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Abstract: Purpose: Bias has been shown to influence the experience and mental
health of healthcare professional trainees and faculty in academic medicine.
The authors investigated the character and impact of self-reported bias
experiences sustained in the academic medical arena that were submitted
anonymously online to the website SystemicDisease.com.

Method: This qualitative study analyzed 22 narratives submitted online to
SystemicDisease.com between September 2015 and March 2017. Both
deductive and inductive content analysis was performed, using a combination
of a priori axial and open coding.

Results: The most commonly reported biases occurred on the basis of race and/
or gender. Multiple submitters indicated this bias had influenced or threatened
their intended career trajectory. Healthcare professional trainees also expressed
altruistic concerns toward other underrepresented individuals as well as toward
patients from disadvantaged backgrounds.

Conclusion: Racial and gender bias constitute a considerable barrier for trainees
and professionals in academic medicine. Institutional awareness of these
impacts can inform interventions designed to foster a more inclusive professional
climate.
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INTRODUCTION

espite growing diversity of the U.S. population,
representation of people from diverse back-
Dgrounds remains a challenge for academic medi-

cine and the medical professional workforce. Medical
school matriculation rates for individuals who are under-
represented in medicine (URiM), including Black, Latinx,
and Native persons, have increased only modestly since
1980 and Black students are consistently admitted at lower
6 VOL. 112, NO 1, FEBRUARY 2020
rates relative to peers of other racial backgrounds.1 These
trends persist at the faculty level: in 2015 women repre-
sented just 39% of faculty in academic medicine and
URiM individuals represented 5.5%. As further evidence
of this inequity, only 22% of full professors are women
and only 3% are URiM.2,3 URiM faculty are less likely to
be satisfied with their careers and more likely to report
experiencing harassment and bias.4e7

Bias has been shown to adversely affect the experience of
healthcare professional trainees and faculty in academic
medicine, particularly among members of subordinate
groups (e.g., racial and ethnic minorities, sexual and gender
minorities). In a study of 3,080 medical students, minority
students were more likely to report that their race/ethnicity
had adversely affected their medical school experience,
citing discrimination, prejudice, feelings of isolation, and
different cultural expectations as causes.8 Such racial ster-
eotyping and lack of social support has been described as a
barrier to professional success among minority medical
students.9 Further, the Medical Student Cognitive Habits
and Growth Evaluation Study (CHANGES) has found as-
sociations between depressive symptoms and harboring a
minority identity, including racial,10 gender,10 and sexual
minorities.11 These findings are especially significant given
the context of high prevalence of depression amongmedical
students12,13 and resident physicians,14 and increasing
concerns about physician burnout.15,16

In addition, women and minority faculty in academic
medicine have been found to experience discrimination,
feelings of isolation, harassment, limited mentorship, and
lower rates of promotion.7,17e21

Emerging studies have qualitatively documented the
experiences of minorities in academic medicine.7,20,22

However, none to date have examined the specific
impact of bias-related incidents, or as “a behavior or
actdverbal, written or physicaldwhich is personally
directed against or targets an individual or group based on
perceived or actual characteristics such as race, color,
religious belief, sex, marital status, sexual orientation,
gender identity or expression, national or ethnic origin,
disability, veteran status, or age.”23
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BIAS MATTERS IN MEDICINE
In this study, we sought to characterize bias-related
incidents occurring in academic medical settings and
assess their impacts. Our goals were (1) to describe pat-
terns among bias-related incidents reported to the online
site, SystemicDisease.com and (2) to identify key themes
related to bias-related experiences that may inform insti-
tutional efforts to foster a more supportive climate,
particularly for members of subordinate groups.
METHOD
Data source

Twenty-two narratives were submitted online to
SystemicDisease.com between July 9, 2015 and February
3, 2017. SystemicDisease.com is an online webpage
launched by the authors J.C. and T.R. with the aim of
raising awareness about bias in medicine and fostering an
online community dedicated to support and advocacy for
individuals who have experienced bias. The submission
page is modeled after bias-reporting systems of univer-
sities and the website also provides additional resources
around bias in medicine. Although the project was not
originally intended for academic dissemination, many of
the incidents reported revealed concerning patterns of
behavior that may be of interest to members of the aca-
demic medical community. This prompted the authors
(J.C., T.R., and R.H.) to conduct the qualitative analysis
described here.

Most visitors to SystemicDisease.com find the site
through the project’s Facebook or Twitter pages. Visitors
may submit anonymous narratives detailing events in
which they have “acted on a bias” or “experienced an
injustice” in the academic medical arena. Submitters
(henceforth called “narrators”) are then prompted to
answer four additional questions. The first prompts the
narrator identify the “basis of this bias or injustice” and
may select as many of 16 options including race, gender
identity, sexual orientation, socioeconomic status, ability,
and “other.” The second question asks the identities of the
parties involved, including interviewer/interviewee,
research mentor/mentee, and physician/patient. The third
question asks about the location of the incident and the
final yes/no question asks, “Do you feel that the experience
you have described here reflects the general climate of
your institution or practice setting?”24 Because these
questions are optional, data are not available for each
respondent and results reported may reflect a subset of
respondents.

Since these narratives are anonymous and available
publicly, Institutional Review Board support was deemed
unnecessary by the Yale Human Subjects Committee.
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Analysis

We used descriptive statistics to calculate frequencies of
identities targeted. We relied on conventional qualitative
methods to analyze the transcripts and define codes and
themes from the data.25 Prior to content review and
analysis, three of us (J.C., T.R., R.H.) collectively
generated 22 a priori codes were through literature re-
view. Additional codes were generated through open
coding by J.C. T.R. and R.H. reviewed the preliminary
coding and any disagreements were reconciled. The
finalized codes were developed into four themes,
including “racism,” “sexism,” “healthcare bias,” and
“minority experience”. Racism and sexism were found
to operate at multiple levels and were coded accord-
ingly. Incidents were coded as “interpersonal” corre-
sponds when occurring between individuals (e.g., a
bigoted remark, sexual harassment), as “institutional”
when related to policies or practices of an institution
(e.g., hiring practice at a particular medical school), and
as systemic when the incident related to policies, prac-
tices, cultural representations, and social norms that
perpetuate racial group inequity (e.g., stereotype threat).
These levels of operation were developed into
subthemes.

RESULTS
Twenty-two narratives were included in our analysis (all
submissions between May 9, 2017 and February 3, 2017).
The self-reported basis of the bias witnessed or experi-
enced is included in Table 1 below. None of the narratives
were classified as being based on sex assigned at birth,
criminal history, or weight.

The prevalence of self-reported relationships among
parties involved in the bias-related incident is included in
Table 2. Of note, “other relationship” was used in four of
the narratives (18.2%), and these included staff, student/
resident, student/shadowing physician, and the generic
term “supervisor.”

Descriptive findings

Through our content analysis, we noted that ten in-
cidents (45.5%) occurred in a clinical setting and six
incidents (27.3%) occurred during a medical school
interview. Three narratives (13.6%) reported that the
incident had occurred at a “top school.” Given the
anonymous nature of the reports, it was impossible to
identify the specific locations of these bias-related in-
cidents; however, content analysis and responses to the
optional questions suggest that all incidents took place
in U.S. medical schools and were distributed throughout
the country.
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Table 1. Identities targeted in bias-related incidents.

Number Percent

Race 11 50.0

Gender Identity 10 45.5

Cultural Values 5 22.7

Socioeconomic Status 4 18.2

Ethnic Identity 4 18.2

Nationality 4 18.2

Gender Expression 3 13.6

Religion 3 13.6

Sexual Orientation 2 9.1

Ability 2 9.1

Sexual Behavior 1 4.5

Immigration Status 1 4.5

Table 2. Relationships among parties in bias-related incidents.

Number Percent

Student/Professor 7 31.8

Interviewer/Interviewee 6 27.3

Other Relationship 4 18.2

Physician/Patient 3 13.6

Coworkers 3 13.6

Classmates 2 9.1

Strangers 2 9.1

Research Mentor/Mentee 1 4.5

Advisor/Advisee 1 4.5

Student/Patient 1 4.5

Roommates 1 4.5

Friends 1 4.5

BIAS MATTERS IN MEDICINE
Three-quarters (75.0%) of those who responded to the
question “Do you feel that the experience you have
described here reflects the general climate of your insti-
tution or practice setting?” chose the option “Yes, this is
not surprising.”

Qualitative analysis

We identified four major themes that characterized the
bias-related incidents reported on SystemicDisease.com:
(1) racism; (2) sexism; (3) healthcare bias; and (4) minority
experience. We describe each theme, with corresponding
subthemes and representative quotes (Table 3), below.

Theme 1: Racism.We identified evidence of racism
operating at multiple levels, including interpersonal and
institutional or systemic. The Black/African-American
racial group was most commonly named as a target of
racism; however targeted race was not always included in
individual narratives.

Interpersonal racism most commonly emerged as ex-
periences of exclusion and stereotyping, often relative to a
White majority or a White person in a senior position such
as an attending physician or medical school interviewer.
These also include microaggressions, or “brief and
commonplace daily verbal, behavioral, or environmental
indignities, whether intentional or unintentional, that
communicate hostile, derogatory, or negative. slights and
insults toward people of color.”26

In one report, a medical student describes being ste-
reotyped as a member of the cleaning staff while their
White classmate was presumed to be the student, despite
both students wearing traditional signifiers of clinical
8 VOL. 112, NO 1, FEBRUARY 2020
professionals (i.e., hospital badge, stethoscope). In another
episode, a student of color relates with the “Black and
Brown” scrub technicians and other staff and is ignored by
the White attending surgeon when he enters the operating
room. These episodes perceptually pattern racialized po-
wer dynamics in the hospital.

Institutional racism is evident in reports about teaching
materials and hiring practices. For instance, one medical
student’s description of their school’s problem-based
learning cases, a form of pedagogy based on clinical sce-
narios, reveals harmful stereotypes against people of color.
This includes characterizing a White child as “brave” and a
Black child as “combative.” This student reports that when
they expressed concern over the racialized patterns of
describing patients, they were told to “suck it up and stop
being so sensitive.”

In another narrative, a Black female faculty member
characterizes an institutional climate as inhospitable to-
ward women and people of color. She reports being
perceived as “overly aggressive” or uncooperative when
addressing diversity issues and refusing to engage in un-
professional jokes with the “old boys network,” which
refers to a social group of high status white men through
which social capital is exchanged and labor market op-
portunities are distributed.27 Here, she is confronted with
stereotype threat, or the risk of conforming to the image of
an “angry Black woman”28 as well as underrepresentation
of women and people of color in leadership. Following
this observation, the narrator also describes inequitable
promotional evaluations of White women relative to un-
derrepresented minorities. This report is consistent with
JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION



Table 3. Themes and representative quotes.

Theme Illustrative Quotes

Racism

Interpersonal � “Before I could get the words out of my mouth, she turned to me and asked if I was one of the cleaning staff
and looked at my classmate (not a person of color) and ask if he was the medical student on for that shift. We
were both dressed the same, with the same hospital badges and stethoscopes around our necks and based
skin tone, she labeled me.”

� “As I sat down at a table across from him [my medical school interviewer], before I had a chance to settle in,
he launched his first question: ‘So you were an illegal?’”

Institutional or Systemic � “The case presented the white child [with Legg Calve Perthes disease] as a brave ‘trooper’ in dealing with his
pain. On the other hand, our black female patient with diabetic ketoacidosis was described as ‘combative’ in
a tone that was clearly racially biased.”

� “As a black female, I am hardworking, very productive, professional. However, if I do not engage in unpro-
fessional jokes with the ‘old boys network’, it is perceived as not being a team player. When I bring up issues of
stakeholder diversity, it is perceived as being “overly aggressive.” When promotional decisions are made, I am
informed that they are diversifying by hiring a [C]Caucasian female when highly eligible underrepresented
minorities are present in the application.”

Sexism

Interpersonal (harassment) � “‘Have you ever seen an uncircumcised penis?’ the urologist asked me, a playful smirk on his face. ‘You
know, in your... experience.’ He looked at me, again with that goofy, teenage grin. ‘What kinds of penises?’ He
gripped two fingers of one hand with the fingers of his other, and motioned a glans penis protruding from a
thick foreskin.”

� “I didn’t want to move closer to him. But I was afraid of what he would think. He was scheduled to be my
attending and evaluator the next week. I survived assault before and I’ve learned to protect myself; but for a
moment, I considered my grades before my safety.”

� “As [the medical school interviewer] tapped his foot and snapped his finger [to the music playing], he made
eye contact with a nervous female interviewee and said: ‘Honey, if I ask, will you dance with me to this song?’
With a nervous gaze, she said: “No sir, but thank you.” “Well, what if I said I would get you into this school if you
dance with me” he replied. Laughing nervously, her eyes darting back and forth, she finally said “I... I guess.””

Institutional or Systemic � “As I watch the subtle but unmistakable subjugation of both faculty and student women by the new owners
[of the medical school] I am deeply appalled. The [Orthodox Jewish sect] is very aware and savvy at avoiding
legal intervention into their practices and has thus far avoided prosecution.”

Healthcare bias � “The white doctors thought she was faking it. ‘She’s just pretending that she can’t walk,’ my resident said
dismissively. We were caring for a little black girl with sickle cell anemia, and I had rushed to report that the
usually peppy child couldn’t walk, observing the girl’s large eyes water as she struggled on the hospital floor. My
team of doctors, all White, commented on how ‘dramatic’ the child was being, and that her worsening hip pain
was simply a ploy to stay in the hospital longer. The little Black girl had to experience a near-stroke and
temporary blindness before her doctors understood that her pain was not a lie, but a symptom of something very
serious.”

continued.

BIA
S
M
A
TTER

S
IN

M
ED

IC
IN
E

JO
U
R
N
A
L
O
F
TH

E
N
A
TIO

N
A
L
M
ED

IC
A
L
A
SSO

C
IA
TIO

N
V
O
L
112,

N
O

1,
FEBR

U
A
R
Y
2020

9



continued.

Theme Illustrative Quotes

� “During my medicine rotation as a 3rd year medical student, I was receiving sign-out from a night intern about
a patient. She was an older patient who was admitted for syncope. As the intern signed her out, he said, ‘Oh,
she’s also complaining of pain, but, you know those elderly Latino women, they’re always complaining about
pain everywhere.’ I didn’t know how to respond, so I said nothing.”

Minority experience

Minority tax � “But many times, I was working under White practitioners who I could see get visibly frustrated when a patient
didn’t understand English or make assumptions that I knew made the patients uncomfortable too. Sometimes
patients would look to me to answer questions or facilitate the appointment just because I was the only other
visible minority present and seemed to show some sense of understanding, even though I didn’t have the full
medical expertise.”

� “After telling the administration about my hopes for diversifying the student body and broadening admissions
outreach, they told me that students of color would be more likely to come (to the university) if I were the face
they were talking to. They also asked me to take on what seemed like an unreasonable amount of work to
recruit students of color to this university. Can’t I just be a student wanting to further my education, do I need
to be the face of the university that doesn’t support me?”

Altruism � “[J]ust three years prior, as I was in the midst of fighting to stay in college as a Dreamer, I would have been
paralyzed at just the thought of someone knowing my status. Fear of deportation and harming my family
shackled me with fear. I remembered this, and thought of how awful this experience would be for someone
who was still caught up in this struggle.

� “I now wish I would have told him that his ableism hurts the trust his patients have in him, affects the treatments
he prescribes, and contributes to health inequity. I wish I could go back in time and be more vocal to
advocate for myself and those like me.”
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BIAS MATTERS IN MEDICINE
nationwide disparities in faculty promotion in academic
medicine.21

Theme 2: Sexism.As with racism, we identified sexism
operating at interpersonal, institutional, and systemic
levels, with interpersonal interactions predominating
among the narratives. Sexual harassment was especially
common, appearing in six narratives (27.0%). In most
cases, female gender was explicitly mentioned as being
linked to the experiences of bias or harassment.

In multiple narratives, physician supervisors were
described as harassing students in private spaces, including
making sexually explicit comments or telling a female
student to “quit medicine and marry rich.” These experi-
ences were associated with embarrassment, fear of re-
percussions, and doubts about pursuing a career in
academic medicine. These episodes underscore the effect
of power hierarchies in medicine and how these may
overlay and intersect with gender or lend themselves to
abuse.29,30

Sexism was also found to operate at institutional levels.
This includes negative stereotyping and the exclusion of
women from decision-making opportunities. In addition,
four narratives described attempts to “act okay” or behave
normally despite a bias-related or harassment incident,
which may reflect a gendered response.

Theme 3: Healthcare bias.We define healthcare bias
as instances in which bias emerged in the context of
providing medical care to patients. This manifested as the
minimization of symptoms expressed by female patients of
color.

In one narrative, the residents caring for a young Black
girl presume her impaired gait and hip pain are exagger-
ated and they implicitly accuse her of a factitious disorder.
In another, a first-year resident minimizes the pain of a
Latina woman and stereotypes elderly Latina women as
“always complaining about pain everywhere.”

Theme 4: Minority experience.A separate category
emerged surrounding feelings of isolation and otherness
related to being a minority. These include evidence of
stereotype threat, particularly concerns of conforming to
stereotypes of people of color being “overly sensitive,
“overly aggressive,” or “overly PC [politically correct].”
Three narratives (13.6%) described moments in which
members of a subordinate group were teach members of
the dominant group about their experiences of oppression.
In addition, two narratives included features that may be
described as “minority tax,” or the burden of extra re-
sponsibilities placed on minorities in the name of
diversity.31

One particularly illustrative example of the minority tax
emerged in a narrative about a student’s experience
addressing diversity issues with their administration. The
JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION
student is tasked with recruiting other students of color
without compensation. These experiences of isolation and
insufficient support are often accompanied by a lack of
mentorship and the expectation for increased clinical re-
sponsibilities to underserved populations.32

In another narrative, a student notes how their posi-
tionality as a person of color adds to their responsibilities
in supervised clinical encounters. Patients of colordor
with limited English proficiencydturn to this student to
facilitate the clinical encounter instead of the White su-
pervising physician.

Self-identified minority students also conveyed atti-
tudes of altruism toward others in similar positions. Such
evidence of concern for other marginalized individuals
emerged in six narratives (27.2%). Seven narrators
(31.8%) also expressed interest in issues of diversity and
health equity, reflecting a broader orientation toward ser-
vice (Table 3).
DISCUSSION AND CONCLUSIONS
Our findings reveal bias on the basis of multiple identity
groups, particularly against Black people and women.
These bias-related incidents are linked to negative emo-
tions, such as fear and isolation, and may influence the
career trajectories of those targeted by these incidents. This
includes choosing not to matriculate at or opting to leave
the institution at which the bias-related incident took place.
Further, we present evidence that these bias-related in-
cidents may impair mentoring relationships and may deter
students from subordinate groups from pursuing careers in
academic medicine. These findings add qualitative insight
to the well-documented “broken pipeline” issue in aca-
demic medicine.33e35

We separately report a meaningful pattern of altruism
and interest in health equity on part of students, particu-
larly self-identified minority students. Although self-
selection among visitors to SystemicDisease.com may
contribute to this pattern, we believe this finding warrants
further research to inform medical school curricula and co-
curricular opportunities.

The accounts of racism analyzed in our study describe
perceived race-based mistreatment, supporting previous
studies which describe similar findings among medical
students and physicians. We also identified evidence of
racism operating at the interpersonal, institutional and
systemic levels in the narratives. Primarily, racism in
medical education has been discussed at the interpersonal
level with a focus on implicit racial bias and micro-ag-
gressions.36 Accounts describing institutional and sys-
temic racism such as those described in our study are
critical for both bringing to light a clear understanding of
VOL 112, NO 1, FEBRUARY 2020 11
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BIAS MATTERS IN MEDICINE
how racism operates at multiple levels in medicine.
Additionally, illustrating how racism operates at systemic
and institutional levels supports the recent calls for
physicians and physician trainees to understand structural
racism.37,38 These narratives may also highlight how race
intersects with professional hierarchies and healthcare
attitudes, suggesting that racial bias may adversely
impact the experiences and opportunities of under-
represented minorities in academic medicine at an insti-
tutional level as well.

Narratives of sexual harassment and discrimination
suggest a professional precarity experienced by women
and sexual minorities in academic medicine. Women may
confront toxic 36environments in which sexual harassment
and exclusion characterize learning and work conditions. It
is noteworthy that sexual harassment emerged in 27.0% of
narratives submitted to SystemicDisease.com during the
period studied; this finding points to the possibility that
sexual harassment may be a more common form of abuse
sustained by healthcare trainees and faculty in academic
medicine, particularly women. Furthermore, multiple
women reported minimizing or dismissing their experi-
ences of harassment rather than seeking recourse, which
may reflect processes of gender socialization and conflict
aversity or mistrust of the judicial process.39

Healthcare bias, or bias which emerged in the context of
providing medical care to patients, in the narratives was
enacted on part of a resident, whichmay suggest thatmedical
education must focus our efforts on negative role modeling
for healthcare professional students. Indeed, the Medical
Student CHANGE study has found that such negative role
modeling is associated with an increase in implicit racial
bias.40 Another CHANGE study found that negative role
modeling contributed to a negative racial climate and poor
wellbeing for medical students in a national sample.41 Our
findings suggest that aspects of the informal, or “hidden”
curriculum, may unintentionally promote racial bias, thereby
influencing the attitudes of rising healthcare providers.
Further examination of how the hidden curriculum promotes
racial bias is sorely needed.

Findings that feelings of isolation and otherness related
to being a minority are prevalent in medical education are
not surprising. Previous studies show that minority stu-
dents were more likely to report that their race or ethnicity
had adversely affected their medical school experience
citing racial discrimination, racial prejudice, feelings of
isolation, and different cultural expectations as causes.8

Additionally, our findings highlight the unique chal-
lenges experienced by medical students of color who are
often put in the position of facilitating clinical encounters
instead of their supervisor. This expectation of trainees of
color, particularly Latinx students, has been previously
12 VOL. 112, NO 1, FEBRUARY 2020
documented and adversely impacts their experience.42

Collectively, these may constitute barriers to professional
success among minority medical students.9 Additionally,
study findings support the idea that students from diverse
backgrounds may be more invested in efforts around eq-
uity and inclusion and may be more likely to practice with
underserved populations. This latter possibility has been
documented in the literature.43,44

Our study findings should be interpreted in light of
several limitations. First, we used publicly available data
and our respondents represent convenience rather than
systematic or purposeful sampling. Second, although our
use of 22 samples is consistent with standards in qualita-
tive analysis,45 our inability to obtain additional data
through follow-up question probes limit the narrative
detail of each sample. Third, we did not collect specific
demographic data and, accordingly, we are unable to report
how representative our sample is or how the themes
described pattern across age, gender, race, and ethnicity.

Our findings call for increased attention to the impact of
bias-related incidents in academic medical settings.
Assessment of institutional climate should be an ongoing
and iterative process that acknowledges and challenges
harmful attitudes and behaviors.46 Following the lead of
several undergraduate institutions, medical schools would
benefit from comprehensive bias-reporting and intervention
policies that resolve intercultural conflicts in a way that re-
spects the diversity within academic medicine.23,47e49

Discipline policies should be restorative rather than puni-
tive in order to build social awareness and reduce the like-
lihood of future bias-related incidents.46 Anti-oppressive
education,50 implicit bias trainings,51,52 and bias-
intervention trainings53 may assist in enhancing this social
awareness and limiting the impact of bias-related incidents.

CONFLICT OF INTEREST
The authors have no conflicts of interest to declare.
REFERENCES
1. Acosta, D. A., Poll-Hunter, N. I., & Eliason, J. (2017). Trends in

racial and ethnic minority applicants and matriculants to U.S.

Medical schools, 1980e2016. AAMC Anal Brief, 17(3). https://

www.aamc.org/download/484966/data/november2017

trendsinracialandethnicminorityapplicantsandmatricu.pdf.

2. American Academy of Medical Colleges. (2016). AAMC

Table Distribution of Full-Time Faculty by Department, Rank,

and Gender, 2015.

3. American Academy of Medical Colleges. (2016). AAMC

Table Distribution of Full-Time Faculty by Race/Ethnicity,

Gender, and Rank, 2015.
JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

http://SystemicDisease.com
https://www.aamc.org/download/484966/data/november2017trendsinracialandethnicminorityapplicantsandmatricu.pdf
https://www.aamc.org/download/484966/data/november2017trendsinracialandethnicminorityapplicantsandmatricu.pdf
https://www.aamc.org/download/484966/data/november2017trendsinracialandethnicminorityapplicantsandmatricu.pdf
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref2
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref2
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref2
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref3
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref3
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref3


BIAS MATTERS IN MEDICINE
4. Price, E. G., Gozu, A., Kern, D. E., et al. (2005). The role of cultural

diversity climate in recruitment, promotion, and retention of

faculty in academic medicine. J Gen Intern Med, 20(7),

565e571. https://doi.org/10.1111/j.1525-1497.2005.0127.x.

5. Corbie-Smith, G., Frank, E., Nickens, H., & Elon, L. (1999). Prev-

alences and correlates of ethnic harassment in the U.S. Women

physicians’ health study. Acad Med, 74(6), 695e701.

6. Jagsi, R., Griffith, K. A., Jones, R., Perumalswami, C. R., Ubel, P.,

& Stewart, A. (2016). Sexual harassment and discrimination

experiences of academic medical faculty. J Am Med Assoc,

315(19), 2120e2121. https://doi.org/10.1001/jama.2016.2188.

7. Peterson, N. B., Friedman, R. H., Ash, A. S., Franco, S., & Carr, P. L.

(2004). Faculty self-reported experience with racial and ethnic

discrimination in academic medicine. J Gen Intern Med, 19(3),

259e265. https://doi.org/10.1111/j.1525-1497.2004.20409.x.

8. Dyrbye, L. N., Thomas, M. R., Eacker, A., et al. (2007). Race,

ethnicity, and medical student well-being in the United States.

Arch Intern Med, 167(19), 2103e2109. https://doi.org/10.1001/

archinte.167.19.2103.

9. Odom, K. L., Roberts, L. M., Johnson, R. L., & Cooper, L. A. (2007).

Exploring obstacles to and opportunities for professional success

among ethnic minority medical students. Acad Med, 82(2),

146e153. https://doi.org/10.1097/ACM.0b013e31802d8f2c.

10. Hardeman, R. R., Przedworski, J. M., Burke, S. E., et al. (2015).

Mental well-being in first year medical students: a comparison

by race and gender. J Racial Ethn Health Disparities, 2(3),

403e413. https://doi.org/10.1007/s40615-015-0087-x.

11. Przedworski, J. M., Dovidio, J. F., Hardeman, R. R., et al. (2015).

A comparison of the mental health and well-being of sexual

minority and heterosexual first-year medical students: a report

from medical student changes. Acad Med J Assoc Am Med

Colleg, 90(5), 652e659. https://doi.org/10.1097/ACM.

0000000000000658.

12. Rotenstein, L. S., Ramos, M. A., Torre, M., et al. (2016).

Prevalence of depression, depressive symptoms, and suicidal

ideation among medical students: a systematic review and

meta-analysis. J Am Med Assoc, 316(21), 2214e2236. https://

doi.org/10.1001/jama.2016.17324.

13. Dyrbye, L. N., Thomas, M. R., & Shanafelt, T. D. (2006). System-

atic review of depression, anxiety, and other indicators of

psychological distress among U.S. And Canadian medical

students. Acad Med, 81(4), 354.

14. Mata, D. A., Ramos, M. A., Bansal, N., et al. (2015). Prevalence

of depression and depressive symptoms among resident phy-

sicians: a systematic review and meta-analysis. J Am Med

Assoc, 314(22), 2373e2383. https://doi.org/10.1001/jama.2015.

15845.

15. Shanafelt, T. D., Boone, S., Tan, L., et al. (2012). Burnout and

satisfaction with work-life balance among US physicians rela-

tive to the general US population. Arch Intern Med, 172(18),

1377e1385. https://doi.org/10.1001/archinternmed.2012.3199.
JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION
16. Dyrbye, L. N., & Shanafelt, T. D. (2011). Physician burnout: a po-

tential threat to successful health care reform. J AmMed Assoc,

305(19), 2009e2010. https://doi.org/10.1001/jama.2011.652.

17. Mahoney, M. R., Wilson, E., Odom, K. L., Flowers, L., & Adler, S. R.

(2008). Minority faculty voices on diversity in academic medi-

cine: perspectives from one school. AcadMed, 83(8), 781e786.

https://doi.org/10.1097/ACM.0b013e31817ec002.

18. Carr, P. L., Ash, A. S., Friedman, R. H., et al. (2000). Faculty

perceptions of gender discrimination and sexual harassment in

academic medicine. Ann Intern Med, 132(11), 889. https://doi.

org/10.7326/0003-4819-132-11-200006060-00007.

19. Pololi, L., Cooper, L. A., & Carr, P. (2010). Race, disadvantage

and faculty experiences in academic medicine. J Gen Intern

Med, 25(12), 1363e1369. https://doi.org/10.1007/s11606-010-

1478-7.

20. Pololi, L. H., & Jones, S. J. (2010). Women faculty: an analysis of

their experiences in academic medicine and their coping

strategies. Gend Med, 7(5), 438e450. https://doi.org/10.1016/j.

genm.2010.09.006.

21. Fang, D., Moy, E., Colburn, L., & Hurley, J. (2000). Racial and

ethnic disparities in faculty promotion in academic medicine.

J Am Med Assoc, 284(9), 1085e1092. https://doi.org/10.1001/

jama.284.9.1085.

22. Ulloa, J. G., Viramontes, O., Ryan, G., Wells, K., Maggard-Gib-

bons, M., & Moreno, G. (2018). Perceptual and structural fa-

cilitators and barriers to becoming a surgeon: a qualitative

study of african American and latino surgeons. Acad Med,

93(9), 1326. https://doi.org/10.1097/ACM.0000000000002282.

23. Paul, J. (2018). Burgett intercultural center at the university of

rochester. Bias-related incident response. Published https://

www.rochester.edu/college/bic/bias-incident-response/incident.

html. Accessed September 19, 2018.

24. Systemic Disease. (2017). Breaking bias in medicine beyond

closed doors, one story at a time. Published http://www.

systemicdisease.com/. Accessed September 18, 2018.

25. Creswell, J. W., Hanson, W. E., Clark Plano, V. L., & Morales, A.

(2007). Qualitative research designs: selection and imple-

mentation. Counsel Psychol, 35(2), 236e264.

26. Sue, D. W., Capodilupo, C. M., Torino, G. C., et al. (2007). Racial

microaggressions in everyday life: implications for clinical

practice. Am Psychol, 62(4), 271e286. https://doi.org/10.1037/

0003-066X.62.4.271.

27. Gamba, M., & Kleiner, B. H. (2001). The old boys’ network

today. Int J Sociol Soc Pol Bingley, 21(8-10), 101e107.

28. Ashley, W. (2014). The angry black woman: the impact of

pejorative stereotypes on psychotherapy with black women.

Soc Work Publ Health, 29(1), 27e34. https://doi.org/10.1080/

19371918.2011.619449.

29. Timmerman, G. (2003). Sexual harassment of adolescents

perpetrated by teachers and by peers: an exploration of the
VOL 112, NO 1, FEBRUARY 2020 13

https://doi.org/10.1111/j.1525-1497.2005.0127.x
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref5
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref5
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref5
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref5
https://doi.org/10.1001/jama.2016.2188
https://doi.org/10.1111/j.1525-1497.2004.20409.x
https://doi.org/10.1001/archinte.167.19.2103
https://doi.org/10.1001/archinte.167.19.2103
https://doi.org/10.1097/ACM.0b013e31802d8f2c
https://doi.org/10.1007/s40615-015-0087-x
https://doi.org/10.1097/ACM.0000000000000658
https://doi.org/10.1097/ACM.0000000000000658
https://doi.org/10.1001/jama.2016.17324
https://doi.org/10.1001/jama.2016.17324
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref13
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref13
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref13
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref13
https://doi.org/10.1001/jama.2015.15845
https://doi.org/10.1001/jama.2015.15845
https://doi.org/10.1001/archinternmed.2012.3199
https://doi.org/10.1001/jama.2011.652
https://doi.org/10.1097/ACM.0b013e31817ec002
https://doi.org/10.7326/0003-4819-132-11-200006060-00007
https://doi.org/10.7326/0003-4819-132-11-200006060-00007
https://doi.org/10.1007/s11606-010-1478-7
https://doi.org/10.1007/s11606-010-1478-7
https://doi.org/10.1016/j.genm.2010.09.006
https://doi.org/10.1016/j.genm.2010.09.006
https://doi.org/10.1001/jama.284.9.1085
https://doi.org/10.1001/jama.284.9.1085
https://doi.org/10.1097/ACM.0000000000002282
https://www.rochester.edu/college/bic/bias-incident-response/incident.html
https://www.rochester.edu/college/bic/bias-incident-response/incident.html
https://www.rochester.edu/college/bic/bias-incident-response/incident.html
http://www.systemicdisease.com/
http://www.systemicdisease.com/
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref25
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref25
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref25
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref25
https://doi.org/10.1037/0003-066X.62.4.271
https://doi.org/10.1037/0003-066X.62.4.271
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref27
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref27
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref27
https://doi.org/10.1080/19371918.2011.619449
https://doi.org/10.1080/19371918.2011.619449


BIAS MATTERS IN MEDICINE
dynamics of power, culture, and gender in secondary schools.

Sex Roles, 48(5), 231e244. https://doi.org/10.1023/A:

1022821320739.

30. Rospenda, K. M., Richman, J. A., & Nawyn, S. J. (1998). Doing

power: the confluence of gender, race, and class in contra-

power sexual harassment. Gend Soc, 12(1), 40e60. https://doi.

org/10.1177/089124398012001003.

31. Rodríguez, J. E., Campbell, K. M., & Pololi, L. H. (2015).

Addressing disparities in academic medicine: what of the mi-

nority tax? BMC Med Educ, 15(1). https://doi.org/10.1186/

s12909-015-0290-9.

32. Cyrus, K. D. (2017). Medical education and the minority tax.

J Am Med Assoc, 317(18), 1833e1834. https://doi.org/10.1001/

jama.2017.0196.

33. Cochran, A., Hauschild, T., Elder, W. B., Neumayer, L. A., Brasel,

K. J., & Crandall, M. L. (2013). Perceived gender-based barriers

to careers in academic surgery. Am J Surg, 206(2), 263e268.

https://doi.org/10.1016/j.amjsurg.2012.07.044.

34. Nickerson, K. G., Bennett, N. M., Estes, D., & Shea, S. (1990). The

status of women at one academic medical center: breaking

through the glass ceiling. J Am Med Assoc, 264(14), 1813e1817.

https://doi.org/10.1001/jama.1990.03450140035030.

35. King, J. T. J., Angoff, N. R., Forrest, J. N. J., & Justice, A. C. (2018).

Gender disparities in medical student research awards: a 13-

year study from the Yale school of medicine. Acad Med,

93(6), 911. https://doi.org/10.1097/ACM.0000000000002052.

36. van Ryn, M., Burgess, D. J., Dovidio, J. F., et al. (2011). The

impact of racism on clinician cognition, behavior, and clinical

decision making. Du Bois Rev, 8(1), 199e218. https://doi.org/10.

1017/S1742058X11000191.

37. Hardeman, R. R., Medina, E. M., & Kozhimannil, K. B. (2016).

Structural racism and supporting black livesd the role of health

professionals. N Engl J Med, 375(22), 2113e2115. https://doi.

org/10.1056/NEJMp1609535.

38. Tsai, J., & Crawford-Roberts, A. (2017). A call for critical race

theory in medical education. Acad Med, 92(8), 1072. https://

doi.org/10.1097/ACM.0000000000001810.

39. Rudman, L. A., Borgida, E., & Robertson, B. A. (1995). Suffering in

silence: procedural justice versus gender socialization issues in

university sexual harassment grievence procedures. Basic Appl

Soc Psychol, 17(4), 519e541. https://doi.org/10.1207/

s15324834basp1704_6.

40. van Ryn, M., Hardeman, R., Phelan, S. M., et al. (2015). Medical

school experiences associated with change in implicit racial

bias among 3547 students: a medical student CHANGES study

report. J Gen Intern Med, 30(12), 1748e1756. https://doi.org/10.

1007/s11606-015-3447-7.

41. Hardeman, R. R., Przedworski, J. M., Burke, S., et al. (2016). Associ-

ation between perceived medical school diversity climate and

change in depressive symptoms among medical students: a
14 VOL. 112, NO 1, FEBRUARY 2020
report fromthemedical studentCHANGEstudy.JNatlMedAssoc,

108(4), 225e235. https://doi.org/10.1016/j.jnma.2016.08.005.

42. Montenegro, R. E. (2016). My name is not “interpreter”.

JAMA, 315(19), 2071e2072. https://doi.org/10.1001/jama.

2016.1249.

43. Komaromy, M., Grumbach, K., Drake, M., et al. (1996). The role

of black and hispanic physicians in providing health care for

underserved populations. N Engl J Med, 334(20), 1305e1310.

https://doi.org/10.1056/NEJM199605163342006.

44. Xu, G., Fields, S. K., Laine, C., Veloski, J. J., Barzansky, B., &

Martini, C. J. (1997). The relationship between the race/

ethnicity of generalist physicians and their care for underserved

populations. Am J Publ Health, 87(5), 817e822. https://doi.org/

10.2105/AJPH.87.5.817.

45. Marshall, B., Cardon, P., Poddar, A., & Fontenot, R. (2013). Does

sample size matter in qualitative research?: a review of quali-

tative interviews in is research. J Comp Inform Sys Stillwater,

54(1), 11e22.

46. Willoughby, B. (2012). Responding to Hate and Bias at School. A

Guide for Administrators, Counselors and Teachers (1e44).

Southern Poverty Law Center. https://eric.ed.gov/?

id¼ED541255. Accessed September 24, 2018.

47. The Evergreen State College. (2013). Bias Related Incident

Response Protocol: Practices & Procedures. Published. The

Evergreen State College http://www.evergreen.edu/

studentaffairs/biasincidentprotocol. Accessed September 24,

2018.

48. Skidmore College. (2018). Bias-Related Incidents. Published

https://www.skidmore.edu/campus_safety/bias.php. Accessed

September 24, 2018.

49. Colorado State University. (2018). Incidents of bias - support

and safety assessment. Incidents of bias. Published http://

supportandsafety.colostate.edu/incidents-of-bias. Accessed

September 24, 2018.

50. Kumashiro, K. K. (2000). Toward a theory of anti-oppressive

education. Rev Educ Res, 70(1), 25e53. https://doi.org/10.

3102/00346543070001025.

51. Kawakami, K., Dovidio, J. F., & van Kamp, S. (2007). The impact

of counterstereotypic training and related correction pro-

cesses on the application of stereotypes. Group Process Intergr

Relat, 10(2), 139e156. https://doi.org/10.1177/

1368430207074725.

52. Jackson, S. M., Hillard, A. L., & Schneider, T. R. (2014). Using

implicit bias training to improve attitudes toward women in

STEM. Soc Psychol Educ, 17(3), 419e438. https://doi.org/10.

1007/s11218-014-9259-5.

53. Katz, J., & Moore, J. (2013). Bystander education training for

campus sexual assault prevention: an initial meta-analysis. Per-

spectColleg Sex Assault Perpetrator Vict and Bystand, 183e196.
JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

https://doi.org/10.1023/A:1022821320739
https://doi.org/10.1023/A:1022821320739
https://doi.org/10.1177/089124398012001003
https://doi.org/10.1177/089124398012001003
https://doi.org/10.1186/s12909-015-0290-9
https://doi.org/10.1186/s12909-015-0290-9
https://doi.org/10.1001/jama.2017.0196
https://doi.org/10.1001/jama.2017.0196
https://doi.org/10.1016/j.amjsurg.2012.07.044
https://doi.org/10.1001/jama.1990.03450140035030
https://doi.org/10.1097/ACM.0000000000002052
https://doi.org/10.1017/S1742058X11000191
https://doi.org/10.1017/S1742058X11000191
https://doi.org/10.1056/NEJMp1609535
https://doi.org/10.1056/NEJMp1609535
https://doi.org/10.1097/ACM.0000000000001810
https://doi.org/10.1097/ACM.0000000000001810
https://doi.org/10.1207/s15324834basp1704_6
https://doi.org/10.1207/s15324834basp1704_6
https://doi.org/10.1007/s11606-015-3447-7
https://doi.org/10.1007/s11606-015-3447-7
https://doi.org/10.1016/j.jnma.2016.08.005
https://doi.org/10.1001/jama.2016.1249
https://doi.org/10.1001/jama.2016.1249
https://doi.org/10.1056/NEJM199605163342006
https://doi.org/10.2105/AJPH.87.5.817
https://doi.org/10.2105/AJPH.87.5.817
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref45
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref45
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref45
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref45
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref45
https://eric.ed.gov/?id=ED541255
https://eric.ed.gov/?id=ED541255
https://eric.ed.gov/?id=ED541255
http://www.evergreen.edu/studentaffairs/biasincidentprotocol
http://www.evergreen.edu/studentaffairs/biasincidentprotocol
https://www.skidmore.edu/campus_safety/bias.php
http://supportandsafety.colostate.edu/incidents-of-bias
http://supportandsafety.colostate.edu/incidents-of-bias
https://doi.org/10.3102/00346543070001025
https://doi.org/10.3102/00346543070001025
https://doi.org/10.1177/1368430207074725
https://doi.org/10.1177/1368430207074725
https://doi.org/10.1007/s11218-014-9259-5
https://doi.org/10.1007/s11218-014-9259-5
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref53
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref53
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref53
http://refhub.elsevier.com/S0027-9684(20)30007-9/sref53

	Why Bias Matters in Medicine: Qualitative Insights from Anonymous, Online Reports
	Introduction
	Method
	Data source
	Analysis

	Results
	Descriptive findings
	Qualitative analysis
	Theme 1: Racism
	Theme 2: Sexism
	Theme 3: Healthcare bias
	Theme 4: Minority experience


	Discussion and conclusions
	Conflict of Interest
	References


