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Racism has appropriately been declared a public health crisis.* A
complex issue deeply rooted in our country's systems and structures,
racism and its impact on patients and trainees requires solutions that
are multifaceted and enduring. In this issue of Academic Emergency
Medicine, Chen et al.? describe the results of a consensus conference
that aimed to develop a research agenda within emergency med-
icine (EM) to address racism in several spheres. Supported by the
Society for Academic Emergency Medicine, this research agenda
could improve outcomes and experiences of patients receiving care
in emergency departments (EDs), enhance the learning environment
for our trainees, and facilitate pathways to institutional leadership
for minority faculty.

The need to investigate the influence of racism on patients and
healthcare systems has been recently recognized by the National
Institutes of Health (NIH). Over recent years, the NIH has published
amodestincrease in research funding allocated to studies falling into
the categories of minority health, social determinants of health, and
health disparities.3 In 2021, the NIH established the UNITE work-
ing group in part to address, report on, and facilitate the funding of
studies that investigate the impact of structural racism specifically.
Likewise, the authors of this executive summary name racism as a
distinct entity that harms patients, trainees, and faculty; the authors
go further to acknowledge EM's unique position and responsibility
to fill collective knowledge gaps with the goal of building antiracist
structures and systems within academic medicine.

Clinical research questions developed during the consensus con-
ference embrace the historical truth that racism has festered and

permeated all areas of medicine and is embedded and manifested at
the individual and system levels. Accepting this framework is critical
and builds on literature that describes the necessity of a multilevel
approach to measuring racism in academic health centers.® For in-
stance, investigating and measuring racial bias in emergency phy-
sicians is important and may reveal how a high-stress, high-acuity
clinical environment facilitates the emergence of internalized ste-
reotypes about minoritized groups. Furthermore, as Adkins-Jackson
et al.> describe, the absence of individually reported perceptions of
racial bias does not mean that institutional policies do not have rac-
ist implications; therefore, both the impact of racist interpersonal
and organizational practices and the policies must be studied and
measured.

Consensus questions outlined within the clinical research do-
main guide investigators toward studying both the implications
of racism in clinical outcomes and the generalizability of biomedi-
cal discoveries to minority communities. The very nature of these
questions unequivocally reject the idea that Black, Indigenous, and
people of color (BIPOC) experience worse clinical outcomes because
of race, a social rather than biological construct.® Instead, research-
ers are asked to consider the ED as the entry point into the health
care system for many patients of historically marginalized identities
whose bodies and minds often show evidence of the burden and
violence of racism. The ED is a setting where morbidity, mortality,
and inadequate representation in clinical trials should be critically
studied through an antiracist lens to develop solutions that advance
health equity.
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As a continuation of a tripartite approach to address racism in
EM, the authors highlight the importance of studies investigating
racist practices within the training environment. This focus is fitting
as the next generation of physicians must include a representative
workforce that is trained in a pedagogy that prioritizes antiracism
frameworks both for the trainees and for the patients.”

Diverse physicians improve the care delivered to patients—this is
an unassailable fact.®~!% The consensus questions denote an inferred
understanding of the disproportionate underrepresentation that is
present in EM.} Therefore, we must systematically identify and elim-
inate barriers to EM training for those who are underrepresented in
medicine (URiIM) and of historically marginalized identities. Racial bias
has infiltrated traditional measures of excellence such as clerkship
grading, medical student performance evaluation descriptors, honor
societies, and the EM standardized letter of evaluation.” ™8 An over-
reliance on these biased measures to select trainees has contributed
to the creation of a nonrepresentative workforce.'” Holistic review
has gained momentum as an evidence-supported method that more
evenly balances the experiences, attributes, and metrics of residency
applicants.2>%! Although holistic review, implicit bias training, and di-
verse selection committees have demonstrated success in combating
biased selection practices, the expansion of this body of literature is
crucial to ensuring an equitable pathway to EM so that our workforce
reflects this country's diverse communities.??

In addition to frameshifting recruitment practices, the consensus
questions guide future educational research toward the creation of
an antiracist learning environment. URiIM trainees disproportion-
ately suffer from discrimination, racial harassment, and microag-
gressions in the clinical environment and are more likely to withdraw
from residency training and take extended leaves of absence.?>"?’
During training, URIM trainees also receive lower assessment scores
compared to their colleagues, which can lead to an amplification
cascade that negatively affects future career goals.zg'30 Further, the
current learning environment does not fully support the challenge
minority residents face in balancing their professional development
and identity.?* This burden is coupled with a disproportionate ex-
pectation to contribute to programmatic diversity, equity, and inclu-
sion efforts.?* Future research should expand on how solutions such
as institutional codes of conduct, bias mitigation in assessment, and
the hiring of diverse faculty impact the creation of a supportive and
inclusive learning environment.%!

The consensus questions presciently address the need to intro-
duce antiracist clinical care to our trainees who must understand the
impact of racism on higher ED utilization by BIPOC patients and ra-
cial/ethnic disparities found in many disease states; this begins with
the acknowledgment that minoritized communities experience rac-
ism within the house of medicine.®2 Residency-level curricula that
include instruction on social determinants of health, implicit biases,
health advocacy, and cultural competency have all demonstrated
feasibility and positive reception by learners.®® The future research
mission must expand on educational interventions that educate all
trainees on antiracist initiatives that facilitate the delivery of equi-
table care.

As a necessary step forward, the Accreditation Council for
Graduate Medical Education (ACGME) has updated their require-
ments to reflect the importance of a diverse, equitable, and inclusive
learning environment as well as the recruitment and retention of a
diverse workforce.>* Similar standards implemented by the Liaison
Committee on Medical Education have been associated with a more
diverse student body.®® By robustly answering the consensus re-
search questions regarding training, these ACGME requirements can
be specified and strengthened. Only by methodically increasing the
depth and breadth of knowledge in this field can antiracist educa-
tional practices be codified by accreditation bodies.

Implicit in the formulated consensus research questions in the
domain of academic leadership is the recognition that initiatives
do exist to increase diversity in academic leadership but prog-
ress has been slow with a persistent dearth of faculty from URIM
backgrounds. According to data from the American Association of
Medical Colleges, only 3.6% of full-time faculty identify as Black or
African American and 5.5% identify as Hispanic, Latino, or of Spanish
origin.3¢ Furthermore, the higher the academic rank, the more pro-
nounced the disparity in representation between URiM versus non-
URIM faculty.®®

Diverse leadership in academic medicine is necessary to enhance
the learning environment, drive innovation, and positively impact
population health and patient outcomes.®’ Although institutions
may report the development of programs that aim to increase the
recruitment and retention of minority faculty, one recent scoping re-
view found a paucity of publications describing outcomes of faculty
diversity initiatives, which varied in scope and funding support.37
Furthermore, retention efforts were difficult to separate from
broader diversity efforts.>” There remains a need for best practice
frameworks to ensure institutional accountability, transparency, and
clarity in reporting outcomes of diversity initiatives. Williams et al.,”
for instance, endorse the adoption of the attraction-selection-
attrition (ASA) framework to assess anti-Black racism in the job
cycle of Black physicians. By employing effective models, like the
ASA organizing framework, institutions and researchers move past
investigating if racism influences the professional development of
minority physicians (a sobering truth well supported in the literature)
and begin the work of understanding how racism manifests and mit-
igating its impact.

The consensus research agenda in academic leadership appro-
priately builds on the knowledge that disparities exist in the path-
ways to promotion and positions of leadership for minority versus
nonminority faculty. To enact substantive change, future research
must rigorously evaluate the outcomes of diversity programs and re-
port on the distinct areas of recruitment/hiring practices, retention,
academic promotions, appointment to leadership positions, and at-
trition of diverse faculty in EM.

The forces of racism contribute to societal conditions that de-
stroy the ability of individuals and entire communities to thrive and
prosper; as emergency physicians, we bear witness to this unfil-
tered truth. There must be antiracist research efforts on all fronts
to dismantle systems and structures that perpetuate inequity and

85U8017 SUOWWIOD 8A11E81D) 8|qeot|dde auy Aq psusenob afe sejore O ‘88N JO Sa|nJ o} Akeiq18Ul|UO /8|1 UO (SUONIPUOD-PUR-SLLIBI/LIOD"AB 1M ARIq U1 |UO//:SdNL) SUORIPUOD PUe SWie | 8U18es *[£202/S0/GT] Uo ARiqiauljuo A8|Im ‘(-oul eAnge 1) eqnopesy Aq 9v/vT Wede/TTTT 0T/I0p/W0d A8 | im AIqipul|uo//Sdiy Wolj pepeojumoq ‘0 ‘ZT.ZESST



CARTER and AHN

accelerate death. Rigorous scholarship has already demonstrated

the benefits of diversity to health outcomes and the learning envi-

ronment and the same rigor must be applied to an antiracist research

agenda. We are fortunate to have a path forward as delineated by

this consensus conference through a trilateral research framework

of clinical research, education and training, and academic leadership

to drive substantive change.
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