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Abstract

As the U.S. population becomes more racially diverse, physicians need cultural skills for optimal
health outcomes; however, the literature is sparse for cultural skill application of medical trainees.
Forty-five Family Medicine residents in Alabama completed an online survey asking them about
cultural issues including implicit bias, stereotype threat, and racial anxiety. Racial anxiety is the
focus of this paper because of its direct impact on patient-provider dynamics. The majority of
respondents were female, and 70% were non-Hispanic White, 20% African American, and 10%
Native American. Most participants demonstrated good general knowledge and or self-efficacy on
racial anxiety, but produced lower scores in workplace skills and actions related to racial anxiety.
Thus, physician training programs should incorporate more skill development around racial
anxiety. Ten strategic recommendations give schools a clear direction to assess and evaluate their
understanding and action towards the evolution of a more culturally competent physician
workforce.
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Some ethnic/racial populations have been shown to have poorer health outcomes than non-
Hispanic Whites in the United States.! The attitudes and behaviors of health care providers
have been identified as one factor that contributes to health disparities.2# Research is now
focused upon better characterization of health care providers’ attitudes and behaviors as well
as possible mechanisms to increase cultural competency knowledge, awareness, and skill
sets of health providers, particularly physicians. 57

As the United States becomes more ethnically diverse, physicians are also interacting with a
more diverse patient population. Their ability to address cultural variability adequately will
become more and more important even within medical school and residency training.
Cultural competency in health care is defined as “a set of congruent behaviors, attitudes, and
policies that come together in a system, agency or among professionals and enable that
system, agency or those professions to work effectively in cross-cultural situations.”® [p.7]
Additionally, as the field of cultural competency grows and changes, up-to-date information
and education and skill-building will become even more critical to good clinical practice.

A robust body of research in social and cognitive psychology suggests that health care
providers may be affected by their attitudes about patients, often automatically activated and
influential over behavior without conscious volition. This phenomenon, known as implicit
bias, has been increasingly studied in the health literature.®-13 Findings are consistent
regarding the impact of implicit racial bias on providers’ treatment decisions.14-1> Schulman
found that 720 physicians were 40% less likely to refer Black patients for cardiac
cauterization than White patients. 18 Another study’s results revealed doctors’ negative
implicit attitudes towards Black patients was as uncooperative. The more negative the
doctors’ implicit attitudes, the less likely they were to recommend the appropriate drug for
the Black patient. 17 Despite these disturbing findings, the literature suggests that providers
with implicit bias may be able to overcome their own bias and make equitable decisions for
diverse patient populations.

An additional cognitive phenomenon, racial anxiety,} has been identified as potentially
critical to patient-provider interactions.20 The stress of cross-racial interactions can lead to
distancing, less eye contact, and using a less friendly verbal tone.2! Researchers have found
that when a patient and their health care provider are of different races, interactions are
shorter,22 and the provider provides less information.23 Another research team found that
physicians working with patients of color were less likely to be empathetic, elicit sufficient
information, or encourage the patients to participate in medical decision making. 24

The effects of racial anxiety in the healthcare setting can be better understood using two
constructs-egalitarianism and pluralistic ignorance. The source of racial anxiety is not
always bias or prejudice. The social norm of egalitarianism and growing conversations of
health equity create an environment where majority groups feel anxious about not appearing
to be racist. Unfortunately, for those who experience a negative cross-racial interaction, they
are less likely to seek out or engage in subsequent interactions or expect a different outcome.

Members of both racial minority and majority groups may experience racial anxiety and its
concomitant discomfort in cross-race interactions. For example, a Black patient may suffer
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the effects of her own experience of interracial anxiety with a White doctor, but may also
suffer the effects of the doctor’s interracial anxiety. Pluralistic ignorance is the result of both
parties unawareness of the effects of each other’s racial anxiety. Shelton and Richeson
(2005) defined pluralistic ignorance as people observing other’s behavior that is similar to
themselves but believe that the same behaviors reflect different feelings and beliefs. This
false confirmation creates an anxiety feedback loop that reinforces negative behaviors. As a
result, it is in everyone’s interest to identify and address the effects of racial anxiety. 24

From undergraduate medical curricula to residency programs, several articles investigate
medical learners’ attitudes and beliefs regarding cultural competency skill-building.25-29
Medical education studies explore cultural diversity initiatives and interventions to explore
relationships between student attitudes, perceived bias, and knowledge regarding health
disparities and their subsequent ability to demonstrate culturally competent practices. 30-31
Competencies such as assessing English proficiency, identifying cultural and religious
beliefs, and assessing patients’ understanding of their illness are a few of the clinical skills
developed throughout all levels of medical training. Racial anxiety can strongly affect a
novice physician’s ability to demonstrate these competencies thereby limiting the
effectiveness of treatment. Carter et al. (2006) used vignettes of doctor-patient interactions to
assess third-year students” attitudes, beliefs, and cross-cultural communication skills by
comparing their pre-test and post-test scores after attending small group workshop on health
disparities and a model of cultural competency. Their results suggest that the workshop
enhanced student awareness, but they cautiously admitted that more longitudinal work was
needed to assess thoroughly cultural competency effectiveness across a diversity of patient
backgrounds and settings.28

While cultural competency trainings focused on these areas for medical students and
residents have begun, their impact, as well as learner attitudes and barriers, have not been
thoroughly explored in the literature. The authors explored attitudes and barriers and
subsequent skill levels around racial anxiety in a sample of family medicine residents in
Alabama. Following the report on this study below we present a discussion about social
accountability in order to frame the bioethical issue of the roles and responsibilities of
medical institutions in the development of a workforce of culturally sensitive physicians.

Methods

Online surveys were sent to family medicine residents at the University of Alabama Family
Medicine Program in Tuscaloosa between November 2017 and January 2018 after review of
protocol and approval by the University of Alabama Institutional Review Board. All of these
residents were invited to a voluntary cultural competency training embedded in an annual
health conference in March 2017, but none attended. As a follow up, we queried respondents
on their knowledge of relevant cognitive phenomena and their attitudes and concerns about
cross-racial interactions. The survey took approximately 15-20 minutes to complete. A $25
gift card drawing was offered as incentive to complete the survey. This paper focuses on the
subset of survey questions related to racial anxiety.
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A variety of references and expert opinions were used to guide instrument development of
the scale used by Perception Institute. For example, for the question, “I feel sure about how
to act and what to say when | am interacting with people from racial and ethnic backgrounds
different from my own" was adapted from a study examining the effects of intergroup
contact. 32 Tropp’s work identified racial anxiety and intergroup contact as major constructs
in navigating race in diverse classroom settings. 33 Two studies with a focus on providing
critical feedback to minority populations provided the framework that helped develop
questions related to providing feedback and supervision such as, “It is just as easy for me to
provide critical feedback to people from other racial backgrounds as it is to provide critical
feedback to people from my background; | am motivated to provide people of color |
supervise with rigorous feedback to enhance the quality of their work; | encourage people of
color that | supervise to achieve excellence in my school/workplace, | feel comfortable
challenging people of color | supervise to do their best job.”34-35

Results

Overall, the response rate was 53%. Most respondents answered all questions. Between one
and three respondents consistently skipped questions. Over two-thirds (67%) of respondents
were female; 33% were male. All identified as heterosexual. Self-reported race was 67%
White, 14% Asian, 19% African American, and 10% Native American. Figure 1 summarizes
the respondent’s racial anxiety perceptions.

General knowledge and understanding related to racial anxiety.

In response to the statement, “I understand the concept of racial anxiety,” 22% strongly
agreed, 48% agreed, 13% neither agreed or disagreed, and 17% either disagreed or strongly
disagreed.

Confidence/Self-efficacy skills related to cross-racial interactions.

All the respondents either felt very strongly or strongly that they had the skills to develop
positive relationships with people from racial and ethnic backgrounds different from theirs.
In responding to the statement, “I feel sure about how to act and what to say when | am
interacting with people from racial and ethnic backgrounds different from my own, 86%
answered agree or strongly agree while 14% were neutral. Nearly an equal amount
responded that they also felt confident about the way they treated outside racial groups. In
answering the statement, “I am confident that | treat all people the same way, regardless of
their racial or ethnic background,” only 14% strongly agreed, 71% agreed, 10% were
neutral, and 5% disagreed.

Workplace skills and actions related to cross-racial interactions.

In responding to the statement, “I feel comfortable talking about issues related to racial and
ethnic differences,” 19% strongly agreed, 57% agreed, 10% were neutral, and 14%
disagreed. With the statement, “I am confident that | can successfully manage discussions of
racial and ethnic issues with others,” 66% strongly agreed or agreed with statement, 24%
were neutral, and 10% disagreed. With the statement, “I trust my abilities to address racial
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and ethnic issues as they arise in my school/workplace,” 80% of respondents strongly agreed
or agreed, and 19% were neutral.

In responding to the statement, “It is just as easy for me to provide critical feedback to
people from other racial backgrounds as it is to provide critical feedback to people from my
background,” 62% of respondents agreed with statement, 14% answered neutral, and 19%
strongly disagreed or disagreed. For the statement, “I am motivated to provide people of
color I supervise with rigorous feedback to enhance the quality of their work, 67% of
respondents strongly agreed or agreed, while 13% were neutral and 20% disagreed.

With the statement “I encourage people of color that | supervise to achieve excellence in my
school/workplace,” 80% of respondents strongly agreed or agreed, 13% were neutral, and
7% disagreed. Finally there was a wide range of answers to statement, “I feel comfortable
challenging people of color I supervise to do their best job.” 73% strongly agreed or agreed
with statement, 13% were neutral while 14% either strongly disagreed or disagreed.

Discussion

This survey of a set of family medicine residents at a large stand-alone program provides
preliminary data on residents’ understanding of racial anxiety and attitudes regarding cross-
racial clinical interactions. Residents were chosen as the study population because of their
unique placement in medical education. Not only are they practicing physicians, but they are
also supervisors of medical students and learners under the tutelage of the attending
physicians in their department. Therefore, they are the largest source of patient-provider
interactions in this setting. Overall, 70% of this sample of residents reported knowledge of
racial anxiety as a term and the self-efficacy and skills necessary to manage interactions with
people from racial/ethnic backgrounds different from their own.

The authors note that in this sample, 30% of respondents either were neutral or disagreed
strongly or simply disagreed that they know the definition of racial anxiety. Our literature
review revealed very little on formal training on cultural competency for medical residents in
general and even less on current issues around topics like racial anxiety that could be
important in their residency. More up to date training within residency curricula must be
considered.

It is also salient that the respondents reported much more perceived self-efficacy around
cross-racial interactions than actual skills and actions, especially related to skills needed in
their work as residents (see Figure 2). For example, all responded affirmatively that they
could develop positive relationships with people of different ethnic/racial backgrounds;
however, when asked if they could adequately supervise someone of a different racial/ethnic
background, more of the responses were neutral or non-affirmative. This suggests that
opportunities to develop more skill-building around cultural competency in health care
settings both with patients and also among peers should be an integral part of residency
training. Rapp?* suggested that cultural competency skill-building be included regularly
throughout training medical student through years as a novice and then a master physician.
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This is especially crucial because of the nature of medical education where upper-level
residents assist in the training of interns and medical students. Such relationships being
undermined by racial anxiety could have an overall impact on medical education. In
particular, with the lack of racial diversity in the medical field, students and residents of
color may experience negative effects of White residents’ racial anxiety to which their White
peers are not subject. For example, White residents experiencing racial anxiety due to their
fear of confirming perceived racist behavior may not feel comfortable providing medical
students of color effective feedback potentially alienating their mentees and perpetuating
pluralistic ignorance if the medical student perceives the same.

This study has several limitations. As previously noted, the group who was invited to the
training was small, and the sample size was even smaller because several of the respondents
did not complete the survey. Additionally, the sample was collected in the South, and
although the residents may originate in other regions, this group may not be representative of
other parts of the country and the demographics of other programs. For example, although
there was good representation of African Americans, there were no Latinos in this sample.
Because of the voluntary nature of the survey, the self-selected residents most likely had
some vested interest in cultural competency and quite possibly positively skewed the results.
Despite these limitations, the study provides a glimpse at opportunities for future curriculum
development for residency programs in order to prepare future physicians to practice
effectively in the 215t century. The authors recommend more comprehensive studies to gain
clearer insight into the prevalence of racial anxiety among medical students and residents
and the effects it may have on not only patients, but peers as well.

Bioethical issues.

Racial anxiety and other seemingly innocuous reactions to cultural difference nevertheless
contribute to producing and reinforcing disparities in health treatments and outcomes. 36 The
secondary goal of this article was to generate a dialogue about the phenomena of medical
institutions’ role of social accountability to address racial anxiety and its harmful effects on
population health. This issue of social accountability is rarely acknowledged in traditional
bioethical discourse but implications of social justice as it relates to the health disparities of
minority patients and racial interactions between medical school learners, practitioners and
mentors necessitate more discussion. For instance,

. How do medical institutions address the ethical issues of the scarcity of training
for residents in this topic?

. What are the ethical issues ingrained in the historical institutional bias for
training residents in this topic?
. What are the ethical issues in ensuring that medical institutions create safe

spaces for discussions and training around this topic?

Traditionally, medical schools trained future physicians with proficiency in medical
knowledge and practice-based learning while also adding to the scientific body of research.
Internationally, a new challenge builds on these objectives to advance the social role of
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medical schools shifting and transforming missions, value statements, and strategic planning
to improve population health status and eliminate health disparities. U.S. medical schools
and organizations such as the Association of American Medical Colleges created 10
strategic directions for social accountability, imparting tangible approaches to assist medical
institutions part in reversing current negative trends in health disparities.3”

In 2010, a peer-reviewed article spurred discussion about the social accountability of
medical schools to educate physicians to care for the national population. 38 That article
ranked current U.S. medical schools based on which schools were more or less likely to
produce primary care physicians and physicians who practice in underserved areas. The
results of study showed great variation in scores for medical schools, with historically Black
medical schools scoring the highest and public and community-based programs faring better
than private schools. There were also geographical differences including urban/rural
variation. The authors suggest that initiatives at the medical school level could increase the
proportion of physicians who practice primary care, work in underserved areas, and are
underrepresented minorities. Since that time others including family medicine specialty
organizations have begun to address the global social accountability of medical education as
well as residencies. 39 Graduate medical education or residencies have also begun to address
these issues by tying some to funding.%? The upward trajectory of cultural competency
standardized curricula and comprehensive educational interventions, along with a social
accountability framework for medical students and residents, have the potential to address
the needs of future physicians ready to do their part in eradicating health disparities. And in
consideration of the fact that the medical education trajectory from novice to master
physician is a life-long endeavor, it may be even more fitting to examine social
accountability with the concept of cultural humility. Murray-Garcia and Tervalon’s 41
description of engagement in self-reflection self-critique of power imbalances in an effort to
develop and maintain mutually respectful and dynamic partnerships between providers and
patients serves as a great anti-thesis to the drivers of racial anxiety.
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Figure 1.
Drivers of racial anxiety
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Resident Survey Responses
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Resident Racial Anxiety Survey Responses
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