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Inequities in health are increasingly recognized across the country
and globe." These inequities in morbidity and mortality stratify
on demographic attributes, including race, ethnicity, gender
identity, sexual orientation, ability, language status, and other
factors individually and intersectionally.®” Anesthesiologists
witness these health inequities across a broad range of practice
areas and health care services.>!' The root causes of healthcare
inequities are multifactorial and operate at systemic and indivi-
dual levels. At the systemic or structural level, biases built into
policies, procedures, and practices influence the equity of
healthcare delivery. These structural biases are often rooted in
historical and sociopolitical discrimination, via varied mechan-
isms including differential access to healthcare;'*'? dis-
criminatory policies and practices;>'*'5 and biased clinical
reference standards.'®~2° Implicit bias, in contrast, occurs at the
individual level while also collectively influencing outcomes.
Implicit bias may be linked to differential response to patient
concerns, including time to evaluation,?"*? degree of diagnostic
workup,2'72* clinical communication,?’ access to referral,2® and/
or access to treatment options,>’ all ultimately influencing care
outcomes.

A diverse workforce is a necessary component in mitigating
bias and inequity. The distribution of race, gender, and other
demographics in the current healthcare workforce does not cor-
respond to the overall patient population distribution.**-3° In
academic anesthesiology, only 3% of the anesthesiologist work-
force comprises Black or African-American physicians (versus
13% of the general population), and only 6% are from all races
underrepresented in medicine (versus 34% of the general
population).*'* Women constitute 35% of academic anesthe-
siology faculty (compared to 50% of the general population).>*
From 2009 to 2019, the number of ACGME-accredited pain
fellowship programs increased by 14%; however, data reveals
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persistent gender and race disparities in the demographics of pain
fellows. 353

The root causes for workforce inequities mirror the causes of
health inequities: structural and individual bias and micro-
aggressions in the secondary and medical education pathways,>”
as well as remnants of more explicit discriminatory policies and
practices, such as sociopolitical segregation, educational segre-
gation, and the residual impact of reports and legislation, e.g. the
Flexner Report, which led to widespread closure of historically
Black medical schools and strained the pathways for individuals
of color to enter physician careers, with lasting impact.**~*!

Not only is there prima facie value in a diverse, inclusive, and
equitable workforce, there are also many reasons why workforce
diversity positively influences healthcare outcomes, and conversely
why lack of diversity contributes to healthcare outcomes
disparities.>* Countless evidence-supported correlations have been
identified regarding the benefits of workforce diversity on physician
development and patient experience and outcomes. For physicians,
some of these benefits include increased productivity and
innovation,** improved cognitive and affective development,*>**
and expanded breadth and depth of educational and research
agendas.>>* For patients, these benefits include improved clin-
ician-patient communication,*™*® improved patient satisfaction
and knowledge,**> increased academic focus on addressing
disparities,>>*** improved access,”®>%>% and better quality of
care and outcomes,*¢~8-3-61

The leak

Even the apparent recent increases in healthcare workforce
diversity obscure the magnitude of the current workforce dis-
parity problem. While there have been modest increases in
diversity in the healthcare workforce in aggregate, the proportion
of individuals from backgrounds underrepresented in medicine
(“URiIM”) consistently decreases at each level of advancement in
medicine.>"*27%¢ In 2021, 1% of matriculants to United States
medical schools identified as Native American or Alaskan Native,
11% identified as Black or African American, and 13 % identified
as Hispanic, Latine, or of Spanish origin.®” Women represented
55% of matriculants.®” In contrast, among 2021 anesthesiology
residents, 0.1% identified as Native American or Alaskan Native,
5% identified as Black or African American, and 5% identified
as Hispanic, Latine, or of Spanish origin. Only 33% identified
as female and only one student identified as gender non-binary.®®
A change in the proportions of race and gender representation
from one level to the next reflects inequity, highlighting the
“leak,” so to speak. This gap further stratifies at the faculty level,
where most URIM physicians in academic medicine, including
anesthesiology, are at the instructor or assistant professor rank,
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and are underrepresented at higher ranks, including associate
professor, professor, chair, associate dean, or dean.>'-¢-¢%=71

As stated previously, the driving factors for workforce and
advancement inequities are historical injustices as well as ongoing
systemic barriers to the success of URIM individuals, which may
be modifiable or mitigated. These challenges include implicit
biases in the advancement process,>>’*7* micro- and
macroaggressions,>””>~’7 deficiency of optimal mentors,>"”%7?
disparate access and information regarding opportunities for
advancement,”*”® disparate expectations (e.g., the “minority
tax,” the “glass ceiling,” and the “glass cliff”),*>"*80-82 3nd
other insidious factors.

Herein, we will describe strategies for improving diversity
and equitable representation in the anesthesiologist workforce,
specifically by improving pathways and environments to enter
and advance in anesthesiology. Although each individual
whose identity includes one or more URIM demographic
categories (e.g., race, gender identity, sexual orientation, et al)
faces unique challenges, we will collectively explore common
challenges and themes for any URIiM individuals or groups.
We will also describe examples from our experience imple-
menting a strategic plan for this mission. Strategies range from
readily accessible options for individuals committed to this
cause, up to complex, resource-intensive program-building
initiatives.

B

Programmatic interventions

Departmental, divisional, and training program leaders have
numerous opportunities and imperatives to promote diversity,
equity, and inclusion (DEI) in our field, particularly through
focused recruitment and retention (fulfillment and advancement).
Recruitment in this context means both the recruitment of anes-
thesia-bound URiM individuals to a particular institution and the
recruitment of URIM individuals to pursue a career in duplicate
the specialty of anesthesiology. “Retention” in this context goes
beyond simply retaining individuals to stay in this field or at the
institution; ensuring their development, fulfillment, advance-
ment, and thriving is also crucial. Furthermore, this yields self-
sustaining benefits, as a diverse, equitable, inclusive environment
is one of the strongest tools for recruiting and retaining URiM
individuals in an institution, department, or program.
Advancement of any or all of the recommendations outlined
throughout this work contributes to recruitment and retention,
enhancing the more explicit guidelines mentioned below.>*:8%84

Recruitment

Equitable recruitment entails an equitable approach to all aspects
of workforce recruitment — for all roles. In this section, we will
discuss recommendations for the recruitment framework for any
role, though many examples are most salient for the physician
workforce. In graduate medical education, the recruitment pro-
cess begins long before the application cycle, and we will discuss
those seminal elements subsequently in the Pathways section.
These recommendations include prioritizing outreach to URIM
candidates, addressing systemic and implicit bias challenges at all
stages of the recruitment process, diversifying the recruitment
leadership, and fostering a data responsive environment.
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URiM-focused recruitment outreach

Demonstrate valuing of URIM candidates through directed out-
reach — at Historically Black Colleges and Universities, through
URiM-focused national societies and their conferences (e.g.,
Student National Medical Association, National Hispanic
Medical Association, American Medical Women’s Association,
Medical Student Pride Alliance, Association of Native American
Medical Students, National First Generation to Medicine
Association (FGLIMed)), and via formal or informal networks
and affinity groups. For faculty, consider engaging in cohort or
cluster recruitment — recruitment of faculty in cohorts can pro-
mote a collective morale, with benefits in productivity, retention,
and thriving.®®

URiM-curated recruitment experiences

Provide curated opportunities for URIM candidates to gain
experience, exposure, and insights on the program, department,
or institution. Dedicating rotation spots or scholarships for vis-
iting electives in anesthesiology may be particularly valuable for
individuals at medical schools not offering anesthesiology rota-
tions for medical students and also for individuals with financial
constraints. Faculty or resident ambassadors — who represent the
program or institution and offer another insight into the institu-
tional DEI culture — may be crucial in connecting URIM candi-
dates with potential opportunities. URIM recruitment and
“Second Look” events provide candid settings to learn about the
environment, strengths, and challenges at the program or insti-
tution. However, these events should be designed with equitable
access in mind and not create further disparity due to financial or
other burdens. Publicizing DEI policies and mission statements
explicitly may be helpful for prospective and current trainees,
faculty, and staff because it implies institutional commitment and
promotes culture and psychological safety. In order to hold
weight, these stated policies must be matched by actual practice.

Equitable and holistic candidate selection practices

Approach candidate selection for interviews and candidate
scoring and ranking equitably and holistically. In clerkships,
disparities in clerkship grades and Medical Student Performance
Evaluation summary words were found to favor white students
over URIM or non-URiM minority students.®® One study found
that most fourth-year medical student participants recalled being
asked at least one potentially discriminatory interview question
about their marital status, children, pregnancy plans, place of
birth or national origin, religion, or ethnicity.®” Another study of
resident selection found that Asian applicants had their person-
ality less often discussed.®® Strategies to mitigate bias in the
interview process might be including life-performance questions
(e.g., leadership, community service, overcoming adversity, rea-
listic self-appraisal, ability to recognize and navigate one’s own
bias, and ability to set goals and self-responsibility) and con-
sistently asking the same questions to all participants.®’
Addressing biased evaluation approaches and implementing
alternative criteria may improve fairness and equity in assessment
of candidate qualifications, and increase trainee diversity.””

Anti-bias training and awareness

Everyone involved in the candidate recruitment and selection
process must understand the value of the perspectives that URIM
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candidates bring to patient care and health equity, and the risks of
those candidates being undervalued due to bias in the selection
process. Not only have URIM candidates likely experienced
systemic bias upstream that may influence their candidacy, they
are also at risk of experiencing implicit bias during the applica-
tion process. URIM candidates are at a higher risk of being
subjected to interviewer bias, conscious or unconscious.’*!
Even the demographics conveyed (or presumed) in their written
application can influence how their candidacy is perceived during
interviewee selection and the eventual evaluation and ranking
process. For example, a Harvard Business School research trial
demonstrated that applications that had been “whitened” (i.e.
revised by the researchers to exclude race-revealing data) were
more than twice as likely to receive interview invitations than the
same applications which preserved the data indicating that the
applicant was Black or African-American.”* Implement specia-
lized anti-bias training for those involved in the recruitment,
interviewing, evaluation, and selection processes, in addition to
the general anti-bias and cultural humility education that should
exist at any institution.”® These training sessions should ideally be
interactive, practical, expert-led, and tailored for the specific
context or practice; simple click-through, self-study modules are
not enough.”

Recruitment team diversity

Diversify recruitment teams, and be mindful of the “minority
tax,”®" i.e. the disproportionate utilization of URIM faculty
without compensation to “represent” the institution in recruit-
ment, mentorship, administrative, and other DEI-related posi-
tions in order to promote the appearance of a diverse institution.
A diverse recruitment team can recruit a diverse workforce and is
an accepted best practice for prioritizing diversity.”>~*” However,
URIM faculty career advancement can be hindered by expecta-
tions that they serve as diversity representatives in disproportion
to non-URIM faculty. This disproportionate administrative bur-
den on URiM, individuals though often well intentioned by lea-
dership, comes at the cost of opportunities that lead to true career
development and advancement activities.>® Time spent serving
the DEI mission of the department, through recruitment or other
avenues, should be appropriately recognized and built into a
time-based or financial compensation structure.’%?%7?

Data responsive environment

Promoting a data-responsive environment requires that leader-
ship identify, collect, evaluate, and respond to quantitative and
qualitative data regarding the recruitment and selection pro-
cesses, as well as the overall DEI environment at the program,
department, or institution. For example, the influence of bias may
be suggested by comparing the proportions of URIM to non-
URiM individuals at each stage of the process: applicants, inter-
view invitees, interviewees, new hires, promotions, and
appointments to leadership roles. Metrics specific to graduate
medical education recruitment may include the proportions of
URIM to non-URIM individuals ranked to match, matched,
advancing yearly, passing examinations, completing training,
and ultimately achieving board certification if practicing. If there
is a decrease in the proportion of URIM individuals from one
stage to the next, systemic factors are likely contributory and
should be explored in depth. This may include a more in-depth
evaluation of, for example, how specific interviewers are rating
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individuals from different backgrounds, whether subtly biased
language may be marked on URIM evaluations, and what events
or metrics are cited in individual cases of promotion or
advancement denial or delay.”>°%1%1 Collect qualitative data by
engaging with individuals regarding the outcomes: find out why
individuals chose to join the institution, but make equal effort to
find out why others chose not to accept an interview invitation,
chose not to rank to match, or chose not to accept a professional
or academic position.

Retention/thriving climate

In addition to the recruitment-specific approaches, some needs
must be addressed at a departmental or institutional level to
promote the necessary characteristics of a thriving environment.
As mentioned previously, “retention” goes beyond simply
retaining individuals to stay in this field or at a particular insti-
tution, and requires ensuring their development, fulfillment,
advancement, and thriving.

Recommendations for promoting a diverse, equitable, and
inclusive environment include explicit and compensated DEI
leadership roles, committees, and departmental missions; high-
quality anti-bias training; robust mentorship and sponsorship;
directed, deliberate support; and fostering a data-responsive
environment and safe culture.

DEI leadership roles and committees

Create leadership positions and DEI councils. Some institutions,
such as the Mount Sinai School of Medicine, have reported suc-
cess after a dedicated council was created to oversee early pipe-
lines, outreach, and recruitment of URiM physicians, with
representatives institution-wide.!°> While a study in 2022 found
that many anesthesiology departments had diversity and inclu-
sion initiatives, only a few reported clearly defined leadership
roles, which may hinder departmental success in promoting
diversity.'% DEI leadership roles and activities should be com-
pensated in a time-based or financial structure in order to
recognize the value they provide to the institution, and ensure
available time for the success of the efforts.

DEI mission

Define a departmental DEI mission that clearly prioritizes diver-
sity, equity, and inclusion in patient care, research, education,
innovation, and any other divisions of the department. While it is
crucial to prioritize DEI in professional development as detailed
here, there must be a parallel commitment to demonstrating this
as a priority in these other domains for a comprehensively safe
and positive environment. For example, perceiving an increased
minority tax,”” witnessing microaggressions against patients of
certain demographics,'® or noticing that health equity research
is less valued in a department'®® may undermine the morale of
URIM faculty.

Anti-bias training and health equity education

Anti-bias training for all faculty and administrative leadership
roles is imperative for creating an inclusive culture. As stated
previously, this training must go beyond the ubiquitous and rote
modules that accommodate learner multi-tasking.”* Intensive
anti-bias training should be interactive and practically tailored to
the audience. Anti-bias culture emanates from the examples set by
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leadership. Institutions benefit when key leaders are willing to
interrogate their own biases and acknowledge the pervasive
nature of bias and inequities even among progressive, well-
intentioned individuals and institutions.'%

In addition, developing a robust health equity education pro-
gram may play a valuable role in increasing workforce diversity
and promoting an inclusive culture — by serving as a recruitment
tool, by elevating candidates from underrepresented back-
grounds, and by broadcasting an institutional commitment to
health equity.”*1°71%8 In our institution, several initiatives have
been started, including sponsored electives in anesthesiology and
health equity for visiting students, a health equity in anesthe-
siology and critical care curriculum for medical students, a
longitudinal case-based health equity curriculum for anesthe-
siology residents, and a health equity seminar series for critical
care fellows.

Mentorship and sponsorship

Mentorship and sponsorship are paramount. Early and direct
access to invested mentors can elevate individuals in their careers
and help achieve a more representative number of URIM anes-
thesiologists, particularly in leadership positions.!?*™'13 Pairing
junior URIM team members with qualified mentors and sponsors
can facilitate incoming anesthesiologists to build a foundation to
succeed in their careers, through informal advice or direct linkage
to grants, appointments, networking, and other career develop-
ment opportunities. There is still a deficit at many institutions of
available URiM mentors for URiIM mentees, and there will likely
continue to be a deficit until workforce equity is achieved. While
many individuals may prefer a demographic-concordant mentor,
this may not be a realistic possibility at most institutions. In many
cases, it may better serve mentees to be paired with qualified
mentors, even without demographic concordance.

Promotion support

Support URIM faculty in seeking promotion or tenure. Women
and other URIM groups remain underrepresented in leadership
and senior academic ranks in academic anesthesiology, notably in
full professor, department chair, and journal editor roles.>!-3*7°
Biases may sometimes influence the promotion and tenure pro-
cess unduly. Individuals who have systematically experienced
bias throughout their earlier careers may be passed over for
promotion, or be less likely to be nominated for leadership
positions or awards due to not belonging to the same demo-
graphic or social circles as those in positions of power. Recognize
the value of URIM team members and ensure that the work of all
colleagues is recognized appropriately within the department and
institution.

Dedicated support for tangible and intangible needs

Foster community-building within URIM groups by providing
time and financial support for these wellness and connection
activities. Fostering a culture of connection can promote colla-
borative innovation, reduce social isolation, and increase
resilience.

Create and publicize resources for wellness and resilience
support, mental health support, dependent care, financial assis-
tance, and mistreatment reporting. One example is providing
funding support and debt reduction programs for URIM fellows.
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A University of Michigan initiative allocating 1% of its budget
annually for these initiatives has had remarkable impact. URIM
matriculation rates doubled, and faculty promotion and tenure
increased significantly. Institution-wide debt reduction programs
and targeted recruitment packages can close salary inequities and
reduce attrition rates for women and URIM faculty.'!*

Data-responsive environment

As recommended for the recruitment process, regularly evaluat-
ing program and departmental trends may provide opportunities
to address concerns and mitigate bias and inequity. Quantitative
data may include cross-referencing demographics with salaries,
evaluations, rank/position levels, time to promotion, attritions/
departures, and other more granular features of academic and/or
clinical productivity. Care must be taken when evaluating these
data, in order to look at any gaps or issues as opportunities for
improvement in program or departmental support, rather than
further discrimination and judgment. Compensation gaps by
gender are well-documented and must continue to be moved
toward equity.>*!1%11¢ Qualitative data should be collected with
invested effort, given the prevalence of survey burnout, dis-
illusionment on the potential for change, and fear of non-anon-
ymity and potential retaliation. In healthcare where hierarchy is
prominent, individuals may feel compelled to remain silent about
upsetting behavior from senior team members, e.g., attending
physicians or administrative leaders, because speaking out can
affect their professional career.'’” Validated tools like the
Maslach Burnout Inventory with Areas of Work Life can be used,
along with free-text feedback forms, to solicit input from indi-
viduals on actionable domains of concern in workplace wellness
and satisfaction."'® Solicit feedback from URIM individuals at
the institution to learn about invisible barriers and challenges that
may be present within the institutional culture. A study by the
Johns Hopkins University School of Medicine found that URIM
faculty were less likely to believe that faculty recruitment was
unbiased, that networking included minorities, and that they
would be at their current institution in five years.''® Regarding
resident attrition, although life events and changes of heart can
occur, the premature departure of any URIM trainee should be
considered a serious event and explored for opportunities to
address and improve.'*® By prioritizing a data-responsive envir-
onment, leadership can demonstrate to URiM team members that
their presence is valued, their concerns are valid, and leadership is
willing to make necessary modifications to improve the institu-
tional environment and promote success.

While the status of URIM representation in academic anes-
thesiology has progressed in some ways compared with two
decades ago, some metrics have seen little to no change (e.g., the
distribution of competitive grants, grand rounds speaking invi-
tations, and faculty appointments and promotions),3*116-121,122
It has been projected that diversity efforts will take at least three
decades to reach professional racial equity comparable to the U.S.
population distribution.?® To achieve these targets, individuals at
every level in the department or institution must recognize the
importance of expanding the candidate pool and closing hiring
gaps. Within academic institutions, URiM anesthesiologists can
benefit from active and vocal support at various stages of their
careers. Successful faculty recruitment, retention, and career
advancement require longitudinal support at the interview, work
culture, and workplace policy levels. By following these strategies
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for increasing access to mentors, resources, research, and
opportunities, URIM faculty can experience increased belonging
and break through barriers and biases.

Pathway programs

In a resource-rich environment, DEI leaders may collaborate to
launch new programs dedicated to improving pathways for
URiM individuals to pursue careers in anesthesiology. Pathway
programs, formerly referred to as pipeline programs, are specia-
lized initiatives designed to encourage and facilitate students from
underrepresented backgrounds to pursue science, technology,
engineering, and mathematics (STEM); healthcare and medicine;
and other unique fields.'*® In healthcare, pathway programs
engaging students in high school, college, and postbaccalaureate
programs have shown positive outcomes for URIM students in
several key metrics, including academic performance and accep-
tance into health professions medical schools.'* Despite these
successes, the pathway progression becomes “leaky” at each
subsequent stage of advancement, as detailed previously. URIM
representation seen at more junior levels wanes at more senior
levels. In order to promote and ensure diversity at all levels of
academia, a similar approach to pathway programs may be
needed at each advancing educational level. Although resource-
intensive, these programs have demonstrated sustained impact at
other educational levels and have the potential to elevate URIM
success at the institutional level and at a broader national or
global level. At our institution, we launched the Pathways in
Medicine: Discovery Lab (“PMDL”) in partnership with the
Office of Diversity, Inclusion, and Health Equity (ODIHE).
PMDL is a purpose-built program to recruit and empower URIM
medical students to pursue academic residency programs. Each
component of the program is designed to address evidence-
supported factors in URIM academic success and career pro-
gression. Although there are many possible designs for a pathway
program, we share this descriptive experience as a potential
model for other institutions to implement or modify.

1. Logistics: The program is free of charge, virtual (to eliminate
hidden costs of participation and minimize other barriers),
scheduled on weekends at times optimized for U.S. time zones,
and slated to occur three times per year on dates selected
strategically to minimize major medical student conflicts (e.g.,
conferences, deadlines) and to correspond with key phases of
the medical student trajectory. The longitudinal nature allows
students to continue with the pathway program throughout
their own advancement in medical training and continue to
find content relevant to their acute needs. The low barrier to
entry (i.e., absence of required application and fee) reduces
structural barriers and implicit bias.

. Specialty Roundtable and Focused Guidance: These sessions
introduce URIM students to the breadth of specialties avail-
able to pursue in residency training. URIM individuals are
disproportionately underrepresented in more competitive
specialties.’>>™'2” This may be due to multiple factors,
including differential exposure, differential access to mentor-
ship on application enhancement, and implicit and structural
bias in the application process.>”!%® While the last factor is
less modifiable via a pathway program, the program
addresses the other two factors in its design. Over the three
sessions of each year, the program introduces all of the
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ACGME specialties, describes specialty-specific strategies
for optimizing candidacy, and connects pathway participants
with potential mentors in these specialties.

3. Workshops: Workshops are interactive skills- and knowledge-
focused sessions to build participants’ strengths in developing
and navigating their academic medical careers. Each program
day includes breakout sessions targeted for each year of
medical school, such as time management in medical school
for first- and second-years and away rotation tips for
advanced-year students. The topics are rotated throughout
the year to optimize relevance for each medical student stage
(e.g., personal statement writing in the spring and interview
tips in the fall). The overall roster includes universally relevant
topics as well as targeted areas identified by URiMs in research
on barriers to academic advancement.>” To further curate the
content, program registrants are surveyed in advance of the
program day to solicit any particular topics of interest. All
feedback is disseminated to program speakers for their
discretion in inclusion; for topics requested by numerous
participants, a targeted session may be added specifically on
this area. A selected list of workshops conducted on regular
rotation includes studying for exams, mentorship, network-
ing, time management, wellness, imposter syndrome, choosing
rotations, choosing a specialty, discrimination/microaggres-
sions on the wards, personal statements, interview skills,
research, navigating an unsuccessful match, and planning
for fellowship or future next steps.

. Networking: In addition to the informal networking facili-
tated by the specialty and workshop sessions, the final
segment of each program day is dedicated to direct network-
ing opportunities through the event platform, which facil-
itates random-matched or interest-matched networking
between potential mentors and mentees or between
peers.'!!

. Speakers: Speaker selection carefully balances targeted invita-
tions for valued experts with open-call invitations for emer-
ging leaders. Diversity of the speaker panel is prioritized,
while being mindful of the “minority tax.”®® Pathway
program leaders advocate for speaker involvement to be
recognized and compensated on a time-based academic model
by the home department.

. Institutional Support: An instrumental feature of the success
of this program is the high-level institutional support and
direct administrative support from the Office of Diversity,
Inclusion, and Health Equity (ODIHE), the Office of
Graduate Medical Education, and the School of Medicine.
ODIHE program coordinators assist with organizing, sche-
duling, marketing, technology infrastructure, and event facil-
itation and moderation.

Conclusion

Structural and implicit bias creates healthcare workforce inequity
and can significantly impact patients’ health outcomes and clin-
ician success and wellness. Advancing workforce equity in anes-
thesiology must be a priority for healthcare leaders, program
directors, policymakers, and individual anesthesiologists.
Attention and resources must be directed towards DEI efforts that
ensure more equitable access for URIM individuals to pursue
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anesthesiology training, thrive in their careers, and progress into
leadership positions.

Participating in and facilitating these dialogues on race, gen-
der, and other heavy topics can be challenging, but these con-
versations are critical for undoing bias and its consequences.
While many of the recommended interventions may be resource-
intensive, countless opportunities are available at every level to
“move the needle” and make a positive impact on progress
toward workforce equity. We hope our recommendations can
serve as a resource for anesthesiology leaders to enhance DEI
efforts at their programs and institutions and to enhance URiM
representation and success in the field of anesthesiology. On an
individual level, this means acknowledging privilege and taking
bold steps to foster a more inclusive work environment. For
anesthesiology training programs and departments, advancing
healthcare workforce equity requires comprehensively monitor-
ing DEI data and addressing gaps, such as bias in recruitment and
advancement, workforce education, and dedicated support for
tangible and intangible needs. Pathway programs are a high-
value approach to elevate healthcare workforce equity in a
comprehensive, learner-centered manner. Making an impact at
the global level may require robust international and inter-
disciplinary collaboration and expansion of the existing educa-
tional models.

Leaders today have an increased capacity to promote healthy
discussions about race, ethnicity, gender, orientation, ability
status, socioeconomic background, and other intersectional fac-
tors. They also have a professional and social responsibility to
address systemic inequities and confront legacies of bias in
anesthesiology and medicine overall. When we fully recognize the
importance of fostering diversity and equity in healthcare, we
move closer to a brighter, healthier future for our peers, our
patients, and ourselves.
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