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Susan Greenwood-Clark, MBA, RN, 
FACHE

The impact of COVID-19 to the 
world is undeniable and unprecedented; 
communally, we have been tasked 
with adapting to changes to our  
global and local communities, our 
organizations and work environments, 
as well as in our own homes and  
personal lives. Many have transitioned 
to remote work, while others continue 
to manage the inevitable changes 
happening on a daily basis onsite. 

The challenges to remote work  
can create a great deal of stress. 
Technology issues, creating a  
functional home-work environment, 
and maintaining team engagement, 
not to mention navigating and  
implementing changes without being 
on the ground to oversee the outcome, 
are among the most significant  
challenges those tasked with  
unplanned remote work face. And 
while challenging, remote work has 
provided many with a sense of safety 
and security that is belied when they 
are again asked to enter into the 
hospital. Stress upon entering the 
hospital due to concerns of exposure 
to COVID-19 is not unfounded.  
Masking and social distancing must 
be employed but can be difficult  
when you are used to working closely 
with others. 

Hospitals have had to make many 
changes because of this pandemic’s 
financial impact on the healthcare 

system and the organizations that 
support our work. 

You or others at your organization  
may have been faced with staff  
furloughs and other cost-cutting 
measures within the GME area. These 
cuts may have also directly affected 
resident activities, leaving you, the 
GME leaders, to manage resident and 
faculty expectations under the altered 
structure. 

How do you deal with this stress?   
Do you take a much-needed break,  
go for a walk, call a friend, and  
reach out to others via social media?   
Additionally, practicing mindfulness 
and meditation in your day, prioritizing 
work-life boundaries, taking simple 
activity breaks, devoting time to  
personal hobbies, interacting with  
others for support, camaraderie,  
or simply blocking time off to  
recharge are all important ways you 
can prioritize your own stress  
management.

It’s easy to dwell on the stress these 
sudden and sizeable changes have 
created in our work environments. 
Still, they can also provide a venue 
for innovations as we navigate the 
“new frontier” of social distancing 
and masking in all that we do. Please 
consider using this time as a catalyst 
to increase your “connectedness” to 
your colleagues. AHME offers some 
ways to do this by using our message 
board, posting on our LinkedIn pages, 
or reaching out to others with common 
plans or goals as you continue to  
create a positive “work environment”… 
wherever that may be at present for 
you. The American Health Association 
published a simple set of thoughts 
below. I hope you find them valuable. 

“Challenges are gifts that force 
us to search for a new center of 
gravity. Don’t fight them. Just find 
a new way to stand.” -Oprah
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to plan the event. Our planning  
included the goal of hosting the 2021 
Institute as a virtual event. One of the 
key resources that will be necessary 
is a trusted online platform that will 
support many of our usual educational 
activities. We have a small but mighty 
group researching the best tools for 
this event and hope to unveil the new 
platform very soon. A great deal of  
effort is going into identifying,  
selecting, and ultimately procuring 
the software to allow AHME to  
continue to involve the learner in 
unique and engaging ways. Stay tuned 
as we progress in the coming months!  
The Fall Academy was conducted  
using the Zoom application, and it 
was a great event of learning together.

Please join us in our “Next Normal.” 
Looking forward to the engagement!!

U.S. GME programs. Our engagement 
with local and national media yielded 
coverage that focused mainstream 
attention on the importance of IMGs 
and the obstacles they faced.

Regular communication and  
collaboration with other organizations 
involved in medical education also 
was key. As a member of the  
Coalition for Physician Accountability, 
ECFMG|FAIMER staff worked with  
colleagues from organizational partners 
to establish important guidance on a 
variety of topics relating to the  
recruitment and education of medical 
students, residents, and fellows  
during the pandemic.

ECFMG|FAIMER has an extraordinary 
partnership with the U.S. Department 
of State, which allowed us to  
facilitate a series of solutions for 
arriving foreign national physicians. 
These solutions addressed significant 
obstacles such as a suspension of visa 
processing worldwide and the ability 

As expected, AHME has undergone 
several changes to its operations and 
activities. The organization needed  
to make a difficult decision to  
cancel our beloved Institute in May 
and developed our Fall Academy as  
an engaging online experience. The 
Academic Leadership and Program 
Development group for next year’s 
Institute has also responded to  
the limitations of face-to-face  
engagement and instead of  
conducting an in-person planning 
event in July, we all met over Zoom  

William W. Pinsky, MD, FAAP, FACC - 
President & CEO of ECFMG; Board 
Chair of FAIMER; and Professor (Hon.) 
at University of Queensland 

Lisa L. Cover, MHA, CHE - Senior Vice 
President for Business Development 
and Operations of ECFMG|FAIMER

As the training of resident physicians 
continues within U.S. academic  
medicine, it does so during an  
unprecedented time in our nation’s 
history. A perfect storm has been  
created by a global pandemic,  
hospitals at capacity, changing  
immigration policy, and a turbulent 
economy.

International medical graduates 
(IMGs) play a critical role in our 
graduate medical education (GME) 
and health care systems. In response 
to obstacles faced by newly matched 
IMGs in joining their U.S. GME  
programs this year, ECFMG®|FAIMER® 
worked aggressively to ensure that 
these IMGs would be able to join their 
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Ensuring the Pipeline of Qualified IMGs for  
U.S. GME:  ECFMG’s Clinical Skills Pathways  
for the 2021 Match

Slow down  Snooze more

Let worry go  Laugh it up

Get connected  Get organized

Practice giving back  Be active every day

Give up the bad habits  Lean into things you can change
Taken from American Health Association/Health for Good
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to obtain U.S. social security numbers 
during a closure of Social Security 
Administration field offices.

As a result of these efforts, by the 
end of August, U.S. training programs 
had reported to ECFMG|FAIMER 
that 95% of physicians under initial 
ECFMG J-1 visa sponsorship had 
joined their programs. This arrival rate 
is comparable to that in prior years— 
a tremendous achievement in light of 
prevailing circumstances.

October marks the beginning of 
review of 2021 residency applica-
tions. Adding to the mix of challenges 
for this new recruitment season is the 
suspension of Step 2 Clinical Skills 
(CS) of the United States Medical 
Licensing Examination® (USMLE®) by 
the USMLE program. Despite these 
on-going challenges, the ECFMG 
Certification program will continue to 
assure the public that IMGs are ready 
to enter U.S. GME, where they provide 
supervised patient care. 

In the absence of Step 2 CS, 
ECFMG moved quickly to identify 
pathways to verify clinical skills and 
English proficiency in order to certify 
the readiness of IMGs for entry to U.S. 
GME in 2021. This comprehensive 
program was developed based on 
ECFMG’s significant expertise in 
medical school accreditation and 
medical licensure systems around the 
world. IMGs who complete one of the 
pathways, along with those certified 
based on the former Step 2 CS exam, 
comprise an ample, diverse, and  
highly qualified pool of IMG  
applicants for the 2021 Match.

For IMGs who have not fulfilled the 
clinical skills requirement for ECFMG 
Certification by passing Step 2 CS, 
the program includes the following 
components: 

#1: IMGs must demonstrate clinical 
skills through one of the following five 
pathways. 

 •  Pathway 1: Already Licensed  
to Practice Medicine in  
Another Country 

 •  Pathway 2: Already Passed a 
Standardized Clinical Skills  
Exam for Medical Licensure 

 •  Pathway 3: Medical School  
Accredited by Agency  
Recognized by World Federation 
for Medical Education

 •  Pathway 4: Medical School  
Participates in U.S. Federal  
Student Loan Program

 •  Pathway 5: Medical School  
Issues Degree Jointly with a 
U.S. Medical School Accredited  
by Liaison Committee on  
Medical Education 
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Marketing, Communications and  
Media team, to create resources  
to improve the quality of virtual  
recruitment and interviews during  
the pandemic. The Corporate  
Communications group at University 
Hospital, our principal training site, 
contributed promotional content for 
our campaign.  

Before launching the plan, we 
surveyed Graduate Medical Education 
leaders on things that distinguish  
our programs and clinical learning  
environment from competitors. We 
also explored ways to highlight all  
the positive reasons to choose San  
Antonio. At every stage of developing 
the plan and resources, we  
incorporated feedback from GME 
program leaders.  

Our approach to creating an  
innovative virtual recruitment  
environment involved four primary 
efforts:

 •  Engage potential residency and 
fellowship applicants.

 •  Highlight strengths of our  
institution, our GME programs, 
and our training sites.

 •  Prepare faculty and staff to  
effectively promote our training  
programs and evaluate  
candidates.

 •  Conduct interviews in a virtual 
environment using multiple 
strategies and platforms.

Virtual engagement is crucial 
to attracting new residents to our 
programs. To address this need, we 
developed a new recruitment internet 
“microsite,” or virtual brochure. This 
resource features both Graduate and 
Undergraduate Medical Education 
recruitment videos and testimonials 
from current students and trainees, as 
well as messages from university and 
school leadership. The new microsite 
works in conjunction with the  
existing external Long School of  
Medicine website, with a focus on 
driving recruitment to our programs.

While didactics and clinical  
experience are typically key criteria in 
the decision-making process, our new 
approach focuses on conveying the 
spirit of our campus and people – the 
elements that differentiate us in the 
minds of prospective applicants. We 
highlight what we have to offer and 
hope to connect with applicants who 
will grow and be productive in our 
unique environment.  

To accomplish this task, our  
Creative Media Services team worked 
closely with GME leaders to create 
a series of videos for web and social 
media that assist faculty in  
promoting our programs. In these 
videos, a diverse group of current  
residents, fellows, and faculty share 
their personal experiences.

This effort is supplemented by  
a social media campaign which 

Steve Brown - Director, Academic 
Programs, Office for Graduate  
Medical Education at the Joe R &  
Teresa Lozano Long School of  
Medicine at UT Health San Antonio   

The COVID-19 pandemic has forced 
institutions to drastically change the 
way they do almost everything,  
including advertising, marketing, 
recruiting, and interviewing future 
residents and fellows. In the past, the 
Joe R. and Teresa Lozano Long School 
of Medicine at UT Health San  
Antonio, with more than 850  
residents and fellows, has relied 
on the ability to conduct in-person 
interviews. During last year’s interview 
cycle, our institution hosted more 
than 2,600 applicant visits to our 
campus and conducted more than 
460 separate on-site tours.  

Recently, the Coalition for Physician 
Accountability, in conjunction  
with the Accreditation Council  
for Graduate Medical Education  
(ACGME) and other national  
organizations, recommended that 
all resident and fellow interviews be 
conducted virtually, including local 
applicants, in response to disruptions 
caused by the COVID-19 pandemic.  
These changes will promote an  
equitable residency selection process.   

The Office for Graduate Medical 
Education engaged multiple  
stakeholders across the university,  
in close coordination with our  

Innovative Virtual Recruitment Resources at UT Health San Antonio

#2:  IMGs must take the  
Occupational English Test (OET)  
Medicine by December 31 and 
achieve a passing score. OET  
Medicine tests language and  
communication skills specific to 
physicians working in a health care 
setting. 

#3:  To limit unqualified or  
opportunistic individuals, certain 
eligibility requirements were added to 
the ECFMG Certification program this 
year. Some IMGs will not meet  
pathway eligibility requirements 
because they have failed the same 

USMLE Step or Step Component 
two or more times, or they graduated 
many years ago and have not held 
licensure recently. 

#4:  Applicants may request an 
exception if they have certain special 
circumstances. Individuals who are 
ineligible for the pathways due to  
certain academic/employment  
pursuits or to extraordinary  
circumstances outside the applicant’s 
control may request an exception and 
become certified by ECFMG. 

Detailed information on the  
requirements for ECFMG Certification 
for the 2021 Match is available on 
ECFMG’s website. ECFMG|FAIMER 
staff are available to answer any  
questions you may have about the 
pathways. Please send your questions 
to pdbox@ecfmg.org.

https://www.ecfmg.org/certification-requirements-2021-match/
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highlights and drives prospects to the 
microsite and specific program pages. 
The initiative is complemented by  
our Designated Institutional Official 
and our House Staff Council  
leadership’s active social media 
presence on Instagram and Twitter 
featuring recent photos and videos of 
residents and fellows in action around 
our training sites. We’re working with 
GME program leaders to incorporate 
this material into their own individual 
and program social media outreach.

Finally, training is an integral part 
of the support we are providing our 
team to execute in a virtual recruiting 
environment.  We developed a  
comprehensive new document to 

guide school and program leaders: 
“Digital GME Recruitment in the  
New Normal: Guidance & Tips for 
Web, Social Media and Videos.”   
This document provides the latest 
guidance on enhancing websites, how 
to master social media across multiple 
platforms, and recommendations for 
making impactful social media videos. 
Each of these tips come with solid 
examples from our programs.  

We continue to develop resources  
to improve virtual interviewing  
techniques for faculty conducting the 
interviews, medical students seeking 
residency opportunities, and current 

residents seeking fellowships.  As  
an added resource, the Office for  
GME conducted a four-hour virtual 
Program Leadership Retreat for  
Program Directors and Program 
Coordinators on “Recruitment and 
Interviewing in the Age of COVID-19” 
where we reinforced the effective  
usage of all the tools, tips, and  
resources developed to assist them.

We have embarked on a team effort 
to marshal resources from across  
our entire GME enterprise and the 
university to create a meaningful  
recruitment and interviewing  
experience during the pandemic.

Venice VanHuse, MPA - Assistant Vice-
President, Graduate Medical Education 

It was February 28, 2020 and  
we were at the ACGME conference 
listening intently to Dr. Tom Nasca’s 
Welcoming presentation when our 
DIO received a call from Northwell 
Health’s Emergency Operation Center. 
At the same time, Dr. Nasca began 
speaking about the Coronavirus.   
He asked all participants (well over 
3,000) to refrain from shaking hands 
and consider using the elbow gesture 
or fist bump. In hindsight, little did 
we know that this casual warning and 
impromptu call my boss received  
was the beginning of a worldwide 
pandemic.  

By mid-March, New York and its 
hospitals were in the midst of the 
deadliest pandemic to date.   
Northwell’s senior leadership  
immediately enforced remote  
“work from home” requirements  
for all non-essential workers.  Our  
Graduate Medical Education Meeting 
was held virtually for the first time.   
Zoom became our lifeline and we 
taught ourselves its functionalities.  
Participation in our meetings actually 
increased, and we conducted  
business… but it was far from normal.

  

The focus of significant clinical 
attention shifted to the care of 
COVID-19 patients throughout our 
sponsoring institution in the early part 
of 2020 (Pandemic Stage 3).  Our 
faculty, trainees and some GME staff 
were redeployed across various sites.   
Our DIO maintained frequent contact 
with the ACGME as well as with other 
DIOs in the New York metropolitan 
area as they discussed strategies on 
how to best manage the impact of the 
virus on the GME community.  

Town halls were held for program 
directors, faculty, trainees, training 
program administrators and GME staff 
as a safe space to discuss what our 
physicians at the time called “A War 
Zone.” Northwell treated over 41,000 
COVID patients across the health 
system. We conducted about 52,000 
telehealth visits from mid-March  
to Mid-April for patients receiving 
primary care and a range of other 
outpatient services.

In order to capture the inside  
details of COVID’s impact on our  
training programs, program  
leadership, faculty, trainees and  
training program administrators, I 
asked a few program directors the  
following questions: 

 •  How has the pandemic  
impacted the way you educate/
lead? If you could go back 
in time to late February/early 
March and give yourself one 
piece of advice, what would  
it be? 

 •  What is the single-most  
important thing you learned 
about your role as an educator 
and physician as a result of the 
pandemic?

These are their testimonials:

Internal Medicine Program Director 
(Ethan Fried, MD):  
At the height of the pandemic surge  
in New York City our entire team 
structure had been dismantled. We 
surged from 10 teams of Internal 
Medicine physicians to 33 teams 
comprised of a single medicine  
physician along with one or more 
Advanced Clinical Practitioners, a 
redeployed resident from another 
department and a recent  
undifferentiated medical school  
graduate.  These rag-tag groups 
quickly learned to work together  
with the non-internal medicine team  
members following the lead of the 
medicine resident for operational  
protocols but each member  
consistently working to the limit of 

The Impact of COVID-19 on GME - Zucker School of Medicine at 
Hofstra/Northwell - New York

(continued on page 6)



their individual skill.  Although we 
wished to remain a teaching program, 
learners in the program were too  
emotionally drained to embrace  
learning activities and so teaching 
conferences were put on hold  
temporarily.  When we tried to run a 
remote conference on a topic meant 
to distract learners from the daily  
COVID work, no one was prepared to 
put any effort or time into it.  
COVID-related teaching activities,  
on the other hand, were consumed 
hungrily by a terrified house staff 
eager to use new knowledge as their 
principle defense (after PPE).  

What did I learn from this?  I 
learned to keep in touch with as many 
learners as I could and to let them 
guide me on how hard to push or 
how much to hold back.  Trainees in 
residency are half clinicians and half 
learners.  During times of crisis the 
care-giver side of them takes over and 
can’t pay attention to participating in 
traditional medical education. To push 
this would have left many with  
stress-related wounds from which  
they may not have recovered.  

Another lesson is that care-givers 
must feel that someone is watching 
their back.  And leaders must  
prioritize getting learners what they 
need to feel safe and informed.   
Frequent reaching out and sharing the 
most up-to-date information as well as 
doing whatever is necessary to provide 
protective equipment and rest and  
relief are the most important functions 
of the medical education leader.

Pulmonary Medicine/Critical Care 
Medicine Program Director (Effie  
Singas, MD):

As New York became the epicenter of 
the COVID pandemic in early March, 
the fellows and faculty, specialists in 
pulmonary and critical care medicine, 
were thrust into the front lines of  
caring for very ill patients with little 
guidance or precedence. COVID had 
a profound and far-reaching impact 
on our program and every operation 
within our Division. Business as usual  
ceased, and all of our resources 
were re-allocated to the immediate 

task at hand, which was caring for 
the dramatically increased number 
of critically ill patients in our units.  
From typically having one or two 
patients in ARDS in the MICU in a 
week, the fellows now cared for up 
to 25 patients in ARDS at a time in 
a single unit.  We went from staffing 
one MICU in each hospital to staffing 
multiple units in each hospital. By 
necessity, every available fellow and 
faculty member reported to a COVID 
ICU.  Those fellows on break from the 
units scoured journals and discus-
sion groups and held online meetings 
with colleagues around the city and 
around the world to find information 
and advice that could help them and 
their colleagues treat their patients.   
Information needed to be  
disseminated quickly and we were in 
constant communication to discuss 
treatment protocols and research  
projects.  Our usual didactics were 
put on hold, non-emergent  
procedures were cancelled and our 
clinics became mostly virtual. 

As Program Director, one of my  
biggest concerns was how to protect 
the health and emotional wellbeing 
of the fellows, and ensure that they 
were caring for themselves while they 
cared for their critically ill patients. 
Each day presented myriad medical 
challenges and the sheer number 
of patients and deaths overloaded 
the fellows. As we struggled to help 
patients, we worked through our own 
fears for our health and for that of our 
families. Every day became a learning 
and teaching opportunity. To prevent 
burnout we knew that the fellows 
needed adequate rest between duty 
periods, and the chief fellows worked 
tirelessly to create a schedule that 
would ensure this. 

If I could go back to February and 
tell myself one thing it would be  
to know that the systems and the  
colleagues we rely on were working to  
support our efforts. Our PPE worked.  
Physician and nursing colleagues 
came from every Division and  
Department in our Health System  
and from many parts of the country to 
assist us. The fellows thrived under 
the guidance of our faculty. 

Moving forward, we will not be the 
same, but rather better and more 
resilient because of our common 
experience. The pandemic  
reinforced the importance of  
working collaboratively as a team.  
The best training for the fellows  
occurred every day in the trenches 
with faculty that were committed to 
learning and teaching alongside them.  

Psychiatry Program Director (John 
Young, MD):

The pandemic, associated surge, 
and subsequent redeployments of 
residents to COVID-19 medical floors 
and ICUs led to fear and uncertainty 
on multiple levels. Trainees worried 
about their family members and their 
own exposures, about the adequacy  
of infection control policies and  
processes, and about being  
mandated/asked to deploy to a role 
that was unfamiliar and/or brought 
higher exposure risk. These fears 
and worries intensified with time and 
led to all sorts of concerns. It was at 
times overwhelming knowing how to 
respond and feeling like my responses 
were inadequate. It was humbling. 
I only survived it because I have a 
strong team of physician and admin-
istrator leaders. We supported each 
other and all went the multiple extra 
miles. I also saw first-hand how  
important it is to create and foster 
strong underlying community. As a 
residency, we started from a place of 
relative strength – support, good  
communication, strong identity and 
values. This enabled us to navigate 
challenges better than we would have 
otherwise. Finally, the whole  
experience raised tough questions 
about what it means to be a  
physician. There was an underlying 
view by some that went something 
like ‘I didn’t sign up for this’ that 
was hard to hear. Sometimes it was 
a simple expression of fact – ‘I never 
imagined this situation.’ That was fine 
but sometimes it meant ‘I don’t see 
my physician oath as requiring me to 
deploy even if I was asked to go to a 
COVID floor.’ That was much harder to 
hear and navigate. It reminded me of  
how important culture, community, 

Association for Hospital Medical Education — FALL 2020
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and professional identity are in the 
end, and how we need to redesign  
our educational programs to better 
support this.

Our GME Wellbeing subcommittee 
worked with all trainees to ensure 
their wellness was a priority offering 
resources that were readily  
available. Northwell also offered 
wellbeing resources to all employees, 
including information for easy access 
to counseling, mindfulness programs, 
subsidized child care and ongoing 
support at all levels. Our trainees 
received a well-deserved recognition 
bonus. The GME offices across sites 
kept in constant communication  
with staff and training program  
administrators (TPAs).  GME offices  
ran mindfulness activities for TPAs, 
purchased lunch gift cards and kept 
the communication going.  In the 
words of one of our TPAs, “The GME 
Office became a lifeline…I was  
psychologically uplifted during a time 
of high anxiety.” 

As I write this article, all clinical 
services and GME programs have 
mostly returned to more “normal” 
operations.  We discharged our 
10,000th COVID patient in May 
2020. After going through this ordeal, 

Victoria Stagg Elliott, MA - Technical 
Writer at the American Medical  
Association 

When the American Medical  
Association Accelerating Change 
in Medical Education Consortium 
submitted its manuscript for the 2nd 
edition of the Health Systems Science 
textbook to the publisher in December 
2019, a global pandemic caused by a 
novel coronavirus was not something 
anyone was predicting for 2020. By 
the time the book was published in 
May, with updates to the original and 
new chapters on additional domains, 
the pandemic was underway.

Health Systems Science (HSS) is 
a foundational platform and frame-
work for the study and understanding 

of how care is delivered, how health 
professionals work together to deliver 
that care, and how the health system 
can improve patient care and health 
care delivery. The first edition of the 
Health Systems Science textbook was 
published in 2016. The final chapter 
of the second edition, focused on the 
future of HSS, includes a science  
fiction story about a team of health 
professions students using  
knowledge of HSS to control an 
infectious disease outbreak. This 
story seems prescient now, as it has 
become clear that HSS domains are 
critical to reducing the toll of the 
COVID-19 pandemic.

In order to control spread,  
physicians and other health care  
professionals must understand  

population and public health, one of 
the core functional domains of HSS. 
This involves identifying ways to  
prevent the spread of COVID-19 to 
others beyond the individual patient 
being treated and cooperating with 
public health entities working to  
contain this pandemic. 

An understanding of the structural 
and social determinants of health, 
another core functional HSS domain, 
has emerged as critical to controlling 
this pandemic. The impact of  
COVID-19 is differential. Across the 
country, patients who are Black, 
Latinx, and Native American are 
disproportionately infected and dying 
from COVID-19. The pandemic has 
highlighted the need to address the 
structural, social, and economic  

we have learned much about the care 
of those patients and have adapted 
our systems to be more  
efficient and agile. 

Given the rapid changes in clinical 
recommendations and national/state/
institutional policy modifications, we 
have increased our communications 
with trainees, faculty and staff. The 
most significant enduring change for 
our training programs over the past  
5 months is the widespread use of 
teleconferencing for teaching  
sessions.  Across residencies and  
fellowships, didactic sessions,  
grand rounds, tumor boards, morning 
reports, etc. are taking place through 
Zoom, Teams or other similar  
platforms.  

Our GMEC and GME Site  
Subcommittees are now all virtual.  
Our Academic Day and Research  
Symposium and New Resident 
Orientation were held virtually. Our 
programs have been successful in 
delivering content through this  
technology and we have noticed a  
sustained increase in attendance in 
many system-wide sessions.

On behalf of Northwell and its GME 
community, our heartfelt condolences 
go out to all those who lost their lives 
during this pandemic. 

 

Health Systems Science: Essential Knowledge to Combat  
a Pandemic

(continued on page 8)

“This pandemic isn’t the first and 
won’t be the last time our social 
connections are tested, but it  
is rare for the whole world to  
face such a grave challenge 
simultaneously. For all our  
differences, our shared  
experience is itself a bond.  
We will have this memory in 
common for the rest of our lives. 
And if we learn from this  
moment to be better together,  
we won’t just endure this crisis. 
We will thrive.”
                           -Dr. Vivek Murthy
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traditionally worked closely together, 
including those who work in primary, 
community, acute, and long-term care 
settings. The concept of “essential 
workers” has underscored the  
importance of others outside of health 
care on a COVID-19 team, from  
supermarket clerks to cell-phone 
tower maintenance staff. 

Clinical informatics is a core  
functional HSS domain. Understanding 
the role of the electronic health record 
for developing scripted triaging,  
electronic check-in, secure messaging, 
real-time data analytics, and  
telemedicine capabilities is an  
important component of the response. 

Systems thinking, the bedrock of 
all HSS domains, is critical for those 
working at every level of this crisis to 
understand and influence the spread 
of infection and its numerous  
consequences across a community.  
An understanding of systems thinking 
allows health care professionals to 
know when to lead and when to follow, 
how to connect the right people into 
the right teams, how to use clinical 

beds) in the closed call room).1  
Failure to understand the legal  
principles can also result in failure 
to report because recipients of and 
bystanders to unwanted behavior  
don’t think it’s a big deal, don’t think  
anything will be done about it, or 
don’t know what to do.4 Therefore,  
a critical aspect in preventing and  
addressing harassment is to ensure 
that physicians in all levels of  
hierarchy understand the legal  
definitions of sexual harassment.

Sexual harassment is prohibited in 
employment by Title VII of the Civil 
Rights Act of 1964, which forbids 
(among other things) refusal to hire, 
termination, or discrimination with  
respect to terms, conditions, or 
privileges of employment on the basis 
of sex.8 Importantly, both genders 
are protected from discrimination 
and unwanted sexual advances from 
perpetrators of the same or opposite 
sex. Additionally, in June of 2020, 

informatics to its fullest potential, 
and how to quantify and address the 
impact of the structural and social 
determinants of health.

This list of HSS domains is not 
exhaustive, but it does demonstrate 
how those who know and apply the 
domains of HSS can improve the 
response to the COVID-19 pandemic 
now and to emerging health threats in 
the future.

The American Medical Association 
(AMA) launched the Accelerating 
Change in Medical Education  
initiative in 2013 with 11  
$1 million five-year grants funding 
transformative projects at medical 
schools. The initiative expanded to  
32 schools in 2016. In 2019, the 
initiative expanded to 37 schools and 
added several residency programs. 
The 2nd edition of the Health  
Systems Science textbook is  
available from Elsevier and most  
major booksellers. To learn more about 
HSS and the AMA’s initiative visit 
changemeded.org or contact Victoria 
Stagg Elliott via email at  
Victoria.Elliott@ama-assn.org. 

the Supreme Court issued a landmark 
ruling expanding the interpretation of 
this protection to prohibit discrimination 
based on sexual orientation and  
transgender status.9 In general terms, 
Title VII prohibits two broad categories 
of harassment: Quid Pro Quo and  
creating a Hostile Work Environment.

Quid pro quo refers to tangible  
employment action based on gender 
from someone in a superior hierarchical 
role. This includes discriminating 
against someone because of their 
gender (e.g. refusing to hire someone 
because they are a woman) and using 
submission to sexual conduct as the 
basis for employment decisions (e.g. 
refusing to promote an employee who 
turned down a request for a date). 
Tangible employment actions can  
include hiring, firing, failure to  
promote, reassignment with different  
responsibilities, or a significant 
change of benefits. In the context of 
medical education, tangible action 

factors that contribute to health  
inequities in order to decrease the risk 
of COVID-19 infection and illness for 
the U.S.

Leadership, one of the linking HSS 
domains, has been especially critical 
for medical students. In mid-March, 
when the response to this pandemic 
was accelerating in the U.S., the  
Association of American Medical  
Colleges issued guidance strongly  
recommending that medical  
students not have direct patient 
contact. Students rapidly organized to 
deliver personal protective equipment, 
trace contacts, staff public health call 
centers, assist with COVID-19 related 
research, help with patient intake, 
and provide childcare for their health 
professions colleagues. 

COVID-19 has strained the health 
system, creating urgency for health 
care professionals to understand 
teamwork, another linking domain. 
This outbreak will not be stopped by 
solitary heroes, but by heroic teams 
working well together. Teams have 
formed across facilities that have not 

Natalie Gittus, JD - Manager of 
Graduate Medical Education at Baylor 
University Medical Center at Dallas

The prevalence of sexual harass-
ment during the course of medical 
school and residency training has 
been well documented, with one study 
reporting more than 96% of female 
physicians experiencing gender 
harassment and 69% experiencing 
unwanted sexual attention from their 
colleagues.2 Medicine surpasses other 
post-graduate fields in perceived 
harassment2 due, in part, to the inher-
ent hierarchical structure of medical 
training.3 But, despite the prevalence, 
many physicians and  
educators are unable to accurately 
define harassment which can lead to 
unintentionally harassing behavior 
(consider the Yale pediatrician who 
was asked out on a date by her senior 
resident while he was immediately 
supervising her and they were lying 
alone together (on separate bunk 

Defining Sexual Harassment in Medical Education

https://www.ama-assn.org/education/accelerating-change-medical-education


FALL 2020 — Association for Hospital Medical Education

9

The term “hostile work environment”  
is perhaps overused in the US, but 
when defining harassment, it’s  
important to note that Title VII and 
federal law do not prohibit uncivil 
or even abusive behavior. A hostile 
work environment is created when 
someone is subjected to harassment 
based on one of the areas protected 
under Title VII (like sex, race, or 
religion) and is sufficiently severe or 
pervasive to interfere with a person’s 
work performance. Likewise, a hostile 
environment is created by either a 
single egregious act or by repeated 
unwelcomed behaviors over the course 
of time. It’s important to note that, 
unlike quid pro quo, a hostile work 
environment can be created by people 
on the same rung of hierarchy if the 
employer is aware of the harassment 
and does not take the appropriate 
steps to protect the victim. A recent 
case out of the 5th Circuit Court of 
Appeals (binding on Texas, Louisiana, 
and Mississippi but not the rest of 
the nation) held that behavior from a 
patient toward a healthcare provider 
was pervasive enough to create a  
hostile work environment.10 With  
this in mind, it is important for  
Medical Education Offices to  
encourage reports and respond  
quickly to all incidents of gender  
discrimination or sexual advances 
regardless of the status of the  
perpetrator. 

These types of pervasive or ongoing 
behaviors can be a significantly more 
common factor in creating a hostile 
work environment in medicine than 
single egregious acts. According to a 
study at the University of Louisville, 
“[o]ffensive and/or suggestive jokes 
and comments” are the most common 
types of harassment experienced by 
physicians.3 Unwanted attention was 
the 2nd most common among women 
studied.3 One derogatory comment 
about women is unlikely to create a 
hostile work environment by the legal 
definition. However, in educating 
physicians and staff, it is important to 
note that all such unwanted behavior 
should be reported and addressed, so 
that all parties are aware that it will 
not be tolerated and repeat incidents 
don’t rise to the level of a hostile work 

environment. Additionally, Title VII 
does not prohibit asking a peer out  
on a date or other flirtation. But,  
ensuring that everyone in your  
learning environment understands 
that recurrent attempts at  
establishing a romantic relationship 
that are refused or ignored are  
unwelcome and can become sexual 
harassment when repeated. 

In the era of #MeToo, reports of  
sexual harassment in the workplace 
are on the rise. It is critical that 
everyone, not just Human Resources 
professionals, understand the  
basics of sexual harassment so that all 
members of the learning community 
understand how to avoid harassing  
behavior, what and when to report, 
and what types of behaviors need to 
be investigated and addressed.  
Educating physicians on the legal 
definitions of sexual harassment is 
the first step to creating a safe and 
respectful learning environment for 
everyone.
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can also include making evaluative 
decisions; conditioning access to 
learning opportunities, procedures, 
or cases; or prioritizing assistance or 
supervision on the basis of gender or 
submission to sexual advances. 

In order to take tangible  
employment action, the person 
discriminating generally must be in 
a position of power over the victim, 
however, a formal supervisory position 
is not required. A senior resident or 
fellow, an influential faculty member 
or chair who is needed for a letter of 
recommendation, a more senior team 
member, or just about anyone  
who can influence the rotation  
experience, evaluation, or future  
employment or fellowship  
opportunities of a medical trainee can 
be guilty of this form of harassment. 
Obvious forms of quid pro quo  
harassment include sexual assault, 
offers to trade positive performance 
reviews for sexual favors, and blatant 
refusal to rank or accept a person into 
a training program based on gender. 
However, more subtle actions like 
requests for dates, flirtation, or  
discriminatory comments about  
gender from a person in power can 
also be harassment.

Despite the above, it would be naïve 
to assume that residents, support 
staff, and faculty at various rungs of 
hierarchy are not going to enter into 
sexual or dating relationships. What 
is critical is for residents and faculty 
to identify where a power differential 
may exist and wait until it naturally 
diminishes (end of rotation or  
training) or to take proactive steps 
to be removed from a supervisory 
role prior to pursuing a romantic 
relationship. The pediatrics resident 
mentioned above would have been 
on much safer ground had he waited 
until the end of the rotation (or  
at least the call shift) before  
requesting a date.1 He also would 
have been wise to wait until he was 
not alone in sleeping quarters with  
his colleague. Though his choice of 
location and timing may not have 
resulted in quid pro quo harassment 
if it had not come from a supervisory 
resident, it still could have been a 
contributing factor to a hostile work 
environment.

https://www.wbur.org/cognoscenti/2017/03/13/yale-pediatrician-i-was-sexually-harassed-marjorie-rosenthal
https://www.aamc.org/news-insights/sexual-harassment-medicine
https://www.eeoc.gov/sexual-harassment


are important aspects for increasing  
cultural competence.4 These are 
factors we have tried to incorporate 
and consider in our plan to increase 
cultural competence within the 
Graduate Medical Education program 
at Washington University School of 
Medicine/Barnes Jewish Hospital/St. 
Louis Children’s Hospital. Our efforts 
include: 

1)  Providing confidential counseling 
sessions for individuals to  
process their experiences.  
Counseling can help those who 
may have committed microag-
gressions to lean into their 
discomfort, openly reflect on 
their behaviors, and explore how 
to make changes that are more 
consistent with their values. 
Counseling also provides a space 
for individuals who have been 
targets of microaggressions to 
process their experiences and 
obtain support. 

2)  Regular small group conversations, 
facilitated by our GME  
Psychologist, for residency and 
fellowship programs. We offer 
group sessions for individual 
training programs that allow 
trainees to come together  
and share experiences. This 
opportunity to normalize the 
stressful experiences of medical 
training also creates a forum  
for individuals to share hurtful  
experiences that were a result  
of microaggressions. In this way, 
others in the group can begin  
to better understand the  
experiences of URiM trainees.  
In addition to sessions for  
individual residency programs, 
we have also begun offering  
sessions specifically for URiM  
as a safe space for conversation.

3)  Facilitating listening sessions for 
students, trainees, faculty, and 
staff to help better understand 
the worldviews and experiences 
of individuals who are different 
from them. These listening  
sessions, organized by the Office 

of Diversity, Equity, and  
Inclusion, are designed from a 
reparative justice lens to help 
individuals become more aware 
of the harm inflicted through  
acts of racism and other forms  
of discrimination. 

4)  Optimizing our learning  
environment through a task  
force that is addressing these 
concerns across the medical 
training spectrum. This included 
evaluating opportunities for a 
structured process for reporting  
instances of mistreatment in 
order to deliberately address 
factors within our system that 
go unrecognized as perpetuating 
racism, sexism, and other forms 
of oppression experienced by 
URiM. It also includes efforts to 
enhance education across the 
learning environment as well as  
a mechanism for education of  
individuals who have been  
reported as committing a  
microaggression. 

It is important to remember that 
while providing support to those 
who are targets of microaggression 
is valuable, it is not sufficient. It is 
our responsibility to continually work 
towards creating a culture that is free 
from these damaging acts that  
perpetuate oppression and inequity.
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Raquel Cabral, PhD - Clinical  
Psychologist at Washington University/
B-JH/SLCH Consortium

Jenny Duncan, MD – Director of  
Wellness for Graduate Medical  
Education at Washington University/ 
B-JH/SLCH Consortium

Microaggressions are brief and 
commonplace indignities, intentional 
or unintentional, that communicate 
hostile and derogatory slights and 
insults.1 While microaggressions can 
be subtle in their nature, they have 
deleterious effects on individuals and 
groups who are the target of these 
covert forms of discrimination. 

Individuals who are underrepresented 
in medicine (URiM) are frequent 
targets of these acts.2 Those who are 
targets of microaggressions are  
frequently asked to excuse them 
based on the lack of intent of the 
person committing the offense to 
harm the target. Regardless of intent, 
microaggressions still cause harm. 
This is sometimes likened to accidentally 
hitting someone while gesticulating 
during conversation. While the intent 
was not to hit the target, the target 
was still hurt and the appropriate 
response is an apology. 

Too often, when it comes to issues 
associated with racism, sexism, and 
other forms of discrimination, the 
response of persons committing the 
offense is one of defensiveness.  
Unfortunately, this leads to missed 
opportunities to reflect on our  
behaviors and explore ways to change 
so that others do not continue to  
be harmed by our actions.  
Self-compassion can be an important 
component in augmenting our  
openness to reflecting on our  
behaviors.3 Acknowledging that we 
make mistakes, even as we try our 
best, allows us to face these mistakes 
and make deliberate efforts to change. 

Being aware of our own worldviews, 
values, biases, and preconceived 
ideas as well as understanding the 
worldview of culturally different  
individuals without negative judgment 

Promoting Cultural Competence to Address Microaggressions  
in Medical Training
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Ask first, who are we?

Programs need to understand their 
program in context of their sponsoring 
institution and the focus of the  
hospital. Think of this as the information 
utilized to develop your program  
mission and AIMS for your ADS  
update. This information provides  
the framework for the next steps. 

Next, whom do we serve?

Programs must understand the 
larger community served by the  
hospital. To gain understanding into 
the patient population, programs need 
to take a closer look at available  
information and data. Non-profit 
hospitals may utilize their Community 
Health Needs Assessment to better 
understand whom they serve and the 
needs identified by stakeholders. 
Annual reports, quarterly newsletters, 
hospital accreditation documents, and 
our leaders, provide important information 
for medical education programs. 

How does the program attract applicants 
and retain trainees and program staff?

To answer this, programs must 
develop a systematic review of the 
recruitment and retention processes. 
Start by figuring out whom you have 
attracted in the past and ask if this 
meets the spirit of your mission and 
ACGME requirements. Examine how 
to identify applicants that align with 
your mission and develop strategies to 
cultivate relationships with schools or 
organizations to open opportunities for 
those seeking information about your 
program. Do you have a pipeline  program 
that naturally draws applicants to  
your program?

Long before the ACGME requirements, 
Dr. Simpson implemented strategies 
to recruit and retain Under Represented 
in Medicine (URiM) applicants. Their 
program developed opportunities  
to welcome URiM students to  
experience their program through a 
Diversity Elective. These experiences 
allow students the opportunity to  
immerse themselves in the culture  
of the program and learn about  
mentoring and peer-support available in 
that education community. Programs 

must support a diverse and inclusive 
environment and continually evaluate 
processes and outcomes to assure 
inclusion of URiM residents and fellows. 

Once a program has recruited 
trainees, how does the program foster 
learning today and imprint the drive 
for life-long learning? We learned 
through another webinar that when we 
involve trainees through self-reflection 
and self-evaluation they are likely to 
be more engaged in their development, 
now and in the future. On August 
4, 2020, Dr. Legault, from the San 
Antonio Uniformed Services Health 
Education Consortium (SAUSHEC) 
presented a webinar on Individual 
Learning Plans (ILPs). Individualized 
Learning Plans were incorporated  
into the ACGME Common Program 
Requirements beginning in 2019, 
which state:

“V.A.1.d).(2) assist residents in  
developing individualized learning 
plans to capitalize on their strengths 
and identify areas for growth;”

Dr. Legault discussed how learners 
can tailor their ILP from a standardized 
template to help them develop a 
learning plan which may include self-
reflection, career goals, strengths, and 
areas for development. The ILP should 
be drafted by the learner, approved 
by the program director/mentor and 
reviewed on a regular basis to help the 
learner stay on track with the goals. 
This review process allows the ILP  
to adjust and mature over time as  
trainees master areas of learning. 

Dr. Legault discussed that new  
residents and fellows will likely  
require additional mentoring when 
creating their ILPs. Programs can 
assist new residents and fellows by 
creating standardized templates that 
can be tailored. As residents and  
fellows progress through training, they 
can build on the skills they learned  
to develop their own ILPs. Although 
the ILP is now part of the common  
program requirements, it is clearly a 
tool to support trainee development 
and allows learners opportunity to 
directly affect their learning pathway. 

Intentional Recruitment & Beyond- 
Lessons Learned from COIL- 
Sponsored Webinars

Anne Hartford, MBA - Chair of the 
Council of Institutional Leaders (COIL)

In an August 2019 webinar, Drs. 
Sindhu Joseph and Lauren Sullivan 
from MacNeal Hospital and Drs. Kevin 
Simpson, Laura Ozark, and Melissa 
Briones from Loyola University  
Medical Center addressed how two 
very different institutions set out to 
recruit trainees for their programs.

We learned that one size does  
not fit all. With the changes to  
accreditation requirements, every  
program is accountable for critical 
review of program processes and the 
resulting training environment. 

ACGME Common Program  
Requirements, effective July 1, 2019

“I.C. The program, in partnership 
with its Sponsoring Institution, must 
engage in practices that focus on 
mission-driven, ongoing, systematic 
recruitment and retention of a diverse 
and inclusive workforce of residents, 
fellows (if present), faculty members, 
senior administrative staff members, 
and other relevant members of its  
academic community. (Core)”

ACGME now includes additional 
clarifying information to help us  
understand the background and intent 
of the requirements: 

“It is expected that the Sponsoring 
Institution has, and programs  
implement, policies and procedures 
related to recruitment and retention  
of minorities underrepresented in 
medicine and medical leadership  
in accordance with the Sponsoring  
Institution’s mission and aims”. 

Per Dr. Joseph, “It comes down to 
what strategy we were utilizing to  
ensure that our residency program, 
the physicians we were training would 
be well equipped to serve the needs  
of this community, and for the  
graduates to be trained along the lines 
of the mission of the hospital. While 
this may seem to be a daunting task, 
some guidance is already in place and 
programs will need to connect the dots. 

Council Spotlight
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Details on AHME’s educational sessions are posted at www.ahme.org when registrations open. 
Notification is made via email so be sure to keep an eye on your inbox for upcoming events.

EDUCATIONAL OPPORTUNITIES

 

 
AHME Webinars
AHME conducts six webinars per year on  
topics relevant to the field of medical education. 
Hosted by a specific Council each time, the  
webinars are one hour in length and feature experts 
from around the country. And you don’t have to  
leave your desk to participate!

  REMEMBER AHME MEMBERS:  
  Information about AHME happenings are communicated to the 
membership via Constant Contact, an email marketing provider. 

When you opt out of those mailings, you no longer receive information from 
AHME staff or leadership – including announcements about upcoming  
webinars and other educational opportunities. Don’t miss out! Stay  
connected by keeping your contact information current with AHME staff.

Best Practices 
from Our Members  

AHME News likes to feature  

articles that highlight members’ 

best practices. We invite you  

to submit your institution’s  

best practices in any area of 

medical education to Venice  

VanHuse, Editor, at  

vvanhuse@northwell.edu

AHME Academy
The AHME Academy is a one-day primer 
for new residency program administrators 
to gain an overview of their duties and for 
experienced administrators to learn some 
fresh approaches to their responsibilities. 
Its format allows for great opportunities to 
learn the latest and greatest happenings in 
medical education. They typically occur two 
times per year and are often hosted by a 
member hospital in easily accessible  
locations or in a virtual format as the  
situation requires.

Package Price: $300.00
(includes 6 sessions shown in the schedule above)

Contact the AHME office at 724-864-7321 or info@ahme.org for more  
information or to receive the Webinar Package Registration Form. AHME  
members can also purchase the package on the Events page of the AHME  
website (www.ahme.org).

AHME Members can register for the full series of webinars at a discounted rate. Members still have the 
option of registering for individual webinars at the regular rate of $75/per session.

Upcoming Webinar Schedule!

Schedule:            Sponsoring Council
December 1, 2020 COPAC (Council of Program Administrators and Coordinators)

January 12, 2021 COIL (Council of Institutional Leaders)            

March 9, 2021 COE (Council of Osteopathic Educators)
June 8, 2021 CPFD (Council on Professional and Faculty Development)
August 3, 2021 COIL (Council of Institutional Leaders)
October 5, 2021 CTYPD (Council of Transitional Year Program Directors)
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The Association for Hospital Medical Education has 
put together an outstanding program for its 2021 
AHME Institute! Sessions will include GME, CME and 
UME topics that are current, relevant, and important 
to medical education professionals. The presenters will  
feature some new faces as well as popular, seasoned  
conference speakers. All will be providing critical  
medical education updates. 

Slated for May 12-14 in a virtual format, the 2021  
Institute will offer the same learning and networking  
opportunities with your colleagues and peers that 
you’ve come to expect, but you don’t have to leave 
your home or office. A large number and wide variety 
of educational sessions will give you information and 
tools you can use right away. 

The Institute is your one-stop opportunity to hear from  
the most influential people in key medical education  
organizations. Representatives will be on hand to  
present the most up-to-date topics from their  
organizations. The plenary session titles to start  
each day are: 

Keep in mind that there are 46 other possible sessions 
you can attend! AHME members and other experts 
from across the country in the medical education 
continuum fields will be sharing their knowledge and 

experiences on a slate of topics designed to help you 
be better equipped to do your job. You’ll definitely 
want to register multiple people from your office to 
maximize the learning.

Some of the other features of the 2021 AHME  
Institute include:

 •  Extensive programming with multiple  
breakout sessions 

 •  Other experts in the field of medical education  
to provide you with the most up-to-date,  
nuts-and-bolts, take-and-use-today information

 •  Networking opportunities through meetings  
and fun events 

 •  A virtual poster session to present what you  
and your peers in other institutions are doing  
to improve and advance your programs

 •  Exhibitors with practical medical education  
products and services

 •  Sessions expressly for Program Administrator &  
Coordinator learning

 •  Specific programming for Transitional Year  
professionals

 •  Dedicated sessions focused on topics specific  
to professional and faculty development 

 •  Sessions geared to the work of your  
Institutional Leadership

 •  Information relevant to the Osteopathic  
educators community

The full 2021 AHME Institute brochure and  
registration information will be available on the  
AHME website (www.ahme.org) in early November.

ACGME Update

CLER - 2021 Update

Medical Education in the Information Age:  
Engaging learners and creating change  

across the continuum 
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MESSAGE BOARD CORNER

   

Welcome to the AHME  
MESSAGE BOARD CORNER.  

In this section we highlight recent active 

Message Board threads which may be of  

special interest to you. 

These threads are linked in the pdf version 

of the newsletter on the AHME website so 

you can go directly to the conversation and 

read the current content. If you are a  

member of the Message Board, you can join 

the conversation. Remember the AHME  

Message Board is open to all medical  

education professionals, not just AHME 

members.      

Feel free to register yourself or send this 

link to others who may be interested:

AHME Message Board Registration Site

Or if you prefer, contact Karen Zagar,  

the Message Board Administrator at  

karen@ahme.org  and she will get you  

activated.   

Here are several recent threads:

•  Virtual Residency Program Interviews 

Question
•  Institutional Support/Commitment  

Statement
• Residency Management Software

• Central Registration

     THE MESSAGE BOARD  
has the following topic areas for medical education  
professionals to post questions and seek  
information from others:

 • Undergraduate Medical Education 
 • Graduate Medical Education 
 • CME, CPD, and Faculty Development 
 • Miscellaneous Topics
 • Program Administrator Forum 
 • Transitional Year Program Forum
If you haven’t done so already, please sign up and  
start sharing with the medical education community. 

AHME News FeedbackPlease give us feedback on the AHME News content and coverage by sending  an email to sandi@ahme.org. If you  have ideas and suggestions for topics or questions you would like to see covered in the News, let us know. Counterpoint opinions on content and issues are  always welcome and appreciated.

 

https://ahme.org/message-board/
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Route to:

_____ Program Director
_____ Colleague
_____ GME
_____ CME

Want more information  
about AHME?  
Contact Karen Zagar,  
Member Services, at  
724-864-7321 or 
Karen@ahme.org.
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I N  T H I S  I S S U E

A S S O C I A T I O N  F O R  H O S P I T A L  M E D I C A L  E D U C A T I O N

President’s Corner

Ensuring the Pipeline of Qualified IMGs for U.S. 
GME:  ECFMG’s Clinical Skills Pathways for the 
2021 Match 

Innovative Virtual Recruitment Resources at  
UT Health San Antonio

The Impact of COVID-19 on GME - Zucker School 
of Medicine at Hofstra/Northwell - New York

Health Systems Science: Essential Knowledge  
to Combat a Pandemic 

Defining Sexual Harassment in  
Medical Education

Promoting Cultural Competence to Address 
Microaggressions in Medical Training

Council Spotlight

Educational Opportunities

2021 AHME Institute

Message Board Corner
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