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R esidency programs recognize the lack of physicians of
color and have made efforts to increase diversity within

the ranks of graduate medical education.1, 2 While prioritizing
diversity is important, it cannot be attained and maintained
without an equal emphasis on inclusion.3 Inclusive practices
create a sense of belonging and worth for all trainees4–6, and
can lead to improved individual and overall organizational
performance.7, 8 As current and former chief medical residents
(CMRs), we argue that the responsibility to create systems that
value these practices must fall upon residency leadership. For
internal medicine (IM) residency programs, the CMR could
serve as an untapped champion. Historically, CMRs are recent
graduates of the programs or current senior residents and are
privy to the structures of the residency program. They function
as junior faculty members focusing on education, administra-
tive tasks, mentorship, and leadership.9 This near-peer leader-
ship role allows CMRs to serve as liaisons between program
leadership and residents while championing new improve-
ment initiatives.
With this perspective, we aim to equip residency programs

to harness the role of CMR (both underrepresented in medi-
cine and not) to create an inclusive environment, design in-
clusive education, and institute recruitment practices that
champion diversity in IM residency programs. An inclusive
environment is one that supports trainees. It should foster
mutual respect for one another and focus on integration of
individual perspectives and experiences.3 An inclusive educa-
tion is one that is ingrained into the fabric of residency,
imbuing learners with a holistic perspective on the impacts
of clinical care and unearthing implicit biases during all as-
pects of structured and unstructured training.5 This includes

anti-racist education, defined as didactics that take an active
stance to combat racism in all forms.10

INCLUSIVE ENVIRONMENT

Fostering inclusion in residency begins by creating an inclu-
sive environment.6 Unfortunately, residents who are under-
represented in medicine (UIM) are victims of institutional
r a c i sm . 1 1 They expe r i ence mac roagg r e s s i ons ,
microaggressions, and bias that can affect their performance.11

These can occur in everyday activities including the evaluation
of patients, conversations with peers, discussions on rounds,
or feedback with attending physicians.11 Racially motivated
adverse behaviors often go unreported due to the hierarchy of
medicine and fears of retribution, vulnerability, and inac-
tion.11–13 These experiences run counter to inclusion and
make it hard for UIM residents to thrive. As CMRs, our
near-peer status puts us in a unique position to prevent and/
or interrupt these experiences. Therefore, we must take the
steps to analyze the current environment, create safe spaces,
and advocate for inclusion.

Understand the Current Environment

Different trainees may experience the same residency culture
differently. To fully understand the current environment, pro-
grams must take into account the individual impact that the
“hidden curriculum,” burnout, implicit bias, and explicit bias
have on its trainees. Learning environments that unintention-
ally expose trainees to unprofessional and unethical behavior
have been shown to further burnout and cynicism and be
detrimental to professional development.14, 15 In addition,
symptoms of burnout are highest among Black residents
who experience high levels of implicit and explicit bias.16

CMRs should work with leadership to elicit a diverse array
of housestaff perceptions of the learning environment and
inclusion via town halls, UIM focus groups, and/or inclusion
surveys to obtain a full understanding of the perceptions of the
current environment.17, 18 Programs need to create an avenue
for continuous anonymous feedback19, 20 regarding the envi-
ronment throughout the year (e.g., suggestion boxes and on-
line surveys) to encourage residents to share their honest
perceptions without fear of retribution. By discussing aspects
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of the program that have been identified as exclusive in regular
open fora20, programs can create a shared understanding of
barriers to an inclusive environment. This can then be lever-
aged such that every resident has a hand in creating an im-
proved and more inclusive residency culture.

Target High-Risk Areas for Intervention

The spaces we inhabit while at work can be our sanctuaries or
our silos. Although attempts should be made to improve all
areas within the program, we have found success in targeting
interventions to promote inclusion in high-risk areas such as
team rooms where trainees spend a majority of their time.
CMRs should engage in frequent informal check-ins in these
high-risk areas to understand concerns that may not be elicited
in large group settings (i.e., via “candy rounds”). Inclusion can
be reinforced visually through signage in shared and virtual
spaces (e.g., “Hate Has NoHomeHere,” lapel pins celebrating
LGBTQ+ and pronouns on white coats, BLM, and White
Coats for Black Lives).

Create a Safe Space for UIM Residents

Program leadership should identify faculty members (UIM
and non-UIM) who can serve as mentors for UIM residents
to foster allyship.5, 21 CMRs can encourage relationships
among UIM residents by hosting events in which those of
underrepresented backgrounds can bond through shared ex-
periences. Programs should collaborate with nearby residency
programs as well to achieve the above and expand the creation
of safe spaces for UIM residents.

Model Inclusive Behaviors

Trainees look up to CMRs as role model clinicians and edu-
cators. As such, we should model inclusive behaviors and be
conscientious. For example, as attendings on service, we
should be mindful of our documentation, working to avoid
race in one-liners and stigmatizing language, which have been
shown to have a negative impact on physician attitudes and
outcomes.22 We should start self-introductions with pronouns
and request the same of trainees and patients. We must also be
aware of the implicit bias that exists in trainee evaluations23–
26, and take special care to avoid them. CMRs should push the
department to assess the diversity of invited conference
speakers and the breadth of content delivered, conducting
regular internal reviews on the demographics of the faculty
invited in order to strive for an equitable representation based
on gender, race, ethnicity, and faculty position.

INCLUSIVE AND ANTI-RACIST EDUCATION

An inclusive environment can promote inclusive education,
both in content and delivery. Inclusive content revolves
around but is not limited to the social determinants of health
(SDOH), cultural humility, ability and disability education,

LGBTQ+ health and access, and bias in medicine. It also
includes anti-racist education to equip trainees with an under-
standing of racially motivated disparities. CMRs play a key
role in developing the educational curriculum for residents and
must leverage this position to incorporate inclusive and anti-
racist education.

Incorporate Inclusion and Anti-Racism into
Regularly Scheduled Didactics

CMRs should incorporate SDOH and the impact of racism
into clinical vignettes during morning reports and noon con-
ferences to demonstrate the effect on physician attitudes and
decision-making. We should teach the flaws of race-based
medicine (e.g., estimated glomerular filtration rate27) and dis-
cuss disparities in patient outcomes at our own cities and
states.28 These discussions should lay the foundation for
how trainees and thus the future medical community can
mitigate gaps in healthcare and work towards actionable strat-
egies to achieve health equity. Whereas current medical edu-
cation is generally focused on the patient presentation in cis-
gender and White individuals29, we should expand beyond
this norm and include patient presentations in diverse popula-
tions.30 Group didactics (i.e., conference series, journal clubs,
book clubs) should be used to teach the history of systemic
racism and how it has created systems of oppression and
exploitation that have resulted in health disparities.

Equip Residents to Pursue a Career Path of
Inclusion

CMRs can facilitate connections between residents and faculty
members with shared interests. If trainees express an interest in
a career of diversity and inclusion, CMRs can go a step further
beyond what is in the curriculum by exposing interested
residents, UIM or not, to mentors immersed in various inclu-
sive efforts apart from academia, such as community engage-
ment, political advocacy, and professional medical societies.

RECRUITMENT OF DIVERSE RESIDENTS

Academic medicine has historically lacked diversity.31 Al-
though there are efforts to improve diversity within residency,
the CMR has had an underutilized role in promoting these
efforts. We believe the steps discussed above will entice
medical students, particularly UIM, to choose IM as a special-
ty. Still, efforts for diversity recruitment are necessary to
ensure that candidates are fairly evaluated based on their
diverse skill sets, backgrounds, and experiences.

Incorporate Holistic Review in Recruitment

Departments should train interviewers and selection commit-
tees on the nuts and bolts of holistic review.32 We need to
amend the application review process such that the breadth of
qualities of advocacy, interpersonal skills, and leadership are
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valued and celebrated.32 CMRs should be afforded the oppor-
tunity to participate as interviewers and reviewers on the
selection committee, to serve as proponents of diversity, and
to advocate for the value of these humanistic attributes.

Mitigate Bias Through Training and Awareness
for All Selection Committee Members

All CMRs and selection committee members should partici-
pate in implicit bias training in order to be aware of and
minimize bias in the review process.33 Faculty and CMRs
need to recognize that explicit bias is both still prevalent and
pervasive and call it out when it is observed throughout the
recruitment process.

Prioritize Diversity During the Interview Season

Media (PowerPoints, videos, social media) created by the
program should highlight and celebrate diversity and inclusion
in all its forms. Effort should be taken to create fora for UIM
applicants to meet and interact with UIM residents so they can
assess fit and freely inquire about institutional culture. While it
is important to make these opportunities available, it is equally
important to ensure that all trainees have the freedom to pursue
their individual interests and do not feel obligated to do work
in the space of diversity, equity, and inclusion as this can
contribute to the minority tax.34

CONCLUSIONS

Lastly, being thoughtful about how we preserve this culture of
inclusion is key for sustainability. The impact of individual
CMRs is limited by the annual turnover of our position unless
we leverage our roles as liaisons to collaborate across different
levels of leadership for sustainable solutions.

Collaborate for Sustainability

Departments should use or create formalized positions like
Vice Chair and Associate Program Director to become cham-
pions for these issues. By setting intentional mission state-
ments to reflect institutional commitment, they can further
foster allyship from hospital-wide leadership.5 In addition,
work towards inclusion should not be completed in silos.
Residency leadership should engage with nearby programs
that share a similar commitment to inclusion in order to
exchange solutions, curricula, and interventions to overcome
barriers.
The time is now for us to pause and reimagine the power

and responsibility of CMRs. We must choose to utilize this
influence to create training environments and curricula which
elevate all trainees. We hope that by leveraging our unique
position and influence, we will create educational systems that
yield future generations of internal medicine trainees who are
equipped to be inclusive physicians.
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