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Abstract

Objective: Examine the association of discrimination and short sleep and the buffering effect of 

people-oriented culture in the workplace among nurses and patient care associates.

Methods: Used a mixed-methods design from the 2018 Boston Hospital Workers Health Study 

(N=845) and semi-structured interviews among nurse directors (N=16).

Results: We found that people-oriented culture reduced the odds of short sleep and slightly 

attenuated the association of discrimination and short sleep. People oriented culture did not 

buffer the effects of discrimination on short sleep. Qualitative findings showed that discrimination 

occurred between co-workers in relation to their job titles and existing support in the workplace 

does not address discrimination.
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Conclusions: Healthcare industries need to implement specific programs and services aimed at 

addressing discrimination which can potentially improve health outcomes among workers.
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Introduction

Workers experience numerous types of psychosocial risks in the workplace. A significant 

form of risk that workers experience is discrimination.1 Discrimination is defined as the 

unfair treatment and negative actions towards an individual or group based on their race, 

gender, age, disability, etc. 1 Institutional and organizational policies can also manifest 

discriminatory behaviors.2 In 2017, the United States (U.S.) Equal Employment Opportunity 

Commission (EEOC) reported that at least 84,254 workplace discrimination charges 

were filed with the government agency.3 Research suggest that these statistics are often 

underreported.4,5

With the aging of the Baby Boomer population, the U.S. is expected to have at least 1.05 

million job openings for nurses by 2022 6 suggesting a diversified workforce will fill the 

demand for professional nurses. Moreover, since the election of former President Donald 

Trump into office there has been an upsurge of discrimination-related occurrences toward 

minority groups in the U.S.7 Thus, there is an increased possibility that minority healthcare 

workers will continue to experience workplace discrimination.

Discrimination in healthcare settings

Discrimination is prominent in healthcare settings.8 Some healthcare workers experience 

discrimination from patients, patients’ family members, and co-workers because of their 

race, ethnicity, skin color, accent, disability, gender, sexual orientation, low-wage job title 

– to name a few.9–13 Healthcare workers who are discriminated because of their race are 

experiencing racism that is defined as a system that gives preferential advantage to the 

dominant racial group – white people.14 While some may use discrimination and racism 

interchangeably, it is important to note that these two concepts are distinct from one another. 

These instances of discrimination are the outcome of an enduring history of discrimination 

in the U.S. that has permeated in many institutions including healthcare settings.12

This issue is crucial since marginalized groups make up most of the healthcare workers 

in the U.S.15 In the American healthcare industry, womxn perform about 25 of the 30 

health occupations.15 While white healthcare workers represent most of U.S. healthcare 

workers, racial differences exist in specific occupations. Among registered nurses, 73.5% 

are white while 10.4% are Black, 8.4% are Asian, 5.7% are Latinx, 1.5% are multiple/other 

race, 0.4% are American Indian/Alaska native, and 0.1% are Native Hawaiian and other 

Pacific Islander.15 People of color dominate most of the low-wage healthcare occupations 

(e.g. nursing aide, home health aide, and personal aide).15 Immigrants are also a growing 

sector of the healthcare industry. A 2016 survey showed that 1 in 6 healthcare workers 

are non-U.S. born.16 The substantial number of womxn and people of color who comprise 
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most of the low-wage healthcare occupation, suggest that these groups are susceptible to 

discrimination in the workplace. Discrimination is associated with negative health and well­

being.17 Therefore, healthcare workers at risk as recipients of discriminatory behaviors are 

also at risk for poor health. Such poor health outcomes include psychosocial stressors, high 

blood pressure, cognitive impairment, and poor sleep.17 Within research among healthcare 

workers, the relationship of discrimination and poor sleep quality is an understudied topic.18

Association between discrimination and sleep

The U.S. population have been sleeping less in the last decade. According to the National 

Sleep Foundation (NSF), the recommended number of hours of sleep for adults is seven 

to eight hours.19 The percentage of adults in the U.S. that reported short sleep duration, 

sleeping less than seven hours, increased from 30.9% in 2010 to 35.6% in 2018.20 Glaring 

disparities among groups exists with short sleep duration highest among Blacks (45.5%), 

womxn (35.8%), the 45–65 year old age group (37.4%), and those with an education level 

less than a bachelor’s degree (38.8%).20 Notably, 45% of healthcare support workers and 

36.3% of healthcare practitioners reported short sleep duration.20

Several factors may explain poor sleep quality among healthcare workers. Most healthcare 

settings operate in 24-hour shift schedules with variations in scheduling and control among 

workers.21 A meta-analytic review of studies on permanent and rotating shifts found that 

workers with permanent schedules reported the highest frequency of sleep duration while 

those who work in rotating shifts reported the least number of sleep duration.22 Economic 

pressure and low-wages may also lead some healthcare workers to work a second job which 

decreases the number of hours they sleep per day.23 Discrimination is associated with poor 

sleep quality.18 Discrimination affects sleep hygiene that may cause daytime sleepiness 24, 

poor sleep quality 25, insomnia 26, and fatigue.27 These circumstances and experiences of 

discrimination in the workplace may provide insight of how discrimination is associated 

with sleep.

Several factors may explain the mechanisms in which experiences of discrimination 

influences poor sleep. Individuals who experience chronic discrimination may develop 

hypervigilance because of the constant anticipation of experiencing discrimination. This 

hypervigilant state may disrupt sleep and can increase high blood pressure,18 placing 

individuals at higher risk for cardiovascular disease.28

Some individuals are ostracized because of identifiable characteristics related to their race, 

ethnicity, or culture. These discriminatory behaviors that engender feelings of exclusion 

have been associated with psychological distress that may affect sleep quality.29 These 

experiences may affect the performance of healthcare workers in the workplace. Previous 

studies show that inadequate and inconsistent sleep among healthcare workers is associated 

with trouble communicating with co-workers 30, poor diet 31, obesity 32, increased work­

family conflict 33, and functional limitation 34 that has been associated with increased risk 

for injuries and medical errors that can place the worker and patients at-risk 35,36.
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Organizational policies and practices as buffers from discrimination

Some forms of discrimination in the workplace are bullying and discourtesy. The phrase 

“nurses eat their young” has plagued the nursing profession for decades, depicting that older 

and more experienced nurses tend to bully and instigate incivility or rudeness toward young 

and newly hired nurses.37 Therefore, a workplace environment that fosters a people-oriented 

culture can potentially alleviate the effects of incivility and discrimination in the workplace. 

Job resources like organizational policies and practices can potentially act as a buffer from 

the effects of discrimination. Buffering has been used in health and social science research 

as a factor that protects or lessens the negative effects of another factor such as a stressful 

event. 38

People-oriented culture pertains to the customs and practices in the workplace environment 

that develops cooperation and trust among the administrative staff and workers, involves 

workers in the decision-making process, and maintains transparency through open 

communication.39 People-oriented culture has been examined in healthcare settings and 

has demonstrated that healthcare workers who perceive lower people-oriented culture in 

their workplace are associated with obesity 32 and poor sleep quality 40 among workers 

while high perceptions of people-oriented culture are associated with less psychological 

distress and mental health expenditures.41 Because previous studies demonstrate that 

healthcare workers experience discrimination from patients and their co-workers alike 9–11, 

the role of people-oriented culture among colleagues can potentially assuage the effects of 

discrimination. However, it is also possible that people-oriented culture can also exacerbate 

short sleep as associated with discrimination especially in workplace settings where workers 

have low inter-cultural training and understanding. This has been found as a barrier to 

building trust and communication in the workplace.42 The healthcare setting in the U.S. is 

becoming more diversified with respect to race, gender, and immigration status, which can 

be a deterrent to developing a people-oriented culture working environment if workplace 

settings are not adopting practices that are inclusive of a diversified workforce.

Current study

While discrimination and poor sleep quality among healthcare workers have been examined 

separately, there is little research that specifically examines how discrimination experienced 

by the healthcare worker population is associated with poor sleep quality. Moreover, little 

is known about how the workplace environment can buffer the effects of discrimination 

to improve sleep quality outcomes within this population. The purpose of this article is to 

1) evaluate the associations of discrimination and short sleep duration among healthcare 

workers and determine if people-oriented culture buffers poor sleep outcomes, 2) identify 

how discrimination manifests and who are the perpetrators in the healthcare worker 

environment, and 3) appraise how people-oriented culture is constructed and the extent 

to which it addresses discrimination and the effect of discrimination on short sleep duration 

among healthcare workers. Study results can help healthcare administrators understand how 

discrimination in the workplace environment can affect sleep outcomes. Furthermore, these 

results can help inform the development of people-oriented culture programs and resources 

that address discrimination in the workplace.
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Methods

Participants

This study employed a mixed-methods approach using an explanatory sequential design. 

Quantitative data was first collected and analyzed which informed the objectives of the 

qualitative data to help further understand the findings of the quantitative results.43

For the quantitative portion of the article, we used the 2018 data from the Boston Hospital 

Workers Health Study (BHWHS), a prospective cohort study that was established in 

2006 to examine the working organization and condition, behaviors, and health outcomes 

among healthcare workers from two large hospitals in the same health system in Boston, 

Massachusetts.44 The study’s participants are nursing directors, assistant nursing directors, 

clinical nurse managers, staff nurses, and patient care associates (PCA). The 2018 data 

surveyed about 2,000 workers and had a 55% response rate. The initial sample was 

N=1,101. After eliminating observations with missing data on key variables short sleep 

(n=41), discrimination (n=92), and people-oriented culture (n=123), our final sample size for 

this study was N=845.

For the qualitative portion of the study, we conducted 16 semi-structured interviews of unit 

nurse directors.

Instrumentation

Data Collection—The quantitative data was collected by using employee databases from 

BHWHS. The surveys were collected periodically and linked at the individual worker 

level. Employees who are categorized as “patient care service” workers were automatically 

registered in the study ensuring 100% participation until employment termination occurred. 

Participants received a $10 gift card for participation.

Data collection for the qualitative data was informed by the 2018 study data. Using the 

results from the 2018 study, we took the mean people-oriented culture score among all 

individuals in the hospital units who responded to the survey; the study included workers 

from 25 units. Using this aggregated data, we determined which nine units had the highest 

mean people-oriented culture scores and which nine units had the lowest mean scores. Eight 

nurse directors from units with the highest people-oriented culture score and eight from 

units with the lowest people-oriented culture score were recruited for the study. Two nurse 

directors were managing units that scored both high and low in people-oriented culture. 

Two trained researchers conducted semi-structured 30-minute interviews using an audio 

recorder. Interviews took place in private offices of nurse directors in their units from 

April through May 2019. Participants were asked questions about unit-level scheduling of 

workers, breaks, social support and resources, and abuse and harassment. Interviews were 

transcribed and de-identified. Analysis of the data focused on data relevant to discrimination 

and people-oriented culture in relation to short sleep duration. Participants received a $50 

gift card for participation.
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Operational Instruments

Demographic data including age, gender, race, immigrant status, job title (1 = nurse; 2 = 

PCA; 3 = Other [e.g., nursing director, clinical nurse manager, etc.]), and number of hours 

worked per week were obtained from the self-reported surveys disseminated from BHWHS. 

The demographic data were used as covariates for the models.

The outcome variable of interest is short sleep duration derived from one of the items of 

the Pittsburgh Sleep Quality Index (PSQI).45 The PSQI measure is a self-rated questionnaire 

that evaluates sleep quality in the past month. The BHWHS only used three items from 

the measure and this study only used the short sleep duration item. To measure short sleep 

duration, responses were dichotomized categorizing 6 hours of sleep or less as “Yes” and 

more than 6 hours of sleep as “No.” This cutoff is consistent with previous studies.33,34

Discrimination, the primary independent variable, was measured using five questions from 

the Job Discrimination scale.46 This instrument has a Cronbach’s alpha of 0.79 for internal 

consistency. Participants were asked about experiences of discrimination and self-reported 

using a five-point Likert scale with responses from never to once a week or more. We 

calculated the mean average scores of the five items. Participants who answered “a few 

times a year” to at least one of the questions in the discrimination measure were then asked, 

“What do you think is the main reason for these experiences?” Participants were instructed 

to only choose one category (e.g., ancestry or national origins, gender, age, etc.).

People-oriented culture was used as the buffering measure for the study using four questions 

from the Organizational Policies and Practices questionnaire.39 This instrument has a 

Cronbach’s alpha of 0.82 for internal consistency. Participants were asked about cooperation 

within a workgroup and self-reported using a five-point Likert scale with responses from 

strongly disagree to strongly agree. We calculated the mean average scores of the four items.

Statistical Analyses

Univariate analysis examined the descriptive distribution of the variables. We then compared 

the variables by short sleep duration using chi-square tests and t-tests. Four models are 

presented using logistic regression to examine the odds of reporting short sleep duration 

in association with perceived reception of discriminatory behaviors and controlling for the 

variables of interest in the subsequent models. Interactions between perceived discriminatory 

behavior and people-oriented culture were examined to determine if people-oriented culture 

moderated the effects of discrimination on short sleep duration. Observations are non­

independent since workers are clustered within units, so we accounted for this clustering by 

including hospital units as random effects using the “vce (cluster)” command which allows 

units to correlate. Missing cases were handled using listwise deletion. Data was analyzed 

using Stata 15 SE.

Qualitative Analysis

Qualitative data was analyzed using grounded theory 47 and thematic analysis.48 We 

employed solo coding by following Saldaña’s 48 recommendations that required consulting 

with another trained researcher during the progress of the data analysis to discuss, process, 
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and validate the findings. In addition, the coder also kept memos during data analysis. First 

the trained researcher began with open or initial coding of transcripts to generate a list of 

codes. Codes were analyzed and facilitated creating categories and sub-categories based 

on patterns from the data. The relationships between categories and sub-categories were 

assessed and established themes related to perceived experiences of discrimination in the 

workplace and the operationalization of people-oriented culture. Data was analyzed using 

Atlas.ti 8.0 which is a software that facilitates the organization and analysis of text, images, 

audio, and video data.

Point of Integration

The point of integration is when components of the quantitative and qualitative findings 

intersect or merge.43 In this study, the point of integration occurred in its design and in the 

analysis. We used data from the qualitative findings to address gaps in the quantitative data 

concerning aspects of perceived discrimination that healthcare workers experienced and the 

extent to which people-oriented culture addressed discrimination and potentially influence 

sleep outcomes.

Results

Of the 845 workers in the sample 83.55% identified as white, 93.02% were womxn, 86.27% 

were nurses, 29.3% are within the ages of 30–39 years old, 84.85% are born in the U.S., and 

on average workers worked 36.81 (SD=8.08) hours per week (Table 1).

Eighty-one percent of the workers reported that they slept for six or more hours per night. 

On a scale of 1 (Never) to 5 (Once a week or more), the mean experiences of discrimination 

among workers was 1.57 (SD=.73). For people-oriented culture, on a scale of 1 (Strongly 

Disagree) to 5 (Strongly Agree), the mean was 3.74 (SD=.70). Chi-square tests showed 

that race (p<.006) was significantly associated with short sleep duration. The t-tests showed 

that there were statistically significant differences between discrimination, people-oriented 

culture, hours worked per week, and short sleep duration.

Among healthcare workers that reported experiencing discrimination, the most prominent 

reason why they think they experienced discrimination is because of their education or 

income level (58%), age (16%), and sexual orientation (12%).

In Model 1 there is a significant positive association between experiences of discrimination 

(OR=1.48, 95% CI=1.23, 1.80) and short sleep duration meaning that a one unit 

increase in experiences of discrimination is associated with a 48% increased odds of 

short sleep duration. When adjusting for people-oriented culture (Model 2), experiences 

of discrimination was attenuated (OR=1.31, 95% CI=1.06, 1.63) and was statistically 

significant along with people-oriented culture (OR=.68, 95% CI=.53,.87) meaning that a 

one unit increase in experiences of discrimination is associated with a 31% increased odds 

of short sleep duration and a one unit increase in perceived people-oriented culture in the 

workplace is associated with a 32% decreased odds of short sleep duration.
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When adjusting for socio-demographic variables (Model 3), experiences of discrimination 

were further attenuated and remained statistically significant (OR=1.25, 95% CI= 1.00, 

1.56) in increased odds of reporting short sleep duration. People-oriented culture also had 

a significant OR of .66 (95% CI=.51-.85). In the fully adjusted model (Model 4) that 

included discrimination, people-oriented culture, socio-demographic, and hours worked per 

week variables, experiences of discrimination (OR=1.23, 95% CI=.98,1.54) were attenuated 

but no longer statistically significant. However, people-oriented culture continues to have a 

significant OR of .65 (95% CI=.50-.85), meaning that higher perception of people-oriented 

culture in the workplace has a significant association in reducing the odds of short sleep 

duration within the sample.

In the fully adjusted models, there was statistical significance in the association of workers 

racially categorized as Asian, Native American, and mixed race and short sleep duration 

(OR=2.46, 95% CI=1.03,5.83) compared with white workers. Similarly, individuals that 

worked more hours per week had increased odds of reporting short sleep duration (OR=1.04, 

95% CI=1.01,1.06). This finding was statistically significant compared to their co-workers 

that worked less hours during the week (Table 2).

We tested the interaction between discrimination and people-oriented culture on short sleep 

duration (Table 3). While the main effects of discrimination (OR=1.30, 95% CI:1.02, 

1.66) and people-oriented culture (OR=.69; 95% CI:.53,.88) were statistically significant, 

people-oriented culture did not moderate the effect of discrimination on short sleep duration 

(OR=.98, 95% CI= .79,1.20).

Qualitative results

Our quantitative findings show that the perception of discrimination is significantly 

associated with short sleep duration for all the models but Model 4, indicating that 

quantitative measurements of the relationship between discrimination and short sleep 

duration has its limitations. However, people-oriented culture did not buffer the effect of 

discrimination on short sleep duration, but the independent effect of the association of 

people-oriented culture and short sleep duration was statistically significant and showed 

that healthcare workers with perceived high people-oriented culture in the workplace 

had decreased odds of short sleep duration. In addition, people-oriented culture slightly 

attenuated the association of discrimination and short sleep duration. We also needed to 

further understand the mechanisms in which discrimination transpires and who executes 

these behaviors in the workplace. Moreover, while people-oriented culture is significantly 

associated with short sleep duration, we do not know why people-oriented culture did 

not moderate the effects of discrimination on short sleep. Thus, we want to examine how 

people-oriented culture is constructed and what it addresses in relation to discrimination to 

the extent that it can influence the quality of sleep among healthcare workers.

Discrimination

The unit nurse directors discussed many forms of violence that nurses and PCAs experience 

including abuse, harassment, bullying, and discriminatory behaviors from their co-workers, 
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patients, and patients’ family members, however, our study aimed to focus on discrimination 

which is distinct from the other forms of violence mentioned.

Discrimination transpired among co-workers because of job titles.—Participants 

discussed that discrimination occurs due to hierarchy among co-workers in relation to 

their job titles. The quantitative results showed that 58% of nurses and PCAs reported 

experiencing perceived discrimination due to their education or income level reflected in 

their job titles. These job titles entail varying responsibilities, demands, and prestige in how 

they are perceived by others. Thus, sentiments of feeling disrespected occur particularly 

among PCAs who may feel undermined because of their job status. Several unit directors 

shared that the hospital recently conducted a hospital-wide survey and found that PCAs do 

not feel respected:

…we actually just did a PCA survey and part of what they expressed was not 

feeling as respected as a role group, as nursing does, which I can see. So we try to 

include them and to make sure that when it’s a nursing – I address them as a team 

and everyone together, but I know that they definitely don’t feel entrenched in that 

nursing culture the way that the nurses do. (#8, high in people-oriented culture)

Feeling disrespected may be a result of lack of knowledge of the demands that healthcare 

workers experience which are not being communicated to their co-workers. Unit nurse 

directors shared that many of the workers in their units are inundated with their own 

job responsibilities and at-times are not able to verbalize to their co-workers their own 

professional expectations or tasks that they need to be completed. In turn, co-workers 

discriminate against one another in relation to the duties associated with their job titles:

… the nurses feel that the PCAs can help more with toileting the patients, so that 

they don’t fall. And that – and then the PCAs feel that the nurses can help them 

more instead of calling them for every toileting and for every patient call. If they’re 

like just in the computer like sitting down, they should also be helping more. And 

then, the unit coordinators feel that the nurses talk to them in an unprofessional way 

and the nurses feel that the unit coordinators just sits down and they have more – 

they have more abilities to help out more. (#2, high in people-oriented culture)

While nurses and PCAs shared their own feelings of being discriminated, unit nurse 

directors also internalize discriminating thoughts about their co-workers that may affect 

how they interact with PCAs. Unit nurse directors expect a sense of professionalism from 

their co-workers. This expectation leads them to assume that the background of some of 

their workers do not equip them with professional skills:

One of the things that I think is just – and I hate to even say it, but it’s the truth and 

this is what it is. And I think, a lot of times, folks who come into those career PCA 

roles are not always coming from environments that are professional environments. 

A workforce – a household that comes from a professional environment. So they 

just sometimes are lacking some of those professional behaviors. (#3, high in 

people-oriented culture).
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Chronic experiences of discrimination may have a long-term effect specifically among PCAs 

who may begin internalizing these experiences of discrimination which can influence their 

overall health and well-being. A unit nurse director discussed how one of the PCAs in their 

units shared with her how they feel about themselves, “…they feel like just because they’re 

poor, they’re Black and they’re immigrants – they feel that they’re marginalized. That’s how 

they feel.” (#2, high in people-oriented culture).

People-Oriented Culture

Numerous resources are available for healthcare workers but these resources 
do not specifically address discrimination.—The unit nurse directors identified 

these resources that respond to the various needs of healthcare workers ranging from 

professional training, health and mental health resources, and team building activities. One 

unit established a series of programs to address the mental health of the workers in their 

units and to develop camaraderie with one another through storytelling:

And then we’ve also implemented quiet time in the flight decks. So there’s a room 

up there where it’s quiet time, people shouldn’t be on their phones, computers 

or watching TV in that room from 2:00 to 4:00 a.m. and p.m., giving them – 

the staff two hours where they can go and just kind of just close their eyes, nap, 

meditate, whatever they want to do but it’s got to be quiet – no one’s talking. And 

then we encourage storytelling among them to help them bond and hopefully do 

some learning about how you took care of a patient or something humorous that 

happened that just it helps them bond, and then the fourth thing we’re doing is tea 

for the soul, and we do that once a month for the day and night teams when we 

have our staff meetings. (#13, low in people-oriented culture).

While these programs address mental health and relationship building among healthcare 

workers, they do not address resources directed at addressing discriminatory behaviors 

that can potentially influence other health outcomes including sleep quality. Interestingly, 

only one unit nurse director specifically discussed a resource that focused on inclusivity to 

mitigate discrimination; however, due to scheduling conflicts, this program was difficult for 

healthcare workers to attend:

… I think if it’s a culture for the hospital to have everyone attend effective 

communication…like the Unconscious Bias – which I think is good. I think it 

would be helpful. But…they don’t have it on a monthly basis…and they don’t 

have the schedule far enough that we can schedule everyone in. (#2, high in 

people-oriented culture).

Instead, conflict among co-workers that may be related to discrimination in the workplace 

seems to be managed interpersonally by unit nurse directors:

If someone is having a bad day and they talk curtly to a peer, that could be a 

situation. They might come to me and say “I had this interaction with so-and-so 

today.” We do like a little role play of how can you now react to that person? “So 

let’s talk about what you’re going to do.” We talk all about how it’s important not 

to react in the moment. You know take a deep breath and “maybe talk to them in 
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the next day or later on in the shift, off the unit, in a conference room,” that kinda 

thing. (#15, low in people-oriented culture).

The integration of quantitative and qualitative findings suggests that although people­

oriented culture focuses on aspects of health and well-being among co-workers, resources 

and programs that promote inclusivity related to experiences of discrimination are limited 

despite the existence of a positive relationship between perceived discrimination and short 

sleep duration, a construct that influences health and well-being.

Discussion

Our mixed-methods analysis evaluated the buffering effect of people-oriented culture on 

short sleep duration. We found that experiences of discrimination among healthcare workers 

are associated with increased odds of reporting reduced hours of sleep for all the models 

but the fully adjusted model. However, people-oriented culture did not moderate the 

effect of discrimination on short sleep duration. Organizational culture, specifically, people­

oriented culture among co-workers, slightly attenuated the association between experiences 

of discrimination and odds of short sleep duration. The qualitative findings show that 

co-workers experience discrimination vertically because of their job titles. The resources 

that promote people-oriented culture in the unit seems to address other aspects of the health 

and well-being of healthcare workers, but there are limited resources available that address 

discrimination which can potentially influence the sleep quality of healthcare workers.

All models but the fully adjusted model show that experiences of discrimination are 

associated with increased odds of short sleep duration. This finding is consistent with 

previous studies on discrimination and poor sleep quality.18,49 After adjusting for hours 

worked per week, experiences of discrimination were no longer a significant predictor, 

however, hours worked per week remained as a statistically significant predictor in the full 

model. A potential explanation is that working longer hours per week and the perception of 

discrimination are correlated. A study among physicians found that frequent experiences of 

discrimination are associated with burnout.50 Studies also found that working longer hours 

per week also increases the likelihood of burnout among workers.51 Both of these factors 

may have a similar impact on sleep quality.

The quantitative findings also show that over half of reported experiences of discrimination 

among nurses and PCAs are related to their education or income level which correspond 

to the job titles of workers. Previous studies found that job prestige plays a role in 

influencing discrimination in the workplace between co-workers.52 The qualitative data 

helps us understand the quantitative findings by confirming that discrimination is related 

to the job titles of healthcare workers, specifically targeting low-wage workers such as 

career PCAs. In addition, the qualitative findings also explain our understanding of how 

discrimination transpires in the workplace between co-workers which was not captured 

perhaps due to the measures used in the quantitative data. While the interviews did not 

discuss how discrimination may influence poor sleep quality, studies on discrimination and 

sleep 18 suggest that these experiences may have an effect on short sleep duration among 

healthcare workers, particularly PCAs. Moreover, since most career PCAs are from minority 
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groups, chronic experiences of discrimination in relation to race has been associated with the 

development of racism-related vigilance 53 and increased levels of stigma consciousness 54 

that are associated with poor sleep among people of color. Thus, discrimination experienced 

by PCAs from their co-workers suggest that future studies need to further understand how 

discrimination affects PCAs and how it affects their health, including their sleep quality.

People-oriented culture did not modify the negative influence of discrimination on short 

sleep duration. Existing research that used the concept of people-oriented culture to assess 

worker’s health and well-being have not examined its influence on discrimination.55,56 

However, people-oriented culture has been associated with improved sleep.40 The qualitative 

findings show that while people-oriented culture may focus on other aspects of the 

working environment and worker’s health, the programs and resources implemented related 

to people-oriented culture do not specifically address discrimination which in turn may 

influence poor sleep among workers. However, people-oriented culture may indirectly 

address discrimination as supported by our quantitative results that showed that people­

oriented culture slightly attenuated the association of experiences of discrimination and 

short sleep duration even when we controlled for our covariates. Past studies found 

that workplace settings that encourage respect and support among workers mitigate the 

likelihood of discrimination among minority groups in the workplace.57,58 Sleep quality 

among marginalized groups may improve by implementing numerous initiatives and 

programs that focus on inclusivity in the workplace. 59–61 The only program mentioned 

in the qualitative interviews that targeted discrimination is the availability of unconscious 

bias training in the hospital. However, a single episode of unconscious or implicit bias 

training has been found to be ineffective in reducing biases.62 Scholars argued that in order 

to change oppressive systems, oppressive structures and systems must be named – racism, 

sexism, classism, homophobia, transphobia, etc.63 Perhaps workplace settings can consider 

offering and mandating on-going trainings that discuss racism and other forms of oppression 

and establish tangible changes in organizational policies and practices to shift the culture of 

the workplace to promote inclusivity.

Limitations and strengths

A limitation of the study is that experiences of discrimination is self-reported which 

may indicate potential bias and inaccurate introspection. However, experiences of 

discrimination are subjective; therefore, self-report is an appropriate method of measuring 

discrimination.64–66 Another limitation is that while our sample is representative of the 

socio-demographic make-up of nurses in the U.S., it does not reflect the full diversity of 

nurses and PCAs. Qualitative interviews were conducted among unit nurse directors which 

limits direct understanding of experiences of discrimination based on recipients’ perceptions 

that excludes the experiences of nurses and PCAs. The qualitative interviews also did not 

explicitly ask questions regarding experiences of discrimination and how healthcare workers 

perceive people-oriented culture. This limited our understanding of how these constructs 

transpired; however, the use of grounded theory in the qualitative analysis permitted for 

themes related to discrimination and people-oriented culture to emerge. Finally, while the 

study is longitudinal, the 2018 wave was the first time that discrimination was measured 
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in the survey instrument. Thus, this study is cross-sectional in nature and cannot explain 

causality.

The study has several strengths. Previous studies have analyzed the influence of 

discrimination on sleep quality and outcomes separately within the healthcare worker 

population: this study is one of the few that specifically examines the impact of 

discrimination on a particular sleep outcome, short sleep duration, among healthcare 

workers. It also assesses the mitigating influence of people-oriented culture in the workplace 

to diminish the influence of discrimination. A notable strength of the study is our use of 

a mixed-method approach that permits the triangulation of data to gain a more in-depth 

understanding of the findings. While discrimination has been ever present in society, the 

increasing reports of explicit forms of discrimination in the U.S. will continue to affect the 

health and well-being of marginalized groups.

Conclusion

This paper found that discrimination is associated with short sleep duration among 

healthcare workers. Perceived discriminatory behaviors are experienced via a hierarchy 

among co-workers and are related to their job titles. Although people-oriented culture may 

address aspects of the health and well-being of healthcare workers and the environment, 

our study has shown the inability of people-oriented culture to mitigate the effects of 

discrimination on sleep quality.

These findings have some implications on policy and practice. Healthcare settings need 

to implement programs and resources that are targeted towards identifying discriminatory 

and oppressive structures in the workplace and promoting inclusivity through demonstrable 

changes in the workplace structure which in turn can improve the sleep quality of healthcare 

workers. Through these practices, the health and well-being of healthcare workers may 

improve and result in decrease in medical errors and enhanced patient safety.

Future studies should consider examining specific forms of discrimination and a broader 

demographic of healthcare workers to evaluate how organizational policies and practices 

influence the impact of discrimination on their employees’ sleep quality, and in turn, their 

employees’ general well-being. Addressing experiences of discrimination in the workplace 

can help alleviate some of the negative health effects experienced by healthcare workers.
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Table 1.

Demographic characteristics of sample. (N=845) [SD=standard deviation].

Observations (%) or Mean ± 
SD

Observations of Short 
Sleep Duration Yes (%)

Observations of Short 
Sleep Duration No (%) p

a

Short Sleep

 No 686 (81.18)

 Yes 159 (18.82)

Discrimination (1=5; higher=more 
frequent) 1.57 ± .73

b 1.57 ± .87 1.53 ± .68 <.001

People Oriented Culture (1=5; 
higher=better) 3.74 ± .70

b 3.54 ± .74 3.79 ± .69 <.001

Age .894

 <30 246 (29.11) 46 (18.70) 200(81.30)

 30–39 247 (29.23) 48 (19.43) 199 (80.57)

 40–49 144 (17.04) 24(16.67) 120 (83.33)

 50+ 208 (24.62) 41(19.71) 167(80.29)

Gender .756

 Men 59 (6.98) 12(20.34) 47(79.66)

 Womxn 786 (93.02) 147(18.70) 639(81.30)

Race <.01

 White 706 (83.55) 118(16.71) 588(83.29)

 Black 65 (7.69) 19(29.23) 46(70.77)

 Latinx 35 (4.14) 10(28.57) 25(71.43)

 Other 39 (4.62) 12(30.77) 27(69.23)

Immigrant Status .228

 U.S. Born 717 (84.85) 130(18.13) 587(81.87)

 Non-U.S. Born 128 (15.15) 29(22.66) 99(77.34)

Job Title .343

 Nurse 729 (86.27) 135(18.52) 594(81.48)

 PCA 79 (9.35) 19(24.05) 60(75.95)

 Other (e.g. nursing director) 37 (4.38) 5(13.51) 32(84.49)

Hours Worked Per Week
36.81 ± 8.08

b 38.79 ± 8.70 36.35 ± 7.86 <.001

a.
P-values of Chi-square for categorical variables and t-tests for continuous variables.

b.
Mean values for respective variables.
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Table 2.

Logistic regression modeling of relationship of workplace discrimination and short sleep duration. [OR=odds 

ratio; 95% CI= 95% confidence interval.]

Model 1 Model 2 Model 3 Model 4

OR(95% CI) OR(95% CI) OR(95% CI) OR(95% CI)

Discrimination (1=5; higher=more frequent) 1.48(1.23,1.80)*** 1.31(1.06,1.63)* 1.25(1.00,1.56)* 1.23(.98,1.54)

People Oriented Culture (1–5; higher=better) .68(.53,.87)** .66(.51,.85)*** .65(.50,.85)***

Age (ref <30)

 30–39 .96(.57,1.60) 1.05(.63,1.76)

 40–49 .73(.45,1.20) .90(.54,1.49)

 50+ .95(.58,1.55) 1.03(.63,1.68)

Gender (ref Men)

 Womxn 1.02(.57,1.84) 1.15(.63,2.08)

Race (ref White)

 Black 2.20(1.01,4.80)* 2.08(.93,4.63)

 Latinx 2.01(.83,4.87) 1.79(.72,4.47)

 Other 2.53(1.06,6.02)* 2.45(1.03,5.83)*

Immigrant Status (ref U.S. Born)

 Non-U.S. Born .94(.51,1.74) .88(.46,1.67)

Job Title (ref Nurse)

 PCA .85(.47,1.53) .84(.46,1.54)

 Other (e.g. nursing director) .55(.25,1.21) .47(.22,.97)*

Hours Worked Per Week 1.04(1.01,1.06)**

*
p < .05

**
p < .01

***
p < .001

J Occup Environ Med. Author manuscript; available in PMC 2022 October 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Maglalang et al. Page 20

Table 3.

Interaction terms between discrimination and people-oriented culture. [OR=odds ratio; 95% CI= 95% 

confidence interval.]

OR(95% CI)

Discrimination 1.30(1.02,1.66)**

People Oriented Culture .69(.53,.88)*

Discrimination x People Oriented Culture .98(.79,1.20)

*
p < .05

**
p < .01

***
p < .001

J Occup Environ Med. Author manuscript; available in PMC 2022 October 01.


	Abstract
	Introduction
	Discrimination in healthcare settings
	Association between discrimination and sleep
	Organizational policies and practices as buffers from discrimination
	Current study

	Methods
	Participants
	Instrumentation
	Data Collection

	Operational Instruments
	Statistical Analyses
	Qualitative Analysis
	Point of Integration

	Results
	Qualitative results
	Discrimination
	Discrimination transpired among co-workers because of job titles.

	People-Oriented Culture
	Numerous resources are available for healthcare workers but these resources do not specifically address discrimination.


	Discussion
	Limitations and strengths

	Conclusion
	References
	Table 1.
	Table 2.
	Table 3.

