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Abstract: Blackface, Implicit Bias, and the Informal Curriculum: Shaping the
Healthcare Workforce, and Improving Health.

Background/Purpose: Health disparities disproportionately affect minority
populations and are due to multiple factors including discrimination and implicit
bias. Biases are ubiquitous throughout society, including the educational and
healthcare environment. In health care it is at the patient-provider level that our
biases play a major role in patient care exhibiting a rippling effect going beyond
individual provider biases affecting not only patients and families but all
members of the healthcare team.

Methods: Although biases are in play across the entire medical school
curriculum the most significant impact is during clerkships. During clerkships
students are exposed to and prone to adopt and internalize identities and traits
that may run counter to the basic tenants of medicine and the Hippocratic
tradition of non-maleficence, beneficence, and compassion. Implicit biases
develop early, are difficult to change and as shown by recent allegations of
political figures appearing in blackface remain intact into adulthood.

Conclusion/Recommendations: At the institutional level biases can be addressed
andmitigated throughcultural humilityand implicit bias training, training inculturally
and linguistically appropriate services, increased workforce diversity through
support of STEM-basedenrichmentprogramsandcurriculumchanges that include
clinical vignettes emphasizing the effects of race, gender, sexual orientation, and
ethnicity, on access and quality of care; reflective writing and small group sessions
that provide safe spaces for students; and experiential learning in underserved
communities. Resulting in an educational environment that directly addresses the
role of implicit bias, racism, and discrimination in individual and population health.
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INTRODUCTION

ver the past two decades, the existence and
prevalence of health disparities have increased
Owith accompanying research showing that
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minorities (African Americans, Hispanics/Latinx, Native
Americans, and Pacific Islanders) are disproportionately
affected, resulting in poorer health outcomes compared to
non-minority populations.1e5 The Institute of Medicine’s
2003 Report Unequal Treatment provided solid direction
for organizational and institutional changes that directly
address reducing health and healthcare disparities.6 The
report showed multiple areas in which there are racial and
ethnic disparities in the delivery of health care: minorities
were referred less for cardiac catheterization, received less
pain medication for fractures, received less surgical treat-
ment of lung cancer, received fewer referrals for renal
transplant, received fewer referrals for congestive heart
failure and pneumonia, and received fewer major proced-
ures for myocardial infarct.6 Health disparities have mul-
tiple causes, including those originating in the organization
and operation of the health care system and those occur-
ring at the patient-provider level. Perhaps the most
malleable of causes of health disparities are those associ-
ated with patient-provider interactions,6 which considers
discrimination, biases, and stereotyping on the part of both
the provider and patient. When taken in context with
recent allegations against several political figures, who
have been accused of appearing in blackface we are
brought to a period of self-reflection and perhaps a
teachable moment. Their guilt or innocence may not be as
important as the fact that these events happened and were
recorded. Acts like these are not isolated and are much
more common than we care to believe.

As human beings we are subject to prejudice,
discrimination, and biases (explicit and implicit). Implicit
bias refers to the unconscious attitudes and stereotypes that
we carry with us that impact how we act, make decisions,
and view the world. In contrast explicit biases are
conscious and controlled acts. It has been shown that by
the age of 3 we have developed our racial in-group
biases.7e10 At 26, the average age of graduation from
medical school, we are all basically complete and enter job
markets, professional careers, and/or institutions of higher
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SHAPING THE HEALTHCARE WORKFORCE
learning with our multiple biases in tow. Change in these
biases is certainly possible but gradual and difficult. In
most cases, our biases affect a very small circle of people.
Unfortunately, this is not the case in medicine.

MEDICAL SCHOOL CURRICULUM e
FORMAL AND INFORMAL
In academic medicine, student development is the result of
formal and informal curricula. The formal curriculum
consists of the actual course of study, the course content,
evaluation methods, syllabi, competencies, and expecta-
tions and other materials used in various educational
settings.11e13 Many publications use the terms hidden
curriculum, implicit curriculum, and informal curriculum
synonymously.14 Given this ambiguity, for our purposes
we will consider the informal curriculum as consisting of
what happens in both the clinical and non-clinical settings
outside of the formal structured curriculum including the
unplanned instructions and interactions that take place
between teachers (attending, residents, and other health
care professionals) and trainees.11,12,15

The educational environment in medicine is structured
to teach formally, but much of what is learned comes from
outside the formal curriculum. These informal interactions
play a major role in forming the basis of who we are as
physicians and how we treat patients. Medical training is
not just about the acquisition of new knowledge and skills;
it is about the acquisition of physician identity and char-
acter.11 It is at this level that implicit bias has a major
impact on our relationships with individuals that are part of
our daily lives, and in the case of medicine, patients and
the very impressionable students who seek to emulate
those authority figures they feel represent the essence of
medicine. What students learn about the core values of
medicine, its infrastructure, and daily application takes
place not so much in the content of formal lectures but in
incidental interactions during their training.12

Through this mechanism, students are exposed to and
may acquire biases that eventually become part of their
personal and professional makeup directly affecting
patient-provider interactions and healthcare outcomes. In
the current societal climate, which seems to edge ever
closer to the normalization of racism, sexism, homopho-
bia, xenophobia, white supremacy, inhumanity, and in
some cases, hatred, it is more important than ever that we
study and understand how individual bias affect medical
education and healthcare.

Clerkships

At most medical schools, the curriculum remains one that
consists of the basic sciences during the 1st and 2nd year
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and focuses on clinical rotations through multiple spe-
cialties during the 3rd- and 4th-year clerkships. At all
levels, the curriculum is highly influenced by the institu-
tional or organizational structure in which there is a hier-
archy of authority beginning with the attending physician,
who represents the culmination of medical training and
ending with the medical student who is vulnerable,
impressionable, anxious to fit in, and naïve. During their
clerkships, students participate in the daily care of patients
by rounding with a health care team composed of resi-
dents, nurses, pharmacist, social workers, nutritionist,
fellows, and an attending or staff physician. This creates a
learning environment in which enculturation,12 the
emulation of specific personality traits and role modeling,
play a major role in shaping the personal and professional
lives of students as they seek to develop their identity as a
physician.15
Enculturation and role modeling

Medical school is a process of socialization that not only
equips students with the necessary academic knowledge
base and skillsets to provide healthcare but it is also a
process of professional enculturation12 whereby students
are immersed in a culture that is predicated on role
modeling. It is at this level that one is initiated into the
culture of medicine. Although the informal curriculum is at
play across all levels of the educational process including
the lecture halls and laboratories, it demonstrates its major
impact in the clinical setting. In many cases, this may take
place at social gatherings, in the hallway, workrooms or
faculty offices.11e14,16 It is spontaneous, reactive, and in
most cases driven by our past experiences and biases that
shape our unconscious and automatic responses and be-
haviors. It is at the level of the informal curriculum that
attitudes, beliefs, values, and related behavior deemed
important in medicine are internalized. The role of the
teacher is magnified, as students tend to emulate in-
dividuals who are believed to exemplify the prototype of a
physician. In academic medicine, this is all based on ac-
ademic position with the attending physician representing
the ultimate role model. In many cases, the exposure of
students to and their adoption of implicit biases results in
the internalization and adoption of personal and profes-
sional behaviors and values that may be contrary to those
we all feel should be part of the makeup of physicians
evalues such as honesty, compassion, humanism, integ-
rity, trustworthiness, empathy, and altruism. It may run
counter to the basic tenants of medicine and the Hippo-
cratic tradition of non-maleficence, beneficence, and
compassion and to first do no harm e “Primum non
nocere”.
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SHAPING THE HEALTHCARE WORKFORCE
IMPLICIT BIAS AND PHYSICIAN
DECISION MAKING
There is ample literature supporting how implicit racial
bias by physicians influences patient-provider commu-
nication, adherence to recommendations, and follow-up
care. However, there is little evidence that racial im-
plicit bias is a predictor of physician’s decision making.
In fact, in an extensive review of the literature in which
implicit bias was measured by use of the Implicit Asso-
ciation Test (IAT) (Table 1), only two studies show that
implicit bias towards whites influences clinical decision
making.17,18 The Implicit Association Test is a series of
tests developed by Researchers at Harvard University
designed to observe and measure subconscious associa-
tions between mental representations of objects or con-
cepts in memory. It has been used to investigate implicit
bias as it relates to multiple variables including race,
gender, ethnicity, religion, disability, sexuality, weight
and age. The race IAT assesses the strength of association
between two pairs of contrasted concepts (i.e. black-
white and good-bad). Participant response and response
time are major factors in defining type and extent of
biases. Implicit bias may contribute to health care dis-
parities directly, through clinical decisions, and indirectly
through clinical interactions, communication, and patient
perceptions.19,20

Green et al. showed that implicit bias preferences for
whites were identified as a significant predictor of physi-
cians treating whites and not blacks for thromboembo-
lisms.21 Sabin et al. showed an implicit preference for
whites was associated with not prescribing black patient’s
narcotic pain medication for post-surgical pain in addition
to prescribing white patients ibuprofen for pain and not the
ideal treatment (oxycodone).22 The majority of studies do
not demonstrate real-world clinical decision making and
take on the form of chart reviews, scoping literature re-
views, and case vignettes that may be subject to physi-
cian’s responses that are primed and fall in line with the
expected response and not with real-life re-
sponses.17,18,21,22 There are only a few real-life clinical
scenarios where bias is suggested but not documented as a
factor in clinical decision making.23e25

Even though there is no direct correlation of implicit
bias as a major factor in physician decision making on
patient outcomes and health disparities, multiple studies
have shown that at the patient-provider level physician
pro-white bias on the race implicit association test (race
IAT) correlates with black patients’ perception of poor
communication and lower quality of care which indirectly
affects patient adherence, reduces patient trust and follow-
up and contributes to disparities in care.8
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DISCUSSION AND RECOMMENDATIONS
Although a significant portion of our health and health
outcomes can be attributed to social determinants of
health, there is a portion that is malleable and can be
addressed through improved patient communication and
trust, mitigation of our implicit biases as health care pro-
viders, and the development of a diverse and culturally
competent health care workforce. Based on the Institute of
Medicine’s report, there are several ways to address health
disparities e at the organizational or system levels and the
patient-provider level, which considers biases and stereo-
types of providers and patients.6

In medicine, there is a rippling effect of our prejudices
and biases that goes beyond the very large cohort of pa-
tients we treat extending to families, students, staff, and
colleagues. We all emulate those who are in leadership
positions and are looked upon as “good” physicians. It is at
this level of interaction that the perspectives, character, and
biases of the teacher are important.7e10 Visual and verbal
communication are both profoundly affected by our un-
derlying biases and in many cases, our reactions and im-
pressions are impulsive and activated in the blink of an
eye, resulting in responses or behaviors that may be
insensitive, abrasive, and antithetical to those attributed to
physicians.

Implicit bias and cultural humility training
(Table 1)

Awareness of and a willingness to identify one’s biases is
the first step towards mitigation (Figure 1).8,26 The model
(Figure 1) is longitudinal in nature and serves as a theo-
retical framework whereby implicit-bias-informed activ-
ities can be integrated into health professions curricula. It
starts with an increase in awareness and acceptance of
individual and group biases leading to intentional efforts to
change behavior through the development of specific
strategies that promote behavioral change and mitigate
biases. The ultimate goal being an improved patient:-
provider relationship leading to improved health outcomes
and a reduction in health disparities. It is important that we
accept that we all have biases that develop at an early age,
and although malleable, are difficult to eliminate. We must
also make a conscious and intentional effort to address our
biases and mitigate their role as a catalyst in explicit and
implicit acts of racial, ethnic, religious, and gender
discrimination.

Because biases of healthcare providers exponentially
affect thousands of lives, providing awareness and a
vehicle to change must be part of the curriculum in all
medical schools. It has been shown that just by taking the
IAT people become much more aware of their own biases
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Table 1. Strategies to reduce implicit bias.

Intervention Outcome

Intentional Mitigation of Biases (Figure 1)

Mandatory Implicit Association Test (IAT) e

Increased awareness and acceptance of individual and
group biases. Prompted by results of individual IAT

Intentional Change: increased willingness to participate
in cultural humility training

Behavioral Change: develop and consciously apply
strategies for change

Conscious mitigation of implicit biases

Cultural Humility Training
❖ “Building a New Framework for Better Social Solu-

tions” a 2.5-h training module

Institutionally supported and mandated cultural humility
training

Training in culturally competent care according to the
National Standard for Culturally and Linguistic
Appropriate Services (CLAS)

Promotes intrapersonal and professional development

Creates a safe venue for open discussion of racial,
ethnic, religious and gender discrimination

Develops and promotes strategies to overcome biases
through intentional behavioral changes (Figure 1)

Curriculum Change
❖ Clinical vignettes
❖ Reflective writing and small group sessions
❖ Safe spaces
❖ Inter-professional education

Emphasize the effect of race, gender, gender identity,
sexuality, ethnicity, and socioeconomic status on the
delivery and quality of health care

Provides opportunity and safe space for self-reflection

Provides experiential learning as part of multi-discipline
approach to caring for minority and underserved
communities

Workforce Development
❖ College Students

➢ Increased support of STEM-based academic
enrichment programs

❖ Medical Students
➢ Enhancement and standardization of the medical

student performance evaluation
➢ Prolong student exposure time to faculty through

longitudinally integrated clerkships
➢ A pass/fail scoring system for STEP I
➢ Allow students to retake STEP I (improve)
➢ Release of STEP I scores after institutional match

lists have been submitted
➢ Use of Situational Judgment Test

Provides mentoring, networking, role modeling and
exposure to health career paths

Provides support and instructions for standardized
testing (Test Prep Programs)

Provides transitional support from undergraduate to
professional school e peer mentoring, tutors, academic
counseling

Mitigation of teacher (rater) biases during clerkships

Increased use of holistic review in residency selection e

include professionalism, integrity, reliance, team work
and commitment to serve the underserved as factors

Increased performance on STEP I through institutional
support of a USMLE Prep Program

Increase competitiveness during residency selection
Assessment of professionalism

Increased retention of underrepresented students as
faculty.

SHAPING THE HEALTHCARE WORKFORCE
and prejudice and are willing to participate in exercises
that mitigate their overall impact on racial, ethnic, reli-
gious, and gender discrimination.27 The IAT should be
mandatory for all students entering the health professions.
In addition, all students, residents, fellows, and staff
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should be required to patriciate in annual implicit bias and
cultural humility training. This should include training in
culturally competent care according to the National Stan-
dards for Culturally and Linguistically Appropriate Ser-
vices (CLAS). National CLAS Standards provide a
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Figure 1. A Theoretical Model for Mitigating the Role of Implicit Bias in Health Disparities. Although the model depicts eight stages and is longitudinal in
nature there maybe vacillation between the various stages. Awareness of implicit (unconscious) biases is the first step followed by an increase in
knowledge about the science of implicit bias; acknowledgement and acceptance of personal, individual and group biases and their effect on behavior
and patient outcomes; intentional change involving self-reflection, individuation, and perspective taking resulting in measured responses leading to
behavior changes; intentional, conscious, and direct application of strategies promoting behavioral change; affirmation of behavioral changes through
positive feedback from the environment; conscious mitigation of implicit biases due to behavioral changes; improved patient: provider relationships,
improved health outcomes and movement towards health equity and decreased health disparities gaps. IAT - Implicit Association Test (8,29).
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SHAPING THE HEALTHCARE WORKFORCE
framework for educational and healthcare organizations to
advance health equity and reduce health disparities by
providing effective and respectful care to a diverse popu-
lation, increasing access and quality of care to targeted
communities.28 National CLAS Standards should be pro-
moted and adopted by institutional leadership and inte-
grated into the operational policy of the institution.

In 2014 the first iteration of the University of Arkansas
for Medical Sciences (UAMS) cultural humility/implicit
bias module was developed and presented to the UAMS
College of Nursing faculty by staff in the Center for Di-
versity Affairs (CDA). In 2016 the CDA in partnership
with the Translational Research Institute and the UAMS
Leadership Essentials Program developed the framework
for the current module - “Building a New Framework for
Better Social Solutions”. The 2.5-h module was part of the
curriculum of the UAMS Leadership Academy for 2 years.
In 2017, we began offering it as a standalone course to
departments at UAMS and organizations around Arkansas.
On the campus of UAMS, it has been utilized to expose
and educate faculty, students and staff about the critical
importance of diversity, inclusion and equity in health and
health care. It is housed in the Division of Diversity, Eq-
uity and Inclusion (DDEI) and facilitated by DDEI staff.
Learning objectives of the module are to increase partici-
pant knowledge regarding cultural humility, the di-
mensions of diversity and equity, and unconscious bias; to
provide a safe venue for open discussions on race, racism
and micro-inequities in the workplace; and to provide
recommendations and strategies that promote intentional
behavioral change that mitigate the negative effects of
implicit bias (Table 1).

The module is interactive and contains definitions and
examples of cultural humility, implicit bias, racism, micro-
inequities, and the multiple dimension of diversity (racial,
ethnic, religious, gender identity, sexual orientation, dis-
abilities). The content is structured to take participants on a
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journey of introspective and personal growth, intraper-
sonal and professional development and increase their
awareness and knowledge of the benefits of diversity,
equity and inclusion in professional spaces. Using the
philosophy of cultural humility as its framework, the
module includes tips and guidance on how individuals,
and organizations can mitigate implicit bias, and micro-
inequities, and move towards intentional inclusivity.

It has a small group format and is limited to an audience
of 35e40 participants. Measured outcomes on pre and post
program surveys include an increase in participant
knowledge regarding cultural humility, the multiple
dimension of diversity and unconscious bias; an increased
awareness of the negative effects of unconscious bias in
the workplace; an increase in the awareness of the
importance of diversity, inclusion and equity in the
workplace; and the development of strategies to overcome
personal bias in the workplace. Over the past 2 years over
1000 faculty, residents, students, staff, educators and
health care providers have participated in the program. It
has been rated as either highly or very highly informative.
Comments from participants include the following:
“Opens your eyes to more cultural diversity and how we
can get along just by being open minded”. “Offering a
space to explore topics that are typically avoided and
greatly encouraged people to share”. “The training was
amazing and I wish it could be opened for the entire
hospital/all departments”. “Take the implicit bias test”. “Be
more aware of what I say and how I say it”. “Try not to
identify others in one box”. “Take the implicit bias test on-
line and start asking question about culture that I have
been nervous to ask”. “Put me out of my comfort zone and
made me think about how to interact with others.” The
module is currently part of the curriculum in a transitional
program targeting first year minority and disadvantaged
students pursuing a PhD in the UAMS Graduate School. It
serves as an introduction to the role of implicit bias in the
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SHAPING THE HEALTHCARE WORKFORCE
workplace and the importance of diversity, inclusion and
equity in the biomedical sciences. We plan to make the
module required for all students as they enter any of the
five UAMS colleges and graduate school. A detailed
description of the module and an analysis of the impact of
the training on students, faculty and staff is currently in
progress.

Curriculum changes

Curricular changes should include the expansion and
enhancement of current medical school curriculum to
include clinical vignettes emphasizing the effects of race,
gender, gender identity, sexual orientation, ethnicity, cul-
ture, religion, disability, and socioeconomic status on ac-
cess and delivery of equitable quality care (Table 1).29 This
should also include reflective writing and small group
sessions that provide safe spaces in which students are able
to verbalize and reflect on daily encounters with patients,
faculty, and other staff.30 In addition, the learning envi-
ronment must be enhanced through experiential learning
and inter-professional education as a major part of the
curriculum whereby students are required to attend clinics,
participate in multi-discipline teams, and provide care to a
diverse underserved community.

Workforce development

Although there is institutional variability, medical students
are routinely rated on history taking, physical examination
skills, patient communication, case presentations, active
participation during rounds, work ethic, adaptability, con-
fidence, interaction with peers and team members, how
quickly they grasp concepts and their ability to contribute
to and remain engaged during clinical discussions.31 In
many cases, the speed of adaptability and level of confi-
dence is the result of experiences with the health care
system or a health care provider. Many minority students
lack the benefit of such an experience, which may put
them at a disadvantage resulting in minority students being
rated lower based on criteria that at times is very subjective
and rater-dependent.31 This can be addressed through the
maintenance and increased support of science technology
engineering and math (STEM) based academic enrichment
programs targeting minority, disadvantaged, and margin-
alized students (Table 1). Over several decades, these
programs have benefitted underrepresented and disadvan-
taged students by providing them with role modeling,
mentoring, networking, and exposure to health care career
paths, all of which increase their social capital and helps
them overcome academic deficits that, in many cases,
begin before kindergarten.32,33

Residency selection: More broadly, we must address the
effects of teacher (rater) bias as it extends into the
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residency selection process directly impacting the makeup
of the healthcare workforce (Table 1). Increasing work-
force diversity has been shown to increase patient trust,
compliance, and follow-up; improving individual and
population health and potentially reducing health dispar-
ities. Several recent publications address the need for a
diverse healthcare workforce and cover a wide range of
barriers, activities, and policies that are key in realizing the
benefits of diversity.34e36 Wijesekera et al. highlight the
long-term and career-shaping effects of racial and gender
bias in inducting students into Honor Societies such as
Alpha Omega Alpha and the Gold Humanism Honor So-
ciety.37 In addition, racial biases of individual teachers
(raters) have been shown to be a major influence on
grading practices in core clerkships and may produce
disadvantages for students who are underrepresented in
medicine.31 This bias drastically restricts the opportunity
for minority students to be inducted into honor societies,
which helps them compete successfully for residency po-
sitions in highly selective specialties and a possible career
in academic medicine.31 Given the importance of core
clerkship grades, honor society induction, and Step I
scores on the United States Medical Licensing Examina-
tion (USMLE) in the residency selection process, biases in
clerkship grading and honor society induction only serve
to exacerbate racial and gender disparities in the health
care workforce. This lack of diversity becomes even more
apparent when viewed across specialties, with fewer mi-
norities securing residency positions in the more highly
competitive specialties and institutions.31,38 An in-depth
discussion of the reliability and predictive validity of
Step I scores in the residency selection process is beyond
the scope of this manuscript. Step I scores do not predict
success as a physician nor do they consider attributes such
as resilience, integrity, professionalism, motivation, intel-
lectual curiosity, or commitment to serve the under-
served.39e42 All attributes that should be part of a holistic
selection process that seeks to develop a diverse health
care workforce. There is ongoing research and a growing
body of knowledge addressing possible solutions to
overcome the unintended consequences and possible
misuse of Step I scores in the residency selection process.
Recommendations include enhancing the relationship be-
tween students and faculty through longitudinally inte-
grated clerkships (prolonged exposure, mitigating rater
biases), enhancement and standardization of the medical
student performance evaluation, implementation of a pass/
fail scoring system, providing the score to the student only,
release of the score after the institution’s national residency
matching program list has been submitted, allowing stu-
dents to retake Step I, and using situational judgement
tests that assess professionalism, teamwork, reliance, and
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SHAPING THE HEALTHCARE WORKFORCE
integrity.39e43 The debate on the best use of Step I scores
in the residency selection process is ongoing. Several
stakeholders including the Association of American
Medical Colleges, the American Medical Association, the
National Board of Medical Examiners, the Federation of
State Medical Boards, and the Educational Commission
for Foreign Medical Graduates are currently involved in
ongoing dialogue to discuss the role of licensing exami-
nation scores in the residency selection process.41

SUMMARY AND IMPLICATIONS
Medical schools are both cultural entities and moral
communities.12 The medical profession does not exist in a
vacuum and in many respects is a mirror image of society
reflecting many of its social ills. As part of a larger social
structure we must accept our moral obligation to create an
educational and health care environment that is aware of
and accepting of its shortcomings and is ready to undergo
continuous curricular and organizational changes that
directly address the role and impact of implicit bias,
racism, gender inequity and discrimination on individual
and population health. We must be intentional; if not, the
occurrence of events, such as those involving the public
display of blackface, past or present, will continue result-
ing in a culture in which quality and equity of care in
minority and underserved communities continues to spiral
downward. Individual and population health will continue
to suffer and the health disparities gaps will become even
wider. On February 12, 2020, and after the writing of this
manuscript, the Federation of State Medical Boards
(FSMB) and the National Board of Medical Examiners
(NBME) announced that students taking the USMLE Step
1 will receive a pass/fail grade instead of a numeric score.
This is schedule to go into effect no later than January 1,
2022.
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