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Abstract

From our initial screening of applications, we assess that the 10% to 15% of applicants whom we will interview are all academically
qualified to complete our residency training program. This initial screening to select applicants to interview includes a personality
assessment provided by the personal statement, Dean’s letter, and letters of recommendation that, taken together, begin our
evaluation of the applicant’s cultural fit for our program. While the numerical scoring ranks applicants preinterview, the final
ranking into best fit categories is determined solely on the interview day at a consensus conference by faculty and residents. We
analyzed data of 819 applicants from 2005 to 2017. Most candidates were US medical graduates (62.5%) with 23.7% international
medical graduates, | 1.7% Doctors of Osteopathic Medicine (DO), and 2.1% Caribbean medical graduates. Given that personality
assessment began with application review, there was excellent correlation between the preinterview composite score and the
final categorical ranking in all 4 categories. For most comparisons, higher scores and categorical rankings were associated with
applicants subsequently working in academia versus private practice. We found no problem in using our 3-step process employing
virtual interviews during the COVID pandemic.
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applicant who became a top of class performer. We needed to
define ourselves and our training program culture, as each
program needs to do. By knowing ourselves, our faculty and
resident trainees could put applicants into categories based on

Introduction

For decades, residency training programs have relied on
numerical rankings to evaluate applicants for academic study
and clinical training.'"'® Certainly, some aspects of emotional
intelligence are considered in examining personal statements,

letters of recommendation ([LoR] including the recommender),
and Dean’s letters; usually, these considerations result in a
tempering of a numerical ranking. During the past 2 to 3
decades, our pathology residency training program has utilized
a process to override numerical ranking. This was likely driven
by experience; that is, selecting a high scoring disruptive appli-
cant and, alternatively, working with a lower scoring empathic
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goodness of fit for our program. Thus, the final ranking would
be a categorical ranking, and the numerical ranking would be
used within each category.

How did we achieve our goal to identify highly qualified
candidates who will fit our culture''"'® (eg, geography, ethos,
practice norms, social mores...) and benefit most from our
unique training program?''"'® We did not know if a particular
metric or characteristic would identify candidates who would
perform optimally in our program.'® Thus, we undertook a
retrospective review of 5 years (2005-2009) to tabulate person-
ality assessments and metrics (metadata) of those selected for
an interview. We then reflected upon our process for residency
candidate selection as generated by our algorithms and metrics
that included academic records, LoRs, the applicant’s narra-
tive, interests, hobbies, publications, volunteer and research
experiences. Ultimately the candidate’s multifocal, multidi-
mensional interviews with us, with the subsequent collabora-
tive discussion, yielded our final impression and ranking. The
composite features of our optimal applicant included sufficient
intelligence, pertinent performance, optimal emotional intelli-
gence, adequate pathology experience with a strong commit-
ment to pathology, yielding the best-fit candidate for our
culture and training program. This evaluation was then used
prospectively. We now report on the outcomes of this recruit-
ment process, up through the applicants evaluated in 2017 who
have now completed their categorical training.

We used established evaluation methods for constructing
our algorithms and metrics. We used personality assessment
inventories (PAI with the Big-Five Factor'” as core). We
particularly prioritized aspects of Highly Reliable Teamwork
and their successful personality traits of “agreeableness and
conscientiousness” with primarily additive features of detect-
able honesty, humility, and humor (the HEXACO addition to
OCEAN—the Big-Five—[openness, conscientiousness, extra-
version, agreeableness, and neuroticism]). HEXACO?' is a
6-dimensional model of human personality that was created
by Ashton and Lee and explained in their book, The
H Factor of Personality; the 6 factors include Honesty-
Humility (H), Emotionality (E), Extraversion (X), Agreeable-
ness (A), Conscientiousness (C), and Openness to Experience
(O) with each factor indicating high and low levels. Further, in
our group discussions, we sought the “right-fit” to our program:
the right personality, including resilience (Duckworth’s Resi-
lience and “GRIT”**>%), and potential for success in a busy
city, and culturally complex, economically underserved aca-
demic hospital environment. In essence, we sought individuals
who would successfully assimilate the ethos of Montefiore
(eg, sense of “social justice”).”

Worrisome indicators of potential future suboptimal perfor-
mance included evidence of deficient communication skills.
Some doctors have suboptimal communication skills and fail
to communicate adequately or appropriately with peers, men-
tors, patients, and families. The Australian New South Wales
Health Care Complaints Commission (who follow these mat-
ters closely) noted the number of doctors’ complaints has been
increasing annually, medical practitioners more than dental,

nurses, midwives, pharmacists, psychologists, and other health
practitioners.'*!” A significant percentage attract complaints
and reported cases to the UK General Medical Council (GMC)
had the highest ever number of complaints against doctors.
This is a significant area of concern—and the ability to com-
municate with patients and peers is critical for success, under
the rubric of “Can you talk to me?”?%%’

Medical training can give a doctor the basic knowledge
required and foster their skills, including updating that knowl-
edge to ensure continued academic competence. It can also
teach or nurture some of the other skills and attitudes in the
competency list. However, it is unrealistic to expect that med-
ical education can do it all, mainly if the student is attitudinally
unsuited or otherwise ill-equipped in their psychological
makeup to meet the profession’s expectations and the commu-
nity outlined above. Acceptance of this line of thought must
lead us to acknowledge that we should take particular care in
selecting medical practitioners, basing our choice on a range of
criteria that reflect the excellent generic doctor’s picture.
Dr Powis describes techniques and methods used to measure
some nonacademic and noncognitive qualities and provides
empirical data on their reliability, construct validity, and, most
importantly, their predictive validity that supports their adop-
tion, suitable health professionals.'®

Ultimately, the PAI advocates for a checklist®® and dash-
board of the most highlighted aspects of character and traits
that one would like to include within a training program can-
didate and those that may be disruptive individually and likely
to the group at large.

The attributes of the “better doctor” professional that can
work within the present socially complex health care system
include?’: academic ability and cognitive skills; ability to com-
municate appropriately; good interpersonal skills; and demon-
strated teamwork and empathy. Attributes that could detract
from more optimal performance include: psychological vulner-
ability (inability to handle stress appropriately, low resilience);
high levels of neuroticism; low levels of conscientiousness;
extreme detachment or extreme emotional involvement; and
high levels of impulsiveness and permissiveness. The PAI
seeks to concretize and communalize these concepts by creat-
ing a common touchstone that evaluators could visibly see and
discuss, to yield our final categorical ranking of the applicants
who are likely to do best and gain most from our training
program.

Materials and Methods

We used the following 3 types of metrics in the review process:
numerical scores, a semi-quantitative score assigned to text
documents (eg, LoR), and a rank priority rating based on inter-
actions during the interview day (Figure 1). Our process has
evolved during the past 2 decades primarily in how we weight
non numerical data; the specific measures used today are
presented below.
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Pre
Interview

Program leadership reviews all documents assigning scores
that reflect academic performance and program / cultural fit.

Review

Approximately 10-15% of applicants are selected for an interview. Applicants
are interviewed by faculty and residents one on one and by residents on group
tours. A summation conference on the interview day including faculty and
residents provides a consensus opinion to rank applicants in four categories
designated by color. In addition, a numerical score is given for the interview. /

Final Rank Designation is determined first by the color category assigned at the
interview summation conference (Blue>Green>Yellow>Red). Within each category
the final composite score determines the rank order. Typically, only applicants in
Blue and Green categories are put forward in the match list.

N

J

Figure 1. Three step application review. Applications are screened by the program director and associate directors. Approximately 10% to 15%
of applicants are invited for interviews based on academic performance and potential programmatic fit. Programmatic fit is assessed during the
interview. A consensus conference is held immediately after interviews to rank order applicants.

Initial Screen by Program Director

We have generally received 400 to 600 applications per year
over the past 3 decades. The program director screens these
applications with input from faculty and selects 60 to 70 can-
didates to interview for 5 positions. Elements in the ERAS
application including Medical Student Performance Evaluation
(MSPE),*® LoR, Personal Statement, and Medical School (MS)
transcript are given 1 to 5 points and multiplied by a weighting
factor provided by ERAS. USMLE*'" scores are divided by
100. A Preliminary Composite Score is derived from the sum of
the 5 previous elements; a hypothetical preinterview ranking
sheet is shown in Figure 2.

Criteria used for exclusion from consideration include the
following:

e Partial completion of residency training in another
specialty, looking to transfer into pathology

e Dismissed from pathology residency training program

elsewhere

>10 years from clinical exposure

MSPE or LoR with flags for professionalism

No pathology LoRs

No pathology clinical experience or observerships

Unexplained leave of absence or gaps in curriculum

vitae

e Inarticulate writing in the personal statement.

Additional points for outstanding performance. An additional score
of up to 1 point could be added for exceptional achievements in

the early days of developing our ranking algorithm, for exam-
ple, Alpha Omega Alpha,**>® extensive research,'?-3%3%-40
PhD, selective postdoctoral positions, exceptional meritor-
ious publications or patents, Peace Corps, veterans, or gov-
ernment service. The additional point was added to the final
ranking.

Social media profile*'**. A review of propriety content is now
unavoidable. We begin with a general Google search, an exam-
ination of images from Google search, a Twitter review, and a
Facebook review, if applicable.

Interview preparation- ***’. Because we rank order the candi-
dates into discrete categories, we in-service the Faculty,
House staff, and Associates for interviewing goals, methods,
and management to obtain consistency and optimal results.
We meet to review the interview process enabling us to dis-
cover more about each candidate, to assess the candidate’s
ability to communicate interests, and to learn and deliver the
following:

e Candidate’s passion for pathology, intellectual, and
social qualities

e Positive impression of us and the ethos of Montefiore
and Einstein

e Combination of self-motivation and successful
teamwork

e Our training culture: A kind (empathy
visionary residency

1948-5% ‘nurturing,
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Pre-
Interview
Applicant Composite Document LoR MSPE USMLE
1 22.56 4.9 5.0 7.5 5.2
2 22.08 4.9 5.0 7.5 4.7
3 21.47 4.6 4.8 7.5 4.6
4 20.69 4.4 4.5 6.8 51
5 20.65 4.6 4.8 6.8 4.5
6 20.52 4.5 4.5 6.8 4.7
7 20.36 4.4 4.8 6.0 5.1
8 19.82 4.0 3.9 6.8 9.2
9 19.73 4.4 4.5 6.0 4.8
10 19.67 4.2 4.4 6.0 1 §
11 19.54 4.3 4.8 5.3 5.2
12 19.49 4.0 3.8 6.8 4.9
13 19.06 4.0 3.7 6.8 4.7
14 18.97 4.2 4.4 6.0 4.4
15 18.95 3.9 4.0 6.0 5.0
16 18.93 4.2 4.6 5.3 4.9
17 18.87 4.1 4.1 6.0 4.7
18 18.78 4.1 4.1 6.0 4.5
19 18.73 3.8 3.8 6.0 5.2
20 18.73 4.0 4.4 5.3 5.1
21 18.26 3.9 4.2 5.3 4.9
22 18.21 3.8 4.0 5.3 5.1
23 17.96 4.0 4.5 4.5 5.0
24 17.74 3.8 4.0 5.3 4.7
25 17.50 4.0 4.5 4.5 4.5
26 17.40 3.3 3.7 5.3 5.1,
27 17.02 3.6 3.8 53 4.3
28 17.02 3.9 4.4 4.5 4.2
29 16.67 3.5 3.5 5.3 4.4
30 16.47 3.5 3.8 4.5 4.6
31 16.22 3.5 3.8 4.5 4.3
32 16.12 3.7 4.3 3.8 4.4
33 15.44 8.3 4.0 3.8 4.2
34 14.76 3.1 3.5 3.8 4.4
35 14.51 3.3 4.0 3.0 4.2

Figure 2. Representative preinterview rank order of applicants.
Academic performance and academic/life experience as determined
by information in the ERAS application yield a preinterview composite
score that determines which applicants will be invited for interviews.

e Our goal to grow and develop the pathologist for the
21st century

e Forward-looking view for defining the competencies/
milestones/outcomes

We outline and underscore our guidelines>™’ for significant
interview events. These guidelines (barring the handshakes and
refreshments) are applicable in the virtual interview environment.
We utilized a guideline and checklist of what to do—and what not
to do. Ultimately, we would underscore the programs and hospi-
tal’s collegiality, residency quality-of-life, teaching, research,
national organizational membership, citizenship and leadership,
teamwork > ®® and communal involvement and activities, and
success in fellowships and beyond.

Interview process. The interview process includes face-to-face
interactions in multiple settings including, individual (Dyadic
Mini Interviews; 3 per applicant), panels, and groups in multi-
ple social settings. The 3 face-to-face interviews are scored 0 to
3 for each interview with the average multiplied by 2 and added
to the preinterview composite score to yield a final composite
score. The personal interactions of the formal interviews and
informal interactions with current residents (on tours, at lunch)
enable us to identify a candidate’s weaknesses, and to address
factual record concerns, for example, great interviews versus
poor USMLE’s. At the end of each interview day, all faculty
and residents who participated in the interview process confer
and assess each applicant with respect to their ability to adapt to
our culture and take advantage of our program. Ultimately, this
results in a categorical rank of applicants, usually focused pri-
marily on emotional interactions and subjective assessment of
how the candidate will fit in our program. Color coding
includes 4 categories as follows from best to worst: Blue
(4) > Green (3) > Yellow (2) > Red (1). Each candidate is
presented by the 3 interviewers and the group (approximately
20 reviewers) assigns a color rank to the candidate. The most
crucial decision at the summation conference is to delete can-
didates who do not fit in our program (Red).

In the program, we further understand that we attract and
recruit young trainee candidates who will enter a particular
culture. We’d like to know that they value equality, that they
can deal with uncertainty and not avoid it but when presented,
are not too overwhelmed by the complexities of the uncertain
and unknown will pause, ask for help, reflect, be comfortable in
the inevitable hierarchies of medicine. It is best if the candidate
exhibits some sense of agency, executive function, planning,
and organization; can demonstrate significant restraint, and is
resourceful and has reliable resilience. These attributes will
give them the best chance of success in survival within the
excessive stresses that hammer them during residency training.
These interactions we observe and try to verbalize and
semi-quantify can only become more and more complex. Still,
to avoid an over-obsessive or a sophistication that could impair
our committee’s reproducibility to decide to the point of non-
utility, we try to adhere to our basics and algorithms. This is
nicely presented in the “PPIK” theory of process, personality,
interests, and knowledge that inform us, pique our selection
process, hone our skills for common ground to choose the
better candidate (hopefully!).

Some Questions that help us unravel a working-PAI:

Any arts you enjoy? Examples?

Memorable volunteer experience? Example?
Extracurricular activity? Example?
Memorable medical case example?
Memorable pathology (clinical) case example?
Group/team activity example?

Why Montefiore?

How do you unwind?

Any measures of stress?
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Telemedicine, telehealth, telepathology—interviews from afaré"“.

Given the present COVID-19 pandemic and a sea-change in
how we practice medicine, the ubiquitous presence of technol-
ogy in our candidates’ lives and our own, as well as in our
clinical work through the increasing use of technologically
mediated psychologically and medically informed health care
and screening interviews, we needed to develop a heightened
awareness of both the gains and the losses provided using
available technologies. We in-serviced both our faculty and
residents to optimize their Telemedicine ability for both care
and the interview process in a human resources strategy and
mode. We also are attentive to how heavy use of the internet,
social media, texting, and so on may be affecting our candi-
dates, concerning cognition, development, memory, attention
span, future vulnerability, character tendencies, reality-testing,
capacity for identity formation, and other consequences. We
also reviewed the ethical and legal aspects of providing tech-
nologically mediated screening, interviews, and evaluations.

Final rank order. The last rank order is set initially by the color
category. All candidates in the blue category are ranked
higher than candidates in the green category regardless of
the composite score as shown in a representative final rank-
ing sheet (Figure 3). Candidates within a color category are
ranked by the final combined score, which includes the PAI
from interview day. Finally, the bottom of the rank list is
trimmed by answering the following question—would we
want this candidate rather than selecting® a candidate from
the Supplemental Offer and Acceptance Program (SOAP)
lists? All candidates in the red category are deleted, and most
in the yellow category are deleted. Because the initial screen-
ing successfully selects candidates with acceptable academic
achievement who are likely to fit in our program, we always
have sufficient candidates in the blue and green categories to
produce a match list with about 10 times the applicants
required to fill our 5 slots.

Statistics. Differences in gender and medical school training
among 4 color groups and between faculty position and
private practice were compared using y> tests or Fisher
exact tests. Differences in composite scores, interview
scores, recommendation letter scores, Dean’s letter scores,
and USMLE#1 scores among 4 color groups were com-
pared using Kruskal-Wallis tests, and between faculty
position and private practice were compared using
Wilcoxon rank-sum tests. The Bonferroni correction was
used to adjust P values for post hoc pairwise comparisons
between color groups. Spearman correlation coefficients
were used to assess the correlation of interview scores
with preinterview composite scores, Dean’s letter scores,
recommendation letter scores, and USMLE #1 scores. All
statistical analyses were performed using SAS version 9.4
(SAS Institute Inc.). Values of P .05 or less were consid-
ered statistically significant.

Results

The outcome data presented below shows that essentially all
candidates interviewed and accepted into our program have had
successful outcomes of both their residency training and
ensuant careers.

Screening and Ranking

Our preinterview screen selected for academic performance
and cultural fit for our program; thus, there was an intentional
screening bias up front. The interview process enabled us either
to confirm our initial bias or adjust our ranking based on per-
sonal interactions that probed for programmatic fit. In review-
ing the hypothetical data in Figure 3, we present 2 possible
scenarios for applicant 35 and applicant 4.

Applicant 35 has the lowest final composite score in the
Blue category. This is likely a foreign applicant with a challen-
ging life story where the applicant demonstrated empathy and
strong teamwork. The applicant likely had a strong advocate
from at least one interview who strongly recommended the
Blue category convincing the review group. Since interview
scores are given individually and averaged, the color category
does not always reflect the average interview score.

Applicant 4 has one of the highest scores in the Green cate-
gory. This scenario is typically a male with a perceived some-
what aggressive personality. Perhaps a reason for academic
success but in an interview if perceived as too aggressive,
residents will be concerned about teamwork and attendings are
concerned about resistance to training. There was likely mixed
opinion which is why the applicant remained acceptable and in
the Green category. If there was universal concern, the candi-
date would have been placed in the Red category and not
considered further.

We present these 2 examples to demonstrate how dependent
our final selection is on the values that we consider highly and
the personal interactions during the interview process. We
believe that all of the candidates whom we interview are aca-
demically acceptable and will be successful in their careers.
We focus our selection on the candidates who will fit our
culture and training program.

Applicant Data

We analyzed data of 819 applicants from 2005 to 2017. Most
candidates were US medical graduates (USG, 62.5%) with
23.7% international medical graduates (IMG), 11.7% DO, and
2.1% Caribbean medical graduates (CRB). When we compared
our final ranking using the color categories (Table 1), there was
predominantly gender equality in all color categories except for
Red, where there were near twice as many males; the red cate-
gory accounted for only 10% of the total candidate pool
(P = .087). Considering undergraduate medical training, we
have higher percentages of Blue in USG and IMG, whereas a
proportionately higher percentage of DOs were in the RED and
Yellow category (P = .001). This may have resulted from
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Pre-
Final interview
Applicant Composite Interview Composite Document LoR MSPE USMLE
1 28.19 5.6 22.56 4.9 50 7.5 5.2
2 27.66 5.6 22.08 4.9 50 7.5 4.7
3 26.22 4.8 21.47 4.6 48 75 4.6
6 25.67 5.2 20.52 4.5 45 6.8 4.7
7 25.37 5.0 20.36 4.4 48 6.0 5.1
5 25.33 4.7 20.65 4.6 48 68 4,5
12 24.72 5.2 19.49 4.0 3.8 68 4.9
8 24.35 4.5 19.82 4.0 39 68 5.2
11 24,10 4.6 19.54 43 48 53 5.2
14 23.74 4.8 18.97 4.2 44 6.0 4.4
17 23.69 4.8 18.87 41 41 6.0 4,7
19 23.21 4.5 18.73 3.8 3.8 6.0 5.2
20 22.83 4.1 18.73 4.0 44 53 5.1
28 21.82 4.8 17.02 3.9 4.4 45 4.2
26 20.67 3.3 17.40 3.3 3.7 53 5.1
30 20.35 3.9 16.47 3.5 3.8 45 4.6
35 18.01 3.5 14.51 3.3 40 3.0 4.2
9 24.59 4.9 19.73 4.4 45 6.0 4.8
13 24.30 5.2 19.06 4.0 3.7 68 4.7
4 24.23 3.5 20.69 4.4 45 6.8 5.1
10 23.87 4.2 19.67 4.2 44 6.0 5.1
18 23.09 4.3 18.78 41 41 6.0 4,5
15 22.93 4,0 18.95 3.9 40 6.0 5.0
16 22.18 3.3 18.93 4.2 46 5.3 4.9
21 22.03 3.8 18.26 3.9 42 53 4.9
23 21.90 3.9 17.96 4.0 45 4.5 5.0
22 21.68 3.5 18.21 3.8 40 5.3 5.1
25 21.66 4.2 17.50 4.0 45 4.5 4.5
24 20.83 3.1 17.74 3.8 40 5.3 4,7
31 20.40 4.2 16.22 3.5 3.8 45 4.3
29 19.75 3.1 16.67 3.5 3.5 53 4.4
33 18.80 3.4 15.44 3.5 40 3.8 4.2
32 18.74 2.6 16.12 3.7 43 3.8 4.4
27 20.28 3.3 17.02 3.6 3.8 53 4.3
3¢ NN 16 14.76 3.1 3.5 3.8 4.4

Figure 3. Representative final rank order of applicants. Goodness of fit defines the color category of each applicant and academic scoring
defines the rank order within each color category. The final rank order usually only containing the blue and green categories becomes the match
list yielding approximately a 10:| ratio of applicants to positions available. To demonstrate the impact of the interview within each color
category, the preinterview ranking is given in the applicant column. Blue represents our highest priority applicants with Green as the next
priority level. Yellow applicants are seldom included in the match and Red applicants are excluded from the match list.

earlier years when DO’s lack of “Match” NRMP obligation
enabled the better or best candidates to drop out of the
NRMP/Match—presently not allowed. Ultimately, we sought
the best bona fide candidates to attract and recruit from any
UN/WHO-approved medical school.

It is important to note that the color category is deter-
mined solely by the group discussion after the interviews.
All parameters are considered, but the interview goodness of

fit in our program determines the color. The composite
(numerical) score determines the rank within a color cate-
gory (Figure 3).

Candidate gender—males and females. There was an essential
parity of males and females chosen—over a historical era that
ranged from more male candidates in the past to the present
decade, where more female candidates predominate (Table 1).
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Table |. Gender, Medical School Training, Composite Scores, Interview Scores, Recommendation Letter Scores, Dean’s Letter Scores,
USMLE#| Scores, and Faculty Position by Four Color Groups.

Blue Green Yellow Red

N = 165 N = 468 N = 104 N =82 P-value
Gender, n (%) .087
Female 87 (52.7%) 238 (51.0%) 51 (49.0%) 30 (36.6%)
Male 78 (47.3%) 229 (49.0%) 53 (51.0%) 52 (63.4%)
Medical school training, n (%) .001
CRB 2 (1.2%) 13 (2.8%) 1 (1.0%) 1 (1.2%)
DO 6 (3.6%) 53 (11.4%) 24 (23.1%) 13 (15.9%)
IMG 46 (27.9%) 108 (23.1%) 21 (20.2%) 18 (21.9%)
UsG 111 (67.3%) 293 (62.7%) 58 (55.8%) 50 (61.0%)
Final composite score, median (IQR) 19.9 (16.4,24.6) 206 (16.7, 22.9) 17.7 (16.2, 19.6) 153 (7.9, 18.5) <.00I
Preinterview composite score*, median (IQR) 17.1 (13.3, 20.5) 15.1 (12.9, 18.9) 12.7 (9.5, 15.2) 11.0 (7.3, 13.2) <.001
Interview score, 3.8 (3.1, 4.6) 3.6 (34,43) 34 (3.2,3.8) 3.1 (0.6, 3.6) <.001
median (IQR)
Recommendation letter score, median (IQR) 3.8 (3.0, 4.5) 3.6 (3.0, 4.5) 3.2 (3.0, 4.0 3.2 (25,43) < .00l
Dean’s letter score, median (IQR) 3.7 (34, 4.3) 3533, 4.1) 3.4 (3.0, 4.0) 3.3(28,3.8) <.001
USMLE #| score, median (IQR) 236 (222, 247) 220 (204, 236) 214 (196, 229) 212.5 (199, 230) <.00l
Faculty position 32 (59.3%) 109 (59.9%) 13 (37.1%) 12 (54.5%) .094
Private practice 22 (40.7%) 73 (40.1%) 22 (62.9%) 10 (45.5%)

Abbreviations: CRB, Caribbean schools; DO, osteopathic schools; IMG, international graduates; IQR, interquartile range; USG, US graduates.

*Preinterview composite score = final composite score — interview score.

Table 2. Correlation of Interview Scores With Preinterview Composite Scores, Dean’s Letter Scores, Recommendation Letter Scores, and

USMLE #I Score in All and by 4 Color Groups.*

Preinterview composite score

Dean’s letter score

Recommendation letter score USMLE #1 score

Interview score r=0.58
(for all 4 color groups) P <.001
Interview score r=0.68
(for Blue only) P <.001
Interview score r=04I
(for Green only) P < .00l
Interview score (for r=0.17
Yellow only) P=.234
Interview score r=20.77
(for Red only) P < .001

r=0.36 r=10.56 r=0.07
P < .00l P < .00l P=.120
r=20.29 r=0.57 r=—0.03
P=.024 P < .00l P=.782
r=0.37 r=0.59 r=—0.06
P < .00l P < .00l P=.30
r=0.45 r=20.15 r=0.27
P=.022 P =378 P =.092
r=0.39 r=0.44 r=0.03
P=.018 P =.002 P=.834

*r: Spearman correlation coefficient.

Composites (metric algorithm). The final composite score
includes numerical ratings for academic performance, step
exams, Dean’s letter, LoR, and a weighted score for on-site
interviews (Figure 3, Table 1). The median (interquartile range
[IQR]) final composite scores were 19.9 (16.4, 24.6) in Blue,
20.6 (16.7, 22.9) in Green, 17.7 (16.2, 19.6) in Yellow, and
15.3 (7.9, 18.5) in Red (P < .001). The preinterview composite
scores obtained from all numerical ratings except on-site inter-
views mostly mirrored the color categories with a median
(IQR) of 17.1 (13.3, 20.5) in Blue, 15.1 (12.9, 18.9) for Green,
12.7 (9.5, 15.2) in Yellow, and 11.0 (7.3, 13.2) for Red
(P < .001). This tandem parallel reality reinforced the prob-
ability of a functional process and diminished the extreme
bias of decisions. That said, a numerically strong candidate
was occasionally downgraded on the color rating for subopti-
mal interviews, and a numerically average candidate was

periodically upgraded for strong interpersonal skills and
cultural fit.

Interview score, including the numerous face-to-face encounters.
Median quantitative interview score again mirrored the color
category with ample separation between Blue (3.8 [3.1, 4.6])
and Red (3.1 [0.6, 3.6]), but much closer assessments in Green
and Yellow of 3.6 (3.4, 4.3) versus 3.4 (3.2, 3.8)—indicating a
more difficult decision to make (Table 2).

Recommendation letters. Scores were significantly different
among 4 color groups (P <.001) though Yellow and Red were
mainly the same number 3.2 (3.0, 4.0) and 3.2 (2.5, 4.3;
P = .999). Recommendation scores were quite close in Blue
(3.8 3.0, 4.5]) and Green (3.6 [3.0, 4.5]; P = .999). We viewed
many recommenders as simply advocates for the applicants.
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Table 3. Gender, Medical School Training, Composite Scores, Interview Scores, Recommendation Letter Scores, Dean’s Letter Scores, and

USMLE# | Scores by Academia Faculty Position and Private Practice.

Faculty position, N = 166 Private practice, N = 127 P value

Gender, n (%) 416

Female 89 (53.6%) 62 (48.8%)

Male 77 (46.4%) 65 (51.2%)
Medical school training, n (%) 413

CRB 2 (1.2%) 3 (2.4%)

DO 15 (9.0%) 18 (14.2%)

IMG 32 (19.3%) 20 (15.7%)

UsG 117 (70.5%) 86 (67.7%)
Final composite score, median (IQR) 21.7 (17.5, 23.8) 19.9 (17.3, 22.9) .168
Preinterview composite score,* median (IQR) 17.5 (13.2, 19.6) 15.5 (11.1, 18.8) .027
Dean’s letter score, median (IQR) 4.4 (4.2, 4.6) 42 (4.1, 4.5) 018
Interview score, median (IQR) 3.8 (3.5, 4.3) 3.6 (3.3,4.0) .005
Recommendation letter score, median (IQR) 4.5 (4.4, 4.6) 4.5 (44, 4.6) 293
USMLE #| score, median (IQR) 219.5 (203, 235.5) 212.5 (198, 234) .039

Abbreviations: CRB, Caribbean schools; DO, osteopathic schools; IMG, international graduates; IQR, interquartile range; USG, US graduates.

*Preinterview composite score = final composite score — interview score.

Deans’ Letters had been more evaluative in the past—but our
opinion on this matter has changed over the last decade.

USMLE# 1. Blue had the highest median score of 236 (222, 247),
followed by Green 220 (204, 236), Yellow 214 (196, 229), and
Red 212.5 (199, 230; P <.001). Red and Yellow median scores
were equivalent (P = .999).

Correlation of interview scores with preinterview composite scores
(including deans’ scores, recommendation scores, and USMLE# ).
For all 4 groups, the interview score was moderately to strongly
correlated with the preinterview composite score (r = 0.58,
P < .001) and the recommendation letter score (» = 0.56,
P <.001), and weakly to moderately correlated with Dean’s
letter score (r = 0.36, P < .001) whereas the interview score
was not significantly correlated with USMLE#1 score
(r = 0.07, P = .120; Table 2). Among the Blue category, the
interview score remained moderately to strongly correlated
with the preinterview composite score (» = 0.68, P <.001) and
recommendation letter score (» = 0.57, P < .001). Among the
Greens, the interview score was moderate to strongly correlated
with the recommendation letter score (r = 0.59, P <.001). The
interview score was strongly correlated with the preinterview
composite score (» = 0.77, P < .001) for the Red category,
possibly implying the strength of dislike versus like (and sup-
ports most decision sciences theory that we may like some-
thing, but we are surer of what we do not care for).
Unfortunately, the strength of the indicators for the Yellow’s
appeared somewhat weak with the possibility that the Dean’s
letter score would be the most helpful (» = 0.45).

Careers in academia faculty positions versus private practice. At the
time of this report, for those graduates who had completed their
fellowship training and were in practice, almost 60% of Blue
and Green candidates were discovered in academic faculty
practices (Table 1). This was only 5% greater than the Red

category. The highest percentage of private practitioners
occurred in the Yellow category. Higher preinterview compo-
site scores (P = .027), Dean’s letters (P = .018), interview
scores (P = .005), and USMLE#1 score (P = .039) were asso-
ciated with the graduate being in an academic faculty position
(Table 3).

Candidate questionnaires’ responses of interview day experience.
Though not quantified, our anonymous, a brief questionnaire
has generated very positive response (~4.5 positive on a scale
of 5.0), with few comments of not being able to engage long
enough or at all with select faculty (data not shown). For those
applicants seeking more information. We would attempt to
arrange a call or rarely, a second visit (usually for an applicant
interested in working in a particular research laboratory).

Overview of our ranked candidates’ outcome. The top of our lists
were predominantly outstanding candidates who achieved
impressive residencies and are now in positions typically at
leading academic and medical research centers as faculty.
A smaller group entered private practice in large multistate
practice corporations, for example, dermatopathology. Surpris-
ingly, the less “right-fit” selective to us, the bottom of our lists
also did reasonably well and better than we would have
expected. A higher percentage of candidates in the Yellow and
Red groups went into smaller community private practice, and
surprisingly some of them are harder to find on the internet.
To seem to disappear is most unusual, but this seems to be
occurring with a small cohort, particularly from the bottom
of the list.

Adapting to COVID | 9—Virtual Interviews®’

As a result of restrictions on travel and physical distancing, we
needed to implement virtual tours and interviews for resident
candidates.®> Our process shown in Figure 1 remained
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unchanged. We screened 711 applications and invited 60 can-
didates to interview, splitting them among 4 half-day interview
sessions. In preparing for the virtual environment, we reviewed
materials from the AAMC, ACGME, and various specialties
(many surgical specialties had already been using this technol-
ogy to some degree in their recruitment strategies) to determine
best practices. Faculty, residents, and coordinators all under-
went a thorough in-service on these best practices and potential
pitfalls in the virtual environment. We also included practice
sessions to facilitate comfort with the technology. The sche-
dules were meticulously planned and practiced, minimizing the
stress on both the interviewers and the candidates. Interviewing
with virtual technology introduces additional opportunities for
potential influence by unconscious bias. We added to our typ-
ical training on unconscious bias, emphasis on the need to
recognize that candidates may have variable access to technol-
ogy, access to a pleasant interview environment, and even
comfortability with the virtual environment.®® Interviewers
were explicitly instructed not to allow these factors, largely out
of the control of the interviewee, to negatively impact their
evaluation of the candidate.®> On the interview day, each can-
didate was interviewed by 2 faculty members and 1 resident.
They also had small breakout groups with only residents pres-
ent where they could have questions answered without any
faculty present. The interviews took place in the morning of
the interview day. We followed our same protocol for
same-day preliminary discussion and ranking of candidates,
albeit now in a virtual Zoom room.

A key component of attracting candidates of “good fit
was our ability to give the candidates a sense of what it would
be like to train as a resident in the Bronx as part of our Mon-
tefiore team. Within the virtual setting, providing a virtual tour
was pivotal. We worked closely with the hospital’s public rela-
tions department, developing a Montefiore general and
Pathology-specific tour and overview of our program. The
public relations team photographed all our laboratories and key
educational staff. Our residents provided quotes and vignettes
and recorded videos expressing what they felt makes Monte-
fiore a special place to train. We invited all candidates, regard-
less of expressed affinity group, to attend the institution-wide
House Staff Diversity Event. Over one-third of our interviewed
candidates attended this event. Finally, our chief residents
organized an informal, optional Zoom Q&A chat with only the
residents and candidates. We do not typically offer a “second
look” visit, but this year it felt necessary to offer candidates
more opportunities to engage with our residents given the more
impersonal, virtual setting that was required due to the
pandemic.

In the end, we did not substantially change the number of
ranked candidates over previous years. This year’s outcome
resembled previous years, with 5 slots comfortably filled.

922,65

Discussion

How do we find the best method to determine future perfor-
mance of an applicant in an individual program? It is common

to rely on numerical scores including test scores, grades, and
the soft scores that we assign to letters of evaluation and dean’s
letters. If we allow these numbers to be our final ranking even
with weighting, have we really evaluated applicants on the
characteristics that we value most? For Montefiore/Einstein,
our program focuses on training individuals to practice pathol-
ogy as an integral physician member of a health care team. This
requires empathy, teamwork, and communication skills. Our
struggle over the past few decades was to find a way to use both
the numerical score and a personality score to rank academi-
cally qualified applicants with the best personality fit for our
residency training.

Our initial screening process yielded a small fraction of the
academically qualified candidates whom we considered had
the potential for a good cultural fit. The interpersonal interac-
tions observed during the interview day constituted an essential
factor for determining ranking on our match list (color cate-
gory) and, of most importance, if the candidate was to be
eliminated from the match list.

With this level of importance placed on the interview, we
prioritize “the culture” at Montefiore/Einstein, in support of the
institutional mission to care for the underserved.>*®%" Inter-
viewers needed to identify candidates with clear evidence of
empathy,'>**7? humility, humor, cultural skills, a definitive
sense of teamwork—and of necessity, scholarship. We also
were attentive to equality in our evaluation of the total appli-
cant pool. We kept these principles visible before, during, and
after the encounters of an interview.”>”’® This process made
sure that we all had the common ground of what we sought
in our ranked candidates, and undoubtedly, what we wanted to
avoid.”*®¢

More detailed comment is in order regarding the dean’s letter.
There is forever difficulty and confusion in the various formats of
the MSPE as it evolved over the last 2 decades.>**”-*2 The MSPE
was originally an evaluative assessment that highlighted the
young doctor’s strengths and weaknesses in training and allowed
programs to visualize how that young trainee would fit into their
programs’ culture and context. The literature strongly supports a
realistic view of what the Dean’s letter has become. In 2010, the
Journal of Academic Medicine noted that the “good” description
related to the bottom 50% of the class. In another subspecialty, a
paper on the utility of the MSPE in Anesthesiology felt that the
MSPE at that time remained a weak contributor in helping to
determine and assess the quality of a resident.”® In a 2014 paper
from the Journal of the American College of Radiology, a graph
showed that the term “excellence” appeared anywhere from
the class ranking of the bottom 20% to upward of 90%, with
apparently the 60th percentile being the determiner of
“excellence”.”*

In 2017, a group of surgeons in Philadelphia also looked
at the revised MSPE at over 100 institutions; they noted that
some 30+ percent of schools do not report summative com-
parative performance data. This lack of standardization among
the institutions remains an ongoing issue. Indeed, even the
highest assessment of honors, and a serious example of
grade-inflation, appear worrisome, with some 40+ percent of

30,35
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the medical students receiving honors. The MSPE has evolved
with routine severe omissions from the Deans’ offices for the
6 ACGME competencies to be assessed.

Some have found” difficulty with the MSPE, the Dean’s
letter, and the evaluative process; there is a marked difference
between men’s and women’s medical students’ assessment.
Moreover, that they differed significantly depending on both
the gender of the student and the authors’ gender. This insight-
ful analysis was carried out by Dr Carol Isaac’ and her Team
at the University of Wisconsin. In addition, there is emerging
literature confirming the presence of racial bias in conferring
Alpha Omega Alpha Honor Medical Society (AOA) honors,
further muddying the waters in the assessment of medical stu-
dent performance.®>'°!

To improve this process, a group headed by Dean Linda
Hedrick'®® demonstrated that review and rereview and contin-
uous review of prior years’ Dean’s letter was an ongoing pro-
cess that was carried out by all the Dean’s letter writers
together and continuously. This process, which was structured
along with the Institute for Healthcare Improvement (IHI)
requirement of improvement of health care, achieves better
success and uniformity and equivalence among student assess-
ment and the repetition of this assessment every year.

We have an ongoing evolution related to the MSPE, the Dean’s
letter, how we describe, assess, evaluate, and recommend our
medical students. How this information can be made more uni-
form and meaningful is a challenge. We are indeed entering a new
era of the Flexnerian revolution. We hope that we can achieve a
modicum of success for the deans’ committees’ evaluations
but, more importantly improve our evaluation process with pro-
fessionals in psychology and education for our graduating and
trainee physician,30.73:87:90-92.94.95.102-106

Conclusion

We came to this present interview format based on faculty and
associated desire to concentrate the more regular,
long-drawn-out interview season into an efficient, compressed
process. We also wanted to maximize involvement of our
faculty and residents in the evaluation process, where the most
“eyes” could interact with candidates.®”'°’Our postinterview
summation promoted collaborative interactions with broad
exchange of opinions, impressions, and ideas. Factual informa-
tion about a candidate revealed through the interview process
could be discussed in the broadest forum possible, with the
attending faculty who would ultimately work with the candi-
date if accepted into the program.

We believe that our evaluation process has worked superbly
for our program goals and mission. The strategy is highly
rewarding to our faculty and, upon arrival in the program, to
our trainees. This evaluation process establishes the foundation
of community and promotes the ethos that we all carry together
and with each other and underscoring of our communal
social-capital. We also consider that this report constitutes
opportunity to examine the anthropological process of evaluat-
ing, training, and graduating individuals who will carry this

concept of “Bronx-Care” forward as they proceed in their
careers.

Pragmatically, we believe the process, methodically pre-
sented in this article, has defined the “best-fit” candidate to
work with us and succeed in a bustling medical center with
highly challenging health care issues and the extraordinary
diversity that comprises the citizens, patients, and neighbors
we at Montefiore and Einstein care for, including city schools,
social centers, nursing homes, and all aspects of acute and
chronic care. The Montefiore enterprise has won the famous
Foreman Award for community and population health care,
named after a recent CEO and President of Montefiore,
Dr. Spencer (“Spike”) Foreman, who outlined his vision of
future health care in 1995 in Academic Medicine, that still
defines many of the challenges we face a generation later.

Our “PAI”" 71198199 45 the core guidance, our pragmatic and
aspirational “compass” of how we choose the next generation
of medical practitioners. We are all engaged in this better phy-
sician adventure. This paper outlines what we are doing—as
flawed as it is—to select and create a better practitioner, a
better trainee and colleague who will practice competently and
with joy, avoid and diminish burnout''®''” and medical
error.”®!"¥125 We need ongoing refinement, comments and
improvement to improve and be better doctors.
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