
EDITORIAL

Strengthened through Diversity:
A Blueprint for Organizational Change

Recently, health care and medicine have broadly sharp-
ened their focus on inequity, unconscious bias, and

systemic racism. Accordingly, the field of neurology has
identified serious challenges in our culture, academic
structures, training, and, most importantly, disparities in
access to and receipt of quality care for neurological dis-
ease. For the past decade, the American Neurological
Association (ANA) has been changing its structure to wel-
come a broader and more diverse membership within the
clinical, educational, and scientific domains of academic
neurology. These acts arise from the ANA’s aspirations to
develop a more inclusive and equitable internal culture
and serve as a resource to academic neurology departments
seeking to promote equity of opportunity for neurologists
and neuroscientists in research, education, and clinical
care. The ultimate goal of these actions is to achieve
equity in neurological research, health, and care.

According to the principle of inclusive excellence,
“Diversity is a key component of a comprehensive strategy
for achieving institutional excellence.”1 The success of an
academic community or institution depends on how well
it values, engages, promotes, and includes a richly diverse
constituency of students, staff, faculty, administrators, and
alumni. Not only is this a moral imperative, but there is
empirical evidence that diverse scientific or corporate
teams are more productive and more creative. Teams that
include different kinds of thinkers or diverse perspectives
outperform homogenous groups on complex tasks, pro-
ducing what has been called “diversity bonuses.”2 Thus,
diversity, equity, and inclusion (DEI) efforts are as critical
to an academic institution’s success as human and animal
research protections, fiscal responsibility, and scientific
integrity. Given that clinical neuroscience is evolving rap-
idly and the diversity among medical school applicants,
matriculants, and graduates is growing, embracing and
achieving diversity in the ANA and academic neurology
are critical to our success. In this commentary, we outline
some of the areas that need urgent attention and then the
actionable steps that have been implemented.

Recent events have underscored these imperatives.
The COVID-19 pandemic has generated a global health
crisis. Current infection rates are on track to exceed those

associated with the 1918–1920 influenza pandemic that
affected approximately 500 million and killed as many as
50 million.3 In this context, we have seen global increases
in health and income inequality. Many countries have also
had growth of diversity-intolerant political movements
and increases in religious or racial violence. There is an
urgent need for academia to become involved in working
toward health equity and social healing. The words of bio-
geochemist Dr Suzanne Pierre summarize these critical
issues:

"As a scientist, I am unsatisfied with the notion that our
jobs end at the university gates. As possessors and creators
of new understanding, it is our responsibility to widen
notions of who can be a scientist, increase access to scien-
tific information, and transform unfair behaviors and
norms within our disciplines." — Suzanne Pierre, PhD,
(2021)4

Like many professional societies, the ANA does not reflect
the sociodemographic composition of the American nation
or medicine at large. A review of ANA membership statis-
tics from a 2020 survey (with the caveat of only a 13%
response rate) revealed that women, LGBTQIA+ (lesbian,
gay, bisexual, transgender, queer/questioning (one’s sexual
or gender identity), intersex, asexual/aromantic/agender
and any groups of people who don’t feel that they fit into
any of these categories, or fit into more than one), and
people from the disabled community are underrepresented
in the ANA. In part reflecting of demographic patterns of
US neurologists, the ANA also currently has dispropor-
tionately low representation by groups underrepresented
in medicine and science: Black Americans, Hispanic
Americans and Indigenous Americans (Table 1; from
272/278 participants providing race/ethnicity data). This
underrepresentation is not only characteristic of the ANA
but also the Association of University Professors of Neu-
rology (AUPN), American Academy of Neurology (AAN),
Society for Neuroscience (SFN), and Child Neurology
Society (CNS), as well as specialty neurological and neuro-
science societies. Similar demographic patterns are seen in
neurology/neuroscience journals and textbook editorial
boards, and National Institutes of Health (NIH)/National
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Institute of Neurological Disorders and Stroke (NINDS)
funding and leadership. Underrepresentation also occurs
in most academic neurological departments, at all levels,
but particularly at senior faculty levels and within leader-
ship positions.

In recent years, the ANA has begun to address these
disparities by focusing programming and financial resources
on professional development, career guidance, and skill
enhancement for faculty members who are underrepre-
sented in medicine, particularly those who are junior in
rank. Although this was an essential first step, the ANA is
now reinforcing its commitment to evidence-based, action-
able steps through new ANA programs and, by extension,
our academic institutions. Over this past year, we have
embarked on a large number of activities that have
informed our members about issues of discrimination and
equity, based not only on physical appearance but also on
sex, sexual orientation, and gender identity, and physical or
mental limitations. We now more clearly understand how
hurtful and harmful discrimination and micro- and
macroaggressions are for anyone who is perceived as
“other.” These moments of clarity cannot represent a tran-
sient phase for our organization; they must become a sus-
tainable and durable effort. To this end, the ANA
established the concept of the IDEAS Task Force in 2020
(Inclusion, Diversity, Equity, Antiracism, and Social justice,
an acronym coined at the University of Rochester in
2020).5 Other organizations, including the AMA, AAN,
NIH, and CNS, have also embarked on DEI initiatives in
the wake of the events of 2020. Our efforts are tailored to
meet the needs of academic neurologists in the United
States. Led by Drs Allison Willis and Lesli Skolarus, and in
collaboration with the ANA Board of Directors, we have
devised a set of priority areas based on ANA membership
input. Below we describe some of the initiatives that will
serve as the basis of a living blueprint for DEI for the ANA.

Formation of the ANA IDEAS Task Force
In May 2020, we published an editorial in Annals of Neu-
rology, "Ingrained Injustice: The ANA Responds."6 Based
on the discussions this editorial engendered, we launched
a membership-wide survey based on the Diversity Engage-
ment Survey (DES), which was developed and validated as
a result of a collaboration between the University of Mas-
sachusetts Medical School and the American Association
of Medical Colleges.7 The DES connects engagement the-
ory with inclusion and diversity constructs to identify
institutional culture and social dynamics relating to
engagement and inclusion, which have been shown
to strongly predict productivity and allow the full poten-
tial of diversity to be realized.7–9 The DES has been used
extensively by academic departments and universities, all-
owing comparison of ANA responses to benchmarks
derived from 68,401 responses from 42 institutions. A
total of 278 ANA members responded to the survey invi-
tation (13% response rate). Some informative items are
described below; full survey results can be accessed at
https://drive.google.com/file/d/1YWJCEaHLPGrECH3O
SLD0lAwRLMhVQMxK/view?usp=sharing.

At the time of the survey, 69% of respondents per-
ceived ANA engagement in inclusion and diversity efforts
as favorable, less than the commonly employed bench-
mark of 75%. In general, ANA engagement in inclusion
and diversity efforts was viewed less favorably by ANA
respondents who chose not to identify their race/ethnicity
and by members who self-identified as Black/African
American or Hispanic/Latinx. Females rated ANA efforts
less favorably than males. There were no differences in
favorable ratings between age groups. Across faculty ranks,
assistant professors, whose interactions with the ANA
would have been concentrated in the years since
ANA efforts to become more inclusive began, had the
highest favorable rating of the ANA’s diversity efforts.

Our survey revealed some compelling initial data
about the state of academic neurology; 14% of respon-
dents considered leaving their home institution, and 2%
considered leaving the ANA, due to having experienced
discrimination based on sex, race/ethnicity, origin, sexual
orientation, or disability (Table 2). Furthermore, the low-
est ranked questions by respondents for the ANA environ-
ment were:

1. “I am valued as an individual by the ANA” (39%).
2. “The ANA seems to care about me as an individ-

ual” (54%).
3. “I feel that I am an integral part of the ANA” (55%).

These responses suggested that the ANA may not be pro-
viding an optimally supportive milieu for all its members,

TABLE 1. American Neurological Association
Demographics from a 2020 Survey of the
Membership, N = 272

Race/Ethnic Category n Column %

White/Caucasian 176 64.7

Black/African American 16 5.9

Hispanic/Latinx 18 6.6

Asian 37 13.6

Other 8 2.9

Declined to answer 17 6.3
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particularly women and members of minority race/ethnic
groups.

The results of the ANA member survey were pres-
ented at a symposium held during the ANA’s first virtual
annual meeting in October 2020. This symposium, enti-
tled The Impact of Social Injustice on Health Outcomes
and Healthcare Delivery, also featured an expert-guided
exploration of such topics as the impact of social determi-
nants of health, adverse health outcomes for people of
color, and health care policy. More than 700 attendees
contributed ideas, criticisms, and encouragement, directly
informing the framing and selection of the specific, action-
able items presented here.

To gain a deeper understanding of our member’s
perspectives, we held three virtual town halls in January
2021, moderated by Regine M. Talleyrand, PhD, Associ-
ate Professor and Academic Program Coordinator for the
Counseling and Development Program in the College of
Education and Human Development at George Mason
University. The 153 attendees were asked to openly dis-
cuss and then prioritize the following potential action
domains, based on the findings from the membership-
wide survey:

1. Addressing the health effects of racism and adverse
social determinants of health in neurological disease.

2. Addressing the pipeline for academic neurology
leadership.

3. Education about racism and discrimination.
4. Improving mentorship in academic neurology.

Qualitative and quantitative data were obtained through
polling, chat, in-session comments, transcription, notes
taken by the event moderator and hosts, and a postevent
evaluation survey. The following 5 themes were consis-
tently proposed:

1. Implementing effective cultural competency training
programs.

2. Broadening definitions of underrepresented groups in
academic neurology.

3. Increasing awareness and accountability among aca-
demic neurology leaders for inequity.

4. Providing support for underrepresented voices in aca-
demic neurology.

5. Developing academic neurology-specific action plans/
steps.

Creating a Blueprint for Change: Identifying
Priority Areas within the ANA and Its
Member Communities
Based on the surveys and town halls, the ANA instanti-
ated the IDEAS Task Force, with 4 working groups rep-
resenting the 4 domain areas identified as priority
elements. A fifth group within the IDEAS Task Force was
established to award research awards and an annual lec-
tureship named for Audrey Penn, MD, former ANA Pres-
ident and first Black woman to serve as a director of an
NIH institute.

Each working group has begun to expand on the
blueprint, which can be considered a living document or
agenda (see Supplementary Table S1). Below, we list the
priority areas and the current action steps around which
IDEAS members will develop resources to assist trainees,
faculty, and leadership in academic neurology. The met-
rics that the IDEAS Task Force will utilize to gauge pro-
gress in each of these priority areas will likely be refined as
the task force gains experience and can incorporate best
practices from other organizations.

Priority #1: Addressing the Health Effects of
Racism and Adverse Social Determinants
of Health in Neurological Disease
Racism, in its various forms, negatively impacts the well-
being of millions of people in the United States. Person-
ally mediated racism is characterized by differential

TABLE 2. Respondent Characteristics—Self-Reported Experience with Discrimination in Home Academic
Neurological Department and in the 2020 ANA Survey

Response

Considered Leaving My Home Institution Due to
Discrimination

Considered Leaving the ANA Due to
Discrimination

n % n %

Yes 39 14.0 6 2.1

No 227 81.6 264 95.0

Declined to answer 12 4.3 8 2.9

ANA = American Neurological Association.
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assumptions about the abilities, motives, and intentions of
others according to their race. The resulting race-based
discriminatory actions and behaviors toward others are the
most readily recognizable forms of racism.10 Structural
racism refers to “the normalization and legitimization of
an array of dynamics—historical, cultural, institutional
and interpersonal—that routinely advantage White people
while producing cumulative and chronic adverse outcomes
for people of color.”11

Racism, in both personal and structural forms, is
considered a fundamental cause of disease, just upstream
of social determinants of health (SDOH). SDOH are the
conditions in which people are born, grow, work, live,
and age, and the broader set of forces and systems shaping
the conditions of daily life.12 SDOH are nonclinical, non-
biological, modifiable social factors that impact health. In
many instances, SDOH have disproportionate negative
impacts on persons from minoritized racial/ethnic groups
and persons living in rural areas, leading to measurable
differences in health and health care.

Numerous studies have shown worse neurological
disease outcomes for socially disadvantaged populations
and racial/ethnic minorities. Black and Latinx adults have
higher rates of inadequate stroke risk factor control,
greater stroke incidence, often at a younger age, and
greater poststroke disability than White people.13–18

Stroke incidence is highest in rural areas of the United
States.19 Rural Americans have higher poststroke mortal-
ity20 and have experienced little initial benefit from
national programs designed to improve acute stroke
care.21,22 Racial and ethnic minority patients with multi-
ple sclerosis (MS) have higher odds of severe disability
than their White counterparts.23 Patients with low socio-
economic status (SES) have higher rates of sudden
unexplained death in epilepsy than epilepsy patients with
high SES.24

Disparities in health outcomes are in part mediated
by pervasive disparities in the delivery of high-quality,
effective neurological care. In stroke care, racial/ethnic
minorities and rural dwelling persons are less likely to
receive acute reperfusion therapies for stroke,21,22,25–27

undergo carotid revascularization for symptomatic
stenosis,28–30 or receive anticoagulants for stroke preven-
tion in the setting of atrial fibrillation.31,32 Racial/ethnic
minority patients with Parkinson disease are less likely to
receive specialty neurological care,33,34 are often diagnosed
later,35 and have lower rates of deep brain stimulation
than their White counterparts.36,37 Similarly, racial/ethnic
minorities are less likely to receive MS-related mental
health or rehabilitation care.38 In epilepsy care, racial/eth-
nic minorities have lower surgery rates for refractory tem-
poral lobe epilepsy.39,40

The underlying causes of these disparities are com-
plex and nontrivial. Philip Alberti, PhD, the Association
of American Medical Colleges senior director for health
equity research and policy, has summed up the challenges
in improving health care disparities: “Insurance does not
equal access. Access does not equal utilization. Utilization
does not equal quality, and quality does not equal
equity.”41 Common themes that characterize the barriers
to high-quality neurological care include inadequate access
to specialty neurological care, mistrust in the health care
system, lower health literacy, poor patient-provider com-
munication, and provider bias.42–44 Structural and societal
barriers to care access must be addressed on a policy level,
including solutions to address the growing rural–urban
disparities in care access resulting from rural hospital and
practice closures.45

The most upstream causes of disparities and health
inequities must be addressed on a societal and policy level
to be most effective; however, as neurologists, we have the
opportunity and responsibility to address mechanisms and
mediators of inequities within our purview. These include
(1) access to care, (2) community engagement and trust,
(3) provider bias and communication behavior, and
(4) the conduct of neurological research.

Access to Neurological Care and Treatments
Minority and rural populations generally have lower utili-
zation of outpatient neurological specialty care for com-
mon chronic neurological conditions.33 Access to
neurological care and treatments remains a major chal-
lenge in underrepresented patient populations, contribut-
ing to worse health outcomes in these patient populations.
The recent advances of telemedicine, accelerated by the
COVID-19 pandemic, have revolutionized the provision
of neurological care. Telemedicine has permitted the con-
tinuity of care41 for chronic neurological disorders and has
been adopted by patients of all ages.46 The expanded use
of telemedicine in neurological care may increase access
among underrepresented minorities and among rural
dwellers who live in health professional shortage areas.
Although the advancement of telemedicine provides an
opportunity to increase access to specialty care for racial/
ethnic minority populations, it is accompanied by new
challenges for socially disadvantaged patient populations.
Broadband and computer access and digital literacy
remain a barrier to the effective deployment of telemedi-
cine in underserved communities and will need to be
addressed to provide equitable care through this plat-
form.47 Legal barriers related to the interstate physician
licensing process must be addressed beyond the duration
of the COVID-19 pandemic, and parity of reimbursement
for telemedicine visits should be sustained.48
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Action Steps: As the organization representing aca-
demic neurology, the ANA will assist neurology depart-
ments in identifying best practices for increasing access to
neurological treatments in historically excluded and under-
served populations. These could include policy-,
community-, provider-, and patient-level interventions.
We will advocate for the expanded use and allocation of
resources for accessing and navigating the health care sys-
tem for neurological care, including culturally competent
social workers, transition guides, and case managers. Simi-
larly, language services must be consistently available for
non-English speakers and deaf and hard-of-hearing
patients.

We encourage advocacy by the ANA and our home
institutions to support the parity of reimbursement for
telemedicine visits. Telemedicine platforms should be
designed to be user-friendly, and techniques developed
and refined to quantify the neurological examination.

Metrics:

1. Through regular surveillance of the literature, assess
and use ANA platforms to share best practices for suc-
cessful efforts to reduce neurologic care disparities.

2. Measure advocacy efforts to increase resources to
address the social determinants of health.

3. Measure in aggregate patient and provider satisfaction
with academic neurology telemedicine and the
sustained impact of this platform on receipt of guide-
line adherent care.

Community Engagement and Trust
Successful and effective patient care is contingent on
trust between patients and providers and the organizations
they represent.49 Mistrust in the health care system among
racial/ethnic minorities is pervasive.50 Reasons for mistrust
are multifactorial and are rooted in historical mistreatment
of racial/ethnic minorities in medical research, current
experiences of discrimination in everyday life,51 and nega-
tive experiences in the health care system.52 For example,
in a recent survey, 32% of African American respondents
indicated that they have personally experienced racial dis-
crimination when going to a doctor or a health clinic.53

Mistrust and perceived discrimination are common causes
for treatment nonadherence and delay or avoidance of
care.53,54

Community engagement by academic institutions is
needed to build trust in the health care system and pro-
viders. Such engagement of underserved communities may
improve the quality of care and foster trust, resulting in
opportunities to reach minority patient populations for
health educational efforts and participation in research
studies. In stroke care, there have been several examples of

community outreach programs that have resulted in
increased health care knowledge and appropriate utiliza-
tion of services among racial/ethnic minorities, including
the DC Angels Project, the Beauty Shop Stroke Education
Project, CEERIAS, and Stroke Ready.55–58

However, these are single-site interventions; broader
engagement and investment in minority communities are
needed.

Action Steps: We will use ANA working groups to
develop resource toolkits and use the ANA platforms
to provide neurology departments with best practices for
local community outreach and the building of lasting part-
nerships with community leaders and organizations,
including faith-based and civic organizations, schools, and
minority-owned businesses. We will promote the assess-
ment of trust in the health care system and perceived dis-
crimination during the receipt of neurological care in
academic centers, using validated scales collected during
patient care encounters. These data will help neurology
department leadership and providers understand the
extent to which negative interactions create barriers to
receipt of quality care, and sustain disparities in outcomes
at the institutional and national level.

Metrics:

1. Perform ANA surveys to assess the impact of commu-
nity outreach and engagement programs and
community health workers within academic neurology
departments.

2. Identify, combine, and collate departmental surveys of
patients’ level of trust in the health care system and
perceived discrimination during in�/outpatient visits,
to provide an aggregate picture for academic
neurology.

Provider Bias and Communication Behavior
Communication is a critical aspect of a trustful patient–
provider relationship and key to numerous care quality
indicators, including patient-centered clinical decision-
making and patient satisfaction. Despite ongoing efforts to
increase diversity among neurological health care pro-
viders, most racial and ethnic minority patients will find
themselves in race-discordant encounters with their pro-
viders (e.g., White clinician and racial/ethnic minority
patient). Patient–provider communication in race-
discordant pairings tends to be less patient-centered and
have lower patient ratings of participation in decision-
making than in race-concordant ones.59 Implicit racial
bias is pervasive in the United States, including among
physicians and medical students,60–62 and may affect clini-
cal triaging, care quality, and decision-making in neuro-
logical care.63–65 Implicit bias and stereotyping by
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providers also result in less patient-centered dialogue and
lower confidence ratings in the physician by Black
patients.61,66,67

Effective communication can be learned. Communi-
cation training, if implemented effectively, provides formal
strategies to improve the patient–provider relationship,
conveying skills and behaviors founded on critical ele-
ments of successful communication (PEARLS: Partner-
ship, Empathy, Apology/acknowledgment, Respect,
Legitimization, and Support). Likewise, implicit bias can
be “unlearned.” Engaging implicit bias is most successful
if it occurs in a nonthreatening and nonaccusatory envi-
ronment. The willingness of providers to acknowledge
and address their own implicit bias is an essential first step
(https://implicit.harvard.edu/implicit); however, implicit
bias training alone is known to be insufficient. Tools and
resources to address unconscious attitudes are readily avail-
able from several online sources (https://equity.ucla.edu/
know/implicit-bias). Of note, although implicit bias train-
ing and multifaceted prejudice habit-breaking interven-
tions are effective,68 debiasing diminishes over time. Thus,
to achieve long-lasting bias reduction, single sessions and
one-time interventions are unlikely to be sufficient,
and repeat exposure to evidence-based habit-breaking
interventions will be necessary to achieve sustained
effects.69

Action Steps: The ANA will encourage the use and
provide access to formal and informal training sessions
and materials for communication behavior and implicit
bias training and habit-breaking interventions in neurol-
ogy departments in the form of in-person/online courses
or web-based modules.

Metrics:

1. Use ANA surveys to assess the availability and comple-
tion of formal and informal offerings of communica-
tion and implicit bias training within academic
neurology departments.

Participation of Women and Racial/Ethnic
Minorities in Neurological Research
Women and racial and ethnic minorities remain underrep-
resented in neurological research, despite recent focus on
increasing recruitment by funding agencies. A recent edi-
torial highlights the markedly disproportionate enrollment
rates for dementia trials; only 10% of participants in the
Alzheimer’s Disease Cooperative Study and only 3.2% of
participants in pharmaceutical trials were non-White.70

The underrepresentation of women and minorities in clin-
ical trials not only obfuscates the efficacy of neurological
treatments and therapies in underrepresented groups,
resulting in a selection bias of treatments that are most

effective in Whites, but may not have equal efficacy in
minority populations. For example, recruitment of people
of color into contemporary disease-modifying MS drug
trials was so low that one cannot determine their efficacy
and safety in these patient groups71; this may contribute
to differential responses to disease-modifying therapies in
MS care in minority populations.71–74

Action Steps: We will utilize ANA committee struc-
tures to advocate that neurology clinical trials and epidemio-
logical studies should be designed in such a manner as to
encourage and facilitate the enrollment of women and
racial/ethnic minorities. Previous attempts to increase enroll-
ment, including community outreach or the use of commu-
nity advisory boards to increase interest, are likely
insufficient based on the continued low enrollment. Addi-
tional steps, such as providing interpretation services, trans-
portation, child care, and financial compensation, and
minimizing the time required to participate or using virtual
platforms for visits, may be necessary. The building of trust
between investigators and potential study participants will
require community engagement on an institutional level, as
mistrust in the medical community remains a prominent
barrier to recruitment of minorities.75,76 The design of clini-
cal studies should consider the social determinants of health
in the selection of appropriate trial participants.70,77 Budget-
ary considerations to meet these needs must be addressed.

Metrics:

1. Assess and promulgate the percent of participants who
are women, individuals from minority race and ethnic
groups, and non–college-educated in clinical trials and
clinical research published in ANA journals.

2. Assess the availability and completion of formal and
informal training to enhance participation within
investigator-initiated clinical research in academic neu-
rology departments.

Health Disparities Research in Neurology
It is unlikely that merely increasing the proportion of
underrepresented minorities in clinical and epidemiologi-
cal studies will be sufficient.77 The causes of disparities
in neurological conditions and care often remain hidden
because the data used to describe the presence of the dis-
parity lack important variables describing environmental,
social, behavioral, and biological contributors to health
disparities. As an initial effort, clinical trials and epidemi-
ological studies should begin collecting information on
social determinants of health, including education, access
to health care, health literacy, language, neighborhood
characteristics, and perceived discrimination, as these
may be causes, confounders, or mediators of observed
disparities.77 Similarly, the understanding of implicit
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bias, communication behavior, and stated preferences
will require social and behavioral science methodologies
not traditionally employed in neurological research.42

Research aimed at addressing disparities in research par-
ticipation is frequently disjointed and lacking cross-
institutional collaborations and efforts. This commonly
results in ineffective recruitment, lack of standardized
methodologies, and limitations in the generalizability of
study results.

Action Steps: The ANA will advocate for the collec-
tion of data on SDOH relevant for disparities in neurolog-
ical research studies. Similarly, we advocate for the
adoption of methodologies needed to address care dispar-
ities in neurological research. We call for increased efforts
to foster cross-institutional collaborations to achieve
robust study design, facilitate patient recruitment, and
enhance the validity of study results. The structural imple-
mentation of a network of sites addressing disparities in
neurological disease care, similar to NIH StrokeNet for
clinical stroke trials, would be desirable to accelerate such
collaborative efforts.

Metrics:

1. Number of research studies collecting information rele-
vant to understanding social and environmental
factors.

2. Number of cross-institutional efforts to study dispar-
ities in neurological conditions.

Priority #2: Addressing the Pipeline for
Academic Neurology Leadership
Based on our membership survey, many underrepresented
ANA members do not feel that they “belong” in the orga-
nization, cannot advance into leadership, and do not feel
appreciated. To create a solution, we will focus on leader-
ship education and the recruitment of neurology leaders
who are committed to DEI efforts. The IDEAS Task
Force has embraced the concept of allyship as a mecha-
nism to strengthen the diversity of ANA leadership.
Allyship is the practice of emphasizing social justice, inclu-
sion, and human rights by members of an in-group, to
advance the interests of an oppressed or marginalized
outgroup.

Action Steps: The ANA will develop and dissem-
inate guidelines for academic search committees and
hiring procedures examining whether leadership candi-
dates are committed to recruiting, promoting, and
mentoring individuals from minoritized groups as a
required skill for leading academic neurology into the
future.

Metrics:

1. Collate and aggregate information on a voluntary basis
about how the leadership of academic departments
recruits, promotes, and mentors individuals from
minoritized groups. These will be incorporated into
the efforts of the ANA’s Professional Development
Committee as series of best practices.

2. Assess the identification and recruitment of ANA com-
mittee members and officers on a regular basis to
ensure equitable selection procedures.

3. Provide demographic statistics regularly for ANA offi-
cers, committee members, awardees, and speakers at
annual meetings.

4. Collect voluntary and anonymous pre/post implicit
bias assessments for ANA recruitment efforts, for
example, editors-in-chief of our journals and officers.

Promoting Allyship for Academic Leaders in
Neurology
Allyship is “a strategic mechanism used by individuals to
become collaborators, accomplices, and coconspirators
who fight injustice and promote equity in the workplace
through supportive personal relationships and public acts
of sponsorship and advocacy. Allies endeavor to drive sys-
temic improvements to workplace policies, practices, and
culture."78 There are several practical steps that an aca-
demic leader can take to strengthen allyship. These
include:

1. See something, say something.
2. Advocate for diversity at the table.
3. Build a community of allies.
4. Insist on a diverse candidate slate.
5. Share knowledge and push for positive organizational

change.
6. Sponsor marginalized faculty and staff.
7. Seek dialogue and accept feedback.

Action Steps: The ANA will provide support pro-
gramming on faculty recruiting and allyship during our
annual meeting and provide ongoing notifications
throughout. Topics to be included are faculty diversifica-
tion and development through measures such as dedicat-
ing funds for diverse hiring, using evidence-based job
advertisements (eg, effective and inclusive language),
adopting robust recruitment practices (eg, to scientific and
professional societies and NIH Institutional Research
and Academic Career Development Award institutions),
and requiring candidates to include statements pertaining
to skills and past contributions to diversity efforts that are
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scored criteria in the standard rubric used for evaluation
during the hiring process.

Metrics:

1. Assess the steps in developing an ANA recruitment
“checklist” for academic neurology faculty and trainee
recruitment that incorporates not only professional
issues such as research and clinical care, but extends to
the personal, family, and mentoring needs of the indi-
viduals being recruited.

2. Complete an annual poll of ANA membership pre-
and post- implementation to assess changes in diver-
sity, including questions on community DEI efforts,
microaggressions by colleagues, and hiring/enrollment/
recruitment changes that have been seen.

Evidence-Based Implicit Bias Training
Most academic institutions have developed educational
vehicles in their attempts to reduce or eliminate implicit
bias in hiring practices. These include online modules,
lectures, and written materials. Current implicit bias
training increases awareness, an important first step, but
does not change discriminatory behaviors, in part
because activation of prejudicial attitudes and stereotypi-
cal beliefs occurs spontaneously and subconsciously.
Social psychology research suggests that increased aware-
ness is not sufficient to change discriminatory behaviors;
rather, the habitual character and automatic nature of
implicit bias–associated discrimination is more likely to
respond to concrete, habit-forming training. Bias reduc-
tion can work in practice through habit training. A study
at the University of Wisconsin–Madison compared
46 departments that received a gender bias habit-
changing intervention as a 2.5-hour workshop to 46 con-
trol departments and observed increased awareness, moti-
vation, self-efficacy, and action for engaging in gender
equity–promoting activities, and greater diversity in new
hires.79

Action Steps: As leaders of the ANA IDEAS pro-
gram, we plan to build on evidence-based strategies for
reducing implicit bias (ie, individuating, perspective tak-
ing, stereotype replacement, contact, and counter-
stereotypical imaging). These training programs will be
made available through the ANA, and their ability to out-
perform current approaches for reducing discriminatory
behaviors in research, education, and clinical practice will
be measured using the most rigorous scientific methods.

Metrics:

1. Encourage and make available the use of validated
measures to identify implicit bias and evidence-based
strategies to reduce implicit bias.

2. Maintain a database of sex and race/ethnicity of senior
academic positions in neurology and in ANA leader-
ship. This will allow for the monitoring of trends, and
the publication of the data will increase awareness of
changes in the pipeline for such leadership positions.

Priority #3: Education about Discrimination
As leaders in academic neurology, we should become bet-
ter educated about the issues of social justice and discrimi-
nation, and should be committed to the principles of
inclusion, equity, and diversity. It is important that we in
academic neurology, and the ANA specifically, focus on
education for ourselves as leaders, and for our faculty and
trainees.

“Ableism” Training
Ableism is the bias that people may have toward those
from the disability community and results in discrimina-
tion in favor of able-bodied people. Ableism is anything
that devalues a person based on disability, whether that
disability is visible or not. Frequently encountered exam-
ples of ableism in the workplace include having an able-
bodied individual invade a disabled individual’s personal
space to physically assist them—often touching them—

without being solicited or welcomed, and questioning a
disabled individual about personal matters related to their
condition. Ableism is destructive to the self-esteem of the
disabled individual, and it is harmful to the workplace in
general. It often denies the disabled person the autonomy
they need and the right to control their own body or
privacy.

Action Steps: The ANA will develop guidelines/rec-
ommendations and make available to all academic depart-
ments that they should conduct training in the concept of
ableism and should follow the principle of embracing dif-
ference rather than hiding or disdaining difference.
Departments will be encouraged to partner with their
institutional resources, for example, Disability Services in
the Office of Equal Opportunity and Affirmative Action
Programs, or the equivalent office.

Metrics:
1. Measure the use of ANA-developed resources for

academic departments to improve training in ableism.
These will be incorporated into the efforts of the ANA’s
Professional Development Committee.

Education in Sexual Orientation and Gender
Identity
Understanding the status and well-being of sexually and
gender diverse populations is critically important for the
creation of a more diverse and equitable organization. A
recent report on LGBTQIA+ people from the National

October 2021 531

Willis et al: From the American Neurological Association IDEAS Task Force



Academies of Sciences, Engineering, and Medicine
describes epidemics of depression, substance use, violence,
homelessness, and other adverse outcomes driven by the
discrimination and social and economic marginalization
that many from this community experience.80 Efforts to
include and affirm LGBTQIA+ people as patients,
employees, and colleagues need to be ever evolving and
adaptable.

Action Steps: The ANA will encourage all leaders in
academic neurology to promulgate knowledge within their
institutions of the medical, legal, and cultural issues facing
the LBGTQIA+ community. Such training should be
based on the principle of embracing similarities and differ-
ences rather than hiding or disdaining difference.

Metrics:

1. Survey ANA membership on a regular basis on atti-
tudes and ANA culture pertaining to discrimination
using selected questions from the Association of Ameri-
can Medical Colleges Liaison Committee on Medical
Education annual survey.

Priority #4: Improving Mentorship in
Academic Neurology
Training for Academic Neurology Mentors and
Mentees
Numerous studies show the critical importance of men-
toring in career development and highlight the increasing
trends toward “team mentoring” in academic neurol-
ogy.81,82 We believe that early, effective and enduring
mentorship is essential to building the pipeline of aca-
demic neurologists, and a vital way of ensuring the recruit-
ment and retention of those from underrepresented
groups.

One potential pitfall of mentoring programs is not
recognizing the dynamic nature of mentorship programs,
and not including a clear set of expectations for both
mentees and mentors. Along with training of faculty to
serve as effective mentors, a mentorship program should
also provide education and tools for mentees to ensure
they gain the most out of the mentorship relationship.
Underrepresented groups often lack formal and informal
opportunities for mentorship, and are unaware of the writ-
ten and unwritten rules that influence success in academic
medicine.83 Many also face unique societal and financial
constraints to free pursuit of traditional career paths in
neurology and neuroscience. Underrepresented groups
in medicine may require unique mentoring strategies, even
though they are not monolithic.

The COVID-19 pandemic has shown that profes-
sional interactions—telemedicine, conferences, clinical
research—can be successfully conducted remotely. This

potentially augurs a new era of remote mentoring for
academic neurologists, allowing for the “democratiza-
tion” of mentoring so that neurologists in a lower
resource institution or in a low-to-middle income coun-
try can have access to experienced mentors in research-
intensive institutions. Virtual settings also allow for
greater access to mentoring for academic neurologist/
neuroscientists who are unable to attend national or
international conferences due to financial constraints,
clinical responsibilities, or family responsibilities. As
such, these platforms may lead to greater diversity in
the field, by increasing the access to groups historically
underrepresented in academic medicine. Virtual men-
torship opportunities may also expose trainees and early
career faculty to nontraditional areas of research, pro-
vide access to resources outside of their own institu-
tions, and support career development sponsorship by
mentors who either share their backgrounds as an
underrepresented group or have the skills necessary to
effectively mentor diverse groups of individuals. Fur-
thermore, these opportunities can also be extended to
pre-medical and medical students, master’s degree and
PhD candidates.

Action Steps: The ANA will provide mentors and
mentees training to ensure successful mentoring partner-
ships and encourage neurology departments to take advan-
tage of such training within their institutions. The ANA
will provide mentee neurologists/neuroscientists with
informational sessions to identify their strengths and skills,
set expectations for a mentoring relationship, identify
career goals and potential barriers to achieving those goals,
and develop skills pertinent to effective communication
with mentors. In addition, the ANA will provide mentors
with training, including techniques shown to be successful
in the mentoring of scientists from underrepresented
groups. Below are some considerations we will use to
guide training to maximize the effectiveness of a men-
toring relationship:

1. Provide tools to assess the extent to which a mentor is
suited to help a particular mentee achieve one or multi-
ple goals.

2. Provide tools that allow both parties to clearly state
their goals for the mentorship relationship (ie, advice
on career development, work–life balance, academic
productivity, development of research skills, sponsor-
ship, and promotion).

3. Provide resources that allow mentees to identify their
own strengths and skills prior to beginning a men-
toring relationship.

4. Provide tools for research performance feedback and
systematic evaluations of mentee progress toward
research and career goals.
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5. Provide tools to identify potential barriers for mentees
to achieve their goals and strategies to mitigate those
barriers (including institutional, financial, or training
barriers).

Several professional societies have successfully
deployed e-mentoring programs, providing a framework
the ANA can use to reconstruct its own e-mentoring pro-
gram. As one example, the NIH has developed resources,
both in person and virtually through the National Research
Mentoring Network (NRMN),84,85 that implement and
disseminate innovative, evidence-based best practices to
improve mentoring relationships at US institutions.86 The
NRMN connects highly knowledgeable and skilled mentors
with motivated and diverse mentees, ranging from under-
graduate students to early career faculty, and facilitates
long-term, culturally responsive interactions between
them.87 Overall participation in the six NRMN grant-writ-
ing/coaching programs is highly diverse; one third of partic-
ipants are Black scientists and more than half are female.
Guided by these and other successes, the ANA will restruc-
ture and expand our e-mentoring program to provide men-
torship teams to students, trainees, and early faculty, which
will encompass a diverse group of faculty members with dif-
ferent backgrounds and skills, and at different levels of
training. Diverse mentorship groups have proven to be suc-
cessful in the advancement of minorities in the corporate
world.88 We hope that a similar approach will ensure that
the ANA significantly impacts career development for aca-
demic neurologists and neuroscientists with diverse
backgrounds.

Metrics:

1. Through surveys, ANA will evaluate uptake and use of
ANA mentoring training and participation in the ANA
e-mentoring program.

2. Through surveys, the ANA will evaluate the effective-
ness of e-mentoring program participation through
career stage–appropriate changes in competency relat-
ing to research skills (grant-writing, project manage-
ment, collaborative interactions), academic
presentation and public speaking, professional develop-
ment (networking, leadership positions, promotion),
and scientific and educational achievements (accep-
tance into doctoral/postdoctoral programs, publica-
tions, awards, grants).

3. The ANA will assess mentee and mentor satisfaction
with the mentoring program.

The ANA is committed to supporting our members and
member departments in progressing toward measurable
changes in diversity, inclusion, and equity across the tri-
partite mission of clinical care, research, and education/

career development. This is an unprecedented time for
our society, with social tensions magnified by the health
and economic crises generated by COVID-19. It is also
unarguably a time when academic neurology can and
must provide leadership in DEI issues. As a small volun-
teer organization, we cannot take on all related DEI issues
that affect academic neurologists. The elements that we
have selected represent what we believe to be the initial
priority areas. We at the ANA are excited to learn with
you and welcome your feedback as we work together to
promote DEI. We hope that adoption of at least some of
the practical steps within our departments and institutions
will lead to action, and eventually to change, so that fac-
ulty and staff from “other” groups can move into leader-
ship roles and achieve the kind of career success that we
keep as an aspirational goal for all. This commentary con-
tains the first steps in approaching these challenging issues.
We will undoubtedly need to "course correct." Input from
ANA members, particularly members of the IDEAS Task
Force, will be critical to successfully implementing these
actionable steps. Our vision for the ANA by 2025 is that
our organization will be recognized as an organization that
lives by these principles:

• Embracing and celebrating our similarities and
differences.

• Educating and promoting our students, trainees, fac-
ulty, and staff.

• Engaging in equitable health care delivery, research, and
education.

Author Contributions
All authors contributed to the study concept and design,
data acquisition and analysis, and drafting the text. The
members of the IDEAS Task Force working groups are
included in Supplementary Table S1.

Potential Conflicts of Interest
Nothing to report.

Allison Willis, MD, MS †

Department of Neurology
University of Pennsylvania
Philadelphia, PA

Lesli E. Skolarus, MD, MS†

Department of Neurology
University of Michigan
Ann Arbor, MI

Roland Faigle, MD, PhD

October 2021 533

Willis et al: From the American Neurological Association IDEAS Task Force

https://orcid.org/0000-0001-5724-7192


Department of Neurology
Johns Hopkins University
Baltimore, MD

Uma Menon, MD
Ochsner Neuroscience Institute
Covington, LA

Hannah Redwine, MS
University of the Incarnate Word School of Osteopathic Medicine
San Antonio, TX

Amanda M. Brown, PhD
Department of Neurology
Johns Hopkins University
Baltimore, MD

Elizabeth Felton, MD, PhD
Department of Neurology
University of Wisconsin
Madison, WI

Adys Mendizabal, MD, MS
Department of Neurology
University of California, Los Angeles
Los Angeles, CA

Avindra Nath, MD
National Institutes of Health
Bethesda, MD

Frances Jensen, MD
Department of Neurology
University of Pennsylvania
Philadelphia, PA

Justin C. McArthur, MBBS, MPH
Department of Neurology
Johns Hopkins University
Baltimore, MD
Address correspondence to Dr McArthur, Department of Neurology,
The Johns Hopkins Hospital, Meyer 6-109, 600 N. Wolfe Street,
Baltimore, MD 21205. E-mail: jm@jhmi.edu

†A.W. and L.S. contributed equally as first authors.

References
1. Nivet MA. A diversity 3.0 update: are we moving the needle

enough? Acad Med 2015;90:1591–1593.

2. Page SE, Phillips K, Lewis E, Cantor N. The diversity bonus: how
great teams pay off in the knowledge economy. Princeton, New
Jersey: Princeton University Press; 2017.

3. Centers for Disease Control and Prevention. 1918 pandemic (H1N1
virus). Available at: https://www.cdc.gov/flu/pandemic-resources/
1918-pandemic-h1n1.html. Accessed June 14, 2021.

4. Pierre S. Equity & justice in science. Available at: https://www.
suzannepierre.com/equity-in-science.html. Accessed February 1,
2021.

5. University of Rochester Medical Center. IDEAS (inclusion, diversity,
equity, antiracism and social justice). Available at: https://www.urmc.
rochester.edu/neurology/about-us/diversity.aspx. Accessed June 14,
2021.

6. McArthur JC. Ingrained injustice: the ANA responds. Ann Neurol
2020;88:207–208.

7. Person SD, Jordan CG, Allison JJ, et al. Measuring diversity and
inclusion in academic medicine: the diversity engagement survey.
Acad Med 2015;90:1675–1683.

8. Ely R, Thomas DA. Cultural diversity at work: the effects of diversity
perspectives on work group processes and outcomes. Adm Sci Q
2001;46:229–273.

9. Cooke RA, Szumal JL. Measuring normative beliefs and shared
behavioral expectations in organizations: the reliability and validity of
the organizational culture inventory. Psychol Rep 1993;72:1299–
1330.

10. Jones CP. Levels of racism: a theoretic framework and a gardener’s
tale. Am J Public Health 2000;90:1212–1215.

11. Lawrence K & Keleher T Chronic disparity: strong and pervasive evi-
dence of racial inequalities. Paper presented at: Race and Public Pol-
icy Conference; November 13, 2004; Berkeley, CA.

12. Office of Disease Prevention and Health Promotion. Social determi-
nants of health. Available at: https://www.healthypeople.gov/2020/
topics-objectives/topic/social-determinants-of-health. Accessed April
19, 2021.

13. Bravata DM, Wells CK, Gulanski B, et al. Racial disparities in stroke
risk factors: the impact of socioeconomic status. Stroke 2005;36:
1507–1511.

14. Burke JF, Feng C, Skolarus LE. Divergent poststroke outcomes for
Black patients: lower mortality, but greater disability. Neurology
2019;93:e1664–e1674.

15. Howard VJ, Kleindorfer DO, Judd SE, et al. Disparities in stroke inci-
dence contributing to disparities in stroke mortality. Ann Neurol
2011;69:619–627.

16. Kleindorfer DO, Khoury J, Moomaw CJ, et al. Stroke incidence is
decreasing in Whites but not in Blacks: a population-based estimate
of temporal trends in stroke incidence from the Greater Cinc-
innati/Northern Kentucky Stroke Study. Stroke 2010;41:1326–1331.

17. Rosamond WD, Folsom AR, Chambless LE, et al. Stroke incidence
and survival among middle-aged adults: 9-year follow-up of the Ath-
erosclerosis Risk in Communities (ARIC) cohort. Stroke 1999;30:
736–743.

18. Sacco RL, Boden-Albala B, Abel G, et al. Race-ethnic disparities in
the impact of stroke risk factors: the northern Manhattan stroke
study. Stroke 2001;32:1725–1731.

19. Howard G, Kleindorfer DO, Cushman M, et al. Contributors to the
excess stroke mortality in rural areas in the United States. Stroke
2017;48:1773–1778.

20. Otite FO, Akano EO, Akintoye E, et al. Rural–urban disparities in
intracerebral hemorrhage mortality in the USA: preliminary findings
from the national inpatient sample. Neurocrit Care 2020;32:
715–724.

21. Gonzales S, Mullen MT, Skolarus L, et al. Progressive rural-urban dis-
parity in acute stroke care. Neurology 2017;88:441–448.

22. Wilcock AD, Zachrison KS, Schwamm LH, et al. Trends among rural
and urban Medicare beneficiaries in care delivery and outcomes for
acute stroke and transient ischemic attacks, 2008-2017. JAMA Neu-
rol 2020;77:863–871.

23. Marrie RA, Cutter G, Tyry T, et al. Does multiple sclerosis-associated
disability differ between races? Neurology 2006;66:1235–1240.

24. Cihan E, Hesdorffer DC, Brandsoy M, et al. Socioeconomic dispar-
ities in SUDEP in the US. Neurology 2020;94:e2555–e2566.

25. Faigle R, Urrutia VC, Cooper LA, Gottesman RF. Individual and sys-
tem contributions to race and sex disparities in thrombolysis use for
stroke patients in the United States. Stroke 2017;48:990–997.

534 Volume 90, No. 4

ANNALS of Neurology

https://orcid.org/0000-0002-4576-9636
https://orcid.org/0000-0001-5835-9831
https://orcid.org/0000-0002-3512-771X
mailto:jm@jhmi.edu
https://www.cdc.gov/flu/pandemic-resources/1918-pandemic-h1n1.html
https://www.cdc.gov/flu/pandemic-resources/1918-pandemic-h1n1.html
https://www.suzannepierre.com/equity-in-science.html
https://www.suzannepierre.com/equity-in-science.html
https://www.urmc.rochester.edu/neurology/about-us/diversity.aspx
https://www.urmc.rochester.edu/neurology/about-us/diversity.aspx
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health


26. Rinaldo L, Rabinstein AA, Cloft H, et al. Racial and ethnic disparities
in the utilization of thrombectomy for acute stroke. Stroke 2019;50:
2428–2432.

27. Schwamm LH, Reeves MJ, Pan W, et al. Race/ethnicity, quality of
care, and outcomes in ischemic stroke. Circulation 2010;121:1492–
1501.

28. Brinjikji W, El-Sayed AM, Kallmes DF, et al. Racial and insurance
based disparities in the treatment of carotid artery stenosis: a study
of the nationwide inpatient sample. J Neurointerv Surg 2015;7:
695–702.

29. Faigle R, Urrutia VC, Cooper LA, Gottesman RF. Racial differences in
utilization of life-sustaining vs curative inpatient procedures after
stroke. JAMA Neurol 2016;73:1151–1153.

30. Jha AK, Fisher ES, Li Z, et al. Racial trends in the use of major proce-
dures among the elderly. N Engl J Med 2005;353:683–691.

31. Birman-Deych E, Radford MJ, Nilasena DS, Gage BF. Use and effec-
tiveness of warfarin in Medicare beneficiaries with atrial fibrillation.
Stroke 2006;37:1070–1074.

32. Essien UR, Holmes DN, Jackson LR 2nd, et al. Association of race/-
ethnicity with oral anticoagulant use in patients with atrial fibrillation:
findings from the Outcomes Registry for Better Informed Treatment
of Atrial Fibrillation II. JAMA Cardiol 2018;3:1174–1182.

33. Saadi A, Himmelstein DU, Woolhandler S, Mejia NI. Racial disparities
in neurologic health care access and utilization in the United States.
Neurology 2017;88:2268–2275.

34. Willis AW, Schootman M, Tran R, et al. Neurologist-associated
reduction in PD-related hospitalizations and health care expendi-
tures. Neurology 2012;79:1774–1780.

35. Dahodwala N, Karlawish J, Siderowf A, et al. Delayed Parkinson’s
disease diagnosis among African-Americans: the role of reporting of
disability. Neuroepidemiology 2011;36:150–154.

36. Chan AK, McGovern RA, Brown LT, et al. Disparities in access to
deep brain stimulation surgery for Parkinson disease: interaction
between African American race and Medicaid use. JAMA Neurol
2014;71:291–299.

37. Willis AW, Schootman M, Kung N, et al. Disparities in deep brain
stimulation surgery among insured elders with Parkinson disease.
Neurology 2014;82:163–171.

38. Buchanan RJ, Zuniga MA, Carrillo-Zuniga G, et al. Comparisons of
Latinos, African Americans, and Caucasians with multiple sclerosis.
Ethn Dis 2010;20:451–457.

39. McClelland S 3rd, Guo H, Okuyemi KS. Racial disparities in the surgi-
cal management of intractable temporal lobe epilepsy in the United
States: a population-based analysis. Arch Neurol 2010;67:577–583.

40. Sanchez Fernandez I, Stephen C, Loddenkemper T. Disparities in
epilepsy surgery in the United States of America. J Neurol 2017;264:
1735–1745.

41. Gallegos A. Medical schools tackle health care disparities through
unique partnerships, research. Available at: https://www.aamc.org/
news-insights/medical-schools-tackle-health-care-disparities-through-
unique-partnerships-research. Accessed August 2, 2021.

42. Faigle R, Cooper LA. Explaining and addressing racial disparities in
stroke care and outcomes: a puzzle to solve now. Neurology 2019;
93:773–775.

43. Nathan CL, Gutierrez C. FACETS of health disparities in epilepsy sur-
gery and gaps that need to be addressed. Neurol Clin Pract 2018;8:
340–345.

44. Paschal AM, Ablah E, Wetta-Hall R, et al. Stigma and safe havens: a
medical sociological perspective on African-American female epi-
lepsy patients. Epilepsy Behav 2005;7:106–115.

45. Faigle R. Location, location, location: the rural-urban divide in intra-
cerebral hemorrhage mortality. Neurocrit Care 2020;32:694–696.

46. Cimperman M, Brencic MM, Trkman P, Stanonik ML. Older adults’
perceptions of home telehealth services. Telemed J E Health 2013;
19:786–790.

47. Gray DM II, Joseph JJ, Olayiwola JN. Strategies for digital care of
vulnerable patients in a COVID-19 world—keeping in touch. JAMA
Health Forum 2020;1:e200734.

48. Adashi EY, Cohen IG, McCormick WL. The interstate medical licen-
sure compact: attending to the underserved. JAMA 2021;325:1607–
1608.

49. Baron RJ, Berinsky AJ. Mistrust in science—a threat to the patient-
physician relationship. N Engl J Med 2019;381:182–185.

50. Halbert CH, Armstrong K, Gandy OH Jr, Shaker L. Racial differences
in trust in health care providers. Arch Intern Med 2006;166:896–901.

51. Bazargan M, Cobb S, Assari S. Discrimination and medical mistrust in
a racially and ethnically diverse sample of California adults. Ann Fam
Med 2021;19:4–15.

52. Bajaj SS, Stanford FC. Beyond Tuskegee—vaccine distrust and
everyday racism. N Engl J Med 2021;384:e12.

53. Robert Wood Johnson Foundation Discrimination in America: final
summary. 2018. Available at: https://cdn1.sph.harvard.edu/wp-
content/uploads/sites/94/2018/01/NPR-RWJF-HSPH-Discrimination-
Final-Summary.pdf. Accessed August 2, 2021.

54. Powell W, Richmond J, Mohottige D, et al. Medical mistrust, racism,
and delays in preventive health screening among African-American
men. Behav Med 2019;45:102–117.

55. Covington CF, King JA, Fennell I, et al. Developing a community-
based stroke prevention intervention course in minority communi-
ties: the DC Angels Project. J Neurosci Nurs 2010;42:139–142.

56. Kleindorfer D, Miller R, Sailor-Smith S, et al. The challenges of
community-based research: the beauty shop stroke education pro-
ject. Stroke 2008;39:2331–2335.

57. Morgenstern LB, Gonzales NR, Maddox KE, et al. A randomized,
controlled trial to teach middle school children to recognize stroke
and call 911: the kids identifying and defeating stroke project. Stroke
2007;38:2972–2978.

58. Williams O, Noble JM. ’Hip-hop’ stroke: a stroke educational pro-
gram for elementary school children living in a high-risk community.
Stroke 2008;39:2809–2816.

59. Cooper LA, Roter DL, Johnson RL, et al. Patient-centered communi-
cation, ratings of care, and concordance of patient and physician
race. Ann Intern Med 2003;139:907–915.

60. Blair IV, Havranek EP, Price DW, et al. Assessment of biases against
Latinos and African Americans among primary care providers and
community members. Am J Public Health 2013;103:92–98.

61. Blair IV, Steiner JF, Fairclough DL, et al. Clinicians’ implicit
ethnic/racial bias and perceptions of care among Black and Latino
patients. Ann Fam Med 2013;11:43–52.

62. Haider AH, Sexton J, Sriram N, et al. Association of unconscious race
and social class bias with vignette-based clinical assessments by
medical students. JAMA 2011;306:942–951.

63. Green AR, Carney DR, Pallin DJ, et al. Implicit bias among physicians
and its prediction of thrombolysis decisions for Black and White
patients. J Gen Intern Med 2007;22:1231–1238.

64. Haider AH, Schneider EB, Sriram N, et al. Unconscious race and
social class bias among acute care surgical clinicians and clinical
treatment decisions. JAMA Surg 2015;150:457–464.

65. Schulman KA, Berlin JA, Harless W, et al. The effect of race and sex
on physicians’ recommendations for cardiac catheterization. N Engl J
Med 1999;340:618–626.

66. Cooper LA, Roter DL, Carson KA, et al. The associations of clinicians’
implicit attitudes about race with medical visit communication and
patient ratings of interpersonal care. Am J Public Health 2012;102:
979–987.

October 2021 535

Willis et al: From the American Neurological Association IDEAS Task Force

https://www.aamc.org/news-insights/medical-schools-tackle-health-care-disparities-through-unique-partnerships-research.
https://www.aamc.org/news-insights/medical-schools-tackle-health-care-disparities-through-unique-partnerships-research.
https://www.aamc.org/news-insights/medical-schools-tackle-health-care-disparities-through-unique-partnerships-research.
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/94/2018/01/NPR-RWJF-HSPH-Discrimination-Final-Summary.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/94/2018/01/NPR-RWJF-HSPH-Discrimination-Final-Summary.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/94/2018/01/NPR-RWJF-HSPH-Discrimination-Final-Summary.pdf


67. FitzGerald C, Hurst S. Implicit bias in healthcare professionals: a sys-
tematic review. BMC Med Ethics 2017;18:19.

68. Devine PG, Forscher PS, Austin AJ, Cox WT. Long-term reduction in
implicit race bias: a prejudice habit-breaking intervention. J Exp Soc
Psychol 2012;48:1267–1278.

69. Forscher PS, Lai CK, Axt JR, et al. A meta-analysis of procedures to
change implicit measures. J Pers Soc Psychol 2019;117:522–559.

70. Gottesman RF, Hamilton R. Recruiting diverse populations in clinical
trials: how do we overcome selection bias? Neurology 2021;96:
509–510.

71. Avasarala J. FDA-approved drugs for multiple sclerosis have no effi-
cacy or disability data in non-Caucasian patients. CNS Spectr 2019;
24:279–280.

72. Cree BA, Al-Sabbagh A, Bennett R, Goodin D. Response to inter-
feron beta-1a treatment in African American multiple sclerosis
patients. Arch Neurol 2005;62:1681–1683.

73. Jeannin S, Deschamps R, Chausson N, Cabre P. Response to
interferon-beta treatment in Afro-Caribbeans with multiple sclerosis.
Mult Scler Int 2011;2011:950126.

74. Klineova S, Nicholas J, Walker A. Response to disease modifying
therapies in African Americans with multiple sclerosis. Ethn Dis 2012;
22:221–225.

75. Durant RW, Legedza AT, Marcantonio ER, et al. Different types of
distrust in clinical research among Whites and African Americans.
J Natl Med Assoc 2011;103:123–130.

76. Schmotzer GL. Barriers and facilitators to participation of minorities
in clinical trials. Ethn Dis 2012;22:226–230.

77. Wilkins CH, Schindler SE, Morris JC. Addressing health disparities
among minority populations: why clinical trial recruitment is not
enough. JAMA Neurol 2020;77:1063–1064.

78. Najdowski AC, Gharapetian L, Jewett V. Toward the development of
antiracist and multicultural graduate training programs in behavior
analysis. Behav Anal Pract 2021;14:462–477.

79. Carnes M, Devine PG, Baier Manwell L, et al. The effect of an inter-
vention to break the gender bias habit for faculty at one institution: a
cluster randomized, controlled trial. Acad Med 2015;90:221–230.

80. Patterson CJ, Sepúlveda MJ, White JE. Committee on Population,
National Academies of Sciences, Engineering, and Medicine. Under-
standing the well-being of LGBTQI+ populations. Washington, DC:
National Academies Press, 2020.

81. Guise J-M, Geller S, Regensteiner JG, et al. Team mentoring for
interdisciplinary team science: lessons from K12 scholars and direc-
tors. Acad Med 2017;92:214–221.

82. Roberts SE, Nehemiah A, Butler PD, et al. Mentoring residents
underrepresented in medicine: strategies to ensure success. J Surg
Educ 2021;78:361–365.

83. Toretsky C, Mutha S, Coffman J. Breaking barriers for underrepre-
sented minorities in the health professions. San Francisco, CA:
Healthforce Center at UCSF, 2018.

84. Sorkness CA, Pfund C, Ofili EO, et al. A new approach to mentoring
for research careers: the National Research Mentoring Network.
BMC Proc 2017;11:22.

85. Thorpe RJ Jr, Vishwanatha JK, Harwood EM, et al. The impact of
grantsmanship self-efficacy on early stage investigators of the
National Research Mentoring Network Steps toward Academic
Research (NRMN STAR). Ethn Dis 2020;30:75–82.

86. Guerrero LR, Ho J, Christie C, et al. Using collaborative approaches
with a multi-method, multi-site, multi-target intervention: evaluating
the National Research Mentoring Network. BMC Proc 2017;11:14.

87. Farkas AH, Bonifacino E, Turner R, et al. Mentorship of women in
academic medicine: a systematic review. J Gen Intern Med 2019;34:
1322–1329.

88. Thomas DA. The truth about mentoring minorities Race matters.
Harv Bus Rev 2001;79:98–107, 168.

DOI: 10.1002/ana.26165

536 Volume 90, No. 4

ANNALS of Neurology


	 Strengthened through Diversity: A Blueprint for Organizational Change
	Formation of the ANA IDEAS Task Force
	Creating a Blueprint for Change: Identifying Priority Areas within the ANA and Its Member Communities
	Priority #1: Addressing the Health Effects of Racism and Adverse Social Determinants of Health in Neurological Disease
	Access to Neurological Care and Treatments
	Community Engagement and Trust
	Provider Bias and Communication Behavior
	Participation of Women and Racial/Ethnic Minorities in Neurological Research
	Health Disparities Research in Neurology

	Priority #2: Addressing the Pipeline for Academic Neurology Leadership
	Promoting Allyship for Academic Leaders in Neurology
	Evidence-Based Implicit Bias Training

	Priority #3: Education about Discrimination
	``Ableism´´ Training
	Education in Sexual Orientation and Gender Identity

	Priority #4: Improving Mentorship in Academic Neurology
	Training for Academic Neurology Mentors and Mentees

	Author Contributions
	Potential Conflicts of Interest
	References


