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The increasing diversity in the US population is reflected in the patients who healthcare professionals treat. Unfortunately, this 
diversity is not always represented by the demographic characteristics of healthcare professionals themselves. Patients from under-
represented groups in the United States can experience the effects of unintentional cognitive (unconscious) biases that derive from 
cultural stereotypes in ways that perpetuate health inequities. Unconscious bias can also affect healthcare professionals in many 
ways, including patient-clinician interactions, hiring and promotion, and their own interprofessional interactions. The strategies 
described in this article can help us recognize and mitigate unconscious bias and can help create an equitable environment in health-
care, including the field of infectious diseases.

Keywords. Unconscious bias; diversity and inclusion; mitigating strategies.

There is compelling evidence that increasing diversity in the 
healthcare workforce improves healthcare delivery, espe-
cially to underrepresented segments of the population [1, 2]. 
Although we are familiar with the term “underrepresented mi-
nority” (URM), the Association of American Medical Colleges, 
has coined a similar term, which can be interchangeable: 
“Underrepresented in medicine means those racial and ethnic 
populations that are underrepresented in the medical profes-
sion relative to their numbers in the general population” [3]. 
However, this definition does not include other nonracial or 
ethnic groups that may be underrepresented in medicine, such 
as lesbian, gay, bisexual, transgender, or questioning/queer 
(LGBTQ) individuals or persons with disabilities. US census 
data estimate that the prevalence of African American and 
Hispanic individuals in the US population is 13% and 18%, re-
spectively [4], while the prevalence of Americans identifying as 
LGBT was estimated by Gallup in 2017 to be about 4.5% [5]. Yet 
African American and Hispanic physicians account for a mere 
6% and 5%, respectively, of medical school graduates, and ac-
count for 3% and 4%, respectively, of full-time medical school 
faculty [6]. As for LGBTQ medical graduates, the Association 
of American Medical Colleges does not report their preva-
lence [6]. Persons with disabilities are estimated to be 8.7% of 
the general population [4], while the prevalence of physicians 
with disabilities has been estimated to be a mere 2.7% [7]. 

Furthermore, although women currently outnumber men in 
first-year medical school classes [8], gender disparities still exist 
at higher ranks in women’s medical careers [9–11].

Unconscious or implicit bias describes associations or 
attitudes that reflexively alter our perceptions, thereby af-
fecting behavior, interactions, and decision-making [12–14]. 
The Institute of Medicine (now the National Academy of 
Medicine) notes that bias, stereotyping, and prejudice may play 
an important role in persisting healthcare disparities and that 
addressing these issues should include recruiting more med-
ical professionals from underrepresented communities [1]. 
Bias may unconsciously influence the way information about 
an individual is processed, leading to unintended disparities 
that have real consequences in medical school admissions, 
patient care, faculty hiring, promotion, and opportunities for 
growth (Figure 1). Compared with heterosexual peers, LGBT 
populations experience disparities in physical and mental health 
outcomes [15, 16]. Stigma and bias (both conscious and uncon-
scious) projected by medical professionals toward the LGBTQ 
population play a major role in perpetuating these disparities 
[17]. Interventions on how to mitigate this bias that draw roots 
from race/ethnicity or gender bias literature can also be applied 
to bias toward gender/sexual minorities and other underrepre-
sented groups in medicine.

The specialty of infectious diseases is not free from 
disparities. Of >11 000 members of the Infectious Diseases 
Society of America (IDSA), 41% identify as women, 4% identify 
as African American, 8% identify as Hispanic, and <1% identify 
as Native American or Pacific Islander (personal communica-
tion, Chris Busky, IDSA chief executive officer, 2019). However, 
IDSA data on members who identify as LGBTQ and members 
with disabilities are not available.
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The 2017 IDSA annual compensation survey reports that 
women earn a lower income than men [18], and a review of 
the full report demonstrates similar disparities among URM 
physicians, compared with their white peers [19]. While it 
may not be feasible to assign a direct causal relationship be-
tween unconscious bias and disparities within the infectious 
diseases specialty, it is reasonable and ethical to attempt to ad-
dress any potential relationship between the two. In this article, 

we define unconscious bias and describe its effect on health-
care professionals. We also provide strategies to identify and 
mitigate unconscious bias at an organizational and individual 
level, which can be applied in both academic and nonacademic 
settings.

UNCONSCIOUS BIAS—THE ROLE IT PLAYS AND 
HOW TO MEASURE IT

Even in 2019, overt racism, misogyny, and transphobia/homo-
phobia continue to influence current events. However, in the 
decades since the healthcare community has moved toward 
becoming more egalitarian, overt discrimination in medi-
cine based on gender, race, ethnicity, or other factors have 
become less conspicuous. Nevertheless, unconscious bias still 
influences all human interactions [13]. The ability to rapidly 
categorize every person or thing we encounter is thought to be 
an evolutionary development to ensure survival; early ancestors 
needed to decide quickly whether a person, animal, or situation 
they encountered was likely to be friendly or dangerous [20]. 
Centuries later, these innate tendencies to categorize everything 
we encounter is a shortcut that our brains still use.

Stereotypes also inadvertently play a significant role in med-
ical education (Figure 1). Presentation of patients and clinical 
vignettes often begin with a patient’s age, presumed gender, 
and presumed racial identity. Automatic associations and mne-
monics help medical students remember that, on examination, 
a black child with bone pain may have sickle-cell disease or a 
white child with recurrent respiratory infections may have 
cystic fibrosis. These learning associations may be based on true 
prevalence rates but may not apply to individual patients. Using 
stereotypes in this fashion may lead to premature closure and 
missed diagnoses, when clinicians fail to see their patients as 
more than their perceived demographic characteristics. In the 
beginning of the human immunodeficiency virus (HIV) epi-
demic, the high prevalence of HIV among gay men led to ini-
tial beliefs that the disease could not be transmitted beyond the 
gay community. This association hampered the recognition of 
the disease in women, children, heterosexual men, and blood 
donor recipients. Furthermore, the fact that white gay men 
were overrepresented in early reported prevalence data likely 
led to lack of recognition of the epidemic in communities of 
color, a fact that is crucial to the demographic characteristics 
of today’s epidemic. Today, there is still no clear solution to 
learning about the epidemiology of diseases without these im-
precise associations, which can impact the rapidity of accurate 
diagnosis and therapy.

IMPACT OF BIAS ON HEALTHCARE DELIVERY

Unconscious bias describes associations or attitudes that un-
knowingly alter one’s perceptions and therefore often go unrec-
ognized by the individual, whereas conscious bias is an explicit 
form of bias that is based on one’s discriminatory beliefs and 

Figure 1. Glossary of key terms.

Glossary of key terms used in discussion of uncon-
scious bias

Active bystander—A person who witnesses a situation, 
acknowledges the potential problem, and speaks up about 
it [59]

Bias—Tendency to favor one group over another; biases 
can be favorable or unfavorable and can be unconscious 
(implicit or unintentional) or conscious (explicit or inten-
tional) [14]

Cultural humility—Defined by its ongoing self-reflection: 
a lifelong commitment to continuously evaluate one’s own 
behaviors, beliefs, and identities and determine how poten-
tial biases and assumptions may surface when collaborating 
with an individual of a different background [72]

Intent vs impact—Concept that the focus of behavioral 
change should consider the impact on the recipient regard-
less of the intent of the offending behavior (ie, whether a 
result of unconscious or conscious bias) [59]

Microaggression—“Brief and commonplace daily verbal/
nonverbal behavioral, and environmental indignities 
whether intentional or unintentional that communicate 
hostile, derogatory or negative racial/ethnic, gender, sexual 
orientation, and religious slights and insults” [73], (p. 271); 
these can occur wherever people are perceived as “other”; 
some groups have a lifetime burden of microaggressions 
that can contribute to physical or psychological illness

Prejudice—Outward expressions of negative attitudes 
towards different social groups [20]

Stereotype—An oversimplified, fixed, and widely held be-
lief about an entire group of people; stereotypes may not 
always be accurate, especially when they lead to judgments 
applied to individuals within that group [14]

Unconscious bias—Attitudes or stereotypes that un-
consciously alter our perceptions or understanding of our 
experiences, thereby affecting behavior, interactions, and 
decision-making [12–14]

Underrepresented minority—Understood to mean  
either underrepresented minorities or underrepresented in 
medicine
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values and can be targeted in nature [14]. While neither form 
of bias belongs in the healthcare profession, conscious bias 
actively goes against the very ethos of medical professionals 
to serve all human beings regardless of identity. Conscious 
bias has manifested itself in severe forms of abuse within the 
medical profession. One notable historical example being the 
Tuskegee syphilis study, in which black men were targeted to 
determine the effects of untreated, latent syphilis. The Tuskegee 
study demonstrated how conscious bias, in this case manifested 
in the form of racism, led to the unethical treatment of black 
men that continues to have long-lasting effects on health equity 
and justice in today’s society [21]. Given the intentional nature 
of conscious bias, a different set of tools and a greater length of 
time are likely required to change one’s attitudes and actions. 
Tackling unconscious bias involves willingness to alter one’s 
behaviors regardless of intent, when the impact of one’s biases 
are uncovered and addressed [22]

There is still debate, however, about the degree to which 
unconscious bias affects clinician decision-making. In one 
systematic review on the impact of unconscious bias on health-
care delivery, there was strong evidence demonstrating the 
prevalence of unconscious bias (encompassing race/ethnicity, 
gender, socioeconomic status, age, weight, persons living with 
HIV, disability, and persons who inject drugs) affecting clinical 
judgment and the behavior of physicians and nurses toward 
patients [12]. However, another systematic review found only 
moderate-quality evidence that unconscious racial bias affects 
clinical decision-making [23]. A detailed discussion of the im-
pact of unconscious bias on healthcare delivery is out of the 
scope of this article, which is focused on the impact of uncon-
scious bias as it relates to healthcare professionals themselves. 
Nevertheless, strategies to mitigate the effects of unconscious 
bias (discussed later) can be applied to healthcare delivery and 
patient interactions.

MEASURING BIAS—THE IMPLICIT ASSOCIATION 
TEST (IAT)

While we know that unconscious bias is ubiquitous, it can 
be difficult to know how much it affects a person’s daily 
interactions. In many cases, an individual’s unconscious 
beliefs may differ from their explicit actions. For example, 
healthcare professionals, if asked, might say they try to treat 
all patients equally and may not believe they hold negative 
attitudes about patients. However, by definition, they may 
lack awareness of their own potential unconscious biases, and 
their actions may unknowingly suggest that these biases are 
active.

To measure unconscious bias, Drs Mahzarin Banaji and 
Anthony Greenwald developed the IAT in 1998 [24]. Many 
versions of the IAT are accessible online (available at: https://
implicit.harvard.edu/implicit/), but one of the most studied 
is the Race IAT. The IAT has been extensively studied as an 

inexpensive tool that provides feedback on an individual biases 
for self-reflection. The IAT calculates how quickly people asso-
ciate different terms with each other. To determine unconscious 
race bias, the race IAT asks the subject to sort pictures (of white 
and black people) and words (good or bad) into pairs. For ex-
ample, in one part of the Race IAT, participants must associate 
good words with white people and bad words with black people. 
In another part of the Race IAT, they must associate good words 
with black people and bad words with white people. Based on 
the reaction times needed to perform these tasks, the software 
calculates a bias score [20, 24]. Category pairs that are uncon-
sciously preferred are easier to sort (and therefore take less time) 
than those that are not [24]. These unconscious associations can 
be identified even in individuals who outwardly express egali-
tarian beliefs [20, 24]. According to Project Implicit, the Race 
IAT has been taken >4 million times between 2002 and 2017, 
and 75% of test takers demonstrate an automatic white pref-
erence, meaning that most people (including a small group 
of black people) automatically associate white people with 
goodness and black people with badness [20]. Proponents of 
the IAT state that automatic preference for one group over an-
other can signal potential discriminatory behavior even when 
the individuals with the automatic preference outwardly ex-
press egalitarian beliefs [20]. These preferences do not neces-
sarily mean that an individual is prejudiced, which is associated 
with outward expressions of negative attitudes toward different 
social groups [20].

Many of the studies of unconscious bias described in this ar-
ticle use the IAT as the primary tool for measuring the phe-
nomenon. Nevertheless, the degree to which the IAT predicts 
behavior is as of yet unclear, and it is important to recognize 
the limitations and criticisms of the IAT, as this is pertinent to 
its potential application in mitigating unconscious bias. Blanton 
et al reanalyzed data from 2 studies supporting the validity of 
the IAT, claiming that there is no evidence predicting individual 
behavior, with concerns for interjudge reliability and inclusion 
of outliers affecting results [25]. Response to this criticism by 
McConnell et al describes extensive training of test judges and 
evidence that the reanalysis was not a perfect replication of 
methods [26]. Blanton et al argue further in a different article 
that attempting to explain behavior on the basis of results of 
the IAT is problematic because the test relies on an arbitrary 
metric, leading to identified preferences when individuals are 
“behaviorally neutral” [27]. Notwithstanding the limitations of 
the IAT, none of its critics refute the existence of unconscious 
bias and that it can influence life experiences. The following 
sections review how unconscious bias affects different groups in 
the healthcare workforce.

Racial Bias

Medical school admissions committees serve as an important 
gatekeeper to address the significant disparities between racial 
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and ethnic minorities in healthcare as compared to the general 
population. Yet one study demonstrated that members of a 
medical school admissions committee displayed significant un-
conscious white preference (especially among men and faculty 
members) despite acknowledging almost zero explicit white 
preference [28]. An earlier study of unconscious racial and 
social bias in medical students found unconscious white and 
upper-class preference on the IAT but no obvious unconscious 
preferences in students’ response to vignette-based patient 
assessments [29]. Unconscious bias affects the lived experiences 
of trainees, can potentially influence decisions to pursue cer-
tain specialties, and may lead to isolation. A  recent study 
by Osseo-Asare et  al described African American residents’ 
experiences of being only “one of a few” minority physicians; 
some major themes included discrimination, the presence of 
daily microaggressions, and the burden of being tasked as race/
ethnic “ambassadors,” expected to speak on behalf of their dem-
ographic group [30].

Gender Bias

Gender bias in medical education and leadership develop-
ment has been well documented [11, 31]. Medical student 
evaluations vary depending on the gender of the student and 
even the evaluator [31]. Similar studies have demonstrated 
gender bias in qualitative evaluations of residents and letters of 
recommendations, with a more positive tone and use of agentic 
descriptors in evaluations of male residents as compared to fe-
male residents [11]. Studies evaluating inclusion of women 
as speakers have also demonstrated gender bias, with fewer 
women invited to speak at grand rounds [9] and differences 
in the formal introductions of female speakers as compared to 
male speakers [32, 33], with men more likely referred to by their 
official titles than women.

Sexual and Gender Minority Bias

Sexual and gender minority groups are underrepresented in 
medicine and experience bias and microaggressions similar to 
those experience by racial and ethnic minorities. Experiences 
with or perceptions of bias lead to junior physicians not 
disclosing their sexual identity on the personal statement 
part of their residency applications for fear of application re-
jection or not disclosing that they are gay to colleagues and 
supervisors for fear of rejection or poor evaluations [34]. In 
one study, some physician survey respondents indicated some 
level of discomfort about people who are gay, transgender, 
or living with HIV being admitted to medical school. These 
respondents were less likely to refer patients to physician 
colleagues who were gay, transgender, or living with HIV [35]. 
These explicit biases were significantly reduced, compared 
with those revealed in prior surveys done in 1982 and 1999; 
opposition to gay medical school applicants went from 30% in 
1982 to 0.4% in 2017, and discomfort with referring patients 

to gay physicians went from 46% in 1982 to 2% in 2017 [35]. 
The 2017 survey did not measure levels of unconscious bias, 
which is likely to still be pervasive despite decreased explicit 
bias. As with other types of bias, these data reveal that ex-
plicit bias against gay physicians has decreased over time; the 
degree of unconscious bias, however, likely persists. While 
this is encouraging to some degree, unconscious bias may be 
much more challenging to confront than explicit bias. Thus, 
members of underrepresented groups may be left wondering 
about the intentions of others and being labeled as “too 
sensitive.”

Studies including the perspectives of LGBTQ healthcare 
professionals demonstrate that major challenges to their aca-
demic careers persist to this day. These include lack of LGBTQ 
mentorship, poor recognition of scholarship opportunities, 
and noninclusive or even hostile institutional climates [36]. 
Phelan et al studied changes in biased attitudes toward sexual 
and gender minorities during medical school and found 
that reduced unconscious and explicit bias was associated 
with more-frequent and favorable interactions with LGBTQ 
students, faculty, residents, and patients [37].

Disability Bias

Physicians with disabilities constitute another minority group 
that may experience bias in medicine, and the degree to which 
they experience this may vary, depending on whether disabilities 
may be visible or invisible. One study estimated the prevalence 
of self-disclosed disability in US medical students to be 2.7% [7]. 
Medical schools are charged with complying with the Americans 
With Disabilities Act, but only a minority of schools support the 
full spectrum of accommodations for students with disabilities 
[38]. Many schools do not include a specific curriculum for 
disability awareness [39]. Physicians with disabilities have felt 
compelled to work twice as hard as their able-bodied peers for 
acceptance, struggled with stigma and microaggressions, and 
encountered institutional climates where they generally felt like 
they did not belong [40]. These are themes that are shared by 
individuals from racial and ethnic minorities.

MITIGATING UNCONSCIOUS BIAS

A strategy to counter unconscious bias requires an intentional 
multidimensional approach and usually operates in tandem with 
strategies to increase diversity, inclusion, and equity [41, 42]. 
This is becoming increasingly important in training programs 
in the various specialties, including infectious diseases. The 
Accreditation Council for Graduate Medical Education recently 
updated their common program requirements for fellowship 
programs and has stipulated that, effective July 2019, “[t]he 
program’s annual evaluation must include an assessment of 
the program’s efforts to recruit and retain a diverse workforce” 
[43]. The implication of this requirement is that recognition 
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and mitigation of potential biases that may influence retention 
of a diverse workforce will ultimately be evaluated (directly or 
indirectly).

Mitigating unconscious bias and improving inclusivity is a 
long-term goal requiring constant attention and repetition and 
a combination of general strategies that can have a positive in-
fluence across all groups of people affected by bias [44]. These 
strategies can be implemented at organizational and individual 
levels and, in some cases, can overlap between the 2 domains 
(Figure 2). In this section, we review how infectious diseases 
clinicians and organizations like IDSA and hospitals can use 
some of these strategies to address and mitigate implicit bias in 
our specialty.

Organizational Strategies
Commitment to a Culture of Inclusion: More Than Just Diversity 
Training or Cultural Competency
Creating change requires more than just a climate survey, 
a vision statement, or creation of a diversity committee [45]. 
Organizations must commit to a culture shift by building insti-
tutional capacity for change [41, 46]. This involves reaffirming 
the need not only for the recruitment of a critical mass of un-
derrepresented individuals, but equally importantly, the re-
cruitment of critical actor leaders who take the role of change 
agents and have the power to create equitable environments 
[41, 47–49]. These change agents need not themselves be un-
derrepresented; indeed, the success of culture change requires 
the involvement of allies within the majority group (eg, men, 
white people, and cis-gender heterosexual individuals). IDSA 
has demonstrated a commitment to this type of culture change 
with recent changes in leadership structure and with intentional 

recruitment of individuals invested in diversity and inclusion; 
however, there is always room for reevaluation of other areas 
where diversity is desired.

Committing to a culture of inclusion at the academic-
institution level involves creating a deliberate strategy for 
medical trainee admission and evaluation and faculty hiring, 
promotion, and retention. Capers et  al describe strategies for 
achieving diversity through medical school admissions, many 
of which can also be applied to faculty hiring and promotion 
[49]. Notable strategies they suggest include having admissions 
(or hiring) committee members take the IAT and reflect on 
their own potential biases before they review applications or 
interview candidates [49]. They also recommend appointing 
women, minorities, and junior medical professionals (students 
or junior faculty) to admissions committees, emphasizing the 
importance of different perspectives and backgrounds [49]. 
Organizations can also survey employee perception of inclu-
sivity. These assessments include questions on the degree to 
which an individual feels a sense of belonging within an in-
stitution, alongside questions pertaining to experiences of 
bias on the grounds of cultural or demographic factors [50]. 
Conducting regular assessments and analysis of survey results, 
particularly on how individuals of diverse backgrounds feel 
they can exist within the organization and their culture simul-
taneously, allows organizations to ensure that their trainings 
on unconscious bias and promotion of cultural humility lead 
to long-term positive change. Furthermore, realizing that dif-
ferent demographic groups may feel less respected than others 
provides information on areas of focus for consequent refresher 
seminars on combating unconscious bias in conjunction with 
cultural humility.

Intentionally
diversify

experiences

Cultural
humility

and
curiousity

Mentorship
and

sponsorship

Question
and

actively
counter

stereotypes

Self-
reflection on

personal
biases

Leadership
commitment

to culture
change

Meaningful
diversity
training

Strategies to
Mitigate

Unconscious
Bias

Organization

Individual

Both

Figure 2. Organization-level and personal-level strategies to mitigate unconscious bias. Orange circles indicate organization-specific strategies, green circles indicate 
individual-level strategies, and blue circles represent strategies that can be emphasized on both organizational and individual levels to mitigate implicit bias.
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Meaningful Diversity Training and the Usefulness of the IAT
Notwithstanding potential criticisms of the IAT with respect 
to prediction of discriminatory behavior, this can be a useful 
tool within a comprehensive organizational training seminar 
directed toward understanding and addressing individual un-
conscious bias. In the study by Capers et  al, over two thirds 
of admissions committee members who took the IAT and 
responded to the post-IAT survey felt positive about the poten-
tial value of this tool in reducing their unconscious bias [28]. 
Additionally, almost half were cognizant of their IAT results 
when interviewing for the next admissions cycle, and 21% 
maintained that knowledge of this bias affected their decisions 
in the next admissions cycle [28]. Perhaps this knowledge led to 
conscious changes in committee member behavior because, in 
the following year, the matriculating class was the most diverse 
in that institution’s history [28, 49]. A similar bias education in-
tervention coupled with the IAT led to a decreased unconscious 
gender leadership bias in one academic center [48]. IDSA and 
infectious diseases practices (or academic divisions) could con-
sider ways to incorporate this into already established training 
for those in leadership roles or on leadership search committees.

Of course, the potential applicability of the IAT can be 
overstated—at best, several meta-analyses have demonstrated 
that there may only be a weak correlation between IAT scores 
and individual behavior [51–53], and several criticisms of the 
IAT have already been discussed here. Additionally, while im-
portant to acknowledge that bias is pervasive, care must be 
taken to avoid normalizing bias and stereotypes because this 
may have the unintended consequence of reinforcing them [54]. 
Important points that should be emphasized when using the IAT 
as part of diversity training include that (1) people should be 

aware of their own biases and reflect on their behaviors individ-
ually; (2) the IAT can suggest generally how groups of people 
with certain results may behave, rather than how each individual 
will behave; and (3) on its own, the IAT is not a sufficient tool to 
mitigate the effects of bias, because if there is to be any chance of 
success, an active cultural/behavioral change must be engaged in 
tandem with bias awareness and diversity training [55].

Individual Strategies
Deliberative Reflection
Before encounters that are likely to be affected by bias (such 
as trainee evaluations, letters of recommendation, feedback, 
interviews, committee decisions, and patient encounters), de-
liberative reflection can help an individual recognize their own 
potential for bias and correct for this [56]. It is also a good time 
to consider the perspective of the individual whom they will 
be evaluating or interacting with and the potential impact of 
their biases on that individual. Participants can be encouraged 
to evaluate how their own experiences and identities influence 
their interactions. Including data on lapses in proper care due 
to provider bias also proves helpful in giving workers real-life 
examples of the consequences of not being vigilant for bias [51, 
57]. This motivated self-regulation based on reflections of in-
dividual biases has been shown to reduce stereotype activation 
and application [44, 58]. If one unintentionally behaves in a dis-
criminatory manner, self-reflection and open discussion can 
help to repair relationships (Figure 3).

Question and Actively Counter Stereotypes
Individuals may question how they can actively counter 
stereotypes and bias in observed interactions. The 

Addressing Personal Bias (Before It Occurs)

We all have bias ...
While you cannot control another’s actions, you can be an

example to others with your own:

Be Aware

Of  your biases and how such
biases appear as “intuition”

Be Systematic
By using concrete guidelines or

checklists, be transparent in
decision-making

Be Open
To new experiences and to

learning about di�erent identities

Addressing Personal Bias (After It Occurs

What if  I unintentionally commit a microaggression?

lntent vs Impact

Own Your Actions

Reinforcea and Repair

• Remember that intent and impact are distinct

• Acknowledge that your actions were biased

• Own the consequences

• Reach out and rebuild trust

• Self-reinforce behaviors that prevent bias

• Consider other's past experiences

Figure 3. Strategies to address personal bias before and after it occurs.

D
ow

nloaded from
 https://academ

ic.oup.com
/jid/article-abstract/220/Supplem

ent_2/S62/5552356 by guest on 21 April 2020



S68 • jid 2019:220 (Suppl 2) • Marcelin et al

active-bystander approach adapted from the Kirwan Institute 
[59] can provide insight into appropriate responses in these 
situations (Figure 4).

Strategies That Apply to Both Organizations and Individuals
Cultural Competency and Beyond: Cultural Humility
Healthcare organizations seeking to develop providers who 
can work seamlessly with colleagues and more effectively treat 
patients from all cultural backgrounds have been conducting 
trainings in cultural competency  [60]. The term “cultural 
competency” implies that one has achieved a static goal of 
championing inclusivity. This approach imparts a false sense 
of confidence in leaders and healthcare professionals and 
fails to recognize that our understanding of cultural barriers 
is continually growing and evolving [61]. Cultural humility 
has been proposed as an alternate approach, subsuming the 
teachings of cultural competency while steering participants 
toward a continuous path of discovery and respect during 
interactions with colleagues and patients of different cultural 
backgrounds [62]. Other synonymous terms include “cultural 
sensitivity” and “cultural curiosity.” Rather than checking a box 
for training, cultural humility focuses on the individual and 
teaches that developing one’s self-awareness is a critical step 
in achieving mindfulness for others [63]. Cultural humility 
emphasizes that individuals must acknowledge the experi-
ential lens through which they view the world and that their 
view is not nearly as extensive, open, or dynamic as they might 
perceive [61]. By training leaders and healthcare professionals 
that they do not need to be and ultimately cannot be experts 
in all the intersecting cultures that they encounter, healthcare 
professionals can focus on a readiness to learn that can trans-
late to greater confidence and willingness in caring for patients 
of varying backgrounds [61].

As cultural humility is important to recognizing 
and mitigating conscious and unconscious biases, pa-
tient simulations and diversity-related trainings should 
be augmented with discussions about cultural humility. 

By integrating cultural humility into healthcare training 
procedures, organizations can strive to eliminate the perceived 
unease healthcare professionals might experience when 
interacting with individuals from backgrounds or cultures 
unfamiliar to them. Cultural humility starts from a condi-
tion of empathy and proceeds through the asking of open 
questions in each interaction (Figure 1). Instilling elements of 
cultural humility training within simulation-based learning 
provides participants with experience in treating a wide array 
of patients while providing low-risk, feedback-based learning 
opportunities [22, 64].

Diversify Experiences to Provide Counterstereotypical Interactions
Exposing individuals to counterstereotypical experiences 
can have a positive impact on unconscious bias [10, 44, 55]. 
Therefore, intentional efforts to include faculty from un-
derrepresented groups as preceptors, educators, and invited 
speakers can help reduce the unconscious associations of 
these responsibilities as unattainable. Capers et  al suggest 
that including students, women, and African Americans and 
other racial and ethnic minorities on admissions committees 
may be part of a strategy to reduce unconscious bias in med-
ical school admissions [49]. If institutions, organizations, 
and conference program committees are aware of their own 
metrics in this respect, following this information with de-
liberate choices to remedy inequities can have a profound 
impact on increasing diversity [65]. Furthermore, in med-
ical training, while deliberate curricula involving disparities 
and care of underrepresented individuals are beneficial, 
educators must be aware of the impact of the hidden curric-
ulum on their trainees. The term “hidden curriculum” refers 
to the aspects of medicine that are learned by trainees out-
side the traditional classroom/didactic instruction environ-
ment. It encompasses observed interactions, behaviors, and 
experiences often driven by unconscious and explicit bias 
and institutional climate [66–68]. Students can be taught 
to actively seek out the hidden curriculum in their training 

Step 1: Acknowledge the bias in the interaction

Step 2: Make a conscious decision to address the bias

Step 3: Utilize one of the following action strategies to counter the bias

Humora “English is my first language, what’s yours?” (eg, In response to “your English is so good!”) 

Reject the stereotype outright “I don’t get the joke”

Ask questions “What did you mean when you said ___?”

Acknowledge discomfort “What you just said makes me very uncomfortable. Please don’t speak like that around me any-
more.”

Be direct “I know you didn’t intend for your words to be interpreted as a stereotype, but as your friend, 
I wanted to be honest with you that that’s how it came across.”

Step 4: Continue the conversion beyond the interaction

Adapted with permission from Tenney [59].
aHumor is potentially culturally based, and may not always work

Figure 4. Kirwan Institute approach to countering unconscious bias as an active bystander. 
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environment, reflect on the lessons, and use this reflection to 
inform their own behaviors [67]. Individuals can intention-
ally diversify their own circles, connecting with people from 
different backgrounds and experiences. This can include the 
occasionally awkward and uncomfortable introductions at 
professional meetings or at community events, making an 
effort to read books by diverse authors, or trying new foods 
with a colleague. These are small behavioral changes that, 
with time, can help to retrain our brain to classify people as 
“same” instead of “other.”

Mentorship and Sponsorship
Mentors can, at any stage in one’s career, provide advice and 
career assistance with collaborations, but sponsors are typ-
ically more senior individuals who can curate high-profile 
opportunities to support a junior person, often with potential 
personal or professional risk if that person does not meet expec-
tations. URMs and women physicians tend not to have as much 
support with mentoring and sponsorship as the majority group, 
white men. Qualitative studies of URM physician perspectives 
typically reveal themes of isolation and lack of mentorship, re-
gardless of the URM group being studied [30, 36, 69]. Possible 
reasons include lack of mentors from similar backgrounds or in-
effective mentoring in discordant mentor-mentee relationships. 
Mentor-training workshops that intentionally include uncon-
scious bias training can enhance the effectiveness of mentors 
working with diverse trainees and junior faculty and address 
this potential barrier to URM success [70]. Providing mentor-
ship within an individual department, as well as support for 
participating in external mentorship and career development 
programs, can help create sponsorship opportunities that even-
tually influence career advancement [41]. Many professional 
societies such as IDSA provide mentorship opportunities, and 
these can be enhanced by encouraging more sponsorship of 
junior clinicians for opportunities such as podium lectures, 
moderating at conferences, writing editorials, or committee 
positions.

SUMMARY

In the years since the IAT was first described, researchers 
have published countless data on the impact of unconscious 
bias. Fortunately, explicit and implicit attitudes toward many 
disenfranchised groups of people have regressed to a more neu-
tral position over time [71], but this does not mean that un-
conscious bias has disappeared. Just as healthcare providers are 
required to stay up to date on medical techniques and procedures 
to best serve their patients, we propose that trainings involving 
the social aspects of medicine be treated similarly. Cultural hu-
mility is characterized by lifelong learning and is a key aspect of 
a successful provider-patient relationship. Thus, it is imperative 
that healthcare organizations and professional medical societies 
such as IDSA continually provide healthcare professionals 

with learning opportunities to enhance their interactions with 
individuals different from themselves. Effectively addressing 
unconscious bias and subsequent disparities in IDSA will need 
comprehensive, multifaceted, and evidence-based interventions 
(Figure 5).

CALL TO ACTION

IDSA has demonstrated a commitment to diversifying its so-
ciety leadership by commissioning the Gender Disparities Task 
Force and the Inclusion, Diversity, Access & Equity Task Force, 
reconfiguring existing committees, developing new committees 
(eg, the Leadership Development Committee), and creating new 
opportunities, such as the IDSA Leadership Institute. While these 
are important and impactful actions, we propose the following 

Figure 5. Unconscious bias highlights.

Unconscious Bias Highlights

1.  Unconscious biases are attitudes or stereotypes that 
unknowingly alter our perceptions or understanding of 
our experiences, thereby affecting behavior interactions 
and decision-making.

2.  Unconscious bias can influence behaviors, but the exact 
extent to which it does so is unclear.

3.  Women and individuals underrepresented in medicine 
can have different experiences with recruitment, hiring, 
promotion, and compensation (among others) due to 
unconscious bias, as compared to their majority peers 
(white men).

4.  Strategies to mitigate unconscious bias are multi-
factorial but involve bias awareness, culture change, 
countering stereotypes, and intentional group 
diversification.

5.  The extent to which unconscious bias plays a role in 
diversity challenges within the specialty of infectious 
diseases is unknown.

The infectious diseases Society of America can play a 
role in mitigating unconscious bias by:

a.  Incorporating measurable evidence-based bias re-
duction strategies into infectious diseases training 
programs and membership at large

b.  Enhancing mentorship programs to intentionally seek  
equitable inclusion of those traditionally  
underrepresented in leadership

c.  Incorporating principles of cultural humility into  
leadership development

d.  Supporting infectious diseases divisions and fellowship 
programs with their group efforts to create a more  
diverse environment
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additional steps to address the role of unconscious bias in var-
ious settings. First, develop an IDSA-sponsored climate survey to 
assess perceptions of inclusion and belonging within the Society, 
and repeat this climate assessment after implementing bias re-
duction strategies. Second, provide IDSA-sponsored education/
training on unconscious bias reduction strategies and cultural 
humility to academic infectious disease divisions and fellow-
ship programs to support the recruitment and retention of a 
diverse infectious diseases physician workforce. Third, develop 
benchmarks for excellence in infectious diseases divisions and 
fellowship training programs to evaluate these bias reduction 
strategies. Fourth, provide education/training on unconscious 
bias–reduction strategies and cultural humility to leadership and 
membership within IDSA. Specifically, the board of directors, the 
Leadership Development Committee, the Awards Committee, 
and others involved in electing, nominating, or honoring 
members should consider including incorporating the IAT and 
bias-reduction education for their committee members. After 
implementing such strategies, IDSA should reevaluate metrics of 
awardees, committee chairs, and leadership to determine whether 
these strategies made an impact. Fifth, cultivate existing mentor-
ship programs within IDSA, with the added focus of intentional 
mentoring and sponsorship of groups traditionally underrepre-
sented in leadership. Sixth, commit to consistent review and revi-
sion of infectious diseases recruitment messaging, ensuring that 
materials and media counter harmful stereotypes and represent 
true diversity. Seventh, collect, review, and publish metrics of di-
versity in all facets of the membership, including IDWeek speaker 
demographic characteristics, IDSA journal editor/reviewers, 
guideline authorship, and committee membership, with inten-
tional response strategies to change these demographic charac-
teristics to a more diverse distribution. Eighth, be transparent 
about reporting of metrics, with clear accountability and flexi-
bility to adjust initiatives based on results.

NOTE

Although there are numerous data describing the impact of 
unconscious bias on healthcare delivery, clinician-patient 
interactions, and patient outcomes, discussion of these aspects 
is out of the scope of this article, which focuses on the impact of 
unconscious bias on healthcare professionals. Additionally, the 
majority of data on unconscious bias presented in this article 
relates to general academic training and career development, as 
data in the infectious diseases practice community is limited. 
This represents an area of need for evaluation within the spe-
cialty of infectious diseases, since a vast majority of members 
are in clinical practice and may experience bias in varying 
degrees. While it is important to support trainees who may ex-
perience unconscious bias, it is also critical to provide support 
for infectious diseases clinicians further along in their careers, 
as a means to maintain retention in the specialty. Finally, some 
individuals may prefer person-first language, while others may 

prefer identity-first language when referring to disabilities. 
We consistently used person-first language throughout this 
manuscript based on the recommendation by the Centers for 
Disease Control & Prevention (https://www.cdc.gov/ncbddd/
disabilityandhealth/pdf/disabilityposter_photos.pdf).
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