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Purpose: While there is an emerging body of literature that demonstrates how racism and 
bias negatively impact the experiences of physicians and trainees from underrepresented 
groups in medicine in the US, little is known about the experiences of internal medicine 
trainees and their learning environments. The purpose of this study was to examine these 
learning environments and explore trainees’ perceptions of race/ethnicity-related topics.
Methods: A 35-item confidential electronic survey was disseminated to trainees from 11 
internal medicine training programs in the US. A total of 142 trainees participated. Purposive 
sampling ensured alignment with 2018 IM trainee demographics by sex, race and ethnicity. 
Analyses were performed including chi-square, Fisher’s exact tests, and logistic regression.
Results: Key findings reveal 63% of respondents perceived disparities in the care provided 
to diverse patients. Two in three respondents were confident that their institution would 
respond to discrimination, but only 1/3 of respondents perceived appropriate reporting 
mechanisms. Black/African American trainees reported needing to minimize aspects of 
their race and were less likely to perceive their institutions as being supportive to people 
of color.
Conclusion: Access to timely information about trainees’ experiences with discrimination 
and bias in graduate medical education is imperative to disrupt systemic racism and health 
inequities. Findings suggest a perceived difference in health care provided to minoritized 
groups, a gap in formal mechanisms for reporting racism and discrimination experienced by 
trainees, and environments that challenge a sense of belonging. Findings add to current 
literature exposing the experience of underrepresented trainees in the US.
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Introduction
The importance of a diverse healthcare workforce towards enhancing culturally com-
petent care, mitigating healthcare disparities, and ensuring a cadre of physicians 
dedicated to caring for a diverse patient population is hard to dispute.1–7 Residents 
and fellows, especially from underrepresented groups (URGs), comprise an essential 
population to develop and strengthen as a pipeline of culturally competent physicians.

There is evidence that URGs in medicine experience prejudice, bias, and 
discrimination based on their gender, gender expression or identity, sexual orienta-
tion, presumed ethnic/racial identities, and/or international status.8–22 URG physi-
cians also report patients rejecting their care, patients and colleagues mistaking 
them for non-physician employees, and being held to higher performance standards.
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For example, scholars have reported psychological 
abuse and discrimination based on gender and sexual 
harassment are commonly experienced by residents in 
training programs.9 More specifically, Black physicians 
face complex social and emotional challenges during train-
ing including discrimination, differing expectations, social 
isolation, and consequences. Participants in several studies 
have reported Black colleagues reprimanded more harshly 
for the same transgression as their White colleagues and 
perceived to perform at lower levels than White 
counterparts.10 Other studies that have centered on inter-
national medical graduates’ experience in the US have also 
highlighted self-reported considerable bias and 
prejudice.12 Unfortunately, these instances have not 
greatly declined over time.13 A recent study described 
the experiences of underrepresented resident/trainees 
found that participants described three major themes: 
a daily barrage of microaggressions and bias, minoritized 
trainees tasked as race/ethnicity ambassadors, and chal-
lenges negotiating professional and personal identity 
while seen as “other”.20 In higher education literature, 
“othering” is the process of treating or perceiving one as 
different from ourselves; treating individuals as lesser 
based on implicitly perceived differences.

The literature seems to share a call for direct approaches 
to address such issues by creating supportive networks and 
raising awareness. In addition, scholars have called for poli-
cies, procedures, and structural changes that promote cultural 
change within academic institutions. These experiences, 
combined with unsupportive structures, indicate a strong 
need for institutional mechanisms that effectively address 
and respond to racism, bias, and discrimination.

While this emerging literature portrays how racism, 
bias, and discrimination negatively impacts the success 
and experiences of physicians, learners, and trainees 
from URGs, little is known about the specific experi-
ences of internal medicine (IM) residents and how their 
learning environment eliminates, perpetuates, or buffers 
these types of experiences. Gaps in the literature demon-
strate a limited assessment of resident learning 
environments.8 Because Internal medicine represents 
the largest training specialty offering 25% of all intern 
positions in the National Resident Match Program and is 
the frontline of diagnoses and treatments of patients, it is 
important to understand what these trainees face.23 

Moreover, about 57% of internal medicine primary care 
residency graduates go directly into primary care, an 
important specialty towards achieving health equity.24

Understanding the current learning environment for 
trainees is crucial to the creation of necessary support 
and patient care structures to facilitate an inclusive excel-
lent environment for all. Hence, our examination of the 
learning environments of internal medicine residents with 
a special focus on the URG experience.

Methods
Two research questions guided this survey study: (1) Do 
internal medicine trainees perceive their learning environ-
ment, programmatic and institutional structures responsive 
to issues of racism, bias, and discrimination? (2) To what 
extent do residents from URGs perceive their learning 
environment to be welcoming and inclusive?

The survey was developed with scholars in equity, diver-
sity, inclusion, and antiracism. It also included experts in 
graduate medical education and survey design who reviewed 
the survey for content validity. Survey questions were drawn 
from previously validated tools that addressed cultural 
engagement, such as the Culturally Engaging Campus 
Environments (CECE), Workplace Discrimination, and 
Racial and Ethnic Microaggressions Scale (REMS).14,17,25 

CECE was developed by the National Institute for 
Transformation and Equity, to assess and understand institu-
tions’ campus environments and to maximize success among 
diverse higher education students. The CECE Survey 
includes 9 indicators under two constructs: cultural relevance 
and cultural responsiveness.25 Workplace discrimination 
assisted in exploring discrimination among practicing physi-
cians. RMES measures racial microaggressions as subtle 
statements and behaviors that unconsciously communicate 
denigrating messages to people of color.14 The final instru-
ment also included demographic information and internal 
medicine residency type. Per survey research techniques, 
cognitive interviews and preliminary testing were performed 
in order to examine the final instrument’s item comprehen-
sion, judgment, and response.26 Indiana University 
Institutional Review Board (IU IRB) reviewed this study 
and considered it exempt (protocol number: 1802080330, 
exemption granted on 3/5/2018). The IU IRB determined 
this study exempt given its minimum to no risk to human 
participants as an anonymous survey and per regulatory 
category: research studying educational practices.

The survey was distributed electronically to IM pro-
gram directors at eleven IM residencies nationwide to 
distribute survey invitations to their residents during the 
summer of 2018. These residency programs represented 
several regions, types of programs, and ensured that 
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resident sample mirror current Accreditation Council for 
Graduate Medical Education (ACGME) IM resident 
demographic data (Table 1). For this analysis, we focus 
on findings related to race/ethnicity and gender.

Data analysis began with descriptive statistics. 
Additional analyses were performed to determine if there 
were significant differences in responses between genders 
and between races/ethnicities. Chi-Square tests were used to 
determine if there was significant heterogeneity in 
responses, with Fisher’s Exact tests being used when cell 
counts were low. Logistic regression analyses were then 
performed to generate odds ratios, using White participants 
as the reference category for race and men for gender. 
Although we did not have adequate power to perform 
a multivariable analysis with an interaction term, we did 
analyze race associations for women and men separately, 
to determine if there were different patterns. Analyses were 
performed to determine if there were significant differences 
between the analysis group and the excluded group, with no 
significant heterogeneity found. In this article, we focus on 
the most salient results related to inclusive learning and 
work environments, experiences with discrimination and 
bias, and institutional support structures. All analytic 
assumptions, including proportional odds for multi-level 
response questions, were verified and analyses were per-
formed using SAS v9.4 (SAS Institute, Cary, NC).

Results
A total of 142 respondents completed the survey out of an 
estimated potential 1100 trainees. The average in-app and 
online survey response rate ranged from 13–20%. As an 
external online survey, we aimed to reach at least 10% of 
the sample population, exceeding recommendations by 
Johnson & Brooks (2010) and Gliner, Morgan, and 

Leech (2009).27,28 A higher response rate was pursued 
by reminder notices and increasing the open period of 
the survey. Purposive sampling ensures that the sample 
represented the qualities and demographics possessed by 
current IM nationwide. The responses are representative of 
the sample based on ACGME demographic data from 
2018 (Table 1). A study by Fosnacht et. al. (2017)29 did 
not find that a 5% response rate or even a 75% response 
rate provides unbiased population estimates under all cir-
cumstances, but rather that additional effort to move 
response rates marginally higher will frequently only 
shift survey results in trivial ways. This seems especially 
the case when the sample represents a population. Table 2 
summarizes these results.

Inclusive Learning and Work 
Environments
The most salient racial relationships indicated that Black/ 
African American (AA) were 9.5 times more likely than 
White respondents to report needing to “minimize aspects” 
of their race including language, clothes, style, and ways 
of interacting in order to be able to “fit in” to the culture of 
the program/institution; 25 times more likely than White 
respondents to feel isolated at the institution; 7 times more 
likely than White respondents to feel like they need to 
work twice as hard to get the same treatment. Those who 
identified as Hispanic/Latino/a/x indicated they were 
nearly 5 times less likely to be unfairly humiliated in 
front of others.

Women indicated they were 179 times more likely to 
report being viewed not as a physician, were 2.2 times 
more likely to have been unfairly humiliated, 5.4 times as 
likely to feel the need to work twice as hard, and 4.6 times 
more likely to feel isolated.

Table 1 Demographics Table

ACGME Active Residents Self-Identification by Sex and Ethnicity

Gender ACGME* Study Ethnicity ACGME* Study

Women 39.9% 48.2% White 48.4% 47.2%

Men 54.2% 51.9% Asian/Pacific Islander 35.7% 29.6%

Not Reported 5.9% Hispanic/Latino/a/x 8.6% 10.2%
Black/African American 7.0% 5.6%

Native American/Alaskan Native 0.1% n/a

US Regions: Northeast, Midwest, South, 

Mountain.

* ACGME Data Resource Book 2017–2018, % based on self-identification data
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Experiences with Discrimination and Bias
Over 16% of participants reported experiencing discrimi-
nation from faculty and/or administration. Nearly three 
times as many respondents (46.3%) indicated that they 
experienced discrimination from patients and families. Of 
those who indicated “yes”, 70.0% were based on gender; 
60.0% on race or ethnicity; 28.0% based on “other”. 
Women respondents were 6.2 times more likely than men 
to report experiences of discrimination by patients and 
families. Black/AA respondents were 3.2 times more 
likely than White respondents to report experiencing dis-
crimination by patients and families.

Moreover, our survey inquired about observed offensive 
remarks made towards patients or families. Sixty-three per-
cent of participants indicated witnessing such remarks. 
Lastly, when asked if respondents thought there were dispa-
rities in the care given to patients of different ethnic groups 
at their hospital/clinical location, 58.3% of respondents 
agreed, 13.9% of them did not know, and 27.8% disagreed.

Institutional Support Structures
Participants were asked if they were aware of whether 
their institution offered a mechanism to address discri-
mination from patients and/or families: 32.7% indi-
cated mechanisms were present, 47.6% did not know, 
and 19.6% indicated no mechanism. Similarly, partici-
pants indicated that 36.1% knew what to do if faced 
with discriminatory behaviors from patients and/or 
family, 30.6% did not know, and 33.3% did not know 
what to do.

When examining these responses by race, Black/AA 
respondents were least likely to think that their institution 
would respond appropriately to reports of discrimination. 
Black/AA respondents were also less likely than White 
respondents to agree with the statement that they would 
recommend their institution as supportive for people of 
color.

Discussion
This study adds to existing knowledge about URG trainees 
through our research questions: Do internal medicine trai-
nees perceive their learning environment, programmatic 
and institutional structures responsive to issues of racism, 
bias, and discrimination? To what extent do residents from 
URGs perceive their learning environment to be welcom-
ing and inclusive?

First, our findings suggest that trainees perceive a gap 
in formal mechanisms for reporting, an important first step 
in dealing with instances of discrimination and racism 
programmatically and institutionally. The absence of such 
mechanisms is especially problematic within the context 
of the current era and frankly, a global movement towards 
not just diverse and equitable learning environments, but 
towards inclusive, antiracist and anti-oppressive environ-
ments. Racism, bias, discrimination, and microaggressions 
are perpetrated by individuals but also perpetuated through 
complicit silence, flawed infrastructures, lack of leader-
ship, institutional bias, and so forth. We urge programs 
to evaluate and enact changes that allow trainees to report 
these instances and feel safe in doing so while also making 

Table 2 Summary of Likelihood

Metric Demographic Likelihood (+) More Likely, (-)Less Likely

Minimize themselves Black/AA vs White +9.5X

Isolation Black/AA vs White +25X

Women vs Men +4.6X

Feel the need to work harder Black/AA vs White +7X

Women vs Men +5.4X

Unfairly humiliated in front of others Hispanic/Latino/a/x vs White −5X

Women vs Men +2.2X

Not viewed as a physician Women vs Men +179X

Report experiences of discrimination by patients/families Women vs Men +6.2X

Black/AA vs White +3.2

https://doi.org/10.2147/AMEP.S311543                                                                                                                                                                                                                                

DovePress                                                                                                                               

Advances in Medical Education and Practice 2021:12 700

Sotto-Santiago et al                                                                                                                                                 Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


visible the process for reporting, and transparent about the 
consequences for perpetrators.

Our study indicated that 63% percent of participants 
indicated witnessing offensive remarks from the healthcare 
team towards patients from diverse backgrounds. 
Moreover, 58% perceived disparities in the health care 
given to patients of different ethnic groups at their hospi-
tal/clinical location. A fair and transparent reporting sys-
tem would allow for such reporting. This has a serious 
impact on the ability to address health equity in a system 
plagued with racial and ethnic disparities and health out-
comes. Health equity is the goal of academic medicine. We 
strive for a state in which everyone has the opportunity to 
attain full health and individuals are not disadvantaged 
because of perceived memberships to minoritized groups 
in a society. Lastly, the fact that our URG trainees are 
seeing how the health system treats their own, how can we 
pretend that our learning environments are safe, welcom-
ing, and a place where they should feel they belong.

Like other scholars, this study confirms prior argu-
ments that residency programs must shift their structures 
and culture to better foster a supportive environment for 
women trainees.12 However, in the interest of intersec-
tional identities, the most salient racial relationship sug-
gested that Black/AA were 9.5 times more likely to report 
needing to minimize aspects of their race including lan-
guage, clothes, style, and ways of interacting with others 
in order to be able to “fit in” in medicine. Our system is 
perpetuating assimilation to an image perceived as the 
exemplar of what a physician looks like. The problem 
with fitting in is its subjectivity determined by a majority 
group and its exclusionary and oppressive consequences. 
Fitting in may discourage reporting of instances, may 
make URGs feel less than their authentic selves.

Several important implications for research, practice, 
and policy emerge from this study. First, our survey tool 
demonstrates feasibility in gathering this critical informa-
tion and future research will broaden the utilization of this 
survey tool. Second, robust clinician educator professional 
development appears to be needed. For example, learning 
and practicing how to respond to instances of racism, 
sexism, discrimination, and microaggressions should be 
incorporated into residency education and faculty 
development.30 Third, as institutional policies are devel-
oped, they should track, report, and respond to incidents in 
a transparent manner.

Lastly, we would be remiss to mention the current 
opportunity that institutions have to correct the past and 

move forward towards truly embracing equality, equity, 
diversity, inclusion, and anti-oppression in ways that are 
far from performative in nature. As leaders in academic 
medicine, we can lead our institutions to exemplars of 
clinical education while owning our social responsibility 
and living its mission. It is time for a deep reflection of the 
type of institution and the type of educators we want to be, 
on behalf of our trainees. Box 1 offers a series of recom-
mendations for creating inclusive environments and 
addressing bias and discrimination against trainees.

Limitations
The main goal of this survey was to assess the learning 
environments of IM residents. Through this exercise, we 
encountered limitations in the feasibility of IM trainees as 
participants given the nature and intensity of their training 
and obvious time constraints. However, this is an oppor-
tunity for institutions and programs to learn more about 
their own practices. By requiring this type of learning 
environment assessment, institutions can intervene early, 
address intentionally these issues, while using a tracking 
tool that demonstrates a commitment to action.

Conclusion
Existing research indicates that URGs routinely deal with 
racism, bias, discrimination, and microaggressions. Having 

Box 1 Recommendations for Creating an Inclusive Environment 
and Addressing Bias and Discrimination Against Trainees

Recommendations for Creating an Inclusive Environment and 
Addressing Bias and Discrimination Against Trainees

Conduct a learning environment review on an annual basis to 

establish a baseline and measure changes over time

Implement confidential and meaningful reporting structures and 

ensure that all trainees are aware of them

Maintain a structure for addressing bias and discrimination and 

following up with trainees with transparency throughout the 

organization

Ensure no tolerance policies for bias and discrimination events

Faculty development to assist trainees and navigate the process with 

residents must be disseminated

Clear and visible commitment to promote health equity and mitigate 

disparities for patients at risk must be baked into the quality strategy 
for training programs and their sponsoring institutions
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access to timely information about the experiences of dis-
crimination and bias that exist in the graduate medical educa-
tion learning environment is imperative to disrupt systemic 
issues, along with health disparities and inequities. Residency 
and training periods are marked by significant stress and IM 
programs need to do better at acknowledging these chal-
lenges, address them not only at the programmatic level but 
embrace the agency they have to address institutional bias 
and systemic attitudes towards a diverse workforce.
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