp.edu/health-care-

professionals/education/residencies/pediatrics. Accessed October 23, 2019.

27. University of Pittsburgh Medical Center. Medicine/Pediatrics Residency Program.
https://residency.dom.pitt.edu/medpeds/. Accessed October 23, 2019.

28. Davis D, Dorsey JK, Franks RD, Sackett PR, Searcy CA, Zhao X. Do racial and ethnic group
differences in performance on the MCAT reflect test bias? Acad Med. 2013;88:593–602.
29. Kleshinski J, Khuder SA, Shapiro JI, Gold JP. Impact of preadmission variables on USMLE
Step 1 and Step 2 performance. Adv in Health Sci Educ. 2009:14:69–78.

C
C

30. Koenig JA, Sireci SG, Wiley A. Evaluating the predictive validity of MCAT scores across
diverse applicant groups. Acad Med. 1998;73:1095–1106.

31. Dawson B, Iwamoto CK, Ross LP. Performance on the National Board of Medical
Examiners Part I examination by men and women of different race and ethnicity. JAMA.
1994;272:674–679.

A

32. Veloski JJ, Callahan CA, Xu G, et al. Prediction of students’ performances on licensing
examinations using age, race, sex, undergraduate GPAs, and MCAT scores. Acad Med.
2000;75(10 Suppl):S28–S30.

19

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

33. Wijesekera TP, Kim M, Moore EZ, et al. All other things being equal: Exploring racial and
gender disparities in medical school honor society induction. Acad Med. 2019;94;562–
569.
34. Auseon AJ, Kolibash AJ, Capers Q. Successful efforts to increase diversity in a cardiology

EP
TE
D

fellowship training program. JGME. 2013;9:481–485.
35. Boatright D, Ross D, O’Connor P, et al. Racial disparities in medical student membership in
Alpha Omega Alpha Honor Society. JAMA Intern Med. 2017;177:659–665.

36. Ross DA, Boatright D, Nunez-Smith M, et al. Differences in words used to describe racial

and gender groups in Medical Student Performance Evaluations. PLoS ONE. 2017;12:
e0181659.

37. Drees B, Nairn R, Nivet M, Danek J. Holistic admissions in the health professions: Findings
from a national survey. Washington, DC: Urban Universities for Health. 2014.

https://www.aplu.org/library/holistic-admissions-in-the-health-professions/File. Accessed
October 29, 2019.

C
C

38. Personal communication between Alda Maria Gonzaga and Jennifer Corbelli, MD, Director,
Internal Medicine Residency regarding University of Pittsburgh Medical Center Internal
Medicine Residency experience 2017–present. October 1, 2018.

39. Personal communication Chavon Onumah and Jillian Catalanotti, MD, Director of Internal

A

Medicine Residency Program at George Washington University regarding George
Washington University Internal Medicine Residency experience. April 18, 2019.

40. Talamantes E, Henderson MC, Fancher TL, Mullan F. Closing the gap: Making medical
school admissions more equitable. NEJM; 2019;380:803–805.

20

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

41. McConnell AR, Leibold JM. Relations among the implicit association test, discriminatory
behavior, and explicit measures of racial attitudes. J Exper Soc Psychol. 2001;37:435–
442.
42. Banaji MR, Greenwald A. Blindspot: Hidden Biases of Good People. New York: Delacorte ;

43. [new AAMC]

EP
TE
D

2013.

44. [new Cook Ross]

45. Ross HJ. Everyday Bias: Identifying and Navigating Unconscious Judgments in Our Daily
Lives. Lanham, MD: Rowman & Littlefield; 2014.

46. Project Implicit. https://implicit.harvard.edu/implicit/. Accessed October 23, 2019.

47. Sabin JA, Nosek BA, Greenwald AG, et al. Physicians’ implicit and explicit attitudes about
race by MD race, ethnicity, and gender. J Health Care Poor Underserved. 2009;20:896–
913.

48. Carnes M, Devine P, Isaac C, et al. Promoting institutional change through bias literacy. J

C
C

Divers High Educ. 2012;5:63–77.

49. Stephenson-Famy A, Houmard BS, Oberoi S, Manyak A, Chiang S, Kim S. Use of the
interview in resident candidate selection: A review of the literature. J Grad Med Educ.
2015;7:539–548.

A

50. Personal communication between Alda Maria Gonzaga and Quinn Capers, IV, MD,
Associate Dean of Admissions, The Ohio State University School of Medicine.
September 30, 2016.

51. Macan T. The employment interview: A review of current studies and directions for future
research. Human Resource Management Review. 2009; 19: 203–218.

21

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

52. Huffcutt AI, Conway JM, Roth PL, et al. Identification and meta-analytic assessment of
psychological constructs measured in employment interviews. J Appl Psychol.
2001;86:897–913.
53. Association of American Medical Colleges. Best Practices for Conducting Residency

EP
TE
D

Program Interviews https://www.aamc.org/system/files/c/2/469536best_practices_residency_program_interviews_09132016.pdf. Accessed October 29,

2019. 54. Liebschutz JM, Darko GO, Finley EP, et al. In the minority: Black physicians
in residency and their experiences. J Natl Med Assoc. 2006;98:1441–1448.

55. Cruess RL, Cruess SR, Boudreau JD, Snell L, Steinert Y. A schematic representation of the
professional identity formation and socialization of medical students and residents: A
guide for medical educators. Acad Med. 2015;90:718–725.

56. Schulte B. To Combat Harassment, More Companies Should Try Bystander Training.
Harvard Business Review. October 31, 2018. https://hbr.org/2018/10/to-combat-

harassment-more-companies-should-try-bystander-training. Accessed October 23, 2019.

C
C

57. Shankar M, Albert T, Yee N, Overland M. Approaches for residents to address problematic
patient behavior: before, during, and after the clinical encounter. J Grad Med Educ.
2019;11:371-374.

58. Braddock CH, Tong IL. Mentoring underrepresented minority students, residents, and

A

faculty: Insights, challenges, and strategies. In: Humphrey HJ, ed. Mentoring in
Academic Medicine. Philadelphia, PA: ACP Press; 2010.

59. Bickel J, Rosenthal SL. Difficult issues in mentoring: Recommendations on making the
“undiscussable” discussable. Acad Med. 2011;86:1229–1234.

22

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

60. Allen-Ramdial SAA, Campbell AG. Reimagining the pipeline: Advancing STEM diversity,
persistence, and success. BioScience 2014;64:612–618.
61. Thomson WA, Denk JP. Promoting diversity in the medical school pipeline: A national
overview. Acad Med. 1999;74:312–314.

EP
TE
D

62. Wusu MH, Tepperberg S, Weinberg JM, Saper RM. A strategic plan to create a diverse
family medicine residency. Fam Med. 2019;51:31–36.

63. Orom H, Semalulu T, Underwood W. The social and learning environment experienced by
minority medical students: A narrative review. Acad Med. 2013;88:1765–1777.

64. Sanchez HP, Peters L, Lee-Rey E, et al. Racial and ethnic minority medical students’

perceptions of and interest in careers in academic medicine. Acad Med. 2013;88:1299–
307.

65. Emery CR, Boatright D, Culbreath K. Stat! An action plan for replacing the broken system of
recruitment and retention of underrepresented minorities in medicine. National Academy
of Medicine Perspectives. September 2018. https://nam.edu/stat-an-action-plan-for-

C
C

replacing-the-broken-system-of-recruitment-and-retention-of-underrepresentedminorities-in-medicine/. Accessed October 23, 2019.

66. Toretsky C, Mutha S, Coffman J. Breaking Barriers for Underrepresented Minorities in the
Health Professions. 2018 Healthforce Center at UCSF.

A

https://healthforce.ucsf.edu/sites/healthforce.ucsf.edu/files/publicationpdf/Breaking%20Barriers%20for%20Underrepresented%20Minorities%20in%20the%20
Health%20Professions%20.pdf. Accessed October 29, 2019.

67. Taylor V, Rust GS. The needs of students of diverse cultures. Acad Med. 1999;74:302–304.

23

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

68. Patterson DG, Carline JD. Promoting minority access to health careers through health
profession-public school partnerships: A review of the literature. Acad Med. 2006;81(6
Suppl):S5–S10.
69. Little D, Izutsu S, Judd N, Else I. A medical school-based program to encourage Native

A

C
C

EP
TE
D

Hawaiians to choose medical careers. Acad Med. 1999;74;339–341.

24

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

Figure Legend
Figure 1
Framework to address the Accreditation Council for Graduate Medical Education standard on
creating a diverse and inclusive workforce focusing on trainee recruitment five key steps, with
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examples.
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