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Abstract

Purpose—To assess the association between internal medicine (IM) residents’ race/ethnicity and 

clinical performance assessments.

Method—The authors conducted a cross-sectional analysis of clinical performance assessment 

scores at 6 U.S. IM residency programs from 2016 to 2017. Residents underrepresented 

in medicine (URiM) were identified using self-reported race/ethnicity. Standardized scores 

were calculated for Accreditation Council for Graduate Medical Education core competencies. 

Cross-classified mixed-effects regression assessed the association between race/ethnicity and 

competency scores, adjusting for rotation time of year and setting; resident gender, postgraduate 

year, and IM In-Training Examination percentile rank; and faculty gender, rank, and specialty.

Results—Data included 3,600 evaluations by 605 faculty of 703 residents, including 94 (13.4%) 

URiM residents. Resident race/ethnicity was associated with competency scores, with lower scores 

for URiM residents (difference in adjusted standardized scores between URiM and non-URiM 

residents, mean [standard error]) in medical knowledge (−0.123 [0.05], P = .021), systems-based 

practice (−0.179 [0.05], P = .005), practice-based learning and improvement (−0.112 [0.05], P 
= .032), professionalism (−0.116 [0.06], P = .036), and interpersonal and communication skills 

(−0.113 [0.06], P = .044). Translating this to a 1 to 5 scale in 0.5 increments, URiM resident 

ratings were 0.07 to 0.12 points lower than non-URiM resident ratings in these 5 competencies. 

The interaction with faculty gender was notable in professionalism (difference between URiM and 

non-URiM for men faculty −0.199 [0.06] vs women faculty −0.014 [0.07], P = .01) with men more 

than women faculty rating URiM residents lower than non-URiM residents. Using the 1 to 5 scale, 

men faculty rated URiM residents 0.13 points lower than non-URiM residents in professionalism.

Conclusions—Resident race/ethnicity was associated with assessment scores to the 

disadvantage of URiM residents. This may reflect bias in faculty assessment, effects of a 

noninclusive learning environment, or structural inequities in assessment.

While equity is a core professional value in medical education, disparities due to race 

and ethnicity persist. 1,2 Black, Hispanic/Latinx, and Native American physicians remain 

underrepresented in medicine (URiM) relative to the general population and experience 

significant disparities in career advancement, pay equity, and leadership achievement. 3–5 

Furthermore, multiple aspects of one’s social identity, such as race/ethnicity and gender, 

may give rise to interrelated systems of inequity. 6

Inequities (i.e., differences linked to unfairness in a system) related to race/ethnicity in 

medical education are concerning. The literature suggests that URiM students and trainees 
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experience microaggressions, racial bias, and discrimination during education and training. 
7–11 In a national survey of graduating medical students in the United States, nearly a 

quarter of URiM students (23.3%) reported discrimination based on race/ethnicity, including 

receiving lower grades or evaluations (9.6%). 7

Disparities associated with race/ethnicity in the assessment of learners in medical education 

is of particular concern. Evidence suggests differences in assessment exist in undergraduate 

medical education in the United States, with URiM students receiving lower clerkship 

grades and differences in language used in student performance assessments. 12–18 

Studies from the United Kingdom and the Netherlands have also reported differences in 

medical school grades associated with race/ethnicity. 19,20 Qualitative studies exploring the 

experiences of URiM learners in the United States and United Kingdom suggest that URiM 

learners view workplace-based clinical assessments as vulnerable to bias. 21,22

Studies exploring race/ethnicity and assessment in medical education are often hampered 

by differences in assessments across programs and low representation of URiM learners. 

Much of the literature to date is in undergraduate medical education and limited to single-

institution settings or institution-specific assessments. 13–16 Literature examining the impact 

of resident race/ethnicity on assessment in graduate medical education is lacking.

Identifying and addressing disparities in learner assessment are important. Evidence 

suggests that small differences in performance assessment metrics can give rise to larger 

disparities in later outcomes. 23 In medical education, assessments inform decisions about 

time-in-training, selection for honors or need for remediation, and access to and caliber of 

postgraduate training opportunities, including in highly competitive fields within medicine, 

many of which have long-standing gaps in the representation of URiM physicians. 24–27

This study explores the relationship between resident race/ethnicity and Accreditation 

Council for Graduate Medical Education (ACGME) core competency scores as employed in 

graduate medical education assessment.

Method

Study design and population

We conducted a retrospective, cross-sectional analysis of resident assessment scores at 6 

ACGME accredited internal medicine residency training programs in the United States: 

Emory University, Massachusetts General Hospital, University of Alabama Birmingham, 

University of California San Francisco, University of Chicago, and University of Louisville.

In the United States, medical education and training involves 4 years of medical school 

followed by 3 or more years of residency training, depending on the field. Internal medicine 

residency training involves clinical rotations during which trainees provide care for patients 

in a variety of clinical settings under the supervision of teaching faculty. Faculty assess 

learner performance during these clinical rotations.

Graduate medical education in the United States uses a competency-based medical 

education framework, which focuses on learners’ progression of competence using explicit 
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outcome goals. Assessment in this framework focuses on learners demonstrating skills and 

knowledge and meeting progressive developmental markers to support their progression 

from novice to mastery. 28,29 Accredited U.S. residency training programs use the 

ACGME’s competency-based assessment framework, which includes 6 core competencies, 

each of which is composed of multiple subcompetencies or milestones. 30

We focused on clinical performance assessments of internal medicine residents by faculty 

from inpatient general medicine rotations during the 2016–2017 academic year. At each 

program, inpatient general medicine teams include a postgraduate year (PGY) 2 or 3 

resident leading a team of PGY-1 interns and medical students in providing patient care 

under the supervision of 1 to 2 teaching faculty. Residents participate in multiple inpatient 

medicine rotations each year, spending 2 to 4 weeks on each of these rotations. Faculty 

evaluate each resident under their supervision, and these clinical performance assessment 

data are routinely collected by training programs.

Data and data collection

We collected assessment metrics data and assessment characteristics including rotation 

setting and time of year; resident characteristics including self-reported race/ethnicity, 

gender, PGY, and baseline Internal Medicine In-Training Examination (IM-ITE) percentile 

rank; and faculty characteristics including gender, specialty, academic rank, and residency 

educational role where applicable. Resident and faculty gender was determined by 

participants’ professional gender identity using institutional data. Resident race/ethnicity 

was determined by residents’ self-reported race/ethnicity information obtained from 

residency applications. 31

We used the Association of American Medical Colleges definition of URiM as those who 

are underrepresented in medicine relative to national and local demographics. 32 This 

includes those who identify as African American and/or Black, Hispanic/Latinx, Native 

American (American Indian, Alaska Native, and Native Hawaiian) and Pacific Islander 

and locally underrepresented racial/ethnic groups as defined by each program in our 

study (see Supplemental Digital Appendix 1 at http://links.lww.com/ACADMED/B273). We 

included as URiM those residents who identified with 2 or more races/ethnicities where 

at least 1 race/ethnicity was underrepresented. All other residents were categorized as not 

underrepresented in medicine (non-URiM). Non-URiM residents were further divided into 

those identifying as White (non-URiM, White) and those identifying as non-White (non-

URiM, non-White). 13 This approach allowed us to explore assessment patterns of URiM 

residents and non-White residents identifying with races/ethnicities not underrepresented in 

medicine. We did not obtain faculty race/ethnicity.

Assessment metrics data included faculty assessments of residents’ performance in the 

ACGME’s core competencies (Patient Care [PC], Medical Knowledge [MK], Systems-

Based Practice [SBP], Practice-Based Learning and Improvement [PBLI], Professionalism 

[PROF], and Interpersonal and Communication Skills [ICS]) and their respective internal 

medicine–specific milestones. 30
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Each program in our study used a unique evaluation tool to assess resident performance. We 

employed an approach used in prior work using this same cohort to contend with differences 

across evaluation tools. 33 We masked and independently matched question stems to the 

appropriate competency. To account for differences in rating scales, we converted rating 

scores to a standardized score. 34 Similar to a z score, the standardized score is a measure 

of how many standard deviations a data point is from the mean and was calculated from the 

following formula: standardized score = (raw score − mean score)/standard deviation, where 

raw score was the score in a specific competency obtained from the resident’s evaluation 

and the mean score and standard deviation were the mean and standard deviation of the 

scores in a specific competency for all resident evaluations in the participant’s program. 34 

Competency scores were computed as the arithmetic mean of the relevant subcompetency 

scores. We calculated standardized scores for each competency at each program based on 

the rating distribution at that program. Standardized scores were used in our analysis and are 

expressed as standard deviations from the mean. 34,35

Assessment and demographic data were extracted from education management systems at 

each program. Then, research team members from that program deidentified the evaluation 

data, including removing faculty and resident names. We used the deidentified data in 

aggregate for our analysis.

Data analysis

We evaluated the relationship between resident race/ethnicity and standardized core 

competency scores with a multivariable, random-intercept, generalized linear mixed-effects 

regression model with crossed random effects where evaluation ratings/scores were cross-

classified with both resident and faculty within training programs. 36

First, we examined the distribution of resident and faculty characteristics across our 

data and assessed differences using chi-square tests. For each competency, we then fit 

separate unadjusted and adjusted regression models to assess a main effect for race/

ethnicity. Adjusted models were conditioned for the following covariates: resident gender, 

baseline IM-ITE percentile rank, and PGY; faculty gender, academic rank (professor, 

associate professor, assistant professor/instructor/chief resident, no rank/clinical associate), 

and specialty (general medicine, hospital medicine, subspecialty); and rotation setting 

(university, Veterans Administration, public or community hospital) and time of year (July–

September, October–December, January–March, April–June). We included all available 

covariates we believed to be conceptually important. After testing for the main effect 

of race/ethnicity, we then fitted models to explore the interaction of race/ethnicity and 

gender. We derived mean adjusted standardized core competency scores and P values for 

the difference in least square means from our model. Finally, we tested to ensure our model 

met assumptions of regression including linearity, normality, and homogeneity of variance. 

Model description and fit measures are included in Supplemental Digital Appendix 2 at 

http://links.lww.com/ACADMED/B273.

Following this analysis, we converted the standardized scores to a scale used frequently 

in assessment to allow for more intuitive interpretation. 34,35 To do this, we established a 
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representative scale (rating of 1 to 5 in 0.5 increments) using data from 3 programs in our 

study that used this scale. We calculated the distribution of ratings in the 3 programs that 

used this scale, including mean and standard deviation. Rescaling was done by multiplying 

the standardized score from our analysis by the standard deviation of this distribution. 35

We present our outcomes in 2 ways: (1) mean adjusted standardized core competency scores 

and associated standard errors (SE) from our final model and (2) mean core competency 

scores using the representative scale of 1 to 5 in 0.5 increments.

We present P values unadjusted for multiple comparisons given the exploratory nature of our 

study and that we prioritized not missing true differences associated with race/ethnicity. 37 

Analyses were conducted in SAS 9.4 (SAS Institute, Cary, North Carolina).

We present differences in scores between groups in the 6 core competencies. Data are 

presented in aggregate to ensure anonymity of participants and programs. The institutional 

review boards at each of the participating institutions reviewed and deemed the study 

protocol exempt. Funding sources were not involved in the study design, data analysis 

and interpretation, manuscript preparation, or the decision to approve publication of the 

manuscript.

Results

Table 1 details the characteristics of the resident and faculty participants. Data included 

3,600 evaluations by 605 faculty of 703 residents. Of faculty, 318 (52.6%) were men and 

287 (47.4%) were women; 387 (55.0%) residents were men and 316 (45.0%) were women. 

Among residents, 94 (13.4%) identified with racial/ethnic groups that are underrepresented 

in medicine, and 609 (86.6%) identified with groups not underrepresented in medicine. In 

turn, this included 365 (51.9%) non-URiM, White residents and 244 (34.7%) non-URiM, 

non-White residents.

URiM and non-URiM residents had similar distributions of resident gender, faculty gender, 

and PGY. There was a difference in baseline IM-ITE percentile rank between URiM and 

non-URiM residents (median IM-ITE percentile rank for URiM 60.0 vs non-URiM 73.0, P < 

.001).

Using the representative scale of 1 to 5 in 0.5 increments, the mean score (standard 

deviation) in each competency was: PC 3.518 (0.658), MK 3.599 (0.645), SBP 3.706 

(0.640), PBLI 3.721 (0.605), PROF 3.819 (0.673), and ICS 3.749 (0.672).

Influence of resident race/ethnicity

Resident race/ethnicity was associated with competency scores, with lower scores for URiM 

residents compared with non-URiM residents (see Figure 1 and Supplemental Digital 

Appendix 3 at http://links.lww.com/ACADMED/B273). This included scores (difference in 

adjusted standardized scores between URiM and non-URiM residents, mean [SE]) for MK 

(−0.123 [0.05], P = .021), SBP (−0.179 [0.05], P = .005), PBLI (−0.112 [0.05], P = .032), 

PROF (−0.116 [0.06], P = .036), and ICS (−0.113 [0.06], P = .044). Using the 1 to 5 scale, 
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the ratings of URiM residents were 0.07 to 0.12 points lower than the ratings of non-URiM 

residents in these 5 competencies.

Scores for URiM residents were lower than scores for both non-URiM, non-White and 

non-URiM, White residents (see Figure 2 and Supplemental Digital Appendix 4 at http://

links.lww.com/ACADMED/B273). This included scores (adjusted standardized scores, 

mean [SE]) for MK (URiM 0.050 [0.07] vs non-URiM, non-White 0.210 [0.06] vs non-

URiM, White residents 0.146 [0.05], P = .02), SBP (−0.135 [0.07] vs 0.073 [0.06] vs 0.024 

[0.05], P = .001), and PBLI (−0.0004 [0.07] vs 0.141 [0.06] vs 0.092 [0.06], P = .04). Scores 

for URiM residents were lower than those for non-URiM, non-White residents in 4 of 6 

competencies (difference in adjusted standardized scores between URiM and non-URiM, 

non-White residents, mean [SE]), including MK (−0.160 [0.06], P < .01), SBP (−0.208 

[0.06], P < .001), PBLI (−0.142 [0.06], P = .013), and PROF (−0.146 [0.06], P = .02). Using 

the 1 to 5 scale, ratings of URiM residents were 0.10 points lower in MK, 0.13 points lower 

in SBP, 0.09 points lower in PBLI, and 0.10 points lower in PROF compared with ratings of 

non-URiM, non-White residents.

Influence of gender

The interaction of resident race/ethnicity with resident gender or PGY was not significant 

in any of the 6 core competencies (see Supplemental Digital Appendix 5 at http://

links.lww.com/ACADMED/B273). There was an interaction between resident race/ethnicity 

and faculty gender in the PROF competency (see Figure 3 and Supplemental Digital 

Appendix 6 at http://links.lww.com/ACADMED/B273). In the PROF competency, men 

faculty rated non-URiM residents higher than they did URiM residents, and there was a 

greater difference in scores between URiM residents and non-URiM residents with men 

faculty compared with women faculty (difference in adjusted standardized scores between 

URiM and non-URiM residents, mean [SE], for men faculty −0.199 [0.06] vs women faculty 

−0.014 [0.07], P = .013). Using the 1 to 5 rating scale, men faculty rated URiM residents 

0.13 points lower in PROF than non-URiM residents, whereas women faculty rated URiM 

residents 0.01 points higher than non-URiM residents in PROF.

Discussion

In this multisite study exploring the association between resident race/ethnicity and clinical 

performance assessment scores in graduate medical education, we found that resident race/

ethnicity was a factor in assessment, with URiM residents receiving lower scores compared 

with non-URiM residents. The overall difference in competency scores between URiM and 

non-URiM residents was small.

While comparable data of disparities by race/ethnicity in graduate medical education are 

lacking, an overall small but significant effect was similarly seen in a study comparing 

scores by resident gender using this same cohort. 33 Our findings align with studies 

of assessments in undergraduate medical education, which found that race/ethnicity was 

negatively associated with URiM student assessment, including clerkship grades and 

narrative comments on clerkship evaluations. 13,16 In addition, a study of Medical Student 

Performance Evaluations found differences in the descriptive language used, such that Black 
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students were more likely to be described as “competent” and White students more likely to 

be described using “standout” descriptors. 12

In our study, scores for URiM residents were lower than those for both White and non-

URiM, non-White residents. Other studies have reported differences in clerkship grades 

and honor society membership favoring White medical students over both underrepresented 

and not underrepresented minority students, even after adjusting for United States Medical 

Licensing Examination Step 1 scores. 12,13

We found that resident gender was not significantly associated with differences in 

assessment scores between URiM and non-URiM residents. There has been limited study 

of the intersecting effects of race/ethnicity and gender in medical education. 7,16 Evidence, 

including prior work in this same cohort, shows significant gender-based differences in 

assessment metrics linked to time in training or PGY. 33,38,39 The small number of URiM 

residents in our current study may have limited our ability to discern differences across 

multiple variables. Simply put, our findings may reflect an inability to detect a difference 

rather than the absence of a difference. Further research is needed to explore the interaction 

of resident race/ethnicity and gender in assessment metrics.

Given our findings, we must consider the potential sources of these differences in 

assessment scores. These differences may reflect a combination of factors, including the 

cumulative effects of a noninclusive learning environment on trainees, racial bias (conscious 

or unconscious) in faculty assessment of URiM residents, and structural inequities in 

assessment measures. We explore each of these in more detail below.

Inequities in experiences with the learning environment

The differences we observed in assessment scores by resident race/ethnicity may reflect 

inequities in trainees’ experience within the learning environment. Evidence suggests 

that URiM residents regularly experience microaggressions and bias during training and 

these experiences present challenges in their professional role. 9,10,40 A recent study of 

resident physicians noted that Black, Latinx, and Asian residents reported more frequent 

experiences with biased behavior and a sense of futility in responding to these episodes. 11 

Negative experiences from microaggressions to overt racism can trigger heightened stress 

and physiological arousal, which affect behavior and working memory capacity. 41 This may 

impact residents’ ability to effectively demonstrate competency in performance-oriented 

situations, as occurs during faculty observation of trainees.

Bias in faculty assessment

The differences we observed in assessment scores by resident race/ethnicity may also reflect 

bias in how faculty assess learner performance. We noted a significant difference in how 

men and women faculty assessed URiM residents in the PROF competency, which may be 

due to faculty bias. Evidence suggests that URiM residents and medical students experience 

racial bias during their training 7,8 and that physician faculty have biases. 42,43 A study 

of 2,535 physicians using the Implicit Association Test found men physicians displayed 

more implicit White preference than women physicians. 42 Similarly, a study examining bias 
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in medical school admission committee members also using the Implicit Association Test 

showed that men and those who were faculty members had the largest bias measures. 43

Although we did not include faculty race/ethnicity in our study, according to the Association 

of American Medical Colleges, the majority of full-time men faculty at U.S. medical schools 

in 2018 identified with races/ethnicities not underrepresented in medicine. 44 Given this, we 

speculate that in-group favoritism may play a role in our findings that ratings of non-URiM 

residents from men faculty were higher than those in all other resident–faculty pairing. 

In-group favoritism, in which people demonstrate preference for others from similar social 

groups, may manifest as overvaluing the efforts of individuals in non-URiM groups while 

conversely devaluing the efforts of those in URiM groups.

The difference we observed in rating patterns between men and women faculty in the 

PROF competency is notable. There is concern that professionalism may serve to sustain 

the values and norms of the social groups in the majority in medicine. 45,46 As a domain 

to be assessed, professionalism may facilitate excess scrutiny of the behaviors, mannerisms, 

and appearance of learners from minority groups. 45–47 Evidence suggests that URiM 

residents’ experience with the hidden curriculum around professionalism often includes the 

implication that certain aspects of racial/ethnic identity, such as dress, hair, and speech, lack 

professionalism. 9

Structural inequities in assessment

Finally, the differences we observed in assessment scores by resident race/ethnicity may 

reflect structural inequities in assessment measures. We noted the greatest difference 

in scores between URiM and non-URiM residents in the SBP competency, which 

involves working effectively and coordinating care in various health care systems and 

interprofessional teams. 30 The SBP competency is known to be subjective and difficult 

to assess, which may enable faculty bias in the assessment of this competency. 48 As the 

SBP competency involves interaction with the health care system, its assessment, in part, 

reflects the actions and reactions of the health care system. 48,49 Differences in SBP scores 

may therefore reflect structural bias in how the health care system interacts with URiM 

residents.

Implications and future research

Importantly, we must consider the implications of these differences in assessment scores 

for both trainees and training programs. Evidence suggests that even small differences 

in performance assessment scores can have a cascade effect and compound disparities in 

subsequent outcomes. 23 Most notably, assessment in competency-based medical education 

has implications for resident readiness to practice. 50 Differences in assessment may also 

impact other outcomes, such as receiving awards, access to and caliber of fellowship training 

opportunities, and achieving leadership positions such as chief resident. 51,52

In addition, disparities in assessment may have detrimental effects on learner engagement 

with the profession. Negative experiences related to race/ethnicity in the learning 

environment, including inequities in assessment, may negatively impact learners’ mental 

health and well-being and erode their sense of altruism, empathy, and enthusiasm for the 
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profession. 53–56 Ultimately, these compounded effects may result in fewer URiM faculty at 

academic institutions and further reinforce the disparities we observed in this study.

While this study is exploratory in nature, our results hint at larger intrinsic or structural 

inequities in graduate medical education and point to a critical need to study and promote 

equitable assessment in medical education. 57,58 Specifically, further study of racial/ethnic 

disparities in assessment and the impact on learners is needed, including how systems of 

assessment support intrinsic equity and how to address equity in faculty assessment training. 
57

In our study, we incorporated baseline IM-ITE percentile rank as a measure of baseline 

medical knowledge. While we adjusted for this variable in our analysis, we did note a 

difference between URiM and non-URiM residents that has not been reported previously. 

While IM-ITE results correlate with board certification pass rates, evidence supporting the 

use of the exam as a predictor of clinical performance is lacking. 59,60 Further research is 

needed to understand disparities in IM-ITE results and the impact on residents.

These findings should be interpreted in the context of the limitations of our study. First, our 

study is exploratory in nature and further research is needed to confirm these findings. We 

did not adjust the level of significance for multiple comparisons to enable comparison with 

future work and because of concern for Type II error or failing to detect true disparities 

associated with race/ethnicity. 37 Our results should be interpreted in this light. The use of 

resident self-reported race/ethnicity information obtained from residency applications limits 

our ability to discern disparities within and between racial and ethnic groups and may not 

adequately capture the experience of those belonging to multiple racial and ethnic groups. 
61,62 We were unable to explore the impact of faculty race/ethnicity on resident assessment 

scores. Further research is needed into the effects of faculty race/ethnicity, age, and rank on 

disparities in assessment scores.

While we examined the interaction between resident race/ethnicity and gender, we were not 

able to assess the effects of other factors that may intersect with racial/ethnic inequities, such 

as nationality, socioeconomic class, sexual orientation, or disability status. Small numbers 

of URiM residents limited our ability to assess for interactions between multiple variables. 

We used gender designations as determined by participants’ professional gender identity, 

and our results do not capture the experiences of those identifying as genderqueer or 

nonbinary. Finally, our study focused on internal medicine residency training programs 

at academic medical centers, which may limit the generalizability of our findings across 

fields. A larger-scale study of the interaction between resident race/ethnicity and gender in 

assessment metrics is a planned next step.

Our study provides novel evidence of disparities in assessment associated with resident race/

ethnicity in graduate medical education. While attention has focused on recruiting a diverse 

workforce, effort is also needed to achieve equity within medical education.
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Figure 1. 
Mean adjusted standardized core competency scores for underrepresented in medicine 

(URiM) and not underrepresented in medicine (non-URiM) residents in a study of the 

association between resident race/ethnicity and assessment scores, 2016–2017. Mean 

adjusted standardized scores, standard errors, and P values were obtained from cross-

classified random-intercept mixed models adjusted for resident gender, postgraduate 

year, and baseline Internal Medicine In-Training Examination percentile rank; rotation 

time of year (July–September, October–December, January–March, April–June) and 

setting (university, Veterans Administration, community or public hospital); and faculty 

gender, academic rank (assistant professor/instructor/ chief resident, associate professor, 

professor, no rank/clinical associate), and specialty (general medicine, hospital medicine, 

subspecialty).
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Figure 2. 
Mean adjusted standardized core competency scores by resident race/ethnicity in a 

study of the association between resident race/ethnicity and assessment scores, 2016–

2017. Mean adjusted standardized scores, standard errors, and P values were obtained 

from cross-classified random-intercept mixed models adjusted for resident gender, 

postgraduate year, and baseline Internal Medicine In-Training Examination percentile 

rank; rotation time of year (July–September, October–December, January–March, April–

June) and setting (university, Veterans Administration, community or public hospital); 

and faculty gender, academic rank (assistant professor/instructor/chief resident, associate 

professor, professor, no rank/clinical associate), and specialty (general medicine, hospital 

medicine, subspecialty). Abbreviations: URiM, underrepresented in medicine; non-URiM, 

not underrepresented in medicine.
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Figure 3. 
Mean adjusted standardized core competency scores for underrepresented in medicine 

(URiM) and not underrepresented in medicine (non-URiM) residents by faculty gender 

in a study of the association between resident race/ethnicity and assessment scores, 2016–

2017. Mean adjusted standardized scores, standard errors, and P values were obtained from 

cross-classified random-intercept mixed models adjusted for resident gender, postgraduate 

year, and baseline Internal Medicine In-Training Examination percentile rank; rotation 

time of year (July–September, October–December, January–March, April–June) and setting 

(university, Veterans Administration, community or public hospital); and faculty academic 

rank (assistant professor/instructor/chief resident, associate professor, professor, no rank/

clinical associate) and specialty (general medicine, hospital medicine, subspecialty).
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Table 1

Characteristics of Resident and Faculty Participants in a Study of the Association Between Resident Race/

Ethnicity and Assessment Scores, 2016–2017

Characteristic No. (%)

No. residents 703

Resident URiM designation

 URiM 94 (13.4)

 Non-URiM 609 (86.6)

Resident gender

 Men 387 (55.0)

 Women 316 (45.0)

Resident postgraduate year

 PGY-1 269 (38.3)

 PGY-2 226 (32.1)

 PGY-3 208 (29.6)

No. faculty 605

Faculty gender

 Men 318 (52.6)

 Women 287 (47.4)

Faculty academic rank

 Professor 111 (18.3)

 Associate professor 115 (19.0)

 Assistant professor or instructor 323 (53.4)

 Chief resident 30 (5.0)

 No rank or clinical associate 26 (4.3)

Faculty specialty

 General medicine 239 (39.5)

 Hospital medicine 223 (36.9)

 Subspecialty 143 (23.6)

Faculty educational role

 Program director 8(1.3)

 Associate program director 35 (5.8)

 Chief resident 31 (5.1)

Abbreviations: URiM, underrepresented in medicine; non-URiM, not underrepresented in medicine; PGY, postgraduate year.
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