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Presentation Notes
Dr Anthony Williams completed his undergraduate work in Chemical Engineering at the University of Oklahoma. Then, he completed a five year joint program at the University of Minnesota in which he obtained his MD and MS in Biomedical Engineering. He then completed his residency training in Internal Medicine & Pediatrics in 2018. Dr. Williams is currently a Med-Peds Hospitalist at HealthPartners who splits his clinical time between Regions and Children's Minnesota. He's also an Associate Program Director of the Med-Peds residency program at the University of Minnesota and an Associate Director at the Center for the Art of Medicine. He is passionate about creative writing, narrative expression, and DEI efforts aimed at increasing the diversity of future physicians.
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Presenter Notes
Presentation Notes
When I think about large systemic issues like racism, various forms of inequity in medicine, and burnout in healthcare, it’s relatively straightforward getting people to agree that “things could and should be better”. But it’s harder to engage people in meaningful, productive discussions about how to actually get from where we are now to where we want to be. And in my mind there are a few pretty big barriers that contribute to this. One, is that these things are multigenerational problems. By the time we “fix” something like racism, for example, even just within the boundaries of the healthcare system, all of us will likely be long gone.          
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Presenter Notes
Presentation Notes
Another barrier is that: it’s really hard to measure day to day, or week to week progress with systemic issues. There are many reasons for this, but the two points I’m going to touch on today are 1) how messy progress can be AND 2) how positive, day-to-day signals can often be buried under the negative consequences of challenging established norms. And I’m going to talk about these two points from the perspective of residents.          
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• Shifting medical school 
curriculum.

Presenter Notes
Presentation Notes
Because as medical schools across the country place more emphasis on things like social determinants of health, social justice, and equity, we’re getting more residents and fellows that are primed to advocate and intervene in ways that would’ve been surprising even a decade ago. And on the one hand I’m like: “Yeah! Do the thing…” but on the other, I don’t feel like we’re consistently doing a great job supporting them through the backlash, especially when they’re advocating in real-time, in the clinical learning environment.  Now, when I talk about residents and their daily experiences, I’m coming at this from a few different perspectives. I’m a Med-Peds hospitalist. I’m an APD in the Med-Peds Program. I’m part of the bias & mistreatment subcommittees on both Internal Medicine and Pediatrics, which means I see and deal with a lot of traumatic resident experiences. And I mentor students and residents of color, which means I also hear about a lot of experiences that AREN’T reported. I find that these different lenses on the resident experience sometimes give me clarity, but other times are in direct conflict with each other.          



#HospitalistLife

Presenter Notes
Presentation Notes
So, let’s start with the hospitalist side of things. Specifically, a “Tuesday experience” I had several months ago when I was working with residents. I typically work in seven day stretches, and my clinical weeks start on Tuesdays and end on the following Mondays.  [Tuesday Ecard: https://www.imagelift.com/blog/imagelift-case-tuesdays/]     



Ideal Tuesday Actual Tuesday

Presenter Notes
Presentation Notes
Now, it doesn’t matter whether I’m with a resident team or by myself, Tuesdays are straight up survival mode. I don’t know my patients yet. Right when the morning starts, I get a bunch of pages from case management and nursing and everything seems to be urgent, and on the teaching teams it takes me several days to figure out to what extent I can trust the clinical judgement of my residents.   [Hero doctor: https://pngtree.com/freepng/vector-cartoon-design-of-super-hero-doctor-thank-you-doctors-and-nurses_5349357.html][Dumpster fire: https://www.redbubble.com/i/sticker/Retro-Dumpster-Fire-It-s-Fine-I-m-Fine-Everything-s-Fine-Classic-T-Shirt-by-SebastianHertam/102837516.EJUG5?country_code=US&gclid=Cj0KCQjw0vWnBhC6ARIsAJpJM6cnubg-W-4VenOIA-MBLE_fbDFT1U2SSTJFfD3BPbPhN7TqLO_yXhgaAgMuEALw_wcB&gclsrc=aw.ds]



Team Dynamics
● Post-call day

Presenter Notes
Presentation Notes
This particular Tuesday is a post-call day, which means the team admitted a bunch of new patients yesterday.   



Team Dynamics
● Post-call day
● Resident team cap: 14 patients
● Team members: 1 senior resident, 1 intern

Presenter Notes
Presentation Notes
Today we’re capped at 14 patients. I have 1 senior resident and 1 intern on my team.   



Team Dynamics
● Post-call day
● Resident team cap: 14 patients
● Team members: 1 senior resident, 1 intern
● Several sick patients

Presenter Notes
Presentation Notes
We have several sick patients, but no one imminently crashing.   



Team Dynamics
● Post-call day
● Resident team cap: 14 patients
● Team members: 1 senior resident, 1 intern
● Several sick patients
● No medical students

Presenter Notes
Presentation Notes
And no med students this week, which is kind of a bummer from a teaching standpoint, but also sometimes that can be nice because rounds have the potential to move along more quickly.   



Presenter Notes
Presentation Notes
And much to my surprise and delight, that’s the case today! We are actually efficient! My team has seen pretty much all of our patients already, they have good plans for everybody, and we fly through table rounds in like an hour and a half, which is amazing. And for those of you who don’t know, table rounds just means that I sit down with my team, talk about all of our patients, make a plan, and then I actually go see the patients separately, instead of all of us moving as a team from patient room to patient room. [IM pic: https://eunicesmiles.wordpress.com/2016/07/03/chronicles-of-a-student-doctor-9/]  



Presenter Notes
Presentation Notes
And as I leave the resident room to start seeing all the patients, I’m not feeling too bad. My team made a really strong, really good first impression.  And while I’m not foolish enough to tempt the Universe by saying it out loud, I have this feeling that “Maybe today is gonna be fine”.[Optimism pic: https://www.pinterest.com/pin/418060777889394688/]  



Patient Care

Presenter Notes
Presentation Notes
So, I’m about halfway through seeing patients when I get a text from my senior resident asking me to come back to the workroom to discuss an urgent matter. When I get there both he and the intern look pretty agitated. They ask me if I’ve seen one of our patients who was admitted last night. I hadn’t yet, but I’d looked through her chart. [Phone: https://pngtree.com/so/mobile-phone-vibration] 



Patient Care

●Extensive skin lesions
●No mucus membrane involvement 
●No signs of acute infection
●Hemodynamically stable
●Needs Dermatology and wound care 

evaluations
●Probably not discharging today

Presenter Notes
Presentation Notes
This patient was a middle-aged woman with extensive skin lesions and no signs of acute infection who was hemodynamically stable. She’d been admitted from the ED for expedited Dermatology evaluation and wound care consult.  [Phone: https://pngtree.com/so/mobile-phone-vibration] *Bullous Diabeticorum*



Patient Care

Presenter Notes
Presentation Notes
We don’t have in-person Dermatology at Regions, so it’s all Tele-Derm. You put in a consult and upload pictures of whatever you’re asking about, and then wait for a Dermatologist to review everything and then drop a note.  [Phone: https://pngtree.com/so/mobile-phone-vibration] 



Patient Care

●Consulted Dermatology and wound care
●Uploaded pictures of patient’s skin lesions into 

epic
●Obtained supplemental history
●Detailed physical exam

Presenter Notes
Presentation Notes
From what I could see in the chart, the residents had done a detailed H&P, and had already gottin the ball rolling on all the logistics. And so after that, it’s kinda just waiting for recommendations which are usually to get a biopsy and then maybe do these other X,Y,Z things. So, I didn’t really have this patient on my radar as someone who was gonna crash, but… here we are.  [Phone: https://pngtree.com/so/mobile-phone-vibration] 



The Problem…

Presenter Notes
Presentation Notes
So, I tell them “I haven’t seen this patient yet. Are they decompensating?”[Curveball: http://www.curveball-tech.com/]



The Problem…

● Intern: “No, they’re fine. But Derm just dropped their note, and they say they don’t want a biopsy and we 
should continue supportive care & risk factor management.”

Presenter Notes
Presentation Notes
Intern tells me: “No, they’re fine. But Derm just dropped their note, and they say they DON’T want a biopsy and we should continue supportive care & risk factor management.”And I’m like that’s not what I was expecting: Did they say why?[Curveball: http://www.curveball-tech.com/]



The Problem…

● Intern: “No, they’re fine. But Derm just dropped their note, and they say they don’t want a biopsy and we 
should continue supportive care & risk factor management.”

• Intern: “Sort of. They said the diagnosis is this thing I’ve never heard of. But when I look it up, all the sources 
say it’s a diagnosis of exclusion. So, shouldn’t we still be getting a biopsy…?” 

Presenter Notes
Presentation Notes
Intern: “Sort of, they said the diagnosis is this thing that I’ve never heard of. But when I look it up, all the sources say it’s a diagnosis of exclusion. So, shouldn’t we still be getting a biopsy…?”And before I can say anything else my senior resident jumps in. [Curveball: http://www.curveball-tech.com/]



The Problem…

● Intern: “No, they’re fine. But Derm just dropped their note, and they say they don’t want a biopsy and we 
should continue supportive care & risk factor management.”

• Intern: “Sort of. They said the diagnosis is this thing I’ve never heard of. But when I look it up, all the sources 
say it’s a diagnosis of exclusion. So, shouldn’t we still be getting a biopsy…?” 

• Resident: “Dr Williams, from what I’ve seen Derm always wants a biopsy. And now, when we just happen to 
have a patient that’s an uninsured black woman, they don’t want a biopsy?! Has the thought of racism 
crossed your mind?”

Presenter Notes
Presentation Notes
Resident: “Dr. Williams, from what I’ve seen Derm always wants a biopsy. And now, when we just happen to have a patient who’s a poor black woman with no insurance, they don’t want a biopsy?! Has the thought of racism crossed your mind?” [CLICK][Curveball: http://www.curveball-tech.com/]



The Problem…

● Intern: “No, they’re fine. But Derm just dropped their note, and they say they don’t want a biopsy and we 
should continue supportive care & risk factor management.”

• Intern: “Sort of. They said the diagnosis is this thing I’ve never heard of. But when I look it up, all the sources 
say it’s a diagnosis of exclusion. So, shouldn’t we still be getting a biopsy…?” 

• Resident: “Dr Williams, from what I’ve seen Derm always wants a biopsy. And now, when we just happen to 
have a patient that’s an uninsured black woman, they don’t want a biopsy?! Has the thought of racism 
crossed your mind?”

• Intern: “I THINK THIS IS RACISM! These are racist recommendations! This is why black women have horrible 
outcomes in our medical system.”

Presenter Notes
Presentation Notes
Intern: “I think this is racism! These are racist recommendations. This is why black women have horrible outcomes in our medical system!”[Curveball: http://www.curveball-tech.com/]



The Plan…

Presenter Notes
Presentation Notes
Now, in my mind I’m thinking: “wow this escalated quickly…”  And they’re still going back and forth working each other up even more…”this is unacceptable…” “these are our patients and we’re responsible for them…”“I’m tired of watching the healthcare system exploit vulnerable populations…” Then, at some point, the Resident finally pauses, looks at me, and says: 



The Plan…

● Resident: “Don’t worry Dr. Williams. We have a plan!”

Presenter Notes
Presentation Notes
“Don’t worry Dr. Williams, we have a plan!” 



The Plan…

● Resident: “Don’t worry Dr. Williams. We have a plan!”

• Resident: “This Dermatology fellow put his phone number in the note. First, we’ll call him and tell him that 
we think his recommendations are racially biased.”

Presenter Notes
Presentation Notes
“This Dermatology fellow put his phone number in the note. First, we’ll call him and tell him that we think his recommendations are racially biased.”



The Plan…

● Resident: “Don’t worry Dr. Williams. We have a plan!”

• Resident: “This Dermatology fellow put his phone number in the note. First, we’ll call him and tell him that 
we think his recommendations are racially biased.”

• Resident: “If he shuts us down, which he probably will, I think we should escalate this.”

Presenter Notes
Presentation Notes
“If he shuts us down, which he probably will, I think we should escalate this.”



The Plan…

● Resident: “Don’t worry Dr. Williams. We have a plan!”

• Resident: “This Dermatology fellow put his phone number in the note. First, we’ll call him and tell him that 
we think his recommendations are racially biased.”

• Resident: “If he shuts us down, which he probably will, I think we should escalate this.”

• Intern: “Now, we already found phone numbers for the patient advocates, the ethics committee, and risk 
management, but we’re not really sure which one we should start with…so could you maybe help us with 
that?”

Presenter Notes
Presentation Notes
From the intern: “Now, we already found phone numbers for the patient advocates, the ethics committee, and risk management, but we’re not really sure which one we should start with…so could you maybe help us with that?” 



Presenter Notes
Presentation Notes
And their kinda waiting for me to jump in but there’s just this awkward silence as I’m trying to work through what just happened. Luckily, I’m able to reach for my Attending-level skills and plaster this look of quiet contemplation onto my face. Because even though I’ve talked about racism in medicine, I’ve written about it, and I’ve given anti-bias lectures, I’m still struggling in this moment.  And that’s for two reasons:Number 1: I did not expect my two male residents, neither of whom is black, to bring the heat like this on behalf of a black woman. That’s on me and my own assumptions…so I gotta own that. But I’m still caught off guard. Number 2: the directness of what my residents just said has come dangerously close to bypassing all of my carefully crafted filters. I’ve developed a lot of practiced language for situations like this that keep my own personal life experiences at a safe distance.  [Error: https://community.appian.com/support/w/kb/425/kb-1209-browser-popup-error-displays-when-trying-to-open-a-task][Processing: https://knowledge.broadcom.com/external/article/236426/123-shows-timeout-occurred-popup-with-no.html]



First Instinct(s)

Presenter Notes
Presentation Notes
So, what that means though, is that in a situation like this the first three-ish things that wanna come out of my mouth are definitely authentic, but also inappropriate for learners. “Excuse me. Did racism cross my mind? No. No, it didn’t. And you wanna know why? Because it already lives here, rent free.”   



First Instinct(s)

●Catty, sarcastic, makes the situation all about me.

Presenter Notes
Presentation Notes
Catty and sarcastic and makes the situation all about me…Fine I won’t say that, but…”Y’all up in here with the door open just lobbin the R-word around all will nilly – don’t you know that the term ‘racism’ is like a grenade to white folks. You gotta be careful with that.”   



First Instinct(s)

●Catty, sarcastic, makes the situation all about me.
●CYA, preserving the status quo

Presenter Notes
Presentation Notes
Hmmm, also not good. Makes it sound like I’m more concerned about CYA and preserving the status quo.“Okay, okay, let’s set our pitchforks down for a second and put our torches out, and talk through some of our assumptions here.”   



First Instinct(s)

●Catty, sarcastic, makes the situation all about me.
●CYA, preserving the status quo
●A little better, but still a little “Gaslight-ish”. 

Presenter Notes
Presentation Notes
That’s a little better, but still a little “Gaslight-ish”…because one of the first responses from “the system” when an accusation like this is made is that it’s a “you problem”. You’re reading into things, you’re jumping to conclusions, …”     [Gaslighting: the process of sowing self-doubt and confusion in a person’s mind.]



The Process

Presenter Notes
Presentation Notes
So, after I acknowledge these knee-jerk responses, I can move past them, and it helps me situate some of the things that I can say. 



The Process

● Validation – the antidote to gaslighting.

Presenter Notes
Presentation Notes
First, I validated them. I told them that I was really glad that they were thinking about our role as providers in both a medical and a social context, and that racism does impact the care that our patients receive. So, great job bringing that up as a possibility! 



The Process

● Validation – the antidote to gaslighting.
● The art of questioning recommendations…

Presenter Notes
Presentation Notes
Next, we talked about how we approach recommendations that we don’t understand. Now residents mostly already have a lexicon for this when the confusion or question is something technical. They call up a specialist and say…”Hi. I’m so and so. I read your note. But for my own knowledge could you talk to me a little bit more about…[insert question]”. And everyone knows when they hear the phrase “for my own knowledge” that that’s shorthand for ‘they don’t understand’ or ‘they were anticipating something different than what was said’…but it still works because it’s polite and it assumes best intention.  



The Process

● Validation – the antidote to gaslighting.
● The art of questioning recommendations…
● The ‘assumption of best intention’

Presenter Notes
Presentation Notes
So, I used this idea as a jumping off point to start asking my team questions: Even if the concern is racism or bias, how do we communicate an assumption of best intention while we try to get more information? 



The Process

● Validation – the antidote to gaslighting.
● The art of questioning recommendations…
● The ‘assumption of best intention’
● Tactics for ‘professional escalation’

Presenter Notes
Presentation Notes
And if the answers that we get don’t alleviate our concerns, how do we escalate the conversation itself in a way that’s still professional? We can use phrases like: “I’m concerned by…” Or “I feel…” Or “Based on what I’m hearing”Or  “I’m still having trouble seeing how this is what’s best for the patient” 



The Process

● Validation – the antidote to gaslighting.
● The art of questioning recommendations…
● The ‘assumption of best intention’
● Tactics for ‘professional escalation’
● Defer ethics, risk management, etc…until we have more information. 

Presenter Notes
Presentation Notes
And, lastly, let’s defer the question of reaching out to Risk or Ethics for the moment. Now, full transparency, this one’s a little self-serving because on the inside I’m like please–any Deity who’s listening–let me NOT have to talk to Risk or Ethics today, because there’s still a chance that this Tuesday can be salvaged.   



The Updated Plan

Presenter Notes
Presentation Notes
This pre-conversation took…about 30 minutes. We formulated a plan. We made a little “if, then” decision flowchart and talked through all the permutations. 



The Updated Plan

Presenter Notes
Presentation Notes
Then, we put the Dermatology fellow on speaker phone and…he had a perfectly reasonable explanation about why a biopsy wasn’t needed. He explained in depth their discussion as a team, he praised my team’s detailed history and physical which allowed them to rule out some of the scarier diagnoses, he talked about the rare criteria (which our patient met) under which a biopsy confirmation isn’t needed, and then he said that if we really wanted a biopsy that’s fine, but from their standpoint they were comfortable with the diagnosis. And after his very nice, very competent explanation, we thanked him and hung up. And my team looked a little sheepish. They begrudgingly admitted that everything the fellow said sounded reasonable. So, we talked a little more as a team. I did more validation. Reassured them that all the stuff we just talked about wasn’t wasted time, because those are skills that they’ll definitely need down the road, and then I left to continue my rounding.    [Speaker phone pic: https://osxdaily.com/2015/01/19/speaker-phone-default-iphone-calls/]*Bullous diabeticorum*



Presenter Notes
Presentation Notes
But, honestly, I was distracted for the rest of the day. Now, me and my emotions are acquaintances but we’re NOT friends, so it took me awhile to figure out exactly how I felt. [Emotion wheel: https://medium.com/age-of-awareness/how-to-use-wheel-of-emotions-to-express-better-emotions-8037255aa661]  



Presenter Notes
Presentation Notes
There were definitely feelings like pride & inspiration. I was proud of them for identifying potential bias in the moment and trying to create a plan to address it.  [Emotion wheel: https://medium.com/age-of-awareness/how-to-use-wheel-of-emotions-to-express-better-emotions-8037255aa661]  



Presenter Notes
Presentation Notes
I was kinda amazed that my impromptu ‘equity chalk talk’ made my residents feel supported and like they now had a template for what to do. And I also knew, from the Bias and Mistreatment subcommittee work, how this could have easily turned into a traumatic experience for my residents.   [Emotion wheel: https://medium.com/age-of-awareness/how-to-use-wheel-of-emotions-to-express-better-emotions-8037255aa661]  



Program Evaluation Committee (PEC)

●Quality Improvement of the 
Residency Program.

●ACGME mandated
●Multiple subcommittees  

Presenter Notes
Presentation Notes
But before we get into the details, let’s take a step back & talk a little about what this subcommittee is and where it came from. So, the bias & mistreatment subcommittee is a part of the PEC, which is an ACGME mandated group that acts as “Quality improvement of the Residency Program”.  There are multiple subcommittees that focus on different target areas identified by ACGME surveys and internal surveys. 



Program Evaluation Committee (PEC)

●Quality Improvement of the 
Residency Program.

●ACGME mandated
●Multiple subcommittees  

●Bias & Mistreatment subcommittee 
(2020)

Presenter Notes
Presentation Notes
Now, the bias and mistreatment subcommittee of the PEC was created in 2020 in response to several factors. 



Local Themes

Presenter Notes
Presentation Notes
One was this pilot study from JGME published in 2019 in which researchers from the University of Minnesota assessed the prevalence of resident and fellow mistreatment.  They administered a short institutional questionnaire to 234 graduating trainees (in the 2017-2018 academic year). The largest percentage of respondents came from Pediatrics, Internal Medicine, and General Surgery. 



Presenter Notes
Presentation Notes
[Click 1] Long story short, they found that many trainees had been subjected to mistreatment and, in general, patients were the primary source of that mistreatment.[Click 2] The only exception was for the category of humiliation and shaming, which were primarily from faculty.[Click 3] However, it was also noted that although patients were the primary source of mistreatment mostly across the board, there were still notable instances of offensive remarks and microaggressions from Faculty across all programs. 



National Trends

Presenter Notes
Presentation Notes
And unfortunately these findings weren’t specific to the University of Minnesota. The study done here joined many others in suggesting that the national prevalence of things like discrimination, harassment, and bias in residency is higher than we’d like to think.



Program Evaluation Committee (PEC)

●Quality Improvement of the 
Residency Program.

●ACGME mandated
●Multiple subcommittees  

●Bias & Mistreatment subcommittee 
(2020)

●2019 JGME Study
●Events of 2020

Presenter Notes
Presentation Notes
So, this data from the 2019 study combined with the events of 2020 (like the murder of George Floyd and the pandemic) to create this drive for programs to examine their own structural inequities. And one piece of that deeper examination was the creation of the mistreatment subcommittee and a new mistreatment reporting system to get a better sense of the trainee experience at the ground level. 



Mistreatment Reporting System (IM)

Mission: Create an easy to use, program specific reporting system. Reporter can be self or 
bystander, and can be anonymous or identified

Vision: Safe and Inclusive learning environment for trainees. 

Action Items:

● Create IM residency program specific reporting system
○ Accessible regardless of site

● Direct support to trainees with closed loop communication
○ Choice to remain anonymous to committee

● Triage individual reports and make formal recommendations to leaderships, departments, individuals etc.

● Gather data to bring about institutional changes 

Presenter Notes
Presentation Notes
So the new reporting system that was created is accessible at all 3 Internal Medicine clinical sites and feeds directly to the bias and mistreatment subcommittee. The subcommittee is composed of a diverse group of residents, chief residents, and faculty who triage individual reports, support trainees with closed loop communication, and gather data to bring about institutional change. 



Bias and Mistreatment Reporting

60 submissions Oct 2020 – 1/1/2023

65% identify attendings as source of bias or mistreatment
◦ 10% Patients
◦ 10% Nurses
◦ 10% Other IM Residents

55% identified themselves / 45% anonymous

Presenter Notes
Presentation Notes
From October 2020 to Jan of this year we received 60 official reports. 65% of these reports identified Attendings as the source of bias and 45% of the reporters wished to remain anonymous.  



Bias and Mistreatment Reporting

60 submissions Oct 2020 – 1/1/2023

65% identify attendings as source of bias or mistreatment
◦ 10% Patients
◦ 10% Nurses
◦ 10% Other IM Residents

55% identified themselves / 45% anonymous

Presenter Notes
Presentation Notes
 And for the reporters [27] that wish to remain anonymous, we have additional fields where we support their decision, but also ask them for further information about ‘why’ they wish to remain anonymous.



Presenter Notes
Presentation Notes
Are they worried about retaliation from the source of the bias? Are they worried about retaliation from the program? Are they burnt out and don’t wanna talk about it? Do they find the idea of talking about it to be triggering? Do they think that any further discussion about this is essentially pointless because nothing will change?  And what we found with these additional questions was that there was actually quite a bit of worry amongst residents about retaliation, particularly from the source of the bias and from the program. Now, I will note that the reporters who were worried about retaliation from the program itself were almost all clustered within the first 12 months of our new reporting system going live. So, it seems like as our system gained traction with the residents there was a decrease in people being worried about retaliation at the programmatic level, and this is loosely supported by the fact that’s there’s also been an increase over time in the percentage of residents who are willing to disclose or partially disclose their identities. And by “partially disclose” I mean that they remain anonymous on their official report, but end up reaching out to one of the subcommittee members through back channels.  



Hospitalist
Mistreatment 
Subcommitte

e

Presenter Notes
Presentation Notes
So, that leads to the question: what is the relationship between what happened with my residents and this bias & mistreatment work?  



Presenter Notes
Presentation Notes
Well, I was surprised to find that not everything I felt after the discussion with my residents was positive.    [Emotion wheel: https://medium.com/age-of-awareness/how-to-use-wheel-of-emotions-to-express-better-emotions-8037255aa661]  



Presenter Notes
Presentation Notes
I also felt this mixture of anxiety and frustration. Like why would they think that calling up a specialist and just swan-diving into direct confrontation was gonna be good for anyone? It probably wouldn’t help our patient. It would’ve gotten the residents reported for unprofessional behavior. And this situation likely would’ve escalated to the site chief, the site APD, and then back to me in my role as their attending, or an APD, or both. I started getting a headache just thinking about all the emails. [Emotion wheel: https://medium.com/age-of-awareness/how-to-use-wheel-of-emotions-to-express-better-emotions-8037255aa661]  



Presenter Notes
Presentation Notes
There was also the internal pressure of lost time. All told, we spent a little over an hour talking about this. Was the discussion fruitful and worth it? Absolutely. But did that negate the sense of having the momentum of the day completely stalled? No. And other patients did get unstable later, and it did turn into a “typical, hot-mess, Tuesday”.    [Emotion wheel: https://medium.com/age-of-awareness/how-to-use-wheel-of-emotions-to-express-better-emotions-8037255aa661]  



Presenter Notes
Presentation Notes
So, later that night, I thought about several things:I questioned my expectations for the residents? Like if I’m frustrated with them does that mean I’m expecting them to already know how to navigate a sensitive and nuanced situation like this?I thought about their initial plan. And how easy it would’ve been to lose track of their good intentions in the disaster that would’ve been the consequences. And…I thought about some of the cases I’d seen come through our mistreatment subcommittee.    



Case Example

●Patient interacted and fully engaged with White providers.
●Patient failed to respond or make eye contact with non-White intern & non-

White fellow.

Presenter Notes
Presentation Notes
This is an example of an anonymous report we received from a resident. There was a patient that was noted to be fully engaging with white providers but not responding to non-white providers. 



Case Example

●Patient interacted and fully engaged with White providers.
●Patient failed to respond or make eye contact with non-White intern & non-

White fellow.
●The following day the non-White intern was in full PPE with the lights off and the 

patient interacted, but after the light was turned on the patient refused to make 
eye contact or interact.

Presenter Notes
Presentation Notes
The following day one of the non-white providers–who was an intern–was in full PPE with the lights off and the patient interacted with them normally, but once the light was turned on the patient refused to interact again. 



Case Example

●Patient interacted and fully engaged with White providers.
●Patient failed to respond or make eye contact with non-White intern & non-

White fellow.
●The following day the non-White intern was in full PPE with the lights off and the 

patient interacted, but after the light was turned on the patient refused to make 
eye contact or interact.

●The intern did NOT confront the patient but brought their concerns to the 
Attending Physician.

Presenter Notes
Presentation Notes
The intern did not address this with the patient. They left and brought their concerns to the Attending. 



Case Example

●Patient interacted and fully engaged with White providers.
●Patient failed to respond or make eye contact with non-White intern & non-

White fellow.
●The following day the non-White intern was in full PPE with the lights off and the 

patient interacted, but after the light was turned on the patient refused to make 
eye contact or interact.

●The intern did NOT confront the patient but brought their concerns to the 
Attending Physician.

● “…during my feedback session [Attending] dismissed my concerns, said that I was 
misinterpreting the interaction, and told me that it was unprofessional of me to 
accuse our patient of racism…”

Presenter Notes
Presentation Notes
And it didn’t go well. An excerpt from the report is here in red. “During my feedback session the Attending dismissed my concerns, said that I was misinterpreting the interaction, and told me that it was unprofessional of me to accuse our patient of racism…”Which is a hard thing to read. And even though I’m using this case as an example, it’s not an outlier. There is a recurrent theme of trainees trying to intervene or spark discussions during their daily routines, but these attempts are often being met with less than stellar responses from their environment.  



Perspective

Resident 
Experience

Hospitalist

Associate 
Program 
Director

Mistreatment 
Sub-

committee

Mentorship

• Multigenerational problems
• Progress is non-linear and messy
• Signals of progress can be 

drowned out by the negative 
consequences of challenging 
established norms.  

• Shifting medical school 
curriculum.

Presenter Notes
Presentation Notes
So, while these reports are depressing to read, they’re also signals of progress in a back-handed kinda way. Situations like this happened to me as a resident. And I never reported any of them. Because, why? This is just the way the world is, and it’s up to me to endure and adapt. So the fact that residents are speaking up, they’re reporting, they’re angry, says that there is a sense that things shouldn’t be this way, and can actually be different.  These aren’t QI projects. These aren’t national pushes to revise biased clinical algorithms. These are day-to-day, concrete interventions at the individual level. Our trainees are on the frontlines trying to figure out how to practice equitable medicine, and they’re often doing this under duress.  



(1) Clinical learning 
environment (CLER):
- Primary clinical 

responsibility
- Steep learning curve
- Multiple EHRs
- Long hours
- Working with ancillary 

staff

(2) Formal Evaluation:
- ITE
- Step exams
- Rotation evaluations
- RAC meetings

(3) Informal Evaluation:
- Daily rounds
- Daily interactions with 

RN/SW/Pharmacy, etc…
- Colleague interactions

(4) Expected Life Stressors:
- Relocation
- Financial constraints
- Work-life balance

(5) Unexpected Life 
Stressors:
- Illness
- Burnout/mental health
- Interpersonal 

relationship strain
- Family emergencies

(6) Post-residency Prep:
- What am I going to be 

when I grow up?!
- Research
- Fellowship applications
- Interviews

Presenter Notes
Presentation Notes
When I think about the Residency training experience there are stressors that we all know exist and generally accept as a necessary part of training. These things can be abritrarily organized into 6 groups…[READ SLIDE]Clinical learning environment: new primary clinical responsibilities, steep learning curves, and long hours.Formal evaluation: ITE, step exams, and rotation evaluations.Informal evaluations: daily rounds and all the daily interactions with ancillary staff.Expected life stressors: relocation & financial constraints, and work-life balance.Unexpected life stressors: family emergencies and illnessPost-residency preparation: what am I going to be when I grow up and how do I prepare for it? [Look at all the sleep]: https://www.google.com/imgres?imgurl=https%3A%2F%2Fi.pinimg.com%2F236x%2F66%2Fed%2Ffc%2F66edfc10a1e605d71d290bbc0861b651--ems-humor-medical-humor.jpg&imgrefurl=https%3A%2F%2Fwww.pinterest.com%2Fbhslibraries%2Fresidency-humor%2F&tbnid=ni8R7owbZLVmbM&vet=12ahUKEwi8gIGzk8r8AhWDMN4AHQ7ZAEQQMygNegUIARC-AQ..i&docid=0Sk4Ev0jV15CRM&w=236&h=211&q=residency%20humorous%20pictures&ved=2ahUKEwi8gIGzk8r8AhWDMN4AHQ7ZAEQQMygNegUIARC-AQ[Trust me I’m a doctor]: https://www.google.com/imgres?imgurl=https%3A%2F%2Fm.media-amazon.com%2Fimages%2FI%2F318usMATgHL._AC_SY780_.jpg&imgrefurl=https%3A%2F%2Fwww.amazon.com%2FTrust-Doctor-Almost-Medium-Journal%2Fdp%2F1071050311&tbnid=CIKuQgUbIdqDAM&vet=12ahUKEwi8gIGzk8r8AhWDMN4AHQ7ZAEQQMyghegUIARDtAQ..i&docid=yFNGXoLf53HqoM&w=333&h=500&q=residency%20humorous%20pictures&ved=2ahUKEwi8gIGzk8r8AhWDMN4AHQ7ZAEQQMyghegUIARDtAQ



Accepted

Clinical Learning 
Environment

Formal & Informal 
Evaluation

Expected & 
Unexpected Life 
Stressors

Post Residency 
Preparation

Presenter Notes
Presentation Notes
We can bundle all these things into a category we’ll call “accepted stressors”. Not only do we know these stressors exist. But also, for the most part, incoming trainees do too. Now, anyone who has gone through residency understands that there’s a difference between logically knowing what to expect, and actually going through it. But, if you showed this slide to graduating 4th year medical students, nothing on here would be that surprising. Anxiety-inducing, but not surprising. 



Accepted Additional

Clinical Learning 
Environment

Formal & Informal 
Evaluation

Expected & 
Unexpected Life 
Stressors

Post Residency 
Preparation

Sexual harassment

Bias

Microaggressions:

Power disparities:
- Fear of repercussion

Humiliation/shame

Presenter Notes
Presentation Notes
But then, just like we talked about earlier about why the subcommittee was created in the first place, there’s also these additional stressors that can take the form of mistreatment directed at the residents, which makes an already challenging experience that much harder.  



Accepted Additional

Clinical Learning 
Environment

Formal & Informal 
Evaluation

Expected & 
Unexpected Life 
Stressors

Post Residency 
Preparation

Sexual harassment

Bias

Microaggressions

Power disparities:
- Fear of repercussion

Humiliation/shame

Systemic

• Structural 
racism

Institutional

• Institutional 
discrimination

Interpersonal

• Implicit bias
• Interpersonal 

racism
• Prejudice

Presenter Notes
Presentation Notes
And so it’s within this framework that we as Attendings, PDs, APDs, and Administrators are trying to empower residents to advocate for positive change. We say “speak up”. Tell us when systems aren’t working well. Advocate for your patients. Basically, help us get our medical system to a more efficient, more equitable, less ableist, and less racist place. Because…that’s the goal! 



Presenter Notes
Presentation Notes
But when I put all of this together and examine it from the perspective of our trainees, it’s a tough ask. Especially when it’s a coin toss whether they’ll be supported in their endeavors or attacked because they “didn’t get it just right” or violated the rules of the hidden curriculum. [“Hidden curriculum: what educators teach students without even realizing it through their interactions, modeling, and culture. It consists of unspoken values, beliefs, norms, and culture.”] 



Reframe

● A dash of optimism

Presenter Notes
Presentation Notes
So, where does that leave me? What’s the takeaway here? I’m not saying we should somehow absolve trainees of the responsibility of making our healthcare systems better, even if that were practical or feasible. They’re stakeholders too and this is the system they’ll practice in someday for better or worse. What I AM saying is that when I watch them struggle through these “daily DEI issues” from the differing vantage points of my various roles, I’ve come to appreciate some things that I didn’t always value before.The first, is that I have a little bit more optimism, just in general. Don’t get me wrong, I’m still very much on team “Upbeat Cynic”. But seeing so many residents genuinely trying to make things better however they can, that makes me think: “Okay, maybe everything isn’t crashing and burning all the time, even though that’s sometimes how it feels.”



Reframe

● A dash of optimism
● Check my expectations

Presenter Notes
Presentation Notes
The second takeaway is that: even for an Attending, it’s extremely difficult to simultaneously balance the written and unwritten rules of the status quo with daily DEI interventions. So, I find myself in this constant process of redefining what constitutes ‘realistic expectations’ for residents. Because it can’t just be ‘never make a colleague upset or uncomfortable’. It can’t be ‘don’t violate hierarchy’. And it can’t be ‘don’t get reports filed on you. It’s bad for you and makes more work for me’.  Because these things are somewhat unavoidable if you want to drive change. So, it’s more about figuring out what are acceptable repercussions for any given situation, and how we can be thoughtful about approaching these everyday interventions. 



Reframe

● A dash of optimism
● Check my expectations
● Intervention = Consequences

Presenter Notes
Presentation Notes
Third: DEI interventions by residents in the clinical learning environment often lead to direct consequences for those residents. So, when a trainee sees something that’s not okay from an equity standpoint and they try to intervene, it is HIGHLY likely that they’ll be met in the moment with antagonistic behavior and attacks on their professionalism and/or competence. And then later, they’ll still have to deal with the official reports that were filed against them. So, when they push on a system, the system pushes back, and it does so, often, by weaponizing the language of ACGME milestones & competencies. So a lot of supporting trainees through these tough DEI experiences has been saying things like:  “You spoke up. That doesn’t automatically make you unprofessional.” And then we dive into that. Or… “You were called into this messed up situation and then you hesitated to do this thing because you were uncomfortable…that’s not the same as lacking clinical knowledge.” These are tough discussions, but they seem to help residents see through the fog. Now, some residents have told me about times when they saw something, they intervened, and it was all good. But that seems to be rare. That’s like a Champagne Tap. It happens. But it’s rare enough that it has its own name, and I do a little happy dance if it happens to me.   [Competencies: Patient care, medical knowledge, professionalism, systems-based practice, practice-based learning, interpersonal and communication skills] 



Reframe

● A dash of optimism
● Check my expectations
● Intervention = Consequences
● Indicators of progress?

Presenter Notes
Presentation Notes
Fourth, there’s the idea that if intervention often leads to consequences, and consequences create paper trails. Then that means that sometimes there’ll be positive signals buried in the noise of what I would otherwise consider to be just regular work. For example, when we get an email that resident X did or said something ridiculous on their rotation, now I’ll do a few more mental checks & balances before deciding that a “professionalism talk” is the only thing that’s warranted here, especially if it falls under the DEI umbrella which seems to be a healthcare blind-spot.  And that doesn’t mean that sometimes the end result isn’t a professionalism talk, because sometimes it is. If the resident skipped their rotation, didn’t call anybody, and is doin just fine (they just felt like ghosting somebody today) then that’s not okay and a conversation needs to be had.      



Reframe

● A dash of optimism
● Check my expectations
● Intervention = Consequences
● Indicators of progress?
● Communication

Presenter Notes
Presentation Notes
And lastly, there’s the importance of communication. Because knowledge of what’s going on with the residents isn’t always evenly distributed, and context definitely effects how I feel about my job. So, whether it’s the coordinator who hears about something first, or the Chief, or myself, or the Program Director, being up to date with what’s going on helps me be more patient, and also helps me feel more confident in the role I’m playing in troubleshooting problems.    



Resident 
Experience

Hospitalist

Associate 
Program 
Director

Mistreatment 
Sub-

committee

Mentorship

Presenter Notes
Presentation Notes
So, in general, these different roles have made me a lot more thoughtful about how residents interact with problems that I don’t have solutions for. I can talk to them about Type 1 diabetes, I can guide them through managing hyponatremia, because I know what those things are supposed to look like. But I’ve never seen a truly equitable medical system, which makes it difficult to appreciate milestones and guide learners in the right direction.   I accept that I can’t fight all the battles for them. But I can validate. I can try to give them tools based on my own experiences and perspective. And I can try to cut them some slack when they screw up, by looking for evidence that they’re at least trying to do the right thing even when they don’t get it exactly right.  



Thank you!

Presenter Notes
Presentation Notes
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