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Abstract

Purpose

Innovative tools are needed to help shift residency selection toward a more holistic process that
balances academic achievement with other knowledge and skills important for success in
residency. The authors evaluated the feasibility of the AAMC Standardized Video Interview
(SVI) and evidence of the validity of SVI total scores.

Method

The SVI, developed by the Association of American Medical Colleges, consists of six questions
designed to assess applicants’ interpersonal and communication skills and knowledge of
professionalism. Study 1 was conducted in 2016 for research purposes. Study 2 was an
operational pilot administration in 2017; SV data were available for residency selection use by
emergency medicine residency programs for the 2018 application cycle. Descriptive statistics,
correlations, and standardized mean differences were used to examine data.

Results

Study 1 included 855 applicants; Study 2 included 3,532 applicants. SVI total scores were
relatively normally distributed. There were small correlations between SV1 total scores and
United States Medical Licensing Examination Step exam scores, Alpha Omega Alpha Honor
Medical Society membership, and Gold Humanism Honor Society membership. There were no-
to-small group differences in SVI total scores by gender and race/ethnicity, and small-to-medium

differences by applicant type.



Conclusions

Findings provide initial evidence of the validity of SVI total scores and suggest these scores
provide different information than academic metrics. Use of the SVI, as part of a holistic
screening process, may help program directors widen the pool of applicants invited to in-person
interviews and may signal that programs value interpersonal and communication skills and

professionalism.



Residency selection is a critical undertaking that allows residency programs to identify
applicants who are a good fit for a particular medical specialty and/or program. On the whole,
the current selection process works well in identifying applicants who are academically prepared
to begin training and who will be successful in passing board exams.! However, it could benefit
from incorporating new tools to assess applicants’ professionalism and/or interpersonal and
communication skills because those skills are critical for patient care.>” It could also benefit
from implementing new tools to help program directors balance United States Medical Licensing
Examination (USMLE) Step exam scores in the selection process and signal that programs value
broad preparation and diversity.>°

In a 2016 survey conducted by the Association of American Medical Colleges (AAMC),*
program directors reported being least satisfied with information currently available in the pre-
interview screening stage about applicants’ interpersonal and communication skills and
professionalism. In addition, 60% of respondents reported that one of their top three challenges
in the selection process is a lack of reliable information about applicants’ personal competencies.
While tools that assess these competencies (e.g., Medical School Performance Evaluation
[MSPE], personal statements, and- letters of recommendation) are available, most are difficult to
use in a high-volume context due to low reliability, the inability to compare candidates across
schools, and the time-inténsive nature of reading these documents.’” Data from a 2017 AAMC
survey of program.directors from multiple specialties showed that program staff spent an average
of 196 person-hours reviewing applications each year (or the equivalent of one full-time
employee working 40 hours per week for 4.9 weeks).'* As a result, many program directors

indicated they defer detailed assessment of personal competencies until the in-person



interview—after the majority of applicants have been excluded largely based on their academic
achievements.

To address calls for innovative residency selection tools that can help mitigate overreliance on
USMLE scores, identify applicants with strengths in important non-academic competencies, and
signal that the medical education community values breadth of clinical skills and diversity in the

U.S. physician workforce,? **?

some specialties have begun to develop alternative assessments.
These include the electronic Standardized Letter of Evaluation (eSLOE) in emergency medicine
(EM),**** video interviews in orthopedic surgery and urology;* and telephone intérviews in
otolaryngology.

For such tools to be utilized and effective, they must be easy to use in a high-volume context and
available for use at the first step in the application screening process. After reviewing alternative
selection tools used in employment™® and higher education,'” the AAMC determined that a
structured video interview had the most potential to_be useful in the residency selection context.
Research suggests that structured interviews have adequate validity in predicting job
performance, result in smaller group differences than standardized tests, and are likely more
resistant to coaching and deceit than tools such as personality inventories and biodata
questionnaires.*® Unfortunately, face-to-face structured interviews typically cannot be used for
high-volume screening-due to the expense. As such, video interviews may reduce costs while
widening reach for large applicant pools. Although there is limited research on video interviews,
initial findings show that compared with face-to-face interviews, on average, raters have higher
levels of agreement evaluating video interviews™®; applicants receive lower scores on

technology-mediated videos™®; and applicants have less positive reactions to technology-
ay

mediated interviews.?’ More research is needed to understand whether the advantages of



increased structure that are well established in the face-to-face interview literature extend to
video interviews.

We designed two studies to investigate the feasibility of a novel tool—the AAMC Standardized
Video Interview (SVI)—for use in residency selection. Study 1 was conducted in 2016 for
research purposes only, and Study 2 was conducted in 2017 during an operational pilot
administration. In both studies, we evaluated the following: rater agreement; score distributions;
performance differences by race/ethnicity, gender, and applicant type; and correlations with
Electronic Residency Application Service (ERAS) data. Together, these studies allowed us to
evaluate evidence of the validity of SVI total scores using the framework provided by the
Standards for Educational and Psychological Testing jointly developed by the American
Educational Research Association, American Psychological Association, and National Council
on Measurement in Education.”

Method

Each study was reviewed by the AAMC Human Subjects Research Protection Program and
approved by the institutional review board of the American Institute for Research
(FWAO00001666). Applicants provided consent for their personal data to be used in research
when they completed the ERAS application and when they agreed to complete the SVI.

Study participants

Study 1 (2016 cohort). Applicants who indicated interest in applying to EM on the ERAS
application or who applied to pediatrics, internal medicine, or general surgery for the ERAS
2017 cycle were invited to participate via email. Although we originally planned to include EM
applicants only, we ultimately included more programs’ applicants to increase the possible

number of participants to ensure we had sufficient data for all analyses. The study was open from



June 2016 to December 2016, and applicants received a $50 gift card code to Amazon.com for
participating. We compared the demographic composition of the EM sample to the EM applicant
pool and found that the sample was representative with respect to race/ethnicity and gender (data
not shown). There was a slightly higher proportion of attendees of U.S. MD-granting medical
schools (US-MDs) in the EM sample than in the EM applicant population.

Applicants participating in the SVI were randomly assigned to one of four forms of interview
questions. Each form consisted of a unique set of questions. Only results from forms 1 and 2 are
reported because analyses of forms 3 and 4 had not been conducted at the time of writing. The
overall SVI participation rate was 11.3% (1,760 completed/15,529 invited). Of those, 855
applicants (49%) were included in the final sample because they completed form 1 or 2.

Study 2 (2017 cohort). Applicants who indicated interest in applying to EM for the ERAS 2018
cycle were asked to complete the SV as part of their application to EM residency programs.
Applicants participating in the SVI'were randomly assigned to one of multiple forms, and results
from all forms are reported in this article. (The number of forms used cannot be shared due to
concerns about the security and the integrity of SVI total scores.) The SVI was open from June 6
to July 31, 2017. Applicants were not required to participate in the SVI, but they were
encouraged to do so, and administration was free of charge. Applicants were told some programs
planned to use SVI total scores in their selection process. The overall SVI participation rate was
84% (3,532 completed/4,229 invited). However, not all 3,532 applicants who completed the SVI
and were included in this analysis applied to EM programs; the final result was that 85% of all
EM applicants completed the SVI (3,469/4,060).

Table 1 provides a summary of both samples’ characteristics.



SVI processes

The same processes were used to create the SVI questions and forms and to evaluate applicant
responses in Study 1 and Study 2.

SVI. The SVI is an online, asynchronous interview designed to assess applicants’ proficiency in
two of the Accreditation Council for Graduate Medical Education (ACGME) competencies:
interpersonal and communication skills and professionalism.® For the SV, we renamed
professionalism as “knowledge of professional behavior” to acknowledge that the SVIis not a
direct observation of behavior, but rather allows an inference.of proficiency based on an
applicant’s description of past experiences or what he or'she should do in hypothetical situations.
A team of experts in high-stakes assessments developed interview questions. Then, 20 subject
matter experts from EM, internal medicine, pediatrics, neurology, obstetrics—gynecology, and
general surgery reviewed each question for (1) relevance to the target competency and (2)
potential for bias. Only questions that survived the expert review were retained. A mix of past-
behavior and hypothetical questions was used to ensure that applicants who may not have had an
opportunity to demonstrate some behaviors could respond.

After receivingan emailed invitation, applicants logged into the SVI site, where they completed
technology checks, were given the opportunity to watch a brief introductory video, and could
complete an unlimited number of practice questions. The practice questions were provided by the
interview vendor-and did not map to the target competencies. The purpose of the practice
questions was for applicants to get comfortable with using the SVI interface and completing a
technology-mediated interview. Then, when applicants began the SV, they were presented with
a series of six questions (three targeting each competency) in text format. Applicants had up to

30 seconds to read each question and prepare a response. Once applicants were ready to respond

10



(or the 30 seconds were up), they responded to the question verbally. Responses were recorded
by the computer webcam. Applicants had up to three minutes to respond to each question. A
sample question for each competency is provided below:

e Describe a situation in which you were successful in communicating a difficult
message. How did you communicate the message? What was the outcome?
(interpersonal and communication skills)

e Describe a situation in which you noticed a mistake or an error that had been made.
What was the situation? What action did you take? What was the outcome?
(knowledge of professional behavior)

Evaluation of responses. Applicants’ responses t0 each guestion were evaluated using a scoring
rubric designed for the appropriate target competency.Each scoring rubric ranged from a low of
1 (rudimentary) to a high of 5 (exemplary). For each proficiency level, raters were provided a
general description and behavioral examples specifie to each competency. (Specific behavioral
examples included on the rubrics cannot be shared due to concerns about the security and the
integrity of SVI total scores.) The rating scales were developed after a review of the ACGME
competencies® and milestones foremergency medicine, pediatrics, internal medicine, surgery,
and psychiatry,? with the help of EM program directors and faculty. Subject matter experts
(SMEs) reviewed each example behavior for (1) relevance to the target competency, (2) potential
for bias, and (3) placement at the appropriate proficiency level. These SME reviews provided
validity evidence based on interview content.

A demographically diverse cohort of human resources professionals was contracted by the
AAMC to rate applicants’ responses. Rater training covered the EM trainee job, the two

competencies, a standardized rating process, and unconscious bias. Program directors and faculty
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from academic EM programs watched, rated, and discussed actors’ portrayals of several
applicant responses to SVI questions and came to consensus on the rating for these responses.
These video portrayals and consensus ratings were then used to train raters to identify what
program directors were looking for in a response and how raters should interpret responses to
meet the program director standard. Raters also participated in calibration activities in which
they practiced making ratings and received feedback about their ratings. While the content of the
rater training was similar across studies, the length of training was increased from about 4 hours
in Study 1 to 16 hours in Study 2. The training in Study 2 hadan increased focus-on using a
structured process for evaluating responses and devotedmore time to unconscious bias. There
was no overlap in the raters used for Study 1 and Study 2. The order in which raters evaluated
participants’ responses was randomized to minimize effects of potential rater biases (e.g., order
effects) on participants’ SVI total scores.

Six raters were assigned to each applicant(i.e., one rater per question) to limit the influence any
one rater had on applicants” SVI total scores. Ratings for each question were summed to create
an SVI total score that ranged from 610 30. As with in-person interviews, raters made inferences
about an applicant’s proficiency level on the target competency and assigned a rating, using the
rating scale, based on the‘applicant’s description of his or her past behavior or of what he or she
should do in a hypothetical situation.

Rater agreement was evaluated with calibration activities prior to the official rating period using
an intraclass correlation (ICC, 2, k).% In Study 1, raters evaluated 120 complete interviews
(2,160 total ratings) and rater agreement was ICC (2, k) = .81. In Study 2, raters evaluated 60
complete interviews (360 total ratings) and rater agreement was ICC (2, k) = .78. Data from

these calibration activities provide validity evidence based on response processes.
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Selection variables

Demographic information included applicants’ self-reported gender, race/ethnicity, age, and
applicant type (i.e., US-MD; U.S. citizen attendees of an international medical school [US-IMG];
non-U.S. citizen attendees of an international medical school [FMG]; and attendees of a DO-
granting medical school [DO]). We included these data to examine potential differences in SVI
total scores by demographic group. We expected small to medium differences.

Scores for applicants’ first attempts on the USMLE Step 1, Step 2 Clinical Knowledge (CK), and
Step 2 Clinical Skills (CS) exams were extracted from the ERAS application. We‘included these
data to evaluate validity evidence based on relations with other variables. We expected no
correlation between SVI1 total scores and Step 1 scores, and small correlations between SVI1 total
scores and Step 2 CK and CS scores.

Data on membership in the Alpha Omega Alpha (AOA) Honor Medical Society, if available,
were included in the analysis. While medical schools have different processes, nomination and
induction is largely based on students’ academic accomplishments in medical school. We
included these data, which were self-reported and extracted from the ERAS application, to
evaluate validity evidence based on relations with other variables. We expected no correlation
between SVI total scores and AOA membership.

Data.on membership-inthe Gold Humanism Honor Society (GHHS), which recognizes students
who demonstrate.compassionate patient care and community service, were included in the
analysis when available. Medical schools use different processes to select GHHS members.
GHHS recommends using McCormack et al’s?* peer-nomination survey to identify students at
the end of the third year and select approximately 10-15% of each medical school class. We

included these data, which were self-reported and extracted from the ERAS application, to
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evaluate validity evidence based on relations with other variables. We expected a small
correlation between SVI total scores and GHHS membership.

Statistical analyses

The unit of analysis was the individual applicant. Data were linked using the applicant’s AAMC
ID. All analyses were conducted using SPSS version 19 (IBM Corp., Armonk, New York). Rater
reliability across multiple raters was computed using an intraclass correlation (ICC, 2, k).%
Descriptive statistics, including mean, standard deviation (SD), and total score distributions,
were computed. SVI total scores were compared for participants from different demographic
groups using descriptive statistics, evaluating the size of the difference with t tests and
standardized mean differences (Cohen’s d).?> The rélationship between SVI total scores and
selection data were evaluated with Pearson’s correlations or point-biserial correlations.

Results

As shown in Figure 1, for both study cohorts, SV total scores had similar means and SDs. The
scores were approximately normally distributed, and raters used the full range of the rating scale.
Table 2 summarizes SVI total scores and standardized mean differences® by demographic
group. The 2016 cohort (Study 1)-included 855 participants, and SV1 total scores ranged from 9
to 29 (mean [SD] = 18.7 [2.8],). The 2017 cohort (Study 2) included 3,532 participants and SVI
total scores ranged from 6 t0 29 (mean [SD] = 19.1 [3.1]). There were no standardized mean
differences in SV total scores for black compared with white applicants in either cohort. There
were small standardized mean differences in total SVI scores for Latino applicants and Asian
applicants compared with white applicants in the 2016 cohort, but there were no differences in
the 2017 cohort. There was no standardized mean difference in total SVI scores between male

and female applicants in the 2016 cohort, but there was a small difference favoring female
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applicants in the 2017 cohort. In both cohorts, there were medium standardized mean differences
in SVI total scores for FMGs compared with US-MDs and small standardized mean differences
in SVI total scores for US-IMGs and DOs compared with US-MDs.

Table 3 summarizes the correlations between SVI total scores and a subset of theoretically
related and unrelated selection variables. The pattern of correlations was similar across both
study cohorts. As expected, the correlations between SVI1 total scores and USMLE Step 1 scores
(r=.091t0 .15, P <.01) and AOA membership (r = .09 to .11, P < .01) did not rise to the level of
a practical effect or were small. There was a small correlation(r = .12to .21, P <:01) between
SVI total scores and Step 2 CK scores, as well as no-to-small correlations between SVI total
scores and USMLE Step 2 CS pass/fail scores (r ==.01, not significant to .15, P < .01) and
GHHS membership (r =.12 to0 .13, P <.01).

Discussion

These studies investigated initial evidence of the validity of SVI total scores and the feasibility of
the SVI for use in residency selection using data from two cohorts of applicants and in research
and operational settings. Other curreritly available selection tools (e.g., MSPE,? eSLOE," and
letters of recommendation) also purport to measure interpersonal and communication skills and
professionalism, but use of these tools often results in a narrow range of mostly positive or high
scores/ratings that are specific to individual medical schools. In contrast, in both of our studies,
SVI total scores were approximately normally distributed. This wide range of scores allowed for
better differentiation of candidates, which could aid program directors in their decision making.
We attribute this score range to SVI raters’ being objective third parties whose ratings were not

influenced by personal relationships with individual applicants. Because raters were trained and
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used a standardized rating scale, SVI total scores had the same meaning across applicants,
allowing for easy comparisons of applicants across medical schools.

Results from the two studies differ with respect to group differences in SVI total scores. In Study
1 (2016 cohort), there were no differences between black and white applicants and between
women and men, but there were small differences for Latino applicants and Asian applicants
compared with white applicants. In contrast, in Study 2 (2017 cohort) there was a small
difference between men and women, but there were no differences by race/ethnicity. We
attribute the reduction in racial/ethnic group differences to inereasing the rater training time from
4 to 16 hours, with an increased emphasis on using a structured process for evaluating responses
and more time dedicated to minimizing unconscious bias.

Our findings of no-to-small group differences in SV1 total scores are consistent with face-to-face
structured interviews in the employment domain and are likely due to the highly standardized
process used to train raters and evaluate responses.*® These findings should be interpreted in the
context of standardized admissions tests in which large standardized mean differences are
observed for black applicants compared with white applicants and medium standardized mean
differences are.observed for Latino compared with white applicants.?” Our findings suggest that
SVI total scores, when used as one piece of the residency selection process and/or in a
composite, could be used to improve the diversity of the pool of applicants invited to in-person
interviews.

Our results also showed small differences in SVI total scores for DOs and US-IMGs compared
with US-MDs and medium differences for FMGs compared with US-MDs. These results were
consistent across both studies, and more research is needed to understand them. Potential

explanations could be differences in experience with video interviews, access to resources

16



needed to prepare for the SVI, or experiences and expectations about interpersonal and
communication skills and professionalism in the curriculum.

SVI total scores correlated in expected ways with other selection data. There were no-to-small
correlations between SVI total scores and theoretically unrelated academic variables (i.e., Step 1
scores and AOA membership). This finding is encouraging as it suggests that SV total scores
are measuring something different than academic performance and may add valuable
information to the selection process.

Findings related to theoretically related variables were mixed. There was a small correlation
between SV total scores and Step 2 CK scores. While there is some overlap of the concepts
tested, the Step 2 CK exam assesses medical knowledge and its application to patient care, which
is not assessed in the SVI; therefore, it is not surprising that the correlation was small. There
were also small correlations between SV total scores and Step 2 CS scores and GHHS
membership. Conceptually, we expected SV total scores to be positively correlated with both of
these variables; however, the lack of variance in Step 2 CS scores (i.e., pass or fail) may have
limited our ability to detect a relationship. The GHHS nomination process varies by school and
limited information Is available about the specific criteria schools use to finalize membership. If
different criteria or processes were used by schools, this could have affected our results. GHHS
membership appears to-measure broader constructs than interpersonal and communication skills

and professionalism.
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Implications

There are several potential implications of using the SVI in residency selection, such as difficulty
interpreting new score types, inappropriate use of SVI total scores, and unintended consequences
of altering the selection process. The EM program community and the AAMC have been taking
steps to address these potential consequences.

Through training materials and outreach efforts, the AAMC has encouraged program directors to
use SVI total scores cautiously while research on the meaning of these scores continues. SVI
total scores are criterion-referenced: EM program directors and faculty established the scoring
rubric upon which the rating scale was developed by identifying several behavioral examples of
each proficiency level. As such, higher scores on the SV reflect higher levels of proficiency on
the target competencies. The AAMC has also advised program directors that SV total scores
should not be used in isolation or as a cut-off. Rather, they should be interpreted in the context of
other assessments that may measure similar competencies (e.g., eSLOE, MSPE) and as a
complement to assessments that measure academic or technical readiness for residency (e.g.,
USMLE Step exam scores). Using SV total scores cautiously and in this broader context should
minimize the risk of unintended negative consequences for applicants.

Using the SV as one part of a holistic selection process may broaden the skill set of applicants
invited to in-person interviews; however, this is an empirical question that should be explored
with future research. If programs use the SVI total scores to balance USMLE Step exam scores
and lower their initial screening thresholds, different applicants (i.e., those who have broader
skill sets) may be considered for in-person interviews. However, if programs add the SVI as
another screen along with Step exam scores, it could result in programs focusing on only

applicants who have both high Step exam scores and high SVI total scores. While not our
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intention, one might argue that such a shift in strategies would be better than simply relying on
Step exam scores alone as it would likely result in more well-rounded applicants being invited to
interview in person.

One unintended consequence of the SVI could be an increase in burden and cost for applicants
due to the perception that time-consuming and/or expensive interview preparation is need. Initial
research shows that modest amounts of preparation time and use of the free resources provided
by the AAMC and medical schools improved scores slightly compared to no-preparation.”® We
recommend that the AAMC continue to provide free SVI preparation materials to‘advisors and
applicants and to message that expensive commercial interview preparation is unnecessary for
most applicants.

Finally, there are several outstanding questions about the feasibility of large-scale operational
administration. The AAMC has invested considerable resources to train raters and score SVI
responses. In order to scale the SVI to the full residency applicant pool, the AAMC may have to
move to computer-based scoring. While computer-based scoring is common in high-stakes
writing assessments,?’ it is hew to video interviews. More research is needed to ensure that
computer-based scoring is reliable; valid, and fair. There are also unanswered questions about the
cost and resources required of residency programs and medical schools to support the SVI, and
about sharing applicants’ video responses with program directors. While it is not realistic to
expect program directors to view all SVI videos, we felt that providing SVI total scores and the
videos during the pilot (Study 2) was critical for program directors to understand the meaning of
the scores. The AAMC allowed programs to turn off video access (as they can with applicant

photographs in the ERAS application) so programs concerned about potential for implicit bias or
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that prefer a “closed” in-person interview process had that option. We recommend that the EM
community and the AAMC revisit whether release of videos is useful going forward.
Limitations

There are several limitations to these studies. Program directors consider a wide range of data in
the selection process. Our lack of access to other selection data (e.g., eSLOEs).and trainee
performance outcomes prevented us from conducting a more complete evaluation of the SVI at
this time. Access to other selection data would have improved our ability to establish the
nomological network for the SVI*® and evaluate the potential usefulness of the SV/I. Also, we do
not know whether the use of non-physicians as raters reduced the accuracy of SV ratings or
whether the two competencies can generate reliable sub-scores that provide unique information.
Future research

Future research should explore the effects on SV total scores of retaking the SVI, practice,
and/or coaching. In addition, future research should examine the relationship between SVI total
scores and performance outcomes during residency, as well the incremental validity of the SVI
compared to other assessments designed to measure similar competencies (e.g., eSLOE, MSPE)
and Step 2 CS subscores that measure related competencies. The AAMC has partnered with 17
EM programs to study the relationship between SV1 total scores, locally held application data,
and.intern performance through at least 2020. Future research also should explore program
director and applicant reactions to the SVI, including satisfaction, intended use, and perceived
value. Additional outreach and communication are needed to ensure that the academic medicine

community understands the SVI.
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Conclusions

Findings from two studies and two ERAS cycles suggest that the SVI could enhance the current
residency selection process. SVI total scores are reliable and comparable across applicants,
making it possible to use these scores effectively in screening for invitations for in-person
interviews. Our findings provide initial evidence of the validity of SV total scores based on
content, response processes, and relations with other variables.”* Results also suggest that SV/I
total scores provide different information than what is currently available from academic metrics
and that group differences are smaller than those observed onstandardized tests. Use of the SVI,
as part of a holistic screening process, may give program directors an opportunity to widen the
skill set of applicants they invite to in-person interviews and may signal to applicants that

programs value interpersonal and communication skills and professionalism.
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Figure Legend

Figure 1

Comparison of the AAMC Standardized Video Interview (SV1) total score distributions in Study
1and 2. In Study 1 (2016 Cohort), 855 applicants who were considering applying to emergency
medicine or who applied to pediatrics, or internal medicine, or general surgery.in the ERAS 2017
cycle completed the SVI in 2016. Their mean score was 18.7 with a standard deviation of 2.8. In
Study 2 (2017 Cohort), 3,532 applicants who were considering applying to emergency medicine
for the ERAS 2018 cycle completed the SVI in 2017. Their mean score was 19.1.with a standard
deviation of 3.1. Each SVI form consists of six questions, with three questions assessing
knowledge of professionalism and three questions-assessing interpersonal and communication
skills. Trained raters used a five-point scale, from 1 (rudimentary) to 5 (exemplary), to rate the
responses to each question. These question ratings were summed to create a total score ranging
from 6 to 30. Abbreviations: AAMC indicates Association of American Medical Colleges;

ERAS, Electronic Residency Application Service.
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Table 1
Comparison of the AAMC Standardized Video Interview (SVI) Study 1 and Study 2
Samples?

Applied to at least one
ACGME program

Emergency medicine 481 (56) 3469 (98)
Pediatrics 111 (13) —
Obstetrics—gynecology 54 (6) —
General surgery 104 (12) —
Other specialty 118 (14) —
Did not apply 24 (3) 63(2)
Race/ethnicity®
White 397 (47) 2001 (57)
Black 90 (11) 247 (7)
Latino 63«(7) 286 (8)
Asian 218 (26) 613 (17)
Other 43 (5) 157 (4)
Did not report 59 (7) 283 (8)
Gender
Male 516 (61) 2311 (65)
Female 337 (39) 1219 (35)
Did not report 2(<1) 2(<1)
Applicant type
US-MD 441 (52) 2062 (58)
DO 114 (13) 915 (26)
US-IMG 137 (16) 320 (9)
FMG 161 (19) 220 (6)
Unknown 2(<1) 15 (< 1)

Abbreviations: AAMC indicates Association of American Medical Colleges; ACGME, Accreditation
Council for Graduate Medical Education; US-MD, attendee of a U.S. MD-granting medical school;
DO, attendee of a DO=granting medical school; US-IMG, U.S. citizen attendee of an international medical
school; FMG, non-U.S. citizen attendee of an international medical school; ERAS, Electronic Residency
Application Service.

%In Study 1, conducted for research purposes, applicants participated in the SVI during 2016 for the ERAS
2017 cycle. These applicants indicated interested in applying to emergency medicine or applied to the
other specialties indicated in this table. In Study 2, the operational pilot, applicants participated in the SVI
in 2017 for the ERAS 2018 cycle. The pilot was limited to applicants who indicated interest in applying
to emergency medicine. Participation in the SVI was optional and free of charge in both studies.

®Percentages may not sum to 100% because of rounding.

°For race/ethnicity, percentages do not sum to 100% because individuals who self-identified as white alone
were classified as white, individuals who self-identified as black alone or in combination with other races
(including white) were classified as black, and individuals who self-identified as Latino alone or in
combination with other races (including white) were classified as Latino.
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Table 2
AAMC Standardized Video Interview (SVI) Total Scores in Study 1 and Study 2 by
Race/Ethnicity, Gender, and Applicant Type®

Study 1 (2016 cohort, n = 855)
Race/ethnicity®

White 397 19.1 2.7 — — --
Black 90 19.0 2.7 0.4 73 0.04
Latino 63 18.5 2.4 1.7 10 0.22
Asian 218 18.1 2.9 4.4 <.001 0.38
Gender
Male 516 18.6 2.7 — — —
Female 337 18.8 2.9 -0.8 40 -0.06
Applicant type
US-MD 441 19.3 2.5 — — —
DO 114 18.7 2.9 2.1 .04 0.22
US-IMG 137 18.3 2.8 3.7 <.001 0.39
FMG 161 17.4 2.9 7.4 <.001 0.76
Study 2 (2017 cohort, n = 3,532)
Race/ethnicity®
White 2,001 19.2 3.0 — — —
Black 247 19.3 3.0 -0.9 39 -0.06
Latino 286 18.9 3.1 1.4 .16 0.09
Asian 613 19.1 3.1 11 92 0.01
Gender
Male 2,311 18.9 3.1 — — —
Female 1,219 19.5 3.1 -5.8 <.001 -0.21
Applicant type
US-MD 2,062 19.6 2.9 — — —
DO 915 18.6 3.0 8.1 <.001 0.33
US-IMG 320 18.2 3.4 6.9 <.001 0.47
FMG 220 18.1 3.4 6.1 <.001 0.50

Abbreviations: AAMC indicates Association of American Medical Colleges; US-MD, attendee of an
MD-granting U.S. medical school; DO, attendee of a DO-granting medical school; US-IMG, U.S. citizen
attendee of an international medical school; FMG, non-U.S. citizen attendee of an international medical
school.

%In Study 1, conducted for research purposes, applicants participated in the SVI during 2016 for the ERAS
2017 cycle. These applicants indicated interested in applying to emergency medicine or applied to the
other specialties indicated in this table. In Study 2, the operational pilot, applicants participated in the SVI
in 2017 for the ERAS 2018 cycle. The pilot was limited to applicants who indicated interest in applying
to emergency medicine. Participation in the SVI was optional and free of charge in both studies.

®Dashes indicate the reference groups.
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‘Standardized mean difference (Cohen’s d) = (mean of the majority group — mean of the minority
group)/majority group standard deviation

Bolded values reflect medium ds; all other values reflect small ds or no difference. A d of 0 indicates no
difference in mean score between groups. A positive d indicates that the majority group mean is higher
than the minority group mean, and a negative d indicates that the minority group mean is higher than the
majority group. The rule of thumb for interpreting the magnitude of the difference is that a d of less than
0.2 is no practical effect, 0.2 is a small effect, 0.5 is a medium effect, and 0.8 is a large effect.

®Individuals who self-identified as white alone were classified as white, individuals who self-identified as
black alone or in combination with other races/ethnicities (including white) were classified as black; and
individuals who self-identified as Latino alone or in combination with other races/ethnicities (including
white) were classified as Latino. Applicants in who self-identified as other racial/ethnic groups or who did
not indicate race/ethnicity were not included in the race/ethnicity analyses.
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Table 3
Correlations Between AAMC Standardized Video Interview (SVI) Total Scores and
Selection Variables in Study 1 and Study 2%

Study 1 (2016 cohort, n = 855))

USMLE Step 1 score 782 15% <01
USMLE Step 2 CK score 752 219 <.01
USMLE Step 2 CS score 560 -.01° ns
AOA membership 577 A1°0 <01
GHHS membership 628 A13° <01
Study 2 (2017 cohort, n = 3,532)
USMLE Step 1 score 2,977 09% <01
USMLE Step 2 CK score 2,596 129 <.01
USMLE Step 2 CS score 1,058 150 <.01
AOA membership 2,700 09 <.01
GHHS membership 2,976 12° <.01

Abbreviations: AAMC indicates Association of American Medical Colleges; USMLE, United States
Medical Licensing Examination; CK, Clinical. Knowledge; CS, Clinical Skills; AOA, Alpha Omega
Alpha Honor Medical Society; GHHS, Gold Humanism Honor Society; ns, not significant.

®For cohort characteristics and SVI total scores see Tables 1 and 2.

®Number of applicants for whom data were available.

“The rule of thumb for interpreting the magnitude of a correlation is that r = .1 is a small effect, r = .30 is a
medium effect, and r = .50 is a large effect.

%Values for USMLE Step 1 and Step 2 CK scores aré Pearson’s correlations because the outcomes are
continuous.

*Values for USMLE Step 2 CS score, AOA membership, and GHHS membership are point-biserial
correlations because the outcomes are binary.
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Figure 1
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