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Objectives

• Define health disparities
• Define how bias impacts both educational and clinical spaces
• Develop strategies to combat health disparities within educational 

programs



Definitions:
• Healthy People 2020 defines a health disparity as:

• “a particular type of health difference that is closely 
linked with social, economic, and/or environmental 
disadvantage. Health disparities adversely affect groups 
of people who have systematically experienced greater 
obstacles to health based on their racial or ethnic group; 
religion; socioeconomic status; gender; age; mental 
health; cognitive, sensory, or physical disability; sexual 
orientation or gender identity; geographic location; or 
other characteristics historically linked to discrimination 
or exclusion”

•National Institutes of Health. Addressing health disparities: the NIH program of action. 
http://healthdisparities.nih.gov/whatare.html
•US Department of Health and Human Services, 1990, 2000 



What is the Data?



• African Americans and Hispanics tend to 
receive a lower quality of healthcare 
across a range of disease areas and 
clinical services

• African Americans are more likely than 
whites to receive less desirable services

• Disparities are found even when 
accounting for clinical factors

• Disparities are found across a range of 
clinical settings

• Disparities in care are associated with 
higher mortality among minorities who 
do not receive the same services as 
whites

Disparities within the clinical space



Disparities within the clinical space



Disparities in SLE
• Studies show increased disease activity while 

being associated with race and ethnicity is also 
associated with:

• Less formal education
• Living in poverty
• Lack of health insurance

• Alarcón GS et al., Arthritis Care and Research; 2004; 51: 73-77
• Alarcón GS et al., Annals of Rheumatic Disease; 2006; 65: 1168-1174



• Several studies have found poverty may be more 
important than race in predicting mortality:

• Hopkins Lupus Cohort: effect of race disappears in 
multivariate analyses when adjusted for education 
and poverty

• Carolina Lupus Cohort: SES explained higher 
mortality rates in Blacks

• LUMINA: Poverty is an independent predictor of 
mortality

•Kasitanon N, et al. Medicine; 2006; 85:147-156
•Ward MM, et al. Arthritis & Rheumatism; 1995; 38: 274-83
•Alarcon GC, et al. Arthritis & Rheumatism; 2001 45: 191-202
•Duran S, et al. Journal of the National Medical Association; 2007; 99: 1196-1198

Disparities in SLE



20 years later…

• SES mediates the differences in risk for adverse pregnancy outcomes 
in Black SLE patients

• After excluding external causes of death, SLE is a leading cause of 
death for young women

• In looking at SLE mortality data from 2009-2015 poverty still 
associated with mortality but effect mediated by damage

• HR: 2.14 (95% CI 1.18-3.88)

•Kaplowitz et al. Arthritis & Rheumatology; 2018; 70: 230-35
•Feldman, et al. Semin Arthritis Rheum; 2018; 48: 205-13
•Yen & Singh, Arthritis & Rheumatology; 2018; 70: 1251-55
•Yellin et al. Arthritis, Care and Research; 2018; 70: 1101-06



Disparities in Arthroplasty

CDC, MMWR 2009; 58: 133
Amen et al, J Bone Joint Surg Am. 2020;102:811-20



Disparities in Rheumatoid Arthritis

•Yelin et al. Arthritis Care Res. 2014;66(7):980-989.



Medical Education Ecosystem



Contributions of Providers



Implicit Bias

● Attitudes or stereotypes that affect our understanding, actions 
and decisions in an unconscious manner

● Form them based on inaccurate information and stereotypes
● Impacts our decisions, perceptions and behaviors which makes 

it harder to live up to equity 



Schulman KA et al. NEJM 1999;340(8):618-626.







Bias in the Clinical Setting

Goyal et al., JAMA Pediatr. 2015 Nov;169(11):996-1002



Role of Implicit Bias in Medicine 

● Adult MDs have implicit bias1,2,3,4,5

● Pediatricians have implicit bias2,6

● Patients perceive less patient-centered care when seen by physicians with high 
levels of implicit bias7,8

1Blair, et al. Annals of Family Medicine. 2013;(11)1:43-52. 
2Sabin et al. Medical Care. 2008;46(7):678-685
3Sabin, et al. Journal of Health Care for the Poor and Underserved. 2009;20(3):896-913. 
4Sabin, et al. PLoS ONE. 2012;7(11):e48448. 
5Schwartz, et al. Weight Bias among Health Professionals Specializing in Obesity. Obes Res. 2003;11(9)1033-1039. 
6Sabin, et al. Am J Public Health. 2012;102(5):988-995. 
7Blair, et al. American Journal of Public Health. 2013;103(1)92-8.
8Cooper, et al. Am J Public Health 2012;102(5):979-987.  

Presenter
Presentation Notes
The role of implicit bias in medicine has been well studied and it is important to recognize that physicians, medical students, patients, and families all come into clinical encounters bearing their own biases. Studies have shown that all types of physicians have biases, including pediatricians. And unfortunately, the literature shows these biases are not benign. They have adverse impacts patient outcomes and perceptions of patient-centered care and physician dominance.



Bias in the Clinical Setting

Hoffman et al. PNAS, 113(16) 2016: 4296-4301



Contributions of “The System”



Structural Racism

• A system in which public policies, institutional practices, cultural 
representations and other norms work in various, often reinforcing 
ways to perpetuate racial group inequity….the structural racism lens 
allows us to see that, as a society, we more or less take for granted a 
context of white leadership, dominance, and privilege. This dominant 
consensus on race is the frame that shapes our attitudes and 
judgments about social issues. 

Aspen Institute Roundtable on Community Change



Structural Racism

● Definition: Racial bias and discrimination across institutions and 
society over time

Institutional 
Practices

Public 
Policies

Societal Norms Cultural
Representation Ideologies

Explicit Bias Implicit Bias

Author Owned figure. Adapted from the Boston Public Halth Commission. Racial Justice and Health Equity Initiative: Core Workshop Facilitator's 
Guide. 2011. Perdomo, J. MedEdPORTAL. 2019;15:10968.

Presenter
Presentation Notes
Another concept that we would like to introduce today is structural racism. Structural racism is racial bias and discrimination across institutions and society over time. It is the result of the cumulative and compounded effects of: [ * ] Societal norms[ * ] Cultural representations[ * ] Ideologies[ * ]  institutional practices[ * ]  And public policiesthat work in various often reinforcing ways to perpetuate racial inequities[ * ] Implicit bias is conceptually related to structural racism because operation of explicit and implicit biases at the population level over time leads to the accumulation of the discriminatory practices that form the foundation of structural racism.





How Do We Address Health Equity 
in Our Patients?



Raising public and provider awareness of 
racial/ethnic disparities 



ACGME mandates educating ourselves

• Findings from the 2018 Clinical Learning Environment National 
Report:

• Generally residents and fellows were able to describe populations that were 
at risk for health care disparities

• Few clinical learning environments appeared to have a formal strategy to 
address health care disparities or a systematic approach to identifying 
variability in the care 

• It was uncommon for residents and fellows, faculty members, or program directors to be 
involved in these efforts

• Generally, residents and fellows reported that learning about cultural 
competency happened informally

www.acgme.org



• ACGME has made addressing health disparities a mandate for all 
graduate medical education programs as of the release of the 
Common Program Requirements – effective July 2019

• Programs must understand the social determinants of health of the 
populations they serve and incorporate them in the design and 
implementation of the program curriculum, with the ultimate goal of 
addressing these needs and health disparities

www.acgme.org

ACGME mandates educating ourselves



Mandates from accreditation organizations
As part of the Clinical Learning Environment Review (CLER) residents/fellows and faculty members must:

•HQ Pathway 5: a. Provides the clinical care team, including residents, fellows, and faculty members with education on the
differences between health disparities and health care disparities. b. Ensures that residents, fellows, and faculty members
know the clinical site’s priorities for addressing health care disparities. c. Educates residents, fellows, and faculty members
on identifying and eliminating health care disparities among specific patient populations receiving care at the clinical site.
d. Maintains a process that informs residents, fellows, and faculty members on the clinical site’s process for identifying and
eliminating health care disparities.

•HQ Pathway 6: a. Engages residents, fellows, and faculty members in defining strategies and priorities to eliminate health
care disparities among its patient population. b. Identifies and shares information with residents, fellows, and faculty
members on the social determinants of health for its patient population. c. Provides residents, fellows, and faculty members
with quality metrics data on health care disparities grouped by its patient population. d. Provides opportunities for
residents, fellows, and faculty members to engage in interprofessional quality improvement projects focused on eliminating
health care disparities among its patient population. e. Monitors the outcomes of quality improvement initiatives aimed at
eliminating health care disparities among its patient population.

•HQ Pathway 7: a. Provides residents, fellows, and faculty members continual training in cultural humility relevant to the
patient population served by the clinical site. b. Ensures that the clinical care team, including residents, fellows, and faculty
members, delivers care that incorporates the views of culturally diverse patient populations.23

Presenter
Presentation Notes
Collaboration between AAMC, LCME and ACGME – creating DEI competencies across the continuum for students, residents and faculty



Fellow’s Needs Assessment

• Theme 1: Health Disparities Create a Sense of Being Overwhelmed

• All fellows reported seeing evidence of disparate care
• They felt at a loss on how to address the issue surrounding the social 

determinants of health for their patients
• “I do get frustrated or hung up on why can't we do better or I do better or as a system 

can we do something differently.”

• These issues can lead to a sense of helplessness
• “I think on a macro level for me it feels like I'm just another cog in the wheel.”

Blanco et al., ACR national meeting, 2018



Fellow’s Needs Assessment

•Theme 2: Scarcity of Role-Modeling
• Fellows felt that they were not observing their faculty 

regularly addressing the issue of disparate care and 
getting to the heart of what affects particular patients

• “…there are a few faculty members who I think understand certain 
barriers and certain patients as opposed to others who can’t”

• “I haven't seen anything else modeled exactly but I also don’t know 
what that would be.”

Blanco et al., ACR national meeting, 2018



Fellow’s Needs Assessment

• Theme 3: Learning is Haphazard
• Overall there is a lack of formal education

• “I can't remember it being done.  I don't know, but maybe I'm blanking but I don't 
remember having anything formal.”

• Fellows are then left to discuss these issues with each other
• “….Just a lot of complaining in the fellow's office.”

Blanco et al., ACR national meeting, 2018



Fellows’ Needs Assessment

• Theme 3: Learning is Haphazard continued…
• Fellows do not seem to feel that learning how to address disparities is an 

important part of their curriculum or a part of Rheumatology

• “You spend more time on this you have to take away from curriculum”

Blanco et al., ACR national meeting, 2018



PD Needs Assessment

• Fellows are seeing at-risk patients
• Of the 49 programs

• 78% report to be located in an urban settings
• 35 of  the programs report that fellows see ≥10% patients of LEP

• 13 fellowships report that ≥ 25%  of fellow’s patients are LEP patients
• 25 fellowships report that ≥ 25% of patients seen by fellows can be 

considered as living in poverty
• 34 fellowships report that fellows’ patients are ≥ 25% racial/ethnic minorities

Blanco et al., ACR national meeting, 2019



PD Needs Assessment

86% of  programs do not train on 
assessing health literacy

15 programs do not provide any
training in cultural competency; 
recognizing or addressing health 
disparities; or assessing health 
literacy

Of the programs assessing CC 
most:
-in direct observation of
encounter 
-through patient satisfaction 
surveys 
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PD Needs Assessment
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Addressing Disparate Care: Address Your 
Biases and the System’s Biases



Provider Biases



Addressing Disparate Care

“To effectively address these issues, educators must leave the relative 
comfort of abstraction, and instead teach and practice fearlessness”

“Language matters. Say racist and anti-racist. Say white privilege…. Use 
this language out loud and in public and endeavor to understand what 
it means. Language matters and language evolves, and without a 
shared language and the courage to use it, there is no hope of making 
progress.”

Wear et al. Acad Med,2017  Vol. 92: 312-17
Hess et al. Acad Med, 2020 Sep 
1 d i 10 1097/ACM 0000000000003706





Perceptions of bias in the clinical encounter

• 56% of Black SLE patients v 33% of White patients had high 
perceptions of discrimination and racism in the clinical encounter

• Higher rates of perceived racism were associated with higher rates of 
depression and lower trust in physicians

• Black patients with low medication adherence scores perceived less 
“compassionate, respectful” interactions with providers and showed a 
trend of having more “hurried communication” with providers.  

•Vina et al. Lupus Sci Med. 2015;2(1):e000110.
•Sun et al. ACR Open Rheum. 2020;  2(7): 430-37





Strategy 1: Move towards Implicit Bias 2.0



Strategies to address bias

Presenter
Presentation Notes
Einstein’s very own Dr. Cristina Gonzalez has noted that a critical approach to addressing bias is in the sharing and dialoguing with peers in order to have the ah ha moments. Only in those moments will be truly transformative



Microaggressions Triangle Model

Ackerman-Barger et al. Acad Med. 2020; 95(12S):S28-32.

Presenter
Presentation Notes
The Triangle Model concept explores microaggressions from these different perspectives. Each individual should visualize themselves from each angle of this triangle, and understand that all of have been and will be on the each point of the triangle. If our goal is to learn and grow as a community and to promote and inclusive community then, from a restorative justice standpoint, rebuilding needs to occur and relationships repaired.The Microaggressions Triangle Model encourages people to view microaggressions from all 3 perspectives (recipient, source, and bystander) and humanizes individuals by encouraging participants to step into the shoes of others. During a microaggression, there are threats to the reputations of all involved. The recipient may be seen as oversensitive, the source as racist, and the bystander(s) as cowardly. From a restorative justice standpoint, rebuilding gives all involved the opportunity to restore their reputations and repair relationships. Rebuilding is about individuals and communities acknowledging and learning from hurtful interactions. Involvement at any of the 3 points of a microaggression does not have to be a defining moment—it can be a learning moment. It is important to note that the Microaggressions Triangle Model provides a way of thinking and decision making that may help individuals at any point on the triangle to make a decision about how to promote inclusion.



Role-based Approaches

Ackerman-Barger et al. MedEdPortal. 2021;17:11103.



Issues with Cultural Competency

• Cultural Competency and Professional Identity Formation:
• Aims to improve health care and reduce health disparities by focusing on 

communication and trust between patients and health care providers
• Increased provider knowledge about sociocultural factors linked to health beliefs, 

practices and utilization of services

• Assumes culturally competent individuals possess an accurate awareness of 
their own culture and accurate knowledge about the different cultural groups 
with whom they work. 

https://npin.cdc.gov/pages/cultural-competence
Thackrah & Thompson. Med J Aust 2013; 199 (1): 35-38.

https://npin.cdc.gov/pages/cultural-competence


Issues with Cultural Competency

• Issues :
• Lack of clarity around how the 

concept of culture is used in 
medicine

• Potential stereotyping of 
patients

• Inadequate recognition of the 
“culture of medicine” 

• The scarcity of outcomes-
based research that provides 
evidence of efficacy of cultural 
competence strategies.

Thackrah & Thompson. Med J Aust 2013; 199 (1): 35-38.



Strategy 2: Attack Systems-Based Biases



Include race?

Self-identified 
race/ethnicity is always 
preferred.

“Many respondents had trouble identifying with
the concepts of race and ethnicity as understood
by health researchers, many respondents
described themselves in ways that were
inconsistent with the categories included in the
registration database, and many respondents were
assigned categorizations in the database that were
inconsistent with their self-reported identities.”

Moscou S, et alAm J Public Health. 2003;93(7):1084-1086.



Race Conscious Medicine

“From race-based to race-conscious medicine: how 
anti-racist uprisings call us to act” Lancet, 2020



Racism within the clinical space

Vyas et al. NEJM. 383, 2020. p 874-882



• Structural Competency:
• The trained ability to discern how a host of issues defined clinically as symptoms, 

attitudes, or diseases (e.g., depression, hypertension, obesity, smoking, medication 
“non-compliance,” trauma, psychosis) also represent the downstream implications of 
a number of upstream decisions about such matters as health care and food delivery 
systems, zoning laws, urban and rural infrastructures, medicalization, or even about 
the very definitions of illness and health.

Addressing racism within curricula & clinical 
encounters

Metzl & Hansen. Social Science & Medicine. 103, 2014. p126-133



Addressing racism within curricula & clinical 
encounters





Martin et al. Academic Medicine, 91(7) 2016: 1002-1006

Addressing the curriculum



Racism within the curriculum



Moving beyond bias

1. Adopt an actively anti-racist pedagogy
2. Actively address structural racism, vulnerability and competency within 

compulsory curricula

• For this to happen:
• Give up the idea of neutrality and explicitly state that the goal is to “move beyond 

the comfortable”
• Create curricula that actively asks learners to critically reflect on the ways power 

structures work in their lives and lives of others
• Examine issues from multiple perspectives
• Focus on structural competency with an eye to how the cultural affects the clinical 

encounter

Wear et al. Acad Med, 2017  Vol. 92: 312-17



Action items



Strategy 3: Diversify Rheumatology



Voices at the Table

Brotherton & Etzel. JAMA. 2020;324(12):1230-1250



Voices at the Table

Capers et al. JAHA. 2021; DOI:10:e018893



Strategy 4: Engage Community Stakeholders



•Rubinstein & Knight. Rheum Dis Clin N Am 46 (2020) 661–
672



Get to Know Your Community



Community Engagement

• Monarchas:
• Engage Hispanic social networks, stakeholders, and communities in 

educational initiatives about the significance of lupus through casual 
conversations initiated by local opinion leaders

• Lupus Clinical Trials Training Program (LuCTT)
• Training course to educate Community Health Workers on how to educate 

and support Black and Hispanic communities on lupus clinical trials



Chesley et al. ATS Scholar Ahead of Print DOI: 10.34197/ats-scholar.2020-0149CM
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