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ABSTRACT
Background and Objectives: The 2023 Accreditation Council for Graduate Medical
Education (ACGME) program requirements for family medicine residencies state
that family physicians must have the competence to address racial and ethnic
health disparities experienced by their patients. Racial justice curricula (RJC) or
antiracism curricula can provide residencies with the tools faculty and residents
need. This study explores the differences in perceived barriers between family
medicine program directors (PDs) and residents.

Methods: Survey questions on RJCs were included in the 2020 Council of Academic
Family Medicine Educational Research (CERA) survey of PDs and 2021 CERA survey
of residents. Participants’ perceived top twobarriers to implementing anRJC in their
residency program were illustrated with Sankey diagrams. We used the χ2 test and
logistic regression for analysis.

Results: Of the 578 participants included, 312 (54%) were PDs and 266 (46%)
were residents. Compared to PDs, residents were more likely to identify as female,
less likelyWhite, andmore likely from community-based, nonuniversity-affiliated
residency programs. PDs ranked lack of faculty training as the most important
barrier, while residents ranked lack of time as the top barrier. Residents also were
significantly more likely to rank lack of faculty interest and resident interest as
barriers.

Conclusions: Family medicine PDs and residents identified different barriers to
implementing an RJC. Additional research is needed to investigate the impact of
knowledge and culture on residency programs’ receptiveness to addressing racial
and ethnic health disparities.

INTRODUCTION
On July 1, 2023, the Accreditation Council for Graduate Medical
Education (ACGME) introducedupdatedprogramrequirements
for family medicine residencies, emphasizing the importance
of addressing racial andethnichealthdisparities. 1 Among these
updates, ACGME outlined that family physicians must possess
“the competence necessary to address racial and ethnic health
disparities experienced by their patients. Family physicians
should understand that race is a social construct, that racism
is a fundamental cause of health inequities, health disparities
and disease.”While these updatesmark a significant acknowl-
edgment, the call to address systemic racism and its impact on
health disparities is not new.2–5 Over the years,multiple family
medicine organizations have recognized racism’s detrimental
impact on health and the health care system, issuing calls for
action urging residency programs to intentionally design and
implement curricular changes to address racism.6–12

Historical perspectives support this call for action. In 2003,
the Institute of Medicine highlighted that racial and ethnic
health care disparities often were linked to physician bias,
whether conscious or unconscious. 13 Implicit biases, reflecting
subconscious attitudes, have since been demonstrated to con-
tribute to inequities in outcomes for historically marginalized
groups, including racial and ethnicminorities as well as gender
andsexualminorities. 14–17 In response, trainingprogramshave
increasingly sough tomitigate the negative effects of physician
biases through racial justice curricula (RJC). Such curricula
focuses on (a) understanding the cause and consequences of
racism and its effects on health disparities and (b) creating
a safe environment to allow individuals to develop the tools
needed to address racism.5,18–20 For this study, antiracism
curricula and RJC are used interchangeably; both share the goal
of addressing systemic racism in medical education. Despite
these national calls for change, the implementation of RJCs in
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familymedicine residency programs has been inconsistent and
slow.

Recent studies have highlighted this gap. A 2020 survey of
family medicine residency program directors (PDs) found that
while 88.7%of PDs (n=283) believed that understanding struc-
tural racism is important, only 30.7% reported having a formal
RJC in their programs.21 Similarly, in 2021, a survey of family
medicine residents revealed that although 91.5% (n=266) of
respondents believed that addressing racism is an educational
priority, only 17.3% reported the existence of a longitudinal
curriculum in their program.22 These studies reflect a shared
recognition of the importance of RJCs but also underscore
barriers to their implementation. These barriers range from
structural challenges such as limited time and resources to
cultural ones such as varying levels of interest among residents
and faculty. Both surveys identified lack of faculty training as
a major barrier to implementing RJCs. Faculty, though often
interested in developing skills to facilitate conversations about
race and racism, frequently lack the same level of awareness
as residents regarding topics such as the history of racism in
medicine, structural competency, and health inequities. 11,12,23

This disconnect highlights a challenge for implementing RJCs.
The purpose of this study was to investigate and compare

the barriers to implementing RJCs as perceived by PDs and
residents. We hypothesized that PDs are more likely to rank
structural barriers, such as insufficient faculty training and
curricular resources, while residents are more likely to rank
cultural barriers, such as perceived lack of faculty interest. We
propose that these differences stem from variations in knowl-
edge and training.24 While PDs may lack specific knowledge
on how to implement RJCs, residents, having received some
antiracism training inmedical school,may feel better equipped
to engage with these concepts but perceive gaps in faculty
interest.22,25

METHODS
Survey

The survey questions were part of two larger omnibus surveys
conducted by the Council of Academic Family Medicine Educa-
tional Research Alliance (CERA). This study was an analysis of
data obtained as part of the 2020 CERA PD survey and the 2021
CERA familymedicine resident survey. Themethodology of the
CERA surveys has previously been described.26

The 2020 CERA PD survey is distributed annually to all
ACGME-accredited US familymedicine residency PDs, as iden-
tified by the Association of Family Medicine Residency Direc-
tors. The final sampling pool included 624 PDs, and the
response rate was 50% (312/624).

For the 2021 CERA family medicine resident survey, a
sample of 5,000 residentmembers of the American Academy of
Family Physicians received an email invitation to participate in
the survey. Respondents were entered into a drawing for one of
five $100 gift cards as an incentive for survey completion. The
overall response rate for the survey was 5.3% (266/5,000).

Due to the 5.3% response rate, the authors entered into
a data-sharing agreement with the American Board of Family
Medicine (ABFM) to compare the survey sample demographic
characteristics with a national sample of family medicine
residents (N=14,170 as of October 20, 2023). Using χ2 testing
or the Fisher exact test, gender (female/male/unknown or
other), ethnicity (Hispanic/Latino or not), race, and program
regionwere found to be similar (Supplementary Table A). CERA
respondents had a higher percentage of smaller programs (<19
residents, 44.7% vs 29.1%) and a smaller percentage of larger
programs (>31 residents, 12.4% vs 23.1%).

Each survey study was approved by the American Academy
of Family Physicians Institutional Review Board. University
of Utah Institutional Review Board deemed this study as
nonhuman subjects research.

Measures

We analyzed PD and resident respondent demographic char-
acteristics (ie, gender, ethnicity, race) and responses to “What
are the twomost important barriers to implementing an RJC in
your residency program?” Answers to themost important bar-
riers were as follows: lack of faculty training in this topic area,
lackof time in theoverall curriculum, lackof interest ina formal
RJC among faculty, lack of interest in a formal RJC among
residents, lackof curriculumresources for thedevelopmentof a
formal RJC, and lack of financial resources for the development
of a formal RJC. For the analysis, these barriers have been
simplified in order of listing to faculty training, time, faculty
interest, resident interest, curriculum resources, and financial
resources. Participants’ first and second choice of important
barrierswere visualizedwith Sankey diagrams. Othermeasures
included program type (university-based, community-based
university-affiliated, community-based nonaffiliated, other),
state region (New England, Middle Atlantic, South Atlantic,
East South Central, East North Central, West South Central,
West North Central, Mountain, Pacific), international medical
graduates in theprogram, sizeof the residency, andcommunity
size (<30,000, 30,000–74,999, 75,000–149,999, 150,000–
499,999, 500,000–1 million, >1 million).

Analyses

All statistical tests were conducted to assess the associations of
demographic and barriers between PDs and residents. We used
the χ2 test and logistic regression to conduct comparisons. The
outcome for the logistic regressionmodelwas the respondents’
identification of their first or secondmost important barrier to
implementing anRJC. The adjusted logistic regression analyses
included predictors for program type, gender, ethnicity, race,
state region, and community size. A comparison of 2021 ABFM
demographics with the 2021 CERA demographics also was per-
formed. Missing values were removed using listwise deletion.
All final analyses were conducted in RStudio (R Foundation).
All statistical tests were two-sided, with significance level set
to .05.
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RESULTS
The final analysis included 578 participants, comprising 54%
PDs (n=312) and 46% residents (n=266; Table 1). The two
groups differed significantly in terms of gender, race, and
residency program type. Compared to PDs, residents were
more likely to identify as female (41% vs 56%, P=.005),
less likely to identify as White (79% vs 56%, P<.001), and
more likely to come from community-based, nonuniversity-
affiliated residency programs (21% vs 36%, P<.001).

Figure 1 illustrates the pooled responses of PDs and resi-
dents on the top two barriers to implementing an RJC in their
residency programs. Both groups ranked time (31%, n=179),
faculty training (25%, n=141), and curriculum resources (15%,
n=86) as the most important barriers, in that order. For the
second most important barrier, faculty training (24%, n=138)
was followed by curriculum resources (23%, n=132) and time
(17%, n=101). In the Sankey diagram, the bands connecting the
two top ranked barriers are widest, thus strongest, between
time and faculty training, as well as between faculty training
and curriculum resources.

Figure 2 and Figure 3 provide detailed visual rankings for
PDs and residents, respectively. Among PD’s, faculty training
(29%, n=90) was the most important barrier, followed by
time (28%, n=87) and curriculum resources (18%, n=57).
For their second most important barrier, PDs ranked faculty
training (28%, n=88), curriculum resources (27%, n=83), then
time (17%, n=52). The strongest connections between the top
two barriers were between faculty training and curriculum
resources, as well as between time and faculty training. Res-
idents, on the other hand, ranked time (35%, n=92) as the
most important barrier, followed by faculty training (19%,
n=51), and a tie between curriculum resources (11%, n=29) and
financial resources (11%, n=29). For the second most impor-
tant barrier, residents ranked faculty training (19%, n=50),
followed by a tie between time (18%, n=49) and curriculum
resources (18%, n=49), and then financial resources (17%,
n=44). The strongest connections between the two top barriers
were between timeand faculty training, aswell as between time
and financial resources.

Table 3 represents the specific counts for each ranked
barrier by total participants (both PDs and residents) and
subgroups. Statistical analysis revealed significant differences
between PDs’ and residents’ ranked barriers. For example, PDs
were more likely to cite “lack of faculty training in this topic
area” (30%vs19%; P<.001), while residentsweremore likely to
cite “lack of interest in a formalRJC among faculty” (4%vs9%;
P<.001) and “lack of interest in a formal RJC among residents”
(4% vs 10%; P<.001).

DISCUSSION
Both family medicine PDs and residents ranked structural
barriers such as “lack of time in the overall curriculum,” “lack
of faculty training in this topic area,” and “lack of curriculum
resources for the development of a formal RJC” as the top
challenges to implementinganRJC in their respective residency

program. However, the prioritization of these barriers varied.
Among PDs, lack of faculty training emerged as the most
prevalent barrier, followed by lack of curricular resources and
lack of time, respectively. In contrast, residents ranked lack of
time as the most important barrier, followed by lack of faculty
training and lack of curriculum resources. Notably, residents
were significantly more likely to rank cultural barriers such as
“lack of interest in a formal RJC among residents” and “lack of
interest in a formal RJC among faculty,” although these did not
rank among their top three barriers.

The difference in how PDs and residents ranked barriers
likely reflected disparities in knowledge bases. PDs ranked
faculty training as both the first and second most important
barrier, signaling their awareness of a critical gap in medical
education. This finding aligns with prior research suggesting
that many faculty members lack adequate preparation to teach
topics such as structural racism, health equity, and how to be
antiracist. For instance, Fatahi et al reported that only 9 out
of 29 undergraduate and graduate medical education program
leaders felt that their faculty were adequate to educate learners
on antiracism topics, and the majority acknowledged that
faculty needed additional training, guidance, and/or support.27

This barrier to faculty training can be addressed. One family
medicine residency program demonstrated the feasibility of
implementing a longitudinal training for faculty by embedding
the series into existing meeting times.28 Many of the topics
covered do not require dedicated faculty to develop them.
Major organizations, including the American Medical Associ-
ation and the Association of American Medical Colleges, have
developed training modules and curricular resources tailored
to faculty with limited prior exposure to these topics.25,29–35

The Society of Teachers of Family Medicine also has developed
a resource website and tool kit to guide conversations on
race and racism, including a train-the-trainer workshop.5,31,36

A potential research question to investigate is whether the
demographics of PDs influence how they ranked barriers to
implementing an RJC. In this pooled study, compared to the
residents, PDs were more likely White and male. In the 2020
CERA PD survey, female PDs were more likely than male PDs
to agree/strongly agree that formal RJCs should be included in
residency training.21. Yet gender and race were not explored
as predictors to barriers. Additional analysis on how such
demographics influence perceived barriers requires further
study.

In contrast, residents prioritized lack of time in the
overall curriculum as the most important barrier. While
many published studies have focused on a one-time session
or stand-alone workshop, the discussions repeatedly
emphasized the need for ongoing trainings to ensure
durable change. 19,32,34,35,37,38 RJCs cover multiple complex
topics that cannot be addressed in a single session, such as
understanding structural racism and its impact on health
and health care disparities, reflecting and addressing implicit
biases, advocating for change, and more. Thus, RJCs need
to be longitudinal and integrated throughout the residency
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curriculum. Successful implementation requires leadership
engagement and support. For instance, a community-based
residency program that successfully implemented amandatory
antiracism curriculum linked its effectiveness to strong
leadership support and dedicated didactic time—highlighting
the critical role of institutional prioritization. 11,18,25,28,29,39,40

Another successful longitudinal faculty training required a
dedicated faculty work group, reiterating the importance of
buy-in.28 In a2023CERAsurveyof familymedicinedepartment
chairs, 61.5% strongly agreed that advancing diversity,
equity, inclusion, and antiracism (DEIA) was important,
yet only 22.0% strongly agreed that they felt confident in
advancing DEIA work.41 Furthermore, appropriate financial
and administrative support was still lacking, factors that need
to be accounted for when exploring ways to increase time for
an RJC.

A notable finding was that residents were significantly
more likely than PDs to identify cultural barriers, such as “lack
of interest in a formal RJC among residents” and “lack of inter-
est in a formal RJC among faculty.” This difference may stem
from residents’ attitudes and existing knowledge. A growing
number of undergraduate medical education programs are
incorporating aspects of RJC such as teaching concepts of
equity, antiracism, and cultural competency versus humility,
implicit bias, and microaggressions.25,27,42,43 Thus, a higher
number of incoming residents understand these foundational
concepts and are either ready to tackle the issues of racial
justice in practice or do not prioritize the need to relearn these
concepts.25 A lack of interest from both residents and faculty
alsomayarise fromfeelingsofdiscomfort. Conversationsabout
race often require essential but challenging reflections on the
impact of structural and interpersonal racism in driving dis-
parities betweenWhite communities and communities of color.
Such discussions may evoke heightened sensitivity, particu-
larly among individuals who identify as White, where feelings
of guilt about past and present injustices can lead to reactions
such as anger, frustration, or withdrawal—responses that
hinder constructive dialogue. 11,44,45 Further research should
evaluate whether such cultural barriers truly exist in residency
programs and identify best practices to address them.

This study had several limitations. First, the differences in
demographics and program types between PDs and residents
reduce the generalizability of the findings. For instance, PDs
were more likely to represent community-based, university-
affiliated programs, while residents were more likely to rep-
resent community-based, nonaffiliated with university pro-
grams. These differences may have influenced the prioritiza-
tion of barriers and limit the comparability of their responses.
Second, the ranking methodology constrained participants to
select their top two barriers from a predefined list, potentially
oversimplifying their preferences or excluding other important
considerations. Future studies might employ rating scales to
capture more nuanced perspectives.

Finally, these findings must be interpreted within the
broader sociopolitical context. The CERA studies were con-

ducted in 2020 and 2021, a critical period marked by a surge
in research and advocacy shedding light on the health care
disparities stemming from systemic racism.46,47 During that
time,medical students and residents vocally urged institutions
to enact reforms aimed at addressing structural racism. 3,4,7

Since then, several states have enacted legislative changes
prohibiting initiatives aimed at fostering equity, diversity,
and inclusion. Despite these challenges, the updated ACGME
requirements to address racial and ethnic health disparities
present an opportunity for programs to prioritize RJCs. Future
research should evaluate how family medicine residency pro-
grams navigate these evolving dynamics and assess the long-
term impact of RJCs on resident learning, faculty development,
and patient care.

CONCLUSIONS
This study underscores the need for targeted strategies to
overcome structural and cultural barriers to implementing
RJCs in family medicine residency programs. By investing in
faculty development, securing dedicated curriculum time, and
fostering a culture of engagement, programs can address the
identified challenges and advance their commitment to health
equity. Continued research and advocacy will be essential to
ensure that RJCs become an integral part of graduate medical
education, even amid shifting political and institutional land-
scapes.
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TABLE 1. Demographics of 2020 CERA Family Medicine Program Director and 2021 CERA Family Medicine Resident Survey Respondents

Total population, n (%) Program director, n (%) Resident, n (%) P v alue*

Included in analysis 578 (100) 312 (54) 266 (46)

Program <.001

University-based 97 (17) 49 (16) 48 (18)

Community-based, university-affiliated 293 (51) 174 (56) 119 (45)

Community-based, nonaffiliated 159 (28) 64 (21) 95 (36)

Military 0 0 4 (2)

Other 9 (2) 5 (2) 0

Unknown/N/A 20 (3) 20 (6) 0

State region .566

New England (NH, MA, ME, VT, RI, or CT) 23 (4) 11 (4) 12 (5)

Middle Atlantic (NY, PA, or NJ) 93 (16) 51 (16) 42 (16)

South Atlantic (PR, FL, GA, SC, NC, VA, DC, WV, DE, or MD) 90 (16) 51 (16) 39 (15)

East South Central (KY, TN, MS, or AL) 34 (6) 17 (5) 17 (6)

East North Central (WI, MI, OH, IN, or IL) 100 (17) 55 (18) 45 (17)

West South Central (OK, AR, LA, or TX) 53 (9) 27 (9) 26 (10)

West North Central (ND, MN, SD, IA, NE, KS, or MO) 53 (9) 28 (9) 25 (9)

Mountain (MT, ID, WY, NV, UT, AZ, CO, or NM) 46 (8) 32 (10) 14 (5)

Pacific (WA, OR, CA, AK, or HI) 83 (14) 40 (13) 43 (16)

Unknown/NA 3 (1) 0 3 (1)

Size of the community .527

Less than 30,000 61 (11) 33 (11) 28 (11)

30,000 to 74,999 102 (18) 53 (17) 49 (18)

75,000 to 149,999 123 (21) 56 (18) 67 (25)

150,000 to 499,999 128 (22) 70 (22) 58 (22)

500,000 to 1 million 68 (12) 38 (12) 30 (11)

More than 1 million 75 (13) 44 (14) 31 (12)

Unknown/N/A 21 (4) 18 (6) 3 (1)

Number of residents in program .288

Less than 19 233 (40) 114 (37) 119 (45)

19–31 247 (43) 135 (43) 112 (42)

More than 31 78 (13) 45 (14) 33 (12)

Unknown/N/A 20 (3) 18 (6) 2 (1)

International medical graduates .509

0%–24% 334 (58) 184 (59) 150 (56)

25%–49% 89 (15) 46 (15) 43 (16)

50%–74% 76 (13) 36 (12) 40 (15)

75%–100% 55 (10) 26 (8) 29 (11)

Unknown/N/A 24 (4) 18 (6) 4 (2)

*P value by χ2 test. Unknown categories and categories with sparse cells with expected values below 5 were excluded during the χ
2
test.

Abbreviation: CERA, Council of Academic Family Medicine Educational Research Alliance

Ho et al. https://doi.org/10.22454/FamMed.2025.951379 477

https://doi.org/10.22454/FamMed.2025.951379


Family Medicine, Volume 57, Issue 7 (2025): 471–482

Table 1, continued

Total population, n (%) Program director, n (%) Resident, n (%) P value*

Gender .005

Female 275 (48) 127 (41) 148 (56)

Male 275 (48) 161 (52) 114 (43)

Unknown/other 28 (5) 24 (8) 4 (2)

Ethnicity .413

Non-Hispanic/Latino 510 (88) 271 (87) 239 (90)

Hispanic/Latino 46 (8) 21 (7) 25 (9)

Unknown 22 (4) 20 (6) 2 (1)

Race <.001

American Indian or Alaska Native 5 (1) 5 (2) 0

Asian 86 (15) 24 (8) 62 (23)

Black or African American 36 (6) 14 (4) 22 (8)

Native Hawaiian or Pacific Islander 2 (<1) 1 (<1) 1 (<1)

White 395 (68) 245 (79) 150 (56)

Unknown/other** 54 (9) 23 (7) 31 (12)

*P value by χ2 test. Unknown categories and categories with sparse cells with expected values below 5 were excluded during
the χ2test.
**Other races intext responses: Arab, Cape Verdean/Irish, East Asian, Egyptian, Indian, LatinAmerican, Latino, Middle
Eastern, Mix, Puerto Rican, Punjabi, Southeast Asian,and Turkish American.
Abbreviation: CERA, Council of Academic Family Medicine Educational Research Alliancd
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FIGURE 1. Sankey Diagram:Most Important and SecondMost Important Barriers to Implementing Racial Justice Curricula Among All Respondents (N=578)
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FIGURE 2. Sankey Diagram: Program Directors’ Most Important and SecondMost Important Barriers to Implementing Racial Justice Curricula (N=312)
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FIGURE 3. Sankey Diagram: Residents’Most Important and SecondMost Important Barriers to Implementing RacialJustice Curricula (N=266)
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