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Abstract

Introduction: Lack of diversity impacts research, medical curricula, and medical trainees’ ability to provide equitable patient care. The
concept of allyship, defined as a supportive association between identities with power and privilege and marginalized identities, provides
an optimal framework for enhancing education about health equity. Currently, there are no established curricula focused on allyship and
limited mention within current medical training literature. We propose use of allyship to increase graduate medical trainee understanding
of diversity and focus on health equity. Methods: We developed a 1-hour workshop aimed at helping residents understand the definition
of allyship, effective allyship to patients and colleagues, and allyship differences across communities. The workshop consisted of pre- and
postassessment surveys, a didactic presentation module, and facilitated case study discussions. It was conducted locally on four
occasions across pediatrics, family medicine, surgery, and emergency medicine residency programs. Results: An analysis of the 101
preassessment and 58 postassessment survey responses revealed an increased level of knowledge regarding allyship (p < .001) and
increased comprehension of allyship competencies (p < .001). All workshop learning objectives demonstrated positive change
postmodule. Discussion: With an increasing need for curricula to address health equity in medical trainees, this workshop serves as a
unique and effective approach to expanding cultural responsiveness skills under the lens of allyship. Specifically, the workshop functions
as a constructive introduction to allyship principles and practices and can serve as a foundation on which residents can build more robust
skills as a part of their allyship journey.
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Educational Objectives

By the end of this activity, learners will be able to:

1. Define the term allyship.

2. Describe at least one way to be an effective ally towards
patients, medical students, and colleagues.

3. Describe how allyship differs across communities.

Introduction

In the last 5 years, medical education has shifted towards an
increased focus on diversity, equity, and inclusion. Research
shows that lack of diversity significantly influences patient
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care, medical curricula, and research.1 In an effort to educate
undergraduate medical trainees, a variety of workshops,
courses, and training seminars have been created that focus on
developing cultural responsiveness skills. While some workshops
have been created to fill the gap and further support health
equity education, others have worked to decrease implicit biases
or increase cultural responsiveness.2-4 Despite advances for
medical students, a lag exists for GME training.

The ACGME sets the standards for residency training curricula
and requirements. In its Common Program Requirements

(Residency), the ACGME has implemented a requirement that
residents must meet standards for “advocating for quality
patient care and optimal patient care systems.”5 Additionally, it
explicitly acknowledes the strength provided by a diverse group
of medical trainees.5 However, even with goals that support
diversity, there remains a lack of mandated curricula or courses
to best prepare medical graduates to support diverse patient
populations and acquire skills specifically intended for that role.
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We believe that one way to address this gap in medical education
is by integrating allyship and allyship principles into residency
curricula.

Allyship is a term that has gained significant traction in the last
decade. It is defined as “supportive association with another
group, specifically members of marginalized or mistreated groups
to which one does not belong.”6 The Anti-Oppression Network
further expands the definition of allyship to include “an active,
consistent, and arduous practice of unlearning and re-evaluating,
in which a person in a position of privilege and power seeks to
operate in solidarity with a marginalized group.”7 Both definitions
provide a common language for participants on how to define
allyship to further expand the skills of graduate medical trainees
as they develop an equitable health care framework.

In medicine, the term ally has historically been associated with
LGBTQIA+ communities, with many medical schools displaying
terms such as allies, ally, or allyship on their websites in relation
to LGBTQIA+ communities.8-10 Additionally, the limited curricular
changes in the literature focused on allyship relate to LGBTQIA+
communities as well.11 While this association remains important,
shifts in health equity as well as experiences and backgrounds
of trainees in medical education create a unique opportunity
for expansion and use of the term allyship for all marginalized
communities. Furthermore, in medicine, the intersection of many
identities makes this term apt for use expanding beyond standard
demographics.

Upon reflection on their clinical experiences, the student
developers of this module, each with deep experience serving
as leaders in student organizations including the Student National
Medical Association, Latino Medical Association, Medical Student
Pride Alliance, and Building the Next Generation of Academic
Physicians (BNGAP), recognized the important role residents
play in facilitating and creating a learning environment that
encourages growth in clinical acumen and positively influences
career decisions.12 In response, the student leadership of BNGAP
and the Underrepresented Student Alliance at Albany Medical
College sought resources. In our review of MedEdPORTAL, we
found no established curricula focused on allyship. Literature
focusing on allyship and how it is applicable to the medical
profession remains limited in current graduate medical training
curricula.13-15 Given this, we aimed to fill a void in the GME
curriculum by supplying participants with an introductory module
on essential allyship competencies for specific communities.

To develop this workshop, we used Kern’s six-step curriculum
development approach for guidance.16 First, as part of

implementing step 1 of the Kern model, we conducted a general
needs assessment, which included our literature review and
sharing of medical students’ anecdotal experiences. This allowed
us to create a targeted needs assessment as outlined in step 2
of Kern’s model. The needs assessment was conducted among
incoming 2020 family medicine and pediatrics residents at our
institution. Results from the Qualtrics-based needs assessment
showed a desire for information and formal training on how
to best serve patients as well as lack of awareness of the term
allyship and skills related to allyship towards patients and peers.
The general and targeted needs assessments helped guide
creation of our learning objectives and goals, which focused
on residents’ acquisition of knowledge regarding concepts of
allyship and medicine, understanding of practical tools for the
implementation of allyship principles in medicine, and discussion
on forms of allyship to communities that have been historically
excluded and are currently underrepresented in medicine.
The resulting workshop was created based on findings from
our literature review, feedback from the needs assessment,
and the anecdotal experiences of the authors. It consisted
of a PowerPoint presentation and case discussion. Our goal
was to see an increase in the awareness and understanding of
allyship principles, practical allyship competencies, and comfort in
applying these skills in a clinical setting among participants.

Methods

To meet the practical needs of residency programs at Albany
Medical Center in northeast New York, the Allyship in Residency
workshop was designed to be conducted in 2 hours, including
a 1-hour didactic session and 1-hour case-based discussion.
Each session was conducted by a team of medical students from
diverse and underrepresented backgrounds in collaboration with
our faculty advisor. The senior author, our faculty advisor, was
an expert in preventive medicine, health education, and medical
education.

The module was offered to residency directors at our institution,
and four programs invited us to present to their residents:
pediatrics, family medicine, emergency medicine, and surgery.
The workshops were scheduled, led, and facilitated by medical
students on the team in partnership with residents and residency
program directors from the four programs. Residents participated
in their respective program’s session.

The workshop was implemented a total of four times, once per
program, as a part of supplemental didactic learning curricula
for residents in the four programs. The workshop consisted of a
preassessment survey, a didactic presentation module, facilitated
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case study discussions, and a postassessment survey. This
education intervention involved pre- and postworkshop data
collection from residents for publication purposes, for which
approval was sought and received from the Albany Medical
College Institutional Review Board.

Didactic Presentation Module
A medical student from the allyship team and a resident from the
respective specialty facilitated a 1-hour didactic presentation. A
facilitator guide (Appendix A) was provided to each presenter to
guide them through the presentation and case study discussions
in a step-by-step manner. The module itself served as a tool with
which we were able to ensure that all learners, regardless of
previous exposure to allyship principles or lack thereof, were
exposed to a robust overview of the topic. The materials needed
to give the presentation included the Allyship in Residency
module (Appendix B), a computer with Microsoft PowerPoint and
HDMI capabilities, and a projector to display the module.

The presentation began by exploring the definitions of diversity,
inclusion, and allyship, along with the innate similarities and
differences that each of these terms share with one another. We
discussed the functional significance of these concepts using
examples and statistics relevant to medicine and health care.
We then presented participants with content regarding forms of
allyship and the interconnecting relationship between allyship
and social justice. After we reviewed these critical advocacy and
allyship concepts, we transitioned into practical tools for allyship.
We employed a functional framework for allyship adapted from
Vanderbilt University and focusing on participant introspection
and development to assist aspiring resident allies.17

Continuing with practical tools for allyship, we discussed
specific ways for residents to be allies to members of different
underrepresented identities in the medical community, with a
focus on skills that could be immediately implemented in daily
practice. For the purposes of this workshop, underrepresented
in medicine is defined as, but not limited to, LGBTQIA+,
Latinx, Indigenous, Black, chronically ill and differently abled,
undocumented, female-identifying, non-English speaking,
Asian/Asian American, and Muslim communities. The team
researched and developed content for the module using
resources put forth by respective underrepresented communities.
Additionally, student affinity groups at our institution representing
each set of communities discussed in the workshop (e.g., Student
National Medical Association, Muslim Student Association, etc.)
reviewed and provided feedback on content included. While
allyship to the aforementioned communities was certainly not
limited to the ways discussed in the module, nor was it entirely

representative of every member of every community, we tried
to provide an accurate snapshot of fundamental skills as they
pertained to communities. Guidance for intersectional allyship
practices across communities was also provided. The module
ended with a discussion on the relevance and importance of this
content to the medical team.

Case Studies
Following the module, participants had the opportunity to apply
the skills discussed in the presentation to case studies. Learners
were divided into groups of five to six and, over the course of an
hour, worked through three distinct case studies with a facilitator.
The case study coursework (Appendix C) centered around
clinical scenarios including misgendering, language barriers,
and ethnoracial discrimination. Participants worked together
to implement targeted allyship between medical student and
resident, patient and resident, and resident colleagues in a safe
environment with feedback available.

Evaluation Forms
We administered a pre- and postassessment (Appendix D)
to participants prior to and immediately after each didactic
lecture. The purpose of this survey was to determine a baseline
of preexisting exposure to and understanding of allyship
and cultural responsiveness principles discussed in the
subsequent presentation, as well as to assess postmodule
change in objective and overall knowledge. The presurvey
contained demographic information, and the postsurvey included
qualitative, feedback-based questions. Participants were allotted
approximately 5 minutes to complete the anonymous survey,
which was administered using Qualtrics XM software and
distributed via a QR code link that could be scanned on mobile
devices.

Data Analysis
We analyzed and implemented postworkshop feedback from
participants to improve the workshop each successive time it was
given. Pre- and postworkshop responses were analyzed using
descriptive statistics for demographic factors and participants’
responses in allyship situations. The Mann-Whitney U test was
performed to assess pre- and postworkshop confidence in and
knowledge of allyship among survey respondents.

Results

One hundred sixty participants were invited to participate in
our workshop. Although we did not confirm attendees, 101
participants completed the presurvey, and 58 completed
the postsurvey. While we do not know how many invited
attendees participated, based on the assumption that all
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160 invited trainees participated, our response rate was 36%.
The participants were spread across four separate sessions
within individual residency programs with Albany Medical Center
residents from pediatrics, surgery, emergency medicine, and
family medicine. Quantitative data were analyzed using the
Mann-Whitney U test (nonparametric test) to compare pre-
and postworkshop results. Qualitative feedback was analyzed
through thematic analysis.

One hundred one participants responded to questions assessing
participant demographics, and we examined distribution of
participant demographics within each identity. We analyzed
ethnoracial identity, gender identity, sexual orientation, first-
generation status, and Pell Grant reception as a proxy for
socioeconomic status. Of the participants who self-reported
race and ethnicity in the presurvey, five (5%) identified as
Black/African American, one (1%) identified as Latinx/Hispanic,
23 (23%) identified as Asian, six (6%) identified as multiracial,
64 (63%) identified as White, and two (2%) identified as other.
Fifty-nine (58%) identified as female, and one (1%) identified as
genderqueer. Seventeen participants (17%) were first-generation
college graduates, and 18 (18%) were Pell Grant recipients
(Table 1). On examination of demographics, our audience
consisted of largely majority identities across all metrics, which
was representative of residency statistics (Table 1).18

Between pre- and postsurvey, we analyzed change in participant
responses pre- and postmodule. This analysis included concepts
represented in the learning objectives and self-assessed
confidence and ability to be an ally. Participants reported
a significantly increased level of knowledge regarding the
concept of allyship (p < .001) and methodologies to be an
effective ally towards patients, medical students, and colleagues
(p = .004; Table 2). Additionally, nearly 10% more participants
were able to define allyship after the workshop compared
to before the workshop (70% vs. 79%; Table 2). Questions
relating to participants’ confidence in their ability to be an ally
to patients, the importance of allyship training incorporation
as part of medical school curricula, and the understanding that
allyship looks different amongst varying communities showed no
significant differences before and after the workshop (Table 2).

Lastly, we assessed participants’ intended response to witnessed
discrimination and bias in the work setting. We analyzed pre-
and postmodule self-reported intended responses. After the
workshop, participants were more likely to report intention to
address bias and discrimination in the moment by speaking up or
to address the bias/discriminatory behavior later with the person
who was biased (Table 3). Fewer participants reported confiding

Table 1. Demographic Information of Participants Who Completed the
Preworkshop Survey (N = 101)

Demographic Factors No. (%) of Participants

Race
Asian/Asian American 23 (23)
Black, African American, African 5 (5)
Latinx, Hispanic 1 (1)
Multiracial 6 (6)
Something else 2 (2)
White, Caucasian 64 (63)

Sex
Female 59 (58)
Genderqueer or gender nonconforming 1 (1)
Male 41 (41)

Sexual orientation
Bisexual 3 (3)
Gay 2 (2)
Lesbian 2 (2)
Something else 1 (1)
Straight 91 (92)

Religion
Agnostic 21 (21)
Atheist 19 (19)
Buddhist 2 (2)
Catholic 20 (20)
Christian 15 (15)
Hindu 8 (8)
Jewish 8 (8)
Muslim 4 (4)
Something else 4 (4)

Differently abled
Yes 2 (2)
No 98 (98)

First-generation student
Yes 17 (17)
No 84 (83)

Pell Grant recipient
Yes 18 (18)
No 83 (82)

in a colleague or superior/supervisor as their intended method of
addressing bias/discrimination after the workshop compared to
before the workshop (Table 3).

Discussion

The Allyship in Residency module was successful in providing an
introduction of allyship to graduate medical trainees. Specifically,
the biggest impacts were observed regarding introduction of
allyship in the medical setting, knowledge regarding the concept
of allyship, and participants’ intended response to witnessing
discrimination and bias in the workplace.

A majority of our participants entered the workshop with a
basic preexisting definition of allyship, but it was clear that
supplemental knowledge was necessary to translate definition
into practice, especially within the medical setting. With further
assessment, it became clear that participants expanded their
understanding and definition of allyship while also questioning
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Table 2. Participants’ Knowledge Regarding Allyship and Confidence in Allyship Abilities

Item Presurvey Postsurvey p

Confidence you have in your ability to be an ally to patients, medical students, and colleagues.a M = 2.7 (SD = 0.9) M = 2.9 (SD = 0.8) .095
Level of knowledge regarding the concept of allyship.b M = 2.5 (SD = 0.9) M = 3.2 (SD = 0.7) <.001c

Allyship training and cultural competency training should be a required part of medical school curriculum.d M = 4.3 (SD = 1.0) M = 4.5 (SD = 0.9) .266
Definition of allyship. 70%e 79%e .199
Ways to be an effective ally towards patients, medical students, and/or colleagues. 67%e 88%e .004c

What does allyship look like across different communities? 92%e 98%e .154

aRated on a 5-point Likert scale (0 = no confidence, 4 = complete confidence).
bRated on a 5-point Likert scale (1 = not knowledgeable at all, 5 = extremely knowledgeable).
cSignificant at p < .05.
dRated on a 5-point Likert scale (1 = strongly disagree, 5 = strongly agree).
ePercentage of participants selecting the correct answer.

the limited nature of a simplified definition. Allyship is a term
that has not traditionally been used in a medical context,
so when used as a metric for health equity, it may require
additional considerations.19 It is unclear whether the majority
of participants entered the workshop with a basic idea of what
allyship looked like across different communities as question
phrasing may have influenced participants’ ability to answer
knowledge questions correctly. Regardless, the ultimate goal
was to improve knowledge on allyship, and we feel this was
accomplished and created significant impact. One participant
provided the following feedback: “It was a good introduction
to Allyship. It was important to us because many of us have no
exposure to Allyship.” Additional feedback expressed a common
theme that the sessions provided important and thought-
provoking information that encouraged participants to expand
their understanding. Given the lack of preexisting literature on
allyship in medical education, this information may serve to better
indicate where the general baseline of knowledge exists and
where supplemental initiatives and education should be targeted.
At the very least, feedback reflected that participants placed
allyship as a consideration in medical settings, a necessity for
effecting further change.

When participants were asked how they would respond to
witnessed discrimination or bias in the medical setting, their

Table 3. Preworkshop Versus Postworkshop: How Participants Intend to Respond
When They Witness Bias or Discrimination

No. (%) of Participants

Response Presurvey Postsurvey

Address later to person who experienced bias 6 (6) 2 (4)
Address later to person who displayed biased
behavior

10 (11) 12 (21)

Address in the moment by speaking up 25 (27) 21 (37)
Confide in a colleague 28 (30) 10 (18)
Confide in a superior/supervisor 15 (16) 7 (12)
Ignore it 7 (8) 3 (5)
Other 2 (2) 2 (4)
Total 93 (100) 57 (100)

answers reflected an intention to respond more actively. This
shift supports a correlation of knowledge and comfort level
with active allyship and intervention. Feedback reflected this,
as one participant reported, “I like that it encouraged us to
go deeper than ‘knowing something.’ That is a step, but I feel
more empowered to take it further.” Higher levels of intentions
combined with the knowledge and understanding of the concept
of allyship can be effective in transforming knowledge into
action, the ultimate goal of this workshop. It has been shown
that true allyship requires active participation of allies along with
elimination of the bystander effect.20 We feel that our workshop,
through introductory education, can serve as a stepping-stone to
more targeted and active practices.

Despite improvement in knowledge and responses, participants’
confidence in their ability to be an ally to patients, medical
students, and colleagues showed minimal improvement,
which is disheartening but provides better understanding
of how to leverage the module for optimal education. This
workshop is intended to serve as an introduction to allyship,
and while it offers basic principles and skills, it is not meant to
provide more advanced, clinically specific skills or knowledge.
Additionally, focused, in-depth allyship content on each
population represented in the presentation is not provided.
While we considered decreasing the number of communities
represented, we felt it was necessary to introduce a breadth of
identities so that participants could appreciate that allyship is
not limited to only a few identities. In fact, feedback reflected the
desire for inclusion of more communities than we presented.
Our hope is that participants will be able use the resources
provided to build on the foundation established in the workshop
and continue to expand their allyship competencies for specific
communities beyond the scope of what we are able to discuss.

Limitations
The study was conducted with programs that tend to skew more
female and reflects the composition of the residencies. Although
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our demographics were 63% White and 58% female, we believe
that the results are generalizable given the breadth of the topics
covered, which range from ethnicity and gender to ability. Our
response rate of 36% was disappointing, but we found from a
search of MedEdPORTAL that other responses have ranged from
13% to 100% and we fell within that range.21-23

In all four residency programs that implemented this workshop,
residents at all levels of training were invited to attend. Ideally,
residents should receive this training as part of orientation or as
early as possible in their residency. This type of workshop could
serve as the foundation for a longitudinal program to build and
practice allyship skills throughout the entire course of graduate
education. Resident days are busy, and finding opportunities to
present the workshop can be challenging.

Given the expansive nature of this topic and the identities
discussed, we found ourselves constrained by the level and
amount of education we could provide within a limited time
frame. The module was designed to be a general introductory
session presenting a discussion of allyship in a GME environment.
We felt that given the intersectionality of many of these identities,
it was important to expand beyond one to two. Many of the
identities we chose to represent often have not been included
in discussions surrounding allyship. It was important to us to help
residents adopt an allyship lens and understand the concept
as it relates to the intersectionality of the patients they serve
and the colleagues they work with. We intentionally developed
the curriculum to be flexible enough to be adapted and
tailored to meet the needs of a variety of learning settings and
contexts.

We believe that there is a need for long-term, longitudinal
curricula focused on allyship to facilitate continued growth,
knowledge acquisition, and clinical skill training. Our worksop
is designed to serve as an introduction in service of one of the
core tenets of allyship it discusses—allyship as a continuous
process that requires sustained, arduous learning and practice, as
opposed to a state of being or an end goal that can be achieved
following a single workshop. However, for those with limited prior
exposure to allyship in their medical education, as we have found
is often the case, the workshop is an ideal place to introduce
this process. We believe that in addition to implementing this
single-session workshop, it is important for residency programs
to create opportunities for residents to fully develop and expand
their allyship skills in practice.

Additionally, prior to the training, facilitators may not have
been familiar with the tools presented or all the communities

represented. For example, prior knowledge about specific
communities may have altered the experience presented
to residents between residency programs. Although our
facilitator guide is flexible enough to train anyone to provide
the presentation, we found the best facilitators were those who
themselves were appraised by others as allies and were invested
in working with marginalized populations. Supplemental facilitator
training may help to strengthen the experience and knowledge
base of facilitators, thereby enhancing the workshop for trainees
as a natural consequence.

We recognize that the case scenarios are not representative of all
the communities discussed in the workshop. Specific community-
focused training as part of a larger longitudinal curriculum would
help alleviate this gap in knowledge acquisition.

Our findings also highlight the need for future workshops aimed
at providing skills and further focused education regarding
different communities and clinical allyship skill building.
Integrating this workshop with the standardized patient program
is one way to further increase resident comfort surrounding these
topics. Future iterations could include opportunities for residents
to practice allyship in a standardized format.

Lastly, when implementing this workshop, future facilitators and
presenters should understand that it is intended for introductory
knowledge building. Each identity represented is far more
complex than shown, and all are deserving of workshops solely
dedicated to educating about the complexities of their culture
and allyship-related considerations. For next steps, a deeper
dive into a more longitudinal curriculum targeted towards
exploration of each individual group should occur. Ideally, this will
increase nuances and depths of allyship within each community
represented in the introductory module, thereby continuing to
facilitate conversations and allowing participants to evolve in their
allyship journey.

Appendices

A. Facilitator Guide.docx

B. Allyship in Residency Module.pptx

C. Case Studies.docx

D. Evaluation Form.docx

All appendices are peer reviewed as integral parts of the Original
Publication.
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