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T
he process by which idealistic medical

students become cynical residents and fac-

ulty members reflects a mismatch between

what trainees are officially taught and what they learn

by example and action.1,2 As they adapt to graduate

medical education (GME) programs, trainees who

received formal anti-racism didactics in medical

school find little to no explicit instruction in caring

for diverse patients or in racial justice3-5 and observe

stark contrasts in the delivery of medical care based

on race and social class. We call for equity-focused,

trainee-influenced quality improvement integrated

into anti-racist instruction in GME. Without change,

the juxtaposition of anti-racist messaging with the

daily realities of clinical service is a ‘‘hidden curric-

ulum’’ that threatens to erode idealism in young

learners as it perpetuates longstanding health inequi-

ties.6,7

Consider the following examples:

A 17-year-old Black male without previous psychi-

atric history presents to the emergency department

(ED) with confusion and agitation. Routine psychia-

try screening labs show no drugs or metabolic

abnormalities. He is referred to a state mental

hospital. A psychiatry resident wonders aloud what

makes this patient different from the 17-year-old

White female seen with the same presentation and

initial tests who was admitted for lumbar puncture,

electroencephalogram, and special testing to evaluate

for autoimmune encephalitis.

A resident in obstetrics and gynecology quickly

observes on her family planning rotation that the

majority of patients undergoing surgical sterilization

via bilateral tubal ligation are Black and Latinx.

When she asks about it, a more senior resident shrugs

and says, ‘‘It’s the only way they’ll stop having kids.’’

A Black male medical resident caring for a 63-year-

old Black patient accurately observes that the patient

has been unable to access appropriate diabetes care in

the years leading up to hospitalization for advanced

gangrene. Surgical consultants accuse the patient of

poor self-management and schedule a nonurgent

bilateral above-the-knee amputation. The surgery is

delayed for several days, and the patient and resident

experience frustration and anger.

Inequities in the clinical environment are long-

standing and well-documented; minoritized popula-

tions experience on average lower quality and less

accessible health care.8,9 The difference between what

anti-racism courses teach should be and what is

available for patients places our learners at risk of

cognitive dissonance. How will the psychiatry resi-

dent incorporate observations about disparate treat-

ment, based on race and social class, within their

personal value system, professional development, and

future practice? What is the lesson when a Black

resident is required to represent the system that has

failed to promote the health of his disenfranchised

Black patient? How will the resident feel when his

scared, angry, and grieving patient challenges him for

his complicity in a broken system? Will formal anti-

racist training permit and equip learners to effectively

advocate for change? A concerning possible answer,

grounded in the social psychology of attribution

theory and cognitive dissonance,10 is that learners

will instead provide patient care within the constructs

of a racist system. In this scenario, they will justify

their decisions as if they must be right—even if they

believed themselves to be anti-racist prior to clinical

training.

At its core, high-quality clinical education relies on

the presence of high-quality clinical services, and

GME accreditation explicitly seeks to produce a

responsive workforce that provides safe, high-quality

patient care.11 If we are to also rectify medicalDOI: http://dx.doi.org/10.4300/JGME-D-22-00056.1
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injustice in a structurally biased system,10,12 we must

emphasize intentional GME in structural determi-

nants of health, with straightforward acknowledge-

ment of structural inequities in systems of care13 and

support trainee-involved advocacy and quality im-

provement (QI) activities.

To promote anti-racist education and practice, we

recommend an intentional, integrated curriculum that

involves classroom, clinical, and QI activities through-

out the continuum of training and practice to leverage

trainees’ knowledge and passion (TABLE). Rather than

promoting learned helplessness or uncritical

assimilation into a flawed system, we could teach

important lessons while empowering our learners both

emotionally and fiscally, with support from

departmental and institutional leaders, to identify

and address clinical issues steeped in institutional

bias for their QI projects. Learners would gain

valuable lessons on change management, advocacy,

and allyship; patients and health care systems would

gain valuable improvements in health care quality and

equity. Indeed, resident-involved QI has been

associated with increased training satisfaction,14

enhanced systems-based thinking,15 and improved

patient outcomes.16,17 An equity agenda in QI would

further align with recommendations from major US

health care quality institutions, who identify equity as

the most urgent concern for health care QI.18

In one program at our institution, resident-driven

QI projects have prompted a variety of improve-

ments—and have helped to identify areas of focus

for future study. As one group of residents engaged

in a project with an overall aim of decreasing

episodes of violence in the psychiatry ED, they

collected patient-level data and recognized dispari-

ties in triage of patients to the locked area of the ED.

With mentorship from the faculty QI champion, the

residents succeeded in creating a multidisciplinary

project to implement a nurse-driven checklist to

more objectively identify patients at risk for agita-

tion. The same data led to resident-driven research

investigating systemic racism in behavioral restraint

use.19 The study of 12 977 ED encounters involving

psychiatry consultation demonstrated greater risk of

physical (adjusted odds ratio [AOR]¼1.35, 95% CI

1.07-1.72) and chemical (AOR¼1.35, 95% CI 1.15-

1.55) restraint for Black patients compared to their

White counterparts, even after adjusting for clinical

and demographic variables.19 These results have

provided an impetus for discussions with clinical and

administrative leadership around processes that

might better meet patient care needs. To understand

the lived experience of our patients, our multidisci-

plinary team is actively seeking input through

structured interviews of Black individuals treated in

our ED in a qualitative study designed to generate

patient-centered solutions. Such an approach will

help define a growing ethos of advocacy, altruism,

and resistance, both personally and institutionally.

These efforts mirror resident-led QI projects at other

institutions to understand drivers of inequity in

clinical care.20

Efforts to implement or expand upon anti-racist

didactic curricula are well-intentioned and necessary;

however, limiting them to formal didactics risks harm

to trainees as well as patients. A scoping review of

cultural competency curricula in US GME suggests

that retention from lectures was low over time and

that nontraditional methods of instruction may serve

to better engage residents and fellows.3 Many clinical

learners seek institutions with robust anti-racist

curricula, and it is critically important to teach our

TABLE

Recommended Strategies to Reinforce Anti-Racist
Education and Practice in GME

Area of Focus Strategies for Implementation

Education & Educate GME trainees in the likely

mismatch they will observe between

theory and practice, alerting them to

the potential for cognitive dissonance
& Emphasize nontraditional methods of

learning in curricula
* Example: Create anti-racist

simulation experience

Clinical care & Embed anti-racist curriculum into

clinical rotations
* Example: Engage teaching faculty,

GME trainees, and medical students

in upstander training

Quality

improvement

& Develop resident curriculum in QI

methodology
& Identify equity as a goal in resident QI

curricula
& Consider equity approach in each QI

project
* Example: A project for eliminating

medication errors on hospital

discharge should include stratifying

results by patient demographics to

identify inequities in medication

reconciliation
& Involve impacted populations in QI

* Example: A project aimed at

reducing intake appointments at a

specialty clinic for under- or

uninsured patients should consider

patient experience in designing and

implementing solutions

Institution & Establish faculty champions for

resident QI initiative
& Support faculty training in QI

methodology and anti-racism

Abbreviations: GME, graduate medical education; QI, quality improvement.
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residents about ‘‘food deserts’’ and ‘‘hot zones,’’

pseudoscientific notions of race-based care, and ways

in which criminalization of substance abuse and

mental illness disproportionately harms minoritized

communities.

It is also important to explicitly address the

potential for cognitive dissonance through intentional

instruction on the many ways that clinician bias,

social injustice, and institutional history adversely

affect health. We need to advocate conscientiously

and proactively for more equitable clinical services,

champion equity-focused QI, and eradicate the

vestiges of separate and inequitable care. Leaders of

academic hospitals should recognize that, while not

all discoveries will be positive, data demonstrating

areas in need of improvement will not only help

programs meet accreditation requirements but also

will have potential to improve care and align resident

ideals with their practice.

References

1. Kopelman L. Cynicism among medical students. JAMA.

1983;250(15):2006-2010.

2. Hershey MS, Stoddard HA. A scoping review of

research into the origins of cynicism among medical

trainees. Med Sci Educ. 2021;31(4):1511-1517. doi:10.

1007/s40670-021-01328-5

3. Atkinson RB, Khubchandani JA, Chun MBJ, et al.

Cultural competency curricula in US graduate medical

education: a scoping review. J Grad Med Educ.

2022;14(1):37-52. doi:10.4300/JGME-D-21-00414.1

4. Shepherd SM. Cultural awareness workshops:

limitations and practical consequences. BMC Med

Educ. 2019;19(1):14. doi:10.1186/s12909-018-1450-5

5. Wusu MH, Baldwin M, Semenya AM, Moreno G,

Wilson SA. Racial justice curricula in family medicine

residency programs: a CERA survey of program

directors. Fam Med. 2022;54(2):114-122. doi:10.

22454/fammed.2022.189296

6. van Ryn M, Saha S. Exploring unconscious bias in

disparities research and medical education. JAMA.

2011;306(9):995-996. doi:10.1001/jama.2011.1275

7. Siegal J, Coleman DL, James T. Integrating social

determinants of health into graduate medical education:

a call to action. Acad Med. 2018;93(2):159-163.

doi:10.1097/ACM.0000000000002054

8. Betancourt JR, Maina AW. The Institute of Medicine

report ‘‘Unequal Treatment’’: implications for academic

health centers. Mt Sinai J Med. 2004;71(5):314-321.

9. Institute of Medicine (US) Committee on Understanding

and Eliminating Racial and Ethnic Disparities in Health

Care. Smedley BD, Stith AY, Nelson AR. Unequal

Treatment: Confronting Racial and Ethnic Disparities

in Health Care. Washington, DC: National Academies

Press (US); 2003.

10. Klein J, McColl G. Cognitive dissonance: how self-

protective distortions can undermine clinical

judgement. Med Educ. 2019;53(12):1178-1186. doi:10.

1111/medu.13938

11. Accreditation Council for Graduate Medical Education.

Clinical Learning Environment Review (CLER).

Accessed March 26, 2022. www.acgme.org/what-we-

do/initiatives/clinical-learning-environment-review-cler/

12. Graetz N, Boen CE, Esposito MH. Structural racism

and quantitative causal inference: a life course

mediation framework for decomposing racial health

disparities [published online ahead of print January 8,

2022]. J Health Soc Behav. doi:10.1177/

00221465211066108

13. Braun LT, Schmidmaier R. Dealing with cognitive

dissonance: an approach. Med Educ.

2019;53(12):1167-1168. doi:10.1111/medu.13955

14. Takahashi O, Ohde S, Jacobs JL, Tokuda Y, Omata F,

Fukui T. Residents’ experience of scholarly activities is

associated with higher satisfaction with residency

training. J Gen Intern Med. 2009;24(6):716-720.

doi:10.1007/s11606-009-0970-4

15. Voss JD, May NB, Schorling JB, et al. Changing

conversations: teaching safety and quality in residency

training. Acad Med. 2008;83(11):1080-1087. doi:10.

1097/ACM.0b013e31818927f8

16. Akins RB, Handal GA. Utilizing quality improvement

methods to improve patient care outcomes in a

pediatric residency program. J Grad Med Educ.

2009;1(2):299-303. doi:10.4300/JGME-D-09-00043.1

17. Sedgh S. Collaboration is key: engaging residents in

patient safety and quality improvement. Acad Med.

2014;89(10):1315. doi:10.1097/ACM.

0000000000000452

18. O’Kane M, Agrawal S, Binder L, et al. An equity

agenda for the field of health care quality improvement.

NAM Perspect. 2021;2021:10.31478/202109b. doi:10.

31478/202109b

19. Smith CM, Turner NA, Thielman NM, Tweedy DS,

Egger J, Gagliardi JP. Association of Black race with

physical and chemical restraint use among patients

undergoing emergency psychiatric evaluation

[published online ahead of print December 21, 2021].

Psychiatr Serv. doi:10.1176/appi.ps.202100474

20. Cerdeña I, Holloway T, Cerdeña JP, et al. Racial and

ethnic differences in psychiatry resident prescribing: a

quality improvement education intervention to address

health equity. Acad Psychiatry. 2021;45(1):13-22.

doi:10.1007/s40596-021-01397-z

Jane P. Gagliardi, MD, MHSc, is Associate Professor of Psychiatry
and Behavioral Sciences, and Associate Professor of Medicine,

Journal of Graduate Medical Education, August 2022 405

PERSPECTIVES

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-26 via O
pen Access.

http://www.acgme.org/what-we-do/initiatives/clinical-learning-environment-review-cler/
http://www.acgme.org/what-we-do/initiatives/clinical-learning-environment-review-cler/


Duke University School of Medicine; Colin M. Smith, MD, is PGY-6
Chief Resident, Internal Medicine-Psychiatry, Duke University
Medical Center; Kirsten L. Simmons, MD, MHSc, is a PGY-1,
Department of Ophthalmology, W.K. Kellogg Eye Center, University
of Michigan; and Damon S. Tweedy, MD, is Associate Professor of
Psychiatry and Behavioral Sciences, Duke University School of
Medicine, and Staff Psychiatrist, Durham VA Health Care System.

Disclaimer: The views expressed are those of the authors and do
not necessarily reflect those of Duke University, the US
Government, or any agency thereof.

Corresponding author: Jane P. Gagliardi, MD, MHSc, Duke
University School of Medicine, jane.gagliardi@duke.edu,
Twitter @GagliardiJane; @DamonTweedyMD

406 Journal of Graduate Medical Education, August 2022

PERSPECTIVES

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-26 via O
pen Access.

mailto:jane.gagliardi@duke.edu

