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Abstract
Introduction: Microaggressions, subtle slights related to characteristics such as race, gender, or sexual orientation, in a clinical setting can
sabotage the therapeutic alliance. Curricula tailored speciﬁcally towards medical students that raise awareness of microaggressions and
aim to change behavior are absent. Methods: We created a 2-hour workshop to prepare preclinical medical and dental students to
recognize and respond to microaggressions in clinical practice. The workshop consisted of a didactic portion describing
microaggressions and strategies for responding to them and a case-based small-group portion to practice strategies. Participants
completed electronic pre- and postworkshop surveys. Results: Of 163 students participating in the workshop, 121 (74%) completed the
preworkshop survey, 105 (64%) completed the postworkshop survey, and 81 (50%) completed both. Preworkshop, 48% reported female
gender, and 36% reported underrepresented in medicine status. The majority (77%) had witnessed or experienced microaggressions in
the clinical setting, and 69% reported very good or excellent familiarity with the concept of microaggressions. The curriculum appeared to
signiﬁcantly mitigate challenges associated with microaggressions, including reductions in perceived difficulty in identifying
microaggressions (p < .001), being unsure what to do or say (p < .001), improvements in familiarity with institutional support systems
(p < .001), and awareness of the clinical relevance of microaggressions (p < .001). Discussion: Given the high self-reported prevalence of
microaggressions in the clinical setting, students need the skills to respond. This innovative session improves readiness to address
microaggressions by helping participants build and practice these skills in a supportive environment.
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Educational Objectives

Introduction

By the end of this session, learners will be able to:

Health inequities based on race, gender identity, sexual
orientation, socioeconomic status, nationality, and other factors
have persisted over decades, though exactly how to eliminate
these inequities at their source is unknown. While structural
issues—such as housing discrimination and criminal justice—
indisputably contribute to these inequities, wide health disparities
persist (e.g., hospital segregation) despite the dismantling of
parts of these systems.1 Attention has turned toward mounting
evidence suggesting that at the individual level, implicit bias is
widespread in medicine and may negatively affect patient care.2-7
As a result, one possible strategy for eliminating health inequities
has been to better characterize and mitigate implicit bias among
health care providers.

1. Recognize instances of microaggressions and
discrimination in the clinical setting.
2. Describe the impact of microaggressions and
discrimination on clinical care.
3. Explain challenges to responding to microaggressions in
the clinical setting.
4. Apply the presented frameworks to clinical cases in
observed role-plays.
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Historically, individual provider bias has been managed by
providing training around cultural competency.8 Cultural
competency mainly focuses on knowledge acquisition about
the differing values and belief systems underrepresented
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groups hold.8 Yet, without recognition of the role of systemic
racism and providers’ own biases, this approach can lead to
oversimpliﬁcation of culture and perpetuation of stereotypes.
In response, experts have proposed that the concept of cultural
humility replace cultural competency in order to shift the narrative
to include providers’ self-awareness of their own unconscious
and conscious biases.9,10 However, both models have been
critiqued for their failure to address the structural inequalities
that underlie disparities.11 Additionally, both models fail to fully
demonstrate the way biases manifest explicitly in patient care.
Recently, there has been growing support for investigating
microaggressions as a target for mitigating individual provider
bias. Sue and colleagues implicate microaggressions as a
manifestation of bias from health care providers towards
patients.12 They further explain how microaggressions create
barriers to clinical practice by sabotaging the creation of a
therapeutic alliance and thus recommend trainee education
about microaggressions.12 Microaggressions can be deﬁned
as casual debasements of any group.13,14 They occur as
commonplace verbal, behavioral, and environmental indignities,
whether intentional or unintentional, that communicate hostile,
derogatory, or negative slights and insults.13 They can be
intersectional and simultaneously encompass more than one
axis, such as income, social capital, religion, ableness, race,
gender, sexual orientation, and more.13,14 Discrimination, in
contrast to microaggressions, is the explicit, often systems-level,
unfair or prejudicial treatment of people and groups based on
characteristics such as race, gender, age, or sexual orientation.
Both patients and providers can be on the receiving end of
microaggressions. Repeatedly experiencing microaggressions
and discrimination can lead to both mental and physical health
effects, including post-traumatic stress.14-16 For physicians, these
types of effects can in turn contribute to emotional exhaustion,
a characteristic of burnout.17 Additionally, those more likely to
experience microaggressions and discrimination are physicians
with marginalized identities, particularly those with multiple
marginalized identities.18,19 For patients, physicians’ biases can
inﬂuence diagnosis and treatment options, perpetuating health
care disparities.2,20-22 Development of curricula to help physicians
and physicians in training address and ultimately prevent these
instances is critical to the sustainability of the physician workforce
and, ultimately, high-quality patient care.23-25
Different institutions and programs have attempted to address
microaggressions in the clinical setting. Models by Whitgob,
Blankenburg, and Bogetz26 and Paul-Emile, Smith, Lo, and
Fernández27 provide guidance for how to approach situations

where the patient and/or family is being discriminatory.
These frameworks emphasize assessment of illness acuity,
depersonalization of the situation, and building alliance through
negotiation. Another framework, Mostow and colleagues’
RESPECT, is a communication tool that puts emphasis on the
building of trust across differences.28 Most recently, Wheeler,
Zapata, Davis, and Chou have provided 12 tips for responding to
microaggressions and discrimination either seen or experienced
on the wards.29 However, all of these frameworks and tips have
been created for faculty use, not necessarily for medical student
use. Within MedEdPORTAL, there also exist publications with
curricula for workshops to address bias and/or build resilience
in the clinical setting.11,24,30 However, these too mainly have a
target audience of residents and team leaders, rarely focusing
on medical students. Furthermore, curricula intended for medical
students often prioritize building skills for patient interviewing
rather than cultivating skills for navigating interpersonal problems
in the workplace or classroom.31,32
One framework designed for medical students is the Georgetown
University School of Medicine’s Stop, Talk, Roll.33 The model
provides an algorithm for addressing tough communication
exchanges within the clinical setting. It also offers suggested
phrases to carry out each step, as well as information about
Georgetown-speciﬁc policies and support offices. Furthermore, it
breaks down interactions into those happening between student
and patient as well as between student and other health care
team members.
Recognizing the gap in skills-based education on
microaggressions for medical students, we developed
a workshop to (1) introduce the concepts and effects of
microaggressions and discrimination to ﬁrst-year medical
and dental students enrolled in a professional development
longitudinal course and (2) provide a framework (based on
Stop, Talk, Roll) for how to address these instances when
they occur in the clinical setting regardless of whether the
student directly experiences or witnesses them. This innovative
workshop employs educational methods appropriate for adult
learners in order to build the necessary skills to begin to address
microaggressions and discrimination in the clinical setting. It also
provides a complementary and practical curricular technique to
help students practice encountering these scenarios and develop
their own tool kit of phrases and resources to navigate them.

Methods
This workshop was developed by a team of students and faculty
and based on a case-study approach, which has been shown to
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be a highly effective way to teach medical students, particularly
for higher-level skills such as analysis.34-36 We integrated the
workshop into the third of a set of 3 longitudinal professional
development weeks during the preclinical curriculum, before
students began their clinical clerkships. The session provided
the setting for students to reﬂect on and practice how they
would address certain clinical and professional situations. The
professional development weeks included workshops and
lectures on different subjects relating to being a physician, such
as working on interprofessional teams, time management, and
building resilience through self-care and reﬂection. Weekly
clinical sessions over the course of the preclinical training
allowed students to have a context, such as the hierarchical
nature of the medical team, for the cases used during the
workshop.
We created a workshop with a two-part presentation format: (1) a
short and interactive large-group didactic session via PowerPoint
(PPT) presentation that introduced students to key terms and
frameworks for addressing these issues in the clinical setting
and (2) a small-group session during which students worked
through two cases by applying the presented frameworks and
role-playing scenarios.

r Time line of workshop (total time: 2 hours).
◦ 30 minutes: large-group didactic.
◦ 15 minutes: transition time.
◦ 1 hour and 15 minutes: small group.
 10 minutes: introduction to session, group norms.
 30 minutes: case 1.
 30 minutes: case 2.
 5 minutes: closing, postsurvey completion.
The PPT (Appendix A) presented two main frameworks:
Sue and colleagues’ categories of and relationships among
racial microaggressions12 and the Georgetown University
School of Medicine’s Stop, Talk, Roll.33 The ﬁrst model was
used to identify types of microaggressions, and the second
was used as a framework for how to act and what to say
when these encounters occur, both between a provider and
patient and between providers. The PPT also included a
short case used to model the application of the frameworks.
Additionally, the PPT contained interactive components through
the use of Poll Everywhere to gage audience response to
the case. Finally, data that had been collected through the
preworkshop survey were summarized on a few slides that
drove home the message that microaggressions had been
widely witnessed or experienced by audience members. The

PPT (Appendix A) contains detailed notes about its presentation,
including where to include Poll Everywhere and preworkshop
survey data.
The small groups comprised eight to 12 students and had
two cofacilitators: a faculty member from a clinical site where
medical and dental students rotate and either a resident, staff
member, or fourth-year medical student. The small size of
the groups was intended to create a safer and more intimate
space, as well as to allow for proper small-group facilitation. We
recruited facilitators with prior experience or interest in leading
discussions around issues of justice, diversity, and inclusion
via existing networks within the medical school and affiliated
hospitals. The small groups went over cases (Appendix B) and
used role cards with instructions to guide the discussion of the
cases (Appendix C). Students were also given a copy of the
frameworks presented in the PPT to reference in the session
and take home (Appendix D). To prepare for the session, the
cofacilitators had a detailed facilitator guide (Appendix E), which
was emailed out 1 week prior to the workshop. The facilitator
guide provided information regarding how to run the smallgroup portion, including how to work through the cases, what
particular points to highlight, and additional discussion questions
for the small group to consider. The abridged facilitator guide
(Appendix F) had key logistic information and a time line for
the facilitators to reference during the session itself. In the
small-group portion of the workshop, each group had its own
room apart from the other groups. There was no technology
needed to carry out the small-group session; all the materials
used (Appendices B-D) were printed and distributed to the
cofacilitators of the small groups before the session. The
materials were assembled into small packets that contained
one copy of the cases, one role card for case 1 and another for
case 2, and one copy of the frameworks handout. The small
packets were distributed by the cofacilitators to the students in
their small groups.
The cases used were adapted from lived and witnessed
experiences of the students and faculty organizing the
curriculum. Case 1 discussed an elderly patient making
inappropriate and hostile comments toward female-presenting
trainees and a supervising attending commenting on the team’s
professionalism in not addressing the situation. It explored topics
including racism, sexual harassment, and the model minority
myth.37,38 Case 2 depicted a medical student being asked to
take on extra roles and tasks because of shared identities with
the patient. It explored topics including the minority tax, racism,
and internalized bias.39
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This workshop, though originally designed for medical and dental
students, can also be implemented with medical residents.
While participants are not required to have clinical experience,
they should have had some exposure to the clinical setting
so that the cases seem more relevant and real. Exposure to
the clinical setting preferably would include dedicated clinical
experiences that are already part of the individual medical
school’s curriculum rather than solely relying on students’ prior
personal clinical encounters. The lead facilitators should be
faculty members with MD or DO degrees and ideally have
interest in equity and justice work/scholarship. If two coleaders
arise, an effort should be made for them to divide up the work
and meet periodically to ensure the work is divided equally and
in an integrative manner. Other small-group facilitators could
include faculty, residents, staff, and senior medical and dental
students. The original timing of the workshop was 2 hours:
30 minutes for the large-group didactic portion, 15 minutes
for transition time/buffer zone, and 75 minutes for the smallgroup portion. However, 75 minutes may not be enough
time to fully discuss both cases. Thus, it would be optimal
to allot more time to the small-group portion or divide the
small-group portion into two sessions, one for each case, to
maximize the opportunity to take a deep dive into discussions
and nuances of each case. If this is done, we recommend
scheduling one small-group session directly after the large
group and then staggering another small-group session in the
following weeks.
We invited all participants to complete pre- and postworkshop
surveys (Appendices G and H, respectively). Review of the
literature revealed that a validated instrument to assess
participants’ responses to microaggression training did not exist.
Previous existing microaggression scales (e.g., the Racial and
Ethnic Microaggressions Scale40 and the Racial Microaggressions
Scale41 ) were thought to be unwieldy and did not address the
microaggressions that trainees commonly face. To create the
surveys, we conducted a literature review and interviewed
students. This information was then synthesized to develop
themes. Expert validation was performed by faculty at the Shapiro
Institute for Education. Prior to administering the surveys, we
reviewed them using cognitive interviewing to ensure that
respondents would interpret items in the manner that they
should. We designed the surveys to determine (1) respondents’
level of familiarity with the concept of microaggressions, (2) their
understanding of the deﬁnition of a microaggression, (3) their
ability to identify microaggressions in a case study, (4) their selfrating of perceived barriers to addressing microaggressions in
the clinical setting, and (5) demographics such as respondents’

self-identiﬁed gender and underrepresented in medicine
(URM) status. The Association of American Medical Colleges
deﬁnes URM as “those racial and ethnic populations that are
underrepresented in the medical profession relative to their
numbers in the general population.”42 However, we chose to
use a broader deﬁnition that included other aspects of identity,
such as socioeconomic status and sexual orientation, and also
gave space for other underrepresented groups, such as ﬁrst
generation in medicine. We wanted to be as inclusive as possible
in how we deﬁned URM in order to better capture how widely
microaggressions occur and that they happen to people with
different URM identities not exclusive to race and ethnicity. The
preworkshop survey was sent out via email a few days before
the workshop, with periodic email reminders to students to
submit a response. The data collected from this survey were
summarized into a few slides on the PPT to share during the
large-group portion of the workshop, as mentioned above. The
postworkshop survey was sent during the small-group portion
of the workshop, and students were encouraged to spend the
last minutes of the small-group portion ﬁlling it out. Participants
were also asked to rate on a Likert scale how signiﬁcant they
felt certain barriers were to addressing microaggressions
happening on the wards. Postworkshop surveys repeated the
items asking participants to deﬁne microaggressions, as well
as the self-rating of perceived barriers. We linked pre- and
postworkshop survey responses with a unique identiﬁer that
participants created themselves to preserve anonymity and allow
for paired analysis.
We also reported participants’ self-reported exposure to and
familiarity with microaggressions and their self-rated perception
of barriers to addressing microaggressions. Two of the authors
independently assessed accuracy of deﬁnition of the term
microaggression and performance on the text exercise based
on prespeciﬁed criteria (Appendix I). Scorers were not blinded to
pre- or postworkshop status. We evaluated changes in paired
pre- and postworkshop deﬁnitions and perceived barriers
using paired-signed rank testing. We compared responses
between subgroups by gender, self-identiﬁed URM status, and
whether participants had previously experienced or witnessed
microaggressions (EMA) or not (never experienced or witnessed
microaggressions [NEMA]). Comparisons for distributions of
responses across subgroups were tested using KolmogorovSmirnov two-sample tests, and overall distribution test statistics
are reported.
This study was determined to be exempt from review by the
Harvard Medical School Institutional Review Board.
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Results
Respondent Characteristics
Of 163 ﬁrst-year medical and dental students who took part
in the workshop, 121 respondents (74%) completed the
preworkshop survey, 105 (64%) completed the postworkshop
survey, and 81 completed both. On the preworkshop survey, 58
out of 121 respondents (48%) reported female gender, and 44
out of 116 (36%) reported URM status (Table 1). The sample of
students who completed both preworkshop and postworkshop
surveys did not appear to signiﬁcantly differ from the overall class
of ﬁrst-year medical students in 2018 with respect to gender
(p = .42) or URM status (p = .09).
Encountering Microaggressions
Preworkshop, 95 out of 121 respondents (77%) had encountered
some form of a microaggression during a clinical experience at
least once. Sixty-ﬁve respondents (53%) reported experiencing
a microaggression themselves, 80 (66%) reported witnessing a
colleague experience a microaggression, and 62 (51%) reported
witnessing a patient experiencing one. Self-identiﬁed URM
students were not more likely to report a microaggression.
Female respondents were signiﬁcantly more likely to report
experiencing microaggressions (odds ratio: 3.51, 95% conﬁdence
interval [CI], 1.60-7.69) or witnessing microaggressions
towards a patient (odds ratio: 2.99, 95% CI, 1.38-6.45; Table 2).
Accordingly, men were therefore more likely to have never
experienced or witnessed microaggressions. Prior experiences
with microaggressions before and during the ﬁrst year of medical
school were not separately examined.
Knowledge of and Familiarity With Microaggressions
In terms of preworkshop familiarity with microaggressions
(Table 3), over half of the participants reported very good or
excellent familiarity with microaggressions (69%). Across URM,
gender, and EMA groups, over half from each group also reported
very good or excellent familiarity with microaggressions (63%,
75%, and 69%, respectively). Preworkshop experiences of

Table 1. Characteristics of Medical and Dental Student Respondents (N = 121)
to the Microaggressions Workshop Presurvey
Descriptor
Gender
Male
Female
Other/declined to respond
URM status
URM
Non-URM
Other/declined to respond
Abbreviation: URM, underrepresented in medicine.

No. (%)
54 (45%)
58 (48%)
9 (7%)
44 (36%)
72 (59%)
5 (4%)

microaggressions were signiﬁcantly associated with greater
conﬁdence in the ability to identify (p < .001) and address
(p = .005) microaggressions.
Preworkshop, 59 respondents (48%) provided the correct
deﬁnition for microaggressions, and postworkshop, 53
respondents (52%) provided the correct deﬁnition. Though a
higher percentage of students responded correctly after the
workshop, the distribution of deﬁnition scores did not appear
to signiﬁcantly change after the workshop (Q = 2.61, p = .11).
Using Wilcoxon signed rank tests to assess individual changes
in accuracy among 81 paired responses, the workshop did
not appear to improve individual accuracy (Z = 1.68, p = .09).
Changes in accuracy did not differ across URM, gender, and EMA
groups.
Barriers to Responding to Microaggressions
Prior to the workshop, the barriers that respondents cited as the
most challenging for addressing microaggressions were “Not
sure what to do or say” (52% rating this as very challenging or
extremely challenging) and “Fear of retribution” (43% rating this
as very challenging or extremely challenging). For addressing
episodes of frank discrimination, “Not sure what to do or say” and
“Fear of retribution” were similarly rated the most challenging
barriers.

Preworkshop, there were differences in perceived barriers to
responding to microaggressions when participants’ responses
were stratiﬁed by gender, URM status, or whether respondents
had experienced or witnessed microaggressions (EMA) or
not (NEMA). NEMA students reported signiﬁcantly fewer
challenges in responding to microaggressions compared to EMA
students, including lower responses for “Not sure what to do
or say” (overall K = 1.42, p = .03) and “Lack of familiarity with
institutional support system” (overall K = 1.51, p = .02). NEMA
students were less likely to cite “Not sure what to do or say”
as a barrier, despite not having experienced a microaggression
(66% reporting this as not at all challenging or slightly challenging
compared to 21% of EMA respondents). NEMA students also
thought “Fear of retribution” was not an important barrier, with
50% reporting this as not at all or slightly challenging compared
to 18% of students who had experienced a microaggression,
though the distributions did not appear to signiﬁcantly differ
(overall K = 1.18, p = .12).
Though Kolmogorov-Smirnov independent-samples tests
revealed no signiﬁcant differences in the distributions of
respondents across gender and URM status on any items, there
remained potentially noteworthy trends toward difference. URM
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Table 2. Reports of Having Witnessed Microaggressions in Preworkshop Surveys Among 121 Medical and Dental Student Survey Respondents
URM (n = 116)
Report

Overall No. (%)

At least one instance of:
You experienced microaggressions
Colleague or peer experienced microaggressions
Patient experienced microaggressions
Ever experienced any microaggressions

65
80
62
94

(53%)
(66%)
(51%)
(77%)

No. (%)
26
29
25
36

Female (n = 112)

OR (vs. Non-URM)

95% CI

1.29
0.91
1.32
1.39

0.61-2.76
0.41-2.01
0.62-2.80
0.54-3.56

(59%)
(65%)
(56%)
(81%)

No. (%)
41
42
38
50

(70%)
(72%)
(65%)
(86%)

OR (vs. Male)

95% CI

3.51a
1.54
2.99a
2.40

1.60-7.69
0.70-3.43
1.38-6.45
0.93-6.25

Abbreviations: CI, conﬁdence interval; OR, odds ratio; URM, underrepresented in medicine.
a
p < .01.

students were more concerned about “Fear of retribution” (44%
reported this as very challenging or extremely challenging
compared to 21% of non-URM students). Similarly, male
respondents were less likely to consider “Fear of retribution”
to be a barrier (33% saying this was not at all challenging or
slightly challenging compared to 20% of female respondents).
Male respondents were also more likely to report lack of certainty
around clinical relevance of microaggressions as a challenge
(11% of female respondents reporting this as very or extremely
challenging compared to 28% of male respondents).
Postworkshop Changes
Postworkshop, perceived challenges to addressing
microaggressions and episodes of discrimination on the wards
decreased for all of the barriers in the full sample and for all
subgroups (for female respondents, URM respondents, and
students who had experienced microaggressions), except “Fear
of retribution,” which remained a barrier for all respondents even
after the workshop (Table 4). These improvements did not vary by
subgroup in a statistically signiﬁcant manner.

Discussion
To address the lack of existing curricula on microaggressions
and discrimination in the clinical setting for medical trainees, we
developed a 2-hour interactive workshop for preclinical medical
and dental students. Our results demonstrate that participation
in the workshop signiﬁcantly improved students’ self-perceived
ability to recognize and respond to microaggressions; we also

report a prevalence of students having witnessed or experienced
at least one microaggression in the clinical setting, and we found
self-identiﬁcation as female to be associated with increased
exposure to microaggressions.
Overall, this workshop signiﬁcantly improved (p = .003)
participant conﬁdence in identifying and addressing
microaggressions and discrimination in the clinical setting. The
increase in participants’ self-reported capability to recognize
and respond to clinical microaggressions demonstrates that a
2-hour educational workshop can increase student conﬁdence
in handling these complex issues. We also found that the
overwhelming majority of participants (77%) reported having
encountered some form of a microaggression during a clinical
encounter, with many having experienced one themselves,
witnessed one towards a colleague, or witnessed one towards
a patient. This statistic is particularly concerning given that
participants surveyed were ﬁrst-year medical and dental students
with very limited clinical experience. This staggering majority also
highlights the importance of developing curricula to help prepare
students for addressing these encounters in the clinical setting.
While no formal data on the prevalence of microaggressions in
the clinical setting exist, several anecdotal summaries support
our ﬁnding of their prevalence.13,43,44 Additionally, existing
frameworks for attendings and residents about how to manage
and address these encounters further support the idea that the
occurrence of microaggressions is prevalent enough to require
formal training in how to address them.26-29,33

Table 3. Self-Reported Familiarity With Microaggressions and Ability to Deﬁne Microaggressions and Identify Microaggressions in a Case-Based Exercise
Deﬁnition Correct
Group
Overall
URM
Female
EMA

Preworkshop Self-Reported Familiarity With Microaggressions:
No. (%) Saying Very Good or Excellent
56
17
27
43

(69%)
(63%)
(75%)
(69%)

Preworkshop
(n = 121): No. (%)
59
16
19
32

(48%)
(59%)
(52%)
(52%)

Postworkshop
(n = 101): No. (%)
53
14
24
35

(52%)
(51%)
(66%)
(57%)

Changes in Paired Data
(n = 81): pa
.38
.63
.18
.61

Abbreviations: EMA, experienced microaggressions; URM, underrepresented in medicine.
a
Based on McNemar’s related samples test.
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Table 4. Mean Pre- and Postworkshop Medical and Dental Student Comfort With Addressing Microaggressions and
Discrimination, With Tests of Changea
Types
Microaggressions
Fear of retribution
Overall
URM
Female
EMA
Difficulty recognizing
Overall
URM
Female
EMA
Not sure what to say or do
Overall
URM
Female
EMA
Lack of allies
Overall
URM
Female
EMA
Lack of familiarity with institutional support system
Overall
URM
Female
EMA
Lack of certainty of its clinical relevance
Overall
URM
Female
EMA
Discrimination
Fear of retribution
Overall
URM
Female
EMA
Difficulty recognizing
Overall
URM
Female
EMA
Not sure what to say or do
Overall
URM
Female
EMA
Lack of allies
Overall
URM
Female
EMA
Lack of certainty of its clinical relevance
Overall
URM
Female
EMA

Preworkshop M

Postworkshop M

pb

3.32
3.44
3.51
3.50

3.29
3.26
3.49
3.41

.87
.45
>.99
.72

2.51
2.22
2.31
2.55

1.79
1.70
1.71
1.78

<.001e
.02c
.001d
<.001e

3.41
3.19
3.51
3.60

2.50
2.37
2.51
2.62

<.001e
.02c
<.001e
<.001e

2.97
3.22
3.00
3.09

2.55
2.59
2.54
2.67

.002d
.02c
.04c
.003d

2.97
2.96
3.00
2.90

2.02
1.96
1.89
2.12

<.001e
.001d
<.001e
<.001e

2.46
2.36
2.33
2.67

1.85
1.73
1.73
1.90

<.001e
.01c
.02c
<.001e

2.96
3.12
3.11
3.14

3.01
2.85
3.28
3.12

.68
.443
.69
.88

1.95
1.92
1.92
2.05

1.65
1.42
1.58
1.62

.003d
.006d
.02c
.001d

2.95
2.88
3.08
3.16

2.24
1.96
2.39
2.36

<.001e
<.001e
<.001e
<.001e

2.64
2.77
2.64
2.76

2.19
2.23
2.19
2.28

.004d
.05
.08
.001d

2.03
1.92
1.97
2.15

1.61
1.52
1.46
1.65

<.001e
.04c
.007d
<.001e

Abbreviations: EMA, experienced microaggressions; URM, underrepresented in medicine.
a
Comparisons for non-URM, male, and NEMA (never experienced microaggressions) subgroups are not reported here.
b
Value for Wilcoxon signed rank test comparing pre- and postworkshop.
c
p < .05.
d
p < .01.
e
p < .001.
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Additionally, we found that those who reported female gender
were more likely to report both experiencing and seeing
microaggressions. This could be due to the fact that women,
irrespective of their other intersectional identities, are more likely
to experience gender-based differences in how they are treated
by their medical faculty and colleagues.45-47 Furthermore, given
the increased burden of microaggressions for women, female
students’ lived experiences may predispose them to recognize
microaggressions that they and others experience more easily
than male students do.
We were also able to target some of the most prevalent
perceived barriers to addressing microaggressions and moreover
found that this workshop helped to decrease all of them—
difficulty recognizing, not sure what to say or do, lack of allies,
and lack of familiarity with institutional supports—except for fear
of retribution. While the curriculum has been designed to help
participants better recognize and address microaggressions,
enumerate institutional support systems, and identify allies
through the facilitators and fellow participants, this workshop
does not explicitly guide participants through negotiating the
perceived fear of retaliation. Medicine is hierarchically structured,
and thus, for trainees, speaking up to call out social issues like
microaggressions, regardless of the exact point of concern, has
been reported to be one of the most signiﬁcant challenges across
clinical scenarios and physician career stages.48,49 More explicitly,
fear of retribution seems to be one of the most salient reasons
medical students give for not reporting abuse they face on the
wards.50
Our data further highlighted that URM students were more
concerned about fear of retribution versus non-URM students.
This ﬁnding is important to consider with our other ﬁnding that
URM students are not more likely to report microaggressions. The
assumption that URM students underreport because they less
frequently experience microaggressions cannot be made given
that it has been shown that people with marginalized identities
are more likely to experience microaggressions.18,19 What
perhaps is leading to underreporting is instead fear of retribution.
This signiﬁcant barrier thus requires further investigation as to
what interventions can be made to minimize it. Anecdotally,
some potential interventions that could help include having an
anonymous reporting system for students to report inappropriate
behavior, discrimination, microaggressions, and so on.51,52
Making the reporting system anonymous may decrease students’
fear of retribution as their comments/reports will not be attached
to their names. Other means include having a dedicated office
or support staff for URM students; although this may not directly

decrease the fear of retribution, it has been recommended in
the literature to help health professional students feel more
supported and empowered during their training.53,54
In terms of perceived challenges, a closer examination of
the group that had never experienced a microaggression
found that NEMA students underestimated the challenges of
addressing microaggressions compared to those who had
experienced microaggressions. NEMA students reported feeling
less challenged by fear of retribution, allyship recognition,
and surety of what to do. Additionally, our data imply that
students in the NEMA group were more likely to be male and
overrepresented in medicine rather than URM. These data
demonstrate a lack of education surrounding microaggressions
and discrimination—as a phenomenon to be understood and
combatted—amongst NEMA students. In this vein, our workshop
aimed to educate NEMA students to better understand the
complexities of addressing microaggressions and discrimination.
Furthermore, NEMA students statistically comprise the majority
of clinical trainees and are more likely to occupy positions of
power.55,56 By educating NEMA students, future generations of
clinicians can be expected to be more conscious of the impacts
of microaggressions in clinical and everyday contexts. Among
the many beneﬁts that this increased consciousness could have
on improving patient care is the reduction of the undue burden
that microaggressions place on clinicians who identify as female
and/or arise from underrepresented backgrounds.
Some of the more prominent scholarly critiques of
microaggression training programs have asserted that education
about microaggressions suppresses controversial speech and
creates victimhood culture by oversensitizing groups of people
often targeted by microaggressions.57-59 Yet our ﬁnding that
a majority of our respondents, even non-URM respondents,
had experienced or witnessed microaggressions, including
microaggressions affecting patients, suggests that such episodes
are commonplace and clinically relevant. In one small group,
for example, a white male participant described how a white
patient refused to speak to a black classmate of his and how
that negatively impacted the learning and clinical environment
for everyone. Thus, rather than hypersensitizing students, this
workshop provides actionable skills for situations they are
already experiencing on the wards. Importantly, because we were
able to make this workshop mandatory, it serves in particular to
educate those who have never been the targets of these slights
in the ﬁrst place, as our data demonstrate that those least likely to
experience microaggressions were most likely to underestimate
the challenges that they pose.
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Common challenges in medical education studies, particularly
those that use comparative survey analysis, include small
sample size and absence of paired pre- and postintervention
samples for statistical testing. Our cohort originally involved
163 students, with 121 (74%) completing the preworkshop
survey and 81 paired postworkshop responses (66% of those
who completed the preworkshop survey), which provided our
study with a relatively high response rate that lost only 34% of
preworkshop survey respondents to follow-up. In addition, we
were able to validate the self-assessment of participants’ comfort
understanding and addressing microaggressions by comparing
individuals’ self-reported comfort with their success in identifying
and responding to a microaggression case.

C. Role Cards.docx
D. Framework Handout.docx
E. Facilitator Guide.docx
F. Abridged Facilitator Guide.docx
G. Preworkshop Survey.docx
H. Postworkshop Survey.docx
I. Text Exercise Criteria.docx
All appendices are peer reviewed as integral parts of the Original
Publication.

One limitation of this study is generalizability, as our sample is
limited to ﬁrst-year medical and dental students from only one
institution. Furthermore, our study assessed the participants
only in the short term before and after completing the workshop.
At this point, we cannot ascertain the long-term impact of the
workshop on participant conﬁdence, self-perceived competence,
or actual behavior in clinical settings. Another limitation in terms
of implementation of the workshop is that the frameworks rely
on guiding students towards institutional support systems and
faculty who have the capacity to support students faced with
these situations. Given this, institutional resources and faculty
must be identiﬁed prior to implementing the workshop, along with
recognition of where additional resources are needed.

Raquel Sofia Sandoval: Medical Student, Harvard Medical School

Future directions for this workshop could include reassessing
this cohort of participants after their core clinical experience
to evaluate the sustainability of the workshop’s impact and its
ability to translate into behavioral change. Additional future
directions could include revisions to the existing workshop,
such as focusing on only one case to allow for more extensive
discussions, changing cases to cover additional topics, and
including active bystander training.60 Additionally, more time
could be spent on the role-play in the small groups so that
students can strategize and better prepare goals for the
discussions with their attending supervisors as well as practice
those conversations. Finally, the workshop could be incorporated
into simulations with standardized patients or objective structured
clinical exams.
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