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Teaching	About	Racism	in	the	Context	of	Persistent	Health	and	Healthcare	DispariPes:	
How	Educators	can	Enlighten	Themselves	and	Their	Learners	
Workshop	STFM	Annual	Spring	Conference,	Minneapolis	May	3,	2016	
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OBJECTIVES

1. Define	implicit	bias,	privilege,	intersecRonality	and	microaggression	
in	the	se`ng	of	healthcare.	

2. Gain	skills	and	confidence	in	facilitaRng	difficult	conversaRons	about	
racism	through	structured	acRviRes.	

3. Apply	individualized	strategies	to	implement	curricular	changes	
around	racial	jusRce	in	your	departments,	residencies,	and	clinical	
environments.	





An opportunity to contribute to an 
IRB- approved study

•  Consent	Form	
•  This	study	will	include	4	surveys.	
•  This	study	is	confidenRal.	We	will	be	

collecRng	your	email	address	on	the	
consent	form	which	is	not	linked	to	the	
survey	responses.		You	will	provide	a	
number	based	on	the	last	two	numbers	
of	your	zip	code	and	cell	phone	to	keep	
surveys	linked.	



FFOOUUNNDDAATTIIOONNAALL  PPRRIINNCCIIPPLLEESS
1.  InsRtuRonal	racism	is	not	our	fault	but	it	is	our	responsibility	to	eradicate.	
2.  Challenging	racism	and	white	privilege	is	everyone’s	work.	
3.  Diversity	is	a	benefit	to	everyone,	not	just	minoriRes.	
4.  Implicit	bias	and	racism	were	taught	to	all	of	us	without	consent.	
5.  Implicit	bias	can	be	unlearned	but	requires	conRnual	and	intenRonal	self	work.	
6.  InsRtuRonal	racism	can	be	addressed	through	conRnual	and	intenRonal	community	

work.	
7.  It	takes	sustained	effort	to	change	systems.	We	will	not	naturally	evolve	toward	

greater	equity.	
8.  Building	relaRonships	across	difference	is	not	the	same	as	confronRng	systems	of	

oppression.	
9.  Race	means	a	lot	and	a	liPle	all	at	the	same	Rme.	

Adapted	from	Hollins	and	Govan	by	Jess	Guh	



GGRROOUUNNDD  RRUULLEESS

• What	you	share	is	confidenRal,	honored,	and	respected.	
• Use	“I”	statements	–	avoid	speaking	for	another	or	for	an	enRre	group.		
• Avoid	criRquing	others’	experiences;	focus	on	your	own.		
• Be	honest	and	willing	to	share—if	you	tend	to	be	quieter	in	groups,	
challenge	yourself	to	share.	
• Resist	the	desire	to	interrupt.	Suspend	judgment.	Be	open	to	the	wisdom	
in	each	person’s	story.	
• Be	brave	and	reflect	on	discomfort.	
• Address	differences	intenRonally.	
• Be	mindful	of	Rme.			



“Be the change that you wish to see in the world.”
Mahatma	Gandhi	
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“What	white	people	have	to	do	is	try	to	find	
out	in	their	hearts	why	it	was	necessary	for	
them	to	have	a	n***r	in	the	first	place.	
Because	I	am	not	a	negro.	I'm	a	man.	If	I'm	
not	the	negro	here,	and	if	you	invented	him,	
you	the	white	people	invented	him,	then	you	
have	to	find	out	why.	And	the	future	of	the	
country	depends	on	that.	Whether	or	not	it	is	
able	to	ask	that	quesRon.”	



TEACHING	ABOUT	RACISM:		
WHY	DOES	IT	MATTER?	

Denise	V.	Rodgers,	MD,	FAAFP	
Vice	Chancellor	for	Interprofessional	Programs	

Rutgers	Biomedical	and	Health	Sciences	
Professor,	Dept	of	Family	Medicine	and	Community	Health	

Rutgers	–	Robert	Wood	Johnson	Medical	School	

















www.doonesbury.com			March	26,	2017	



hKp://www.newsweek.com/us-opioid-epidemic-heroin-white-men-overdoses-576651	



www.cnn.com	March	29,	2017	





JAMA	Psychiatry.	Published	online	March	29,	2017.	doi:10.1001/jamapsychiatry.2017.0113		
	



AGE	ADJUSTED	DEATH	RATE	FOR	
SUICIDE	BY	RACE	–	2014	

PER	100,000	
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YPLL	at	age	75	FOR	SUICIDE	BY	RACE		
2014	
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TOP	10	CAUSES	OF	DEATH	FOR	WHITE	MEN	-	2014	





THIS IS WHAT 
BLACK PRIVILEGE 

LOOKS LIKE 



LIFE	EXPECTANCY	AT	BIRTH	FOR	
MALES	BY	RACE	–	2014	
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LIFE	EXPECTANCY	AT	BIRTH	FOR	
FEMALES	BY	RACE	–	2014	
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AGE	ADJUSTED	DEATH	RATE	FOR	
HEART	DISEASE	BY	RACE	–	2014	

PER	100,000	
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AGE	ADJUSTED	DEATH	RATE	FOR	
CANCER	BY	RACE	–	2014	

PER	100,000	
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YPLL	at	age	75	FOR	CANCER	BY	RACE	
–2014	
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YPLL	at	age	75	FOR	PROSTATE	
CANCER	BY	RACE	–2014	
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YPLL	at	age	75	FOR	BREAST	CANCER	
BY	RACE	–2014	
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AGE	ADJUSTED	DEATH	RATE	FOR	
STROKE	BY	RACE	–	2014	

PER	100,000	
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YPLL	at	age	75	FOR	STROKE	BY	RACE	–
2014	
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AGE	ADJUSTED	DEATH	RATE	FOR	
DIABETES	BY	RACE	–	2014	

PER	100,000	
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YPLL	at	age	75	FOR	DIABETES	BY	RACE	
–2014	
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AGE	ADJUSTED	DEATH	RATE	FOR	HIV	
BY	RACE	–	2014	

PER	100,000	
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YPLL	at	age	75	FOR	HIV	BY	RACE		
2014	
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AGE	ADJUSTED	DEATH	RATE	FOR	
HOMICIDE	BY	RACE	–	2014	

PER	100,000	
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YPLL	at	age	75	FOR	HOMICIDE		
BY	RACE		

2014	
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TOP	10	CAUSES	OF	DEATH	FOR	BLACK	MEN	-	2014	
	



THERE IS SOME 
GOOD NEWS 



hKps://www.washingtonpost.com/news/to-your-health/wp/2017/05/02/cdc-life-expectancy-up-for-blacks-and-the-racial-gap-is-closing/	
?utm_term=.b155e05615ea	

	





hKps://www.washingtonpost.com/news/to-your-health/wp/2017/05/02/cdc-life-expectancy-up-for-blacks-and-the-racial-gap-is-closing/	
?utm_term=.b155e05615ea	

	



HOWEVER….. 





hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.washingtonpost.com/news/to-your-health/wp/2017/05/02/cdc-life-expectancy-up-for-blacks-and-the-racial-gap-is-closing/	
?utm_term=.b155e05615ea	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aaheatlh/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	



hKps://www.cdc.gov/vitalsigns/aahealth/infographic.html#graphic	





hKp://www.sfchronicle.com/news/arbcle/Largely-white-opioid-epidemic-	
highlights-black-11043175.php	

““WWhhiittee  bbrrootthheerrss  aanndd  ssiisstteerrss  hhaavvee  bbeeeenn  
mmeeddiiccaalliizzeedd  iinn  tteerrmmss  ooff  tthheeiirr  ttrraauummaa  aanndd    
aaddddiiccttiioonn..  BBllaacckk  aanndd  bbrroowwnn  ppeeooppllee  hhaavvee  

bbeeeenn  ccrriimmiinnaalliizzeedd  ffoorr  tthheeiirr    
ttrraauummaa  aanndd  aaddddiiccttiioonn..””  

 
Michael Eric Dyson 



hKps://pics.onsizzle.com/predator-super-predator-superpredator-10604273.png	



hKp://www.villagevoice.com/news/cheaper-more-addicbve-and-	
highly-profitable-how-crack-took-over-nyc-in-the-80s-6664480	



The	Post	notes	that	“a	lot	of	misinformabon	
surfaced”	about	the	“crack	baby”	

phenomenon,	and	cites	an	ogen-quoted	
column	by	Charles	Krauthammer	who	in	

1989	wrote:	
Washington	Post,	August	1989	

“Theirs	will	be	a	life	of	certain	suffering,	of	
probable	deviance,	of	permanent	

inferiority.”	
	hKps://mediamythalert.wordpress.com/2010/04/18/	

skirbng-the-medias-role-in-the-crack-baby-scare/	



Krauthammer	also	wrote	in	that	column:	
“The	inner-city	crack	epidemic	is	now	

giving	birth	to	the	newest	horror:	a	bio-
underclass,	a	genera`on	of	physically	

damaged	cocaine	babies	whose	
biological	inferiority	is	stamped	at	

birth.”	

hKps://mediamythalert.wordpress.com/2010/04/18/	
skirbng-the-medias-role-in-the-crack-baby-scare/	



But	now	researchers	are	systemabcally	following	
children	who	were	exposed	to	cocaine	before	
birth,	and	their	findings	suggest	that	the	
encouraging	stories	of	Ms.	H.’s	daughters	are	
anything	but	unusual.	So	far,	these	scienbsts	say,	
the	long-term	effects	of	such	exposure	on	
children’s	brain	development	and	behavior	appear	
relabvely	small.	

The	Epidemic	That	Wasn’t	
By	SUSAN	OKIEJAN.	26,	2009		

	



hKps://www.cjpf.org/who-uses-crack-cocaine-and-why/	

Criminal	Jus`ce	Policy	Founda`on	





hKp://www.msn.com/en-us/news/us/more-americans-say-race-relabons-deteriorabng-reuters-poll/
ar-BBAtAHK?li=AA4ZnC&ocid=spartanntp	



hKp://fingfx.thomsonreuters.com/gfx/rngs/USA-TRUMP-POLL-RACE/010040W71X6/index.html	

HOW	MUCH	OF	A	THREAT	DOES	RACISM	AND		
BIGOTRY	POSE	TO	THE	UNITED	STATES?	

2015	vs	2017	



hKp://fingfx.thomsonreuters.com/gfx/rngs/USA-TRUMP-POLL-RACE/010040W71X6/index.html	

AMERICA	INCREASINGLY	IS	A	PLACE	WHERE	I	FEEL		
FREE	TO	SAY	WHAT	I	REALLY	THINK?	

Change,	11/8/16	vs	03/28	-	04/03/17	



hKp://fingfx.thomsonreuters.com/gfx/rngs/USA-TRUMP-POLL-RACE/010040W71X6/index.html	

THESE	DAYS	I	FEEL	LIKE	A	STRANGER		
IN	MY	OWN	COUNTRY	?	
Change,	11/8/16	vs	03/28	-	04/03/17	









PRO	PUBLICA/	CONSUMER	REPORTS			
APRIL	21,	2017	

hKp://www.consumerreports.org/consumer-protecbon/car-insurance-companies-	
charge-higher-rates-in-some-minority-neighborhoods/	



hKp://www.msn.com/en-us/sports/more-sports/why-bostons-sports-teams-cant-escape-the-citys-racism	
/ar-BBAEZjh?li=BBmkt5R&ocid=spartanntp	

SPORTS	ILLUSTRATED			MAY	2,	2017	



hKp://www.msn.com/en-us/sports/more-sports/why-bostons-sports-teams-cant-escape-the-citys-racism	
/ar-BBAEZjh?li=BBmkt5R&ocid=spartanntp	





PIKEVILLE, KENTUCKY 
APRIL 29, 2017 





































“…RESIDENTIAL	SEGREGATION	IS	
ASSOCIATED	WITH	ADVERSE	BIRTH	
OUTCOMES,	INCREASED	EXPOSURE	
TO	AIR	POLLUTANTS,	DECREASED	
LONGEVITY,	INCREASED	RISK	OF	

CHRONIC	DISEASE	AND	INCREASED	
RATES	OF	HOMICIDE	AND	OTHER	

CRIMES”	

Baily	ZD,	Krieger	N,	et.al		Structural	racism	and	health	inequi`es	in	the	USA:	evidence	and	interven`ons	
www.thelancet.com	Vol	389	April	8,	2017		



“RESIDENTIAL	SEGREGATION	ALSO	
SYSTEMATICALLY	SHAPES	HEALTH-
CARE	ACCESS,	UTILISATION,	AND	
QUALITY	AT	THE	NEIGHBOUROOD,	
HEALTH-CARE	SYSTEM,	PROVIDER	

AND	INDIVIDUAL	LEVELS”	

Baily	ZD,	Krieger	N,	et.al		Structural	racism	and	health	inequi`es	in	the	USA:	evidence	and	interven`ons	
www.thelancet.com	Vol	389	April	8,	2017		

















“WE HAVE FLOWN THE AIR LIKE 
BIRDS AND SWUM THE SEA LIKE 

FISHES. BUT HAVE YET TO 
LEARN THE SIMPLE ACT OF 
WALKING THE EARTH LIKE 

BROTHERS.” 
 

MARTIN LUTHER KING, JR. 







WHAT IS THE IMPACT OF BEING 
RACIST ON HEALTH? 







REFLECTIONS ON CREATING 
THIS TALK 



Facilitating Courageous 
Conversations

Jessica Guh, MD
she/her/hers

May	2017	STFM	



Pa-ence	

Curiosity	

Compassion	

Courage	



culturesconnec-ng.com	



Lessons from Teaching Past

•  You can’t teach to the furthest behind
•  This is a process and journey
•  Credibility is possible without expertise
•  Content + behavior



•  Understand systems 
of oppression
–  bigotry v racism
–  implicit bias
–  tone policing
–  microaggression
–  colorism
–  white fragility
–  intersectionality
–  creation of race
–  model minority myth

•  Comfort w conflict
•  Self reflective and 

resilient

Baseline	Competencies	



PREGAME



Self Reflection

•  What are your triggers?
•  What kind of style do you have?
•  What are you hoping to accomplish?
•  What are you afraid of?
•  What identities do you have?



Some Strategery

•  What are others hoping the workshop will 
accomplish?

•  What are the identities of those in the 
workshop?
– Are your plans appropriate?
– Are you appropriate for this?

•  What voices are missing?









SHOWTIME



teacher	 facilitator	



Common Pitfalls
•  rescuing white people
•  convincing
•  turning to POCs as experts
•  not directly addressing conflict/tension
•  indulging oppression olympics
•  not having faith in your participants
•  privilege and power appearing in the 

conversation



Power and Privilege
•  dominating the conversation
•  invalidating/reframing experiences of 

people of color
•  tone policing
•  people with privilege distancing 

themselves from that group
•  ignoring intersectionality



When Conflict Arises!!!



Jess’s	Emergency	Parachute	

1)	Take	a	deep	breath	and	slow	your	pulse	

2)	Jump	in!	

3)	Talk	soJ,	low,	and	slow	

4)	Slow	down	the	conversa-on	and	go	step-by-step	

7%	words,	40%	tone,	the	rest	is	body	language	

5)	Get	meta!!	



Symptom	 Diagnosis	 Treatment	

Response	 Emo-on	 Reflec-on	

Response	 Knowledge	
Gap	 Educa-on	



•  Reframe to the norms. Engaging > Attacking
•  Thank the individuals for taking risks and being vulnerable – 

encourage others to do so
•  Paraphrase back statements

–  make sure no one is misunderstanding
–  confirm that you hear their experience
–  help them reframe/paraphrase what they are saying – couple this 

with genuine curiosity
•  Pause to name and explore emotions
•  Make sure they talk to each other and not to you
•  Make space to invite/allow others into the conversation
•  Be present – don’t just be planning what you will say next. It 

models thoughtfulness
•  Take a break – just be intentional about how to come back 

together. Suggestion: paired debrief



Teach	and	learn	
the	mistake	

Model	how	to	
handle	making	

mistakes	



DEBRIEF



EVERYBODY LOVES 
ROLEPLAYING





Par-cipants	
1	

Par-cipants	
3	

Par-cipants	
5	

Facilitators	
2	

Facilitators	
6	

Facilitators	
4	

Denise	 George	 Jennifer	



Scenario #1
You are leading a discussion on racism 

and a white resident raises his/her hand. 
They voice that they are tired of hearing 
about about white privilege because they 

grew up really poor. She had to work 
really hard and all of the black people she 

knows are doing better than her.



Scenario #2
You are the attending on the inpatient service 
and the resident reports that overnight there 

was an issue between the patient and nursing. 
He asked the nurse to stop coming into the 

room so much and turning the lights on. Things 
escalated and the nurse felt threatened and 
had to call security as well as the overnight 

time to setup a behavior agreement.  



Scenario #2
You idly wonder how much race might have 

influenced things.  The senior resident cuts in 
and says, “I don’t think it had anything to do 

with it. I’ve worked with that nurse, Nicole, a lot 
and she doesn’t have a racist bone in her 

body. Everybody is just tired and overworked. 
The patient is sick and frustrated to be in the 
hospital. Things just got a little out of hand.” 



Scenario #3
You are facilitating a rank list session and 

someone notes that there are no 
candidates of color in the top 20 of the 

rank list. Another person speaks up and 
states that while diversity is important, we 
don’t want to have reverse racism either. 

It would be better to be “colorblind.” 
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What is Implicit Bias?

“An unconsciously triggered belief in the 
inferiority of, or negative attitude toward, a 
group(s).” 

Clair,	Ma)hew,	and	Jeffrey	S.	Denis.	2015.	“Sociology	of	Racism”	edited	by	James	D.	Wright.	
The	InternaGonal	Encyclopedia	of	the	Social	and	Behavioral	Sciences	19:857-863.	



Characteristics of Implicit Bias

•  Ordinary
•  Learned from culture
•  Pervasive
•  Often conflicting with conscious beliefs
•  Consequential

Molly	Carnes	et	al.	Breaking	the	Bias	Habit.®	Copyright	2015	by	WISELI	and	the	Board	of	Regents	of	the	University	of	Wisconsin	System.	Used	with	permission.	
	



Implicit Bias is Ordinary

•  Automatic mental operations used 
continuously to navigate various 
situations.  



Implicit Bias is Learned from Culture
•  Reflects larger society’s biases and 

stereotypes



Implicit Bias is Pervasive
•  Affects all age groups, races, 

ethnicities, genders

•  Members of a group often 
hold negative biases against 
their own group

•  "There is nothing more painful 
to me at this stage in my life 
than to walk down the street 
and hear footsteps . . . then 
turn around and see 
somebody white and feel 
relieved.“ Rev. Jesse Jackson



Implicit Bias Often Runs Contrary to 
Consciously Endorsed Beliefs

•  “You come face to 
face with the fact that 
you are not the 
person you thought 
you were.”
–  Mahzarin Banaji, PhD 

and author of 
Blindspot: Hidden 
Biases of Good People



Implicit Bias Results in Death

•  Black men were 21 times as likely as their 
white peers to be killed by police. 

•  In 77% of the cases where circumstances 
around the shooting were “undetermined” 
the victim was black.  

Gabrielson	R,	Jones	RG,	Sagara	E.	2014.	ProPublica	InvesGgaGon:	Deadly	Force,	in	Black	and	White.		
h)ps://www.propublica.org/arGcle/deadly-force-in-black-and-white	



Jordan Edwards  
 15 year old freshman, 

Mesquite High School. Balch Springs, Texas 
 "He was an amazing young man that had a way to make  

everyone around him feel better,"  ~Coach Jeff Fleener

"Jordan	was	a	loving	child,	
with	a	humble	and	sharing	
spirit.	The	bond	that	he	
shared	with	his	family,	
parGcularly	his	siblings,		
was	indescribable,”		

~	Charmaine	and	Odell	Edwards	(Jordan’s	parents)	

h)p://www.cnn.com/2017/05/02/us/jordan-edwards-shooGng-trnd/	



Bottom Line on Implicit Bias

•  Routine, unconscious, automatic process 
•  It can help us be decisive about situations
•  But can also have very negative 

consequences. 
•  The good news: 
“We can overrule our mental habits and gut reactions. It’s 
not inevitable these biases have to control our behavior”

~Dr. Jennifer Raymond in Pederson (2015) 

Staats,	C.,	et	al.	State	of	the	Science:	Implicit	Bias	Review.	2016	EdiGon.	h)p://
kirwaninsGtute.osu.edu/wp-content/uploads/2016/07/implicit-bias-2016.pdf	



Reflective Writing Activity

•  What did your IAT results suggest about 
your biases?

•  Is this congruent with your stated beliefs?
•  How did this information affect you?

Pair & Share 
(optional at the end of the writing activity)



Implicit Bias Affects Healthcare
•  “The evidence indicates that healthcare 

professionals exhibit the same levels of 
implicit bias as the wider population.”

•  Provider bias “likely to influence” 
– Diagnosis
– Treatment
– Levels of care
	
	
FitzGerald	C,	Hurst	S.	Implicit	bias	in	healthcare	professionals:	a	systemaGc	review.	BMC	Medical	Ethics.	2017;18:19.	doi:10.1186/s12910-017-0179-8.	



Healthcare Disparities

•  Differential access to health care services
•  Differential quality of health care:

–  Medical uncertainty and variation
–  Lack of inclusion in clinical trials and evidence-based
–  Discrimination, bias, stereotyping

1/16	

(Provider	Level	Factors)	

h)ps://www.naGonalacademies.org/hmd/~/media/Files/Report%20Files/2003/Unequal-Treatment-
ConfronGng-Racial-and-Ethnic-DispariGes-in-Health-Care/DispariGeshcproviders8pgFINAL.pdf	



Implicit Bias Affect Healthcare
•  “Most health care providers appear to 

have implicit bias in terms of positive 
attitudes toward Whites and negative 
attitudes toward People of Color.”

 
•  Provider bias “significantly related to”
– Patient-provider interactions
– Treatment decisions
– Treatment adherence
– Patient health outcomes

Hall	et	al.	Implicit	Racial/Ethnic	Bias	Among	Health	Care	Professionals	and	Its	Influence	on	Health	Care	
Outcomes:	A	SystemaGc	Review.	American	Journal	of	Public	Health	2015	105,	12,	e60-e76		



Implicit Bias and Differential Treatment

•  Doctors with a pro-White bias were more 
likely to recommend thrombolysis 
treatment to White vs Black males with 
acute MI. (catheterization, bypass surgery 
not available) 

Green	AR,	Carney	DR,	Pallin	DJ,	et	al.	Implicit	Bias	among	Physicians	and	its	
PredicGon	of	Thrombolysis	Decisions	for	Black	and	White	PaGents.	Journal	of	
General	Internal	Medicine.	2007;22(9):1231-1238.	doi:10.1007/s11606-007-0258-5.	





Patients May Experience  
Stereotype Threat

•  “The threat of being judged by or confirming negative group-
based stereotypes.”

•  Abdou and Fingerhut 2014
–  Black and white women in a simulated healthcare 

encounter.
–  One condition was neutral, the other highlighted racial 

identity and racial stereotypes 
–  Black women in the stereotype threat condition 

experienced more anxiety during the simulated encounter.

	
Stereotype	threat	among	Black	and	White	women	in	health	care	selngs.		Abdou,	Cleopatra	M.;	Fingerhut,	Adam	W.		Cultural	Diversity	and	Ethnic	Minority	Psychology,	Vol	
20(3),	Jul	2014,	316-323.		
	



What about our students?
Implicit Racial Bias in Medical School Admissions
– Ohio State University College (OSUCOM) 

of Medicine admissions committee took the black-
white implicit association test (IAT) prior to the 
2012-2013 cycle. 

– Men, women, students, faculty displayed significant 
levels of implicit white preference

– The class that matriculated following the IAT 
exercise was the most diverse in OSUCOM's 
history at that time.

Capers	Q	4th1,	Clinchot	D,	McDougle	L,	Greenwald	AG.	Implicit	Racial	Bias	in	Medical	School	Admissions.	Acad	Med.	2017	Mar;92(3):
365-369.	doi:	10.1097/ACM.0000000000001388.	



What about our Faculty and other interactions?  
Implicit Bias Can Lead to Racial Microagressions

“Racial microaggressions are brief and commonplace daily 
verbal, behavioral, 
or environmental 
indignities, 
whether intentional 
or unintentional, 
that communicate hostile, 
derogatory, or 
negative racial slights and insults toward people of color.”

Sue,	D.	W.	et	al.	Racial	Microaggressions	in	Everyday	Life.	American	Psychologist	Vol.	62,	No.	4,	271–286	
	



Disrupting Biased Attitudes and Behaviors

Engage in perspective-taking

Practice the right message

Individuate

Challenge your stereotypes
ChrisGne	Kolehmainen,	Anne	Stahr	and	Molly	Carnes	Breaking	the	Bias	Habit	®:	A	Workshop	for	Medical	Residents.	Copyright	2015	by	the	University	of	
Wisconsin	Department	of	Medicine	and	the	Board	of	Regents	of	the	University	of	Wisconsin	System.	Used	with	permission.	



Engage in Perspective Taking
•  5 experiments comparing perspective-taking 

vs objectivity or no instruction
•  Perspective-taking
– Weaker pro-white bias on IAT 
– More awareness of racial oppression
– Warmer feelings toward Blacks
–  Less physical distance when asked to sit across 

from a black person
– Behavior rated more positively by black 

interviewer
Todd,	AR	et	al.	PerspecGve	taking	combats	automaGc	expressions	of	racial	bias	Journal	of	Personality	and	Social	Psychology,	Vol	100(6),	Jun	2011,	1027-1042.			
Molly	Carnes	et	al.	Breaking	the	Bias	Habit.®	Copyright	2015	by	WISELI	and	the	Board	of	Regents	of	the	University	of	Wisconsin	System.	Used	with	permission.	
	



Practice the Right Message
Self-talk
•  “The vast majority of 

people try to overcome 
their stereotypic 
preconceptions.”

•  “Empathy is malleable.”

Team-talk
•  “We value 

multiculturalism.”
•  “Clinic staff, providers, 

and patients are all 
working as a team.”

Molly	Carnes	et	al.	Breaking	the	Bias	Habit.®	Copyright	2015	by	WISELI	and	the	
Board	of	Regents	of	the	University	of	Wisconsin	System.	Used	with	permission.	
	



Micro-affirmations

•  micro-affirmations— apparently small acts, 
which are often ephemeral and hard-to-
see, events that are public and private, 
often unconscious but very effective, 
which occur wherever people wish to help 
others to succeed.

Mary	Rowe:	Micro-affirmaGons	&	Micro-inequiGes,	Rowe,	M.	Journal	of	the	InternaGonal	Ombudsman	AssociaGon,	Volume	1,	Number	1,	March	2008.		



Individuate
•  Learn details 
•  Increase contacts
•  Practice situational attributes vs 

dispositional attributes
– Situational attributes: Patient is requesting 

pain medicine because her pain is debilitating
– Dispositional attributes: Patient is requesting 

pain medicine because she is a drug-seeker.
Molly	Carnes	et	al.	Breaking	the	Bias	Habit.®	Copyright	2015	by	WISELI	and	the	Board	of	Regents	of	the	University	of	Wisconsin	System.		
	



Challenge Your Stereotypes

•  Recognize stereotypic attitudes
•  Consider how these have developed
•  Replace the stereotypic attitude with data
•  Imagine counter-stereotype exemplars

Molly Carnes et al. Breaking the Bias Habit.® Copyright 2015 by WISELI and the Board of Regents of the University of Wisconsin 
System. Used with permission.



Disrupting Biased Attitudes and Behaviors

Engage in perspective-taking

Practice the right message

Individuate

Challenge your stereotypes
ChrisGne	Kolehmainen,	Anne	Stahr	and	Molly	Carnes	Breaking	the	Bias	Habit	®:	A	Workshop	for	Medical	Residents.	Copyright	2015	by	the	University	of	
Wisconsin	Department	of	Medicine	and	the	Board	of	Regents	of	the	University	of	Wisconsin	System.	Used	with	permission.	



“If we swim against the “current” of racial 
privilege, it’s often easier to recognize, while 

harder to recognize if we swim with it.”

~Robin DiAngelo

Acosta,	David	MD;	Ackerman-Barger,	Kupiri	PhD,	RN	
Breaking	the	Silence:	Time	to	Talk	About	Race	and	Racism	
Acad	Med.	2017;92:365–369	



Jones	CP.	Am	J	Epi	2001;154(4):299-304	



Systems Change

•  Perpetual learning
•  Name it (IAT, Cultural Climate, Could it be 

operating here?)
•  Address it (How? Policies, Practices?)
•  Measure it (Metrics of Accountability

Jones	CP.		ConfronGng	InsGtuGonalized	Racism.		Phylon		2003;50(1-2):7-22.	



“The time to break the silence and embrace 
our vulnerability is now.” 

~Dr. David Acosta, et al

Acosta,	David	MD;	Ackerman-Barger,	Kupiri	PhD,	RN	
Breaking	the	Silence:	Time	to	Talk	About	Race	and	Racism	
Acad	Med.	2017;92:365–369	



THEATER OF THE 
OPPRESSED 
FORUM THEATER 



OBJECTIVES 

•  To explore a tool to help us explore and counter microaggressions. 

•  By sharing our awkward and unsettling stories that continue to haunt us 
today. 

•  And acting our way out. 



FRAMING 

•  Setting the stage 

•  Becoming comfortable with uncomfortable 



THE OUTLINE 

•  Introduction to the background of Theater of the Oppressed and Forum 
Theater 
•  Sharing of practical skills for interrupting oppression 
•  Centering 
•  Story sharing 
•  Warm Up 
•  Forum Theater 
•  Debrief 



THEATER OF THE OPPRESSED 



ORIGINS 

PAULO FREIRE (1921-1997) AUGUSTO BOAL (1931-2009) 



THEATER OF 
THE OPPRESSED 

•  It is a form of participatory theater where the audience becomes active and can intervene 
and change the story 

•  It allows people to tackle sensitive issues such as cultural conflicts and gender based 
violence in a safe and nonjudgmental environment..  

•  It is a tool we can use to better understand ourselves, our communities and our world. 



FORUM THEATER 

•  It is one method of the Theater of the Oppressed.  

•  It is a performance that functions to transform participants from  

•  spectators — who watch to   

•  spect-actors — who watch and take action.  

•  A short scene by Forum actors presents an issue of oppression and represents the world 
as it is–the anti-model.   Audience members are then encouraged to stop the play and 
take the stage to address the oppression, attempting to change the outcome through 
action.  



FORUM THEATER 
•  Round 1: Select one of the stories share in the set-up activity.  The person whose story was 

chosen is the director of the original scene. Players volunteer to be actors for each of the 
parts/people involved in the story. The director retells the story as the actors physically 
move through the scene while it is being described. The director can have them move and 
give directions about where to stand. The director is not one of the actors in the scene.   

•  Round 2: The players re-enact the scene with the same initial situation or trigger statement 
but they attempt to turn the situation around by intervening during a racist act or behavior, 
calling attention to what happened or checking assumptions and engaging in a productive 
discussion.  Anyone can step into the scene by tapping an actor on the shoulder and taking 
over their role. Practice the revised scene 2-3 times until the group feels positive about the 
interaction.  When a player gets stuck consider freezing the scene and have audience 
members stand behind each player and think about a word of phrase that describes how 
each actor might be feeling at that moment (e.g. lost, frustrated, embarrassed, etc). 



TOOLS 



ACT 

Affirm 

Counter 

Transform 
 

Source: 
http://www.centerforsocialinclusion.org/
communications/talking-about-race-toolkit/  



CENTERING 



STORY 
SHARING 

•  Share an interaction in a clinical setting 
where you were part of a microaggression.  

•  Victim 

•  Witness (complicit) 

•  Perpetrator (unwitting) 



WARM UP 



REMEMBER IN FORUM THEATER: 

• The protagonist has options. 

• The antagonist can change. 

• An ally can change the course of action. 



FORUM THEATER 
•  Round 1: Select one of the stories share in the set-up activity.  The person whose story was 

chosen is the director of the original scene. Players volunteer to be actors for each of the 
parts/people involved in the story. The director retells the story as the actors physically 
move through the scene while it is being described. The director can have them move and 
give directions about where to stand.  The director is not one of the actors in the scene.   

•  Round 2, 3, 4…: Now an audience member may volunteer to take on one of the characters 
(“I will be the senior resident”).  The play is replayed with this new actor and the other 
actors respond spontaneously to the new actor; if an actor gets get stuck freeze the play and 
ask an audience member to step behind the person and share an adjective as to how he/she 
may be feeling (e.g. frustrated, embarrassed, angry etc. ).  Multiple solutions can be offered by 
different audience members. This is a great opportunity for someone to learn how to be an 
ally. 



DEBRIEF 



REFER TO  
“COUNTERING 
MICROAGGRESSIONS” 

Sample trigger story  
https://youtu.be/FPg5bJVN8Wo 

Produced by David Henderson  

 



Institutional 
Transformation:  

 
Becoming An Anti-Racist 
Multicultural Environment



Institutional Racism
–  Institutional racism refers to the policies and practices 

within and across institutions that, intentionally or not, 
produce outcomes that chronically favor, or put a 
racial group at a disadvantage. Poignant examples of 
institutional racism can be found in school disciplinary 
policies in which students of color are punished at 
much higher rates that their white counterparts, in the 
criminal justice system, and within many employment 
sectors in which day-to-day operations, as well as 
hiring and firing practices can significantly 
disadvantage workers of color.

(Taken from Glossary for Understanding the Dismantling Structural Racism/Promoting Racial Equity 
Analysis, from The Aspen Institute.)



Context of Institutional Racism
•  < 5 decades ago, the American healthcare system 

was legally segregated by race and class.

•  Structures were created to provide inferior 
treatment to People of Color 

•  Exemplifies how racism became institutionalized in 
the science and practice of medicine 

(Griffith, D. et.al., 2007)



Assessing for Change



A Multicultural Organization  
by Bailey Jackson and Rita Hardiman

1.  Clear commitment to creating an inclusive organization

2.  Seeks, develops, and values the contributions and talents of all 
members 

3.  Includes all members as active participants in decisions that shape the 
organization 

4.   Members reflect diverse social and cultural groups throughout all 
levels of the organization; and demonstrate the multicultural 
competencies to serve the increasingly diverse populations 

5.   Acts on its commitment to eliminate all forms of exclusion and 
discrimination within the organization, including classism, racism, 
sexism, heterosexism, ageism, ableism, religious oppression, etc. 

6.  Follows through on broader social and environmental responsibilities 



Anti-Racist Multicultural 
Organization

•  Anti-racism: the advocacy of individual 
conduct, institutional practices, and 
cultural expressions that promote 
inclusiveness and interdependence and 
acknowledgement and respect racial 
differences (Jones JM, 1997)





PRE-CONFERENCE ACTIVITY
•  Groups of 5
•  Describe: 

–  (10 minutes, 2 min per person)
–  Which number/column best reflects the current state of your institution in 

relation to diversity, equity, and inclusion? Why? What specific programs, 
policies, and practices impact your institution?

–  Where do you think patients/the community would place your institution? 
Why?

–  (10 minutes, 2 min per person)
–  What is one concrete step that could be done to move your institution 

toward being an Anti-Racist Multicultural institution?
–  Who needs to be involved to make the change?
–  What might be a barrier? 
–  What might facilitate this change?

Commitment: (write on index cards)
–  What is one thing you could do toward this step?



Dismantling Racism Approach  
(Griffith et.al, 2007)

Dismantling Racism-
•  “A systems change intervention designed 

to change the underlying infrastructure 
within an institution to be more fair, just, 
and equitable.”



Objectives of Approach

•  Increase accountability
•  Reorganize power
•  Develop a common language and analytic 

framework
•  Create opportunities for individual growth 

and professional development



Increase Accountability
•  Create a team of racially and professionally diverse 

leaders representing all levels in the system that guide 
the development, implementation and evaluation of 
the processes and outcomes 

•  Charged with critical examination of institutions policies and 
procedures

•  Efforts are focused on making overall organizational system and 
culture shifts

•  Ensure transparency through collection, analysis, and 
dissemination of data 



Develop a Common Language and 
Analytic Framework

•  Core element in dismantling racism in institutions: 
wide-spread dedicated training 

•  ex. An “Undoing Racism” workshop provided by trained anti-
racism organizations

•  Designed to provide common language, 
conceptualization of racism, and vocabulary to 
facilitate communication and understanding.

•  Key to institutions: analysis of power and role of 
gatekeepers



Reorganize power by strengthening 
relationships

•  Allow for “caucusing” following the workshop for 
people from a specific identify group

•  White people and People of Color participate in separate 
caucuses, which are then brought together

•  Team conducts one-on-one meetings with key 
members of the organization and community

•  Serves to establish or build on individual relationships
•  Assess perceptions of the intervention from those who are 

part of the intervention, but also from those who are not



Create opportunities for individual 
growth

•  Commitment to creating individual-level 
change

•  Increase an individual’s awareness of how their 
personal experiences, histories, beliefs and 
values may influence the provision of healthcare 
or other services

•  Foster and develop new organizational 
leaders



CLOSING THOUGHTS 



Structural	racism	and	health	inequibes	
in	the	USA:	evidence	and	intervenbons	

	
Zinzi	D	Bailey,	Nancy	Krieger,	Madina	Agenor,	Jasmine	Graves,	

Natalia	Linos,	Mary	T.	BasseK	
	
	

www.thelancet.com	Vol	389	April	8,	2017		
	

America:	Equity	and	Equality	in	Health	3	









IN	SUMMARY	
We	hope	you:	
1.  Have	acquired	strategies	for	addressing	implicit	

bias,	privilege,	intersecbonality	and	
microaggressions.	

2.  Have	gained	skills	and	confidence	in	facilitabng	
difficult	conversabons	about	racism.	

3.  Are	inspired	and	commiKed	to	implement	some	of	
these	strategies	to	promote	racial	jusbce	in	your	
departments,	residencies,	and	clinical	
environments.	

	



POST-TEST	

We	will	be	
sending	a	follow	
up	survey	by	
Qualtrics	in	2	

months	and	in	6	
months.	



THANK	YOU	FOR	JOINING	US!	


