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1 Core Competencies in Trauma Informed
Care for Emergency Medicine: A Modified
Delphi Consensus

Kathleen Joseph, Manuel Montario, Maria Moreira,
Ashlea Winfield, Danielle Miller

Background: Trauma informed care (TIC) is a framework
to recognize trauma, prevent re-traumatization, and promote
resilience. Trauma is a common reason for emergency
department (ED) visits and has long-term impacts on health, yet
many physicians lack appropriate training in TIC.

Objective: To use a modified Delphi process to build
consensus of core competencies in universal precautions of
TIC for emergency medicine (EM) post-graduate education.

Methods: We recruited geographically diverse, national
experts in TIC via snowball sampling in 2023. Panelists
ranked the importance of competencies on a 5-point Likert
scale through an electronic survey. Threshold for consensus
was defined as a mean score of 3.75. Thematic analysis was
performed on free text using inductive and in vivo codes.

Results: Sixteen panelists across 12 institutions
participated in the modified Delphi and 49 initial competencies
were proposed. During the first round, all (100%) of the
competencies met or exceeded the consensus level, but many
panelists offered comments on consolidation and suggested
edits. Thus, we conducted two virtual panel discussions and re-
organized the proposed competencies into 19 competencies in
Round 2 and further narrowed to 16 competencies in Round 3.
There were no major changes proposed by panelists after Round
3 and all competencies exceeded the consensus level.

Conclusions: We achieved consensus on 16 core
competencies for universal precautions of TIC (Table),

Table 1. Final core competencies and associated sub-

competencies in trauma informed care for emergency medicine

clinicians developed through a modified Delphi process.
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which can be used to develop simulation and education
interventions for EM resident physicians with the goal of
advancing awareness and application of TIC principles.

2 The Changing Landscape of Emergency
Medicine Residency and the Workforce
Report: From Programs to Applicants

Carrie Johnson, Mikhail VVoskanov, Ronna Campbell, Aidan
Mullan, Cameron Gettel, James Homme, Daria Hunter

Background: Emergency medicine (EM) has experienced

Volume XXII, Supplement: April 2025

Western Journal of Emergency Medicine



CORD Abstracts Issue 2025

tremendous shifts in the residency landscape, including changes
in available positions, match rates, and applicant characteristics.
The 2021 EM Workforce Report, predicting a surplus of EM
physicians by 2030, likely influenced these changes.

Objective: This study aimed to compare before and after
the 2021 EM Workforce Report: the proportion of unfilled
EM residency programs; characteristics of unfilled programs;
and matched applicant characteristics. We hypothesized there
would be significant differences in all three aims comparing
the two time points.

Objective: We conducted a repeated cross-sectional
study using publicly available data for the 2015-2024 match
cycles. Outcomes were analyzed prior to the Supplemental
Offer and Acceptance Program and compared pre- and post-
report (2015-2021 vs 2022-2024). Rate ratios (RR) were
calculated with 95% confidence intervals.

Results: Of 283 programs, the proportion of EM
programs that went unfilled for at least one year increased
significantly from 1.9% pre-report to 29.5% post-report
(RR 15.7, 95%CI: 10.4-23.7) (Figure 1). Programs with less
than five years of accreditation saw a more significant rise
in unfilled positions (5.8% to 47.2%) compared to programs
with longer accreditation (0.6% to 25.7%) (p=0.007). Post-
report, the proportion of US-trained MDs among matched
applicants decreased (72.9% vs 54.0%, RR 0.74, 95%CI:
0.71-0.77), while the proportions of Doctors of Osteopathy
(21.1% vs 33.4%, RR 1.58, 95%CI: 1.50-1.66), US
international medical graduates (IMGs) (4.6% vs 9.8%, RR
2.12, 95%CI: 1.92-2.34), and non-US IMGs (1.3% vs 2.8%,

Table 1. Emergency Medicine residency program matches in
the United States by match year, 2015-2024. (A) Percentage
of unfilled EM programs per year; (B) Number of available EM
residency positions and matches per year; (C) Percentage of
unfilled EM programs by program length; (D) Percentage of
unfilled programs by hospital type; (E) Percentage of unfilled
programs by hospital affiliation; (F) Percentage of unfilled
programs by unfilled programs by hospital accreditation length.
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RR 2.23, 95%CI: 1.84-2.70) increased (Figure 2).
Conclusion: Since the 2021 EM Workforce Report,

A

unfilled EM residency programs have risen, particularly
among newer programs. There has been a shift in the
composition of matched applicants, with fewer US-trained
MDs entering EM. The magnitude to which these changes
were directly attributable to the report is uncertain.

Standard Letter of Evaluation Rating
Associations with Individual versus Group
Authorship and Volume of Letters Written

Kalen Wright, Richard Sapp, Carolyn Commissatris,
Derek Monette, Laura Welsh, David Peak, Daniel Egan,
Eric Shappell

Background: Previous research suggests group SLOEs
are trusted more than SLOEs authored by individuals.
Whether individual SLOEs are associated with inflated
ratings which may contribute to this perceived difference
in trustworthiness is unknown. It is also unclear if inflated
ratings are associated with volume of SLOEs written, thus
impacting trustworthiness of SLOEs from individuals as
individuals are less likely to author high volumes of SLOEs
compared to groups.

Objectives: Quantify the association of average global
assessment ratings with (1) individual vs group authorship
and (2) volume of SLOEs written.

Methods: All SLOEs from 2016-2021 were included
(n=40,216). Number of SLOEs written and average global
assessment ratings were calculated for unique author(s)
each year, resulting in 4,586 observations. Group SLOEs
were detected using a previously validated algorithm. SLOE
volume was stratified into 3 groups targeting equal group
size (Table 1A). Mean ratings were compared using t-tests
and ANOVA.

Results: At all levels, mean ratings from individual
SLOEs were higher than group-authored ratings; however,
differences in ratings decreased as volume increased, and
at the highest volume, the difference is of questionable
practical significance (0.12, Table 1B). For both individual
and group SLOEs, mean rating decreased as volume
increased, though score differences across volume tiers were
greater in individual SLOEs compared to group SLOEs
(0.40 vs 0.19, Table 1B). The mean rating from high-volume
individual SLOEs approximated ratings from moderate and
high-volume group SLOEs (2.7 vs 2.7 and 2.6, respectively).

Conclusions: SLOEs from low-volume individual
authors should be interpreted with the context that ratings
from this group tend to be higher, which may represent grade
inflation. Mean ratings from high-volume individual authors
approximate those of moderate to high-volume group SLOEs
and may be appropriate to consider similarly to ratings from
these groups.
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