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Case:  Ms. K is a 65-year-old white female with a past medical 

history of osteoporosis and advanced-stage lung cancer who 

presents to the emergency department for difficulty breathing and 

chest pain. The patient is admitted to the intensive care unit due to 

worsening symptoms. On day two of her admission, Ms. K is 

accompanied by her family when the care team comes to her room 

during rounds to discuss treatment plans and goals of care. The care 

team consists of Dr. S, a white male ICU attending, Dr. L, a white 

female palliative care attending, Dr. O, a black female internal 

medicine resident, and Dr. C, an Asian male critical care fellow. 

Dr. O, who speaks with a heavy accent, initiates the conversation. 

The patient, who had improved since admission, appears annoyed 

while Dr. O is talking. Dr. S asks Ms. K what is bothering her, to 

which she replies: “ I want an American doctor, someone who 

speaks English. This African needs to go back to her country.” 
 

Discussion:  
Key Definitions  

Discrimination and microaggressions are often the result 

manifestations of biases. Discrimination is the act of unequal 

treatment of people solely based on the groups or the classes that 

they belong to1. Microaggressions are subtle everyday verbal, 

nonverbal, and environmental slights, snubs, or insults, which 

communicate hostile, derogatory, or negative messages to target 

persons based on their marginalized group membership2. Bias 

occurs when a person makes a specific judgment about another 

individual. Bias can be further categorized as implicit or explicit. 

Implicit bias refers to the unconscious prejudices, stereotypes, or 

beliefs held by people3. Explicit bias is overt and deliberate 

negative behavior communicated via physical and verbal 

harassment, violence, or more indirect means such as exclusion. 

Individuals who express explicit bias are conscious and intentional 

about their actions and make no effort to hide it.  
 

Behavioral Impact 

In the past decade, acts of explicit bias towards healthcare workers 

have become more visible4. In studies that included different 

ethnic/racial groups, black physicians consistently encountered 

more discrimination and at a higher percentage than any other 

groups5. For instance, 1 in 5 physicians reported a patient or 

patient’s family refusing to allow them to provide care because of 

the physician’s attributes at least once in the previous year6. 

Explicit bias toward clinical team members impairs team harmony, 

disrupts the delivery of high-quality care, and worsens the learning 

environment7. Explicit bias also represents an occupational hazard 

as it impacts team members' ability to perform job duties 

effectively8.  

 

 

 

 

 

 

 
 

The effects include professional consequences and psychological 

outcomes such as depression, anxiety, spiritual repercussions, and 

burnout. Explicit bias and discrimination towards clinical team 

members also hinder academic medicine efforts to increase 

diversity and inclusion in the medical field and have intensified 

health care disparities9. Despite institutions’ endeavors to improve, 

they are still lacking in implementing best practices for in-the-

moment responses to biased statements experienced by clinical and 

trainees10.  
 

Approaches Towards Addressing Bias 

Rev. Martin Luther King Jr. said, “Our lives begin to end the day 

we become silent about things that matter”. This raises the 

question: what do clinicians say when they witness explicit bias 

from patients toward clinical team members to support and protect 

team members and reinforce a culture of care, professionalism, and 

mutual respect in the clinical setting? The table below described a 

variety of approaches that have been developed to navigate those 

incidents. 
 

Approaches to Addressing 

Workplace Bias 

Goals of Intervention 

Relax, Express, why, Inquire, 

Negotiate, Determine (REWIND)11 

proficiency in resident 

mistreatment 

Observe/Why?/Think/Feel/Desire 

(OWTFD)10 

increase confidence in 

conversations about racism, 

discrimination, and 

microaggressions (RDM) 

-practice response too to RDM 

 

Stop, Talk, Roll (STR)12 stop the interaction, decide how 

to address the situation, and 

seek out support in debriefing  

Step back, think through biases, 

evaluate emotions, and prevent 

patient impact (STEP)13 

a tool to address personal bias 

Realizing Inclusion and Systemic 

Equity in medicine: Upstanding in the 

medical workplace (RISE UP)13 

Antibias, anti-racism 

communication curriculum  

Discover, actively listen, Recognize, 

Educate (DARE)13 

debriefing tool developed when 

a peer experienced an upsetting 

event 

Supervising physicians 

should expect that mistreatment will 

happen, recognize when mistreatment 

occurs, address the situation in real-

time, support the trainee after the 

event, and establish a positive culture 

(ERASE)14 

approach to empower 

physician-educators to 

recognize and respond to 

trainee mistreatment by patients 

Table  – Interventions developed to support physicians who experience explicit bias in the 

workplace. 
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(Discussion Continued) 

 
Strategies to improve communication included creating and 

maintaining community guidelines that instill trust, honesty, and 

authenticity among clinical team members. The overarching 

principle of these approaches is to ensure that the leaders of the 

interdisciplinary team do not allow the biased incident to go 

unacknowledged, thus implicitly condoning it. 
 

Most of the communication tools above suggest that the bystander 

explicitly acknowledges the offensiveness of the incident, quickly 

assesses how to proceed, and redirects the patient and their family. 

Using the OWTFD technique, Dr. S could say, “ Ms. K, you said 

you want an American doctor. Our hospital hires physicians based 

on their knowledge and abilities, and I am confident in the skills of 

Dr. O. We don’t believe nationality has anything to do with being a 

good doctor. I understand this is a very stressful time. We are all 

here for you to help you get better.” Dr. S first acknowledges the 

offensiveness by saying, “you said you want an American doctor”. 

Then, Dr. S redirects the patient by reaffirming his confidence in 

his team member with “our hospital hires all physicians based on 

their abilities, and I am confident in the skills of Dr. O,” and states 

the values and principles of the hospital by emphasizing that, "we 

don’t believe nationality has anything to do with being a good 

doctor”. Finally, Dr. S empathizes with the patient and their family 

and reverts the focus to the patient’s care “I understand this is a 

very stressful time. We are all here for you to help you get better.” 
 

Following bias-related incidents, there should be a debriefing 

meeting. Debriefing has been shown to help in processing difficult 

situations and can be a learning opportunity for everyone involved. 

The purpose of this meeting is to check in with the team member in 

a safe and non-judgmental environment to ascertain how the 

individual would like to handle the situation in the future, to allow 

for discussion of emotions and trauma associated with the difficult 

encounter, and to move forward.15 A debrief should be held not too 

long after the incident; it may or may not be appropriate to interrupt 

clinical duties to debrief immediately. A debrief should be held in a 

private space, with encouragement for all team members to be as 

vulnerable as they feel comfortable being. There should be a 

supportive and open environment to discuss incidents related to 

bias. One should not place the emotional burden of the explicit bias 

incident on the marginalized individual- so the senior member of 

the team should take the lead. The meeting can include all members 

of the team. 
 

Return to Case: Dr. S said, “Ms. K, I’m sorry to hear that you feel 

this way. I believe that Dr. O has the skills necessary to treat you, 

and she is a valuable and integral member of our team. This 

institution does not tolerate these sorts of comments. We are all 

here for you to give you the best care. I hope that you will let us do 

that.” With this short statement, Dr. S challenged the explicit biased 

attitudes of Ms. K by interrupting the encounter and educating Ms. 

K on the values that the clinical care team holds.  
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Dr. S further educated Ms. K on the standards and principles of the 

institution. Ms. K seemed surprised and responded with a 

murmured apology. Dr. O acknowledged the apology and 

continued presenting the case and discussing an assessment and 

plan of care. Following the encounter, Dr. S checked in with Dr. O. 

During this meeting, Dr. S listened to Dr. O’s concerns, reassured 

her of his confidence in her skills, offered support, and encourage 

Dr. O to document and report the incident to hospital administrators 

The decision about whether Dr. O should remain involved in the 

case was left to her. Dr. S also called a debrief meeting later in the 

week with Dr. L, Dr. O, and Dr. C in attendance to follow- up on 

the incident as a group. 
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