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Abstract

IMPORTANCE Biased patient behavior negatively impacts resident well-being. Data on the
prevalence and frequency of these encounters are lacking and are needed to guide the creation of
institutional trainings and policies to support trainees.

OBJECTIVE To evaluate the frequency of resident experiences with and responses to a range of
biased patient behaviors.

DESIGN, SETTING, AND PARTICIPANTS A retrospective survey was sent via email to 331 second-
and third-year internal medicine residents from 3 academic medical centers in California and North
Carolina. First-year residents were excluded owing to their limited interactions with patients at the
time of participant recruitment. Data were collected from August 21 to November 25, 2019.

MAIN OUTCOMES AND MEASURES Descriptive statistics were used to report the frequency of
experience of various types of biased patient behavior, residents’ responses, the factors impeding
residents’ responses, and residents’ experiences and beliefs regarding training and policies.

RESULTS Overall, 232 of 331 residents (70%) participated; 116 (50%) were women; 116 of 247 (47%)
were White (participants had the option of selecting >1 race/ethnicity); and 23 (10%) identified as
lesbian, gay, bisexual, transgender, or queer. The frequency of resident-reported experience of types
of biased patient behaviors varied. The most common behaviors—belittling comments and
assumption of nonphysician status—were reported to be experienced 1 or more times per week by
14% of residents (32 of 231) and 17% of residents (38 of 230), respectively. Women, Black or Latinx,
and Asian residents reported experiencing biased behavior more frequently. Forty-five percent of
Black or Latinx residents (17 of 38) encountered instances of explicit epithets or rejection of care. All
70 Asian residents reported experiencing inquiries into their ethnic origins. Most women residents
(110 of 115 [96%]) experienced role questioning behaviors, and 87% (100 of 115) experienced sexual
harassment. The need to prioritize clinical care and a sense of futility in responding were the most
common factors (cited by 34% of residents [76 of 227] and 25% of residents [56 of 227],
respectively) significantly impeding responses to biased behaviors. Eighty-five percent of residents
(191 of 226) never reported incidents to their institution. Eighty-nine percent of residents (206 of
232) identified training and policies as necessary or very necessary.

CONCLUSIONS AND RELEVANCE This survey study suggests that biased patient behavior is
experienced frequently by internal medicine residents. Non-White and women residents reported
experiencing a disproportionate burden of these incidents. Residents’ responses rarely included
institutional involvement. Residency programs and health care systems should prioritize training and
policies to address biased patient behavior and support affected residents.
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Key Points
Question How often do resident

physicians encounter incidents of biased

patient behavior, and how do

they respond?

Findings In a survey study of 232

internal medicine residents from 3

institutions, biased patient behavior

ranging from belittling comments to

refusal of care was experienced or

witnessed by nearly all residents. Forty-

five percent of Black/Latinx residents

experienced epithets or refusal of care,

and most women (87%) experienced

sexual harassment; however, most

residents (84%) did not report these

encounters to their institutional

leadership.

Meaning Given the high prevalence of

biased patient behavior, residency
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training environments should

implement resident and faculty training

and create patient reporting

mechanisms.
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Introduction

Patients who demean physicians on the basis of physicians’ social characteristics pose multiple
clinical and ethical challenges.1,2 Biased patient behaviors arise when patients encounter physicians
whose social identity (eg, race, ethnicity, or gender identity) is not compatible with their notion of a
competent or appropriate health care professional. Biased patient behaviors can range from
offensive quips to outright refusal of care3 and can exact a heavy psychological toll on physicians.2-9

It is possible that physicians’ encounters with biased patients have become more common in recent
years: the health care workforce is increasingly diverse along multiple social dimensions, and the
number of hate groups and hate crimes in the US has grown during the past 5 years, suggesting
increased social polarization.10 Characterizing the nature and frequency of these occurrences may be
particularly important for academic medical centers, as these incidents undermine learning for
trainees and may result in delayed or suboptimal patient care.3,4

Data on the frequency of these occurrences among trainees—and even more so on physicians’
responses to them—are limited, as much of the literature consists of first-person physician accounts
of interactions with racist patients or online surveys of practicing physicians.5-7,11-18 A recent national
survey of general surgery residents reported that 43% of residents experienced discrimination on
the basis of gender identity and 47% experienced racial/ethnic discrimination from patients or
patients’ families.17 The same study also found that residents who experienced demeaning behavior
were more likely to experience burnout and to have suicidal thoughts. In a qualitative study, internal
medicine residents who encountered biased patients reported experiencing painful emotions
including fear, self-doubt, exhaustion, and cynicism; residents who did not have these encounters
reported moral distress and uncertainty about how to respond and support their colleagues when
these situations arise.3

To create institutional policies to support and teach residents and faculty how to manage these
challenging patient encounters, academic medical centers and medical educators need data on the
frequency of specific types of biased patient behaviors as well as a better understanding of how
resident experience may vary according to social characteristics, such as gender identity and race/
ethnicity. In addition, it is important to know how residents commonly respond to these behaviors
and what individual, patient-related, or institutional elements factor into their decisions on how to
respond. We conducted a survey of physician residents at 3 large, academic internal medicine
residency programs to evaluate the frequency of resident experiences with and responses to a range
of biased patient behaviors.

Methods

Study Setting and Participants
We administered an electronic survey to second- and third-year internal medicine residents at 3
academic medical centers in California and North Carolina (University of California, San Francisco;
University of California, Los Angeles; and Duke University). We collected data from August 21 to
November 25, 2019. We excluded first-year residents owing to their limited interactions with patients
at the time of participant recruitment. The institutional review boards at each site approved the
study, and all participants provided written informed consent. This study followed the American
Association for Public Opinion Research (AAPOR) reporting guideline.19

Survey Development
We developed a survey with both multiple choice and open-ended questions based on prior
qualitative research exploring the range of demeaning behaviors experienced by physicians and
trainees, types of responses to such behavior, and barriers to responding.3 The survey was iteratively
revised by the study team. We conducted cognitive testing with residents and faculty from the
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University of California, San Francisco Department of Medicine to assess the overall coherence,
balance, and clarity of the survey. The full survey is available in the eAppendix in the Supplement.

Survey Measures
Experiences With Biased Patient Behaviors
We asked participants to indicate how frequently they had directly experienced the following
demeaning behaviors from patients: (1) belittling or demeaning stereotypes (belittling comments,
inquiries into racial/ethnic origins, generalizations about social identity, confusing physician with
team member of the same race/ethnicity, and nonverbal disrespect), (2) role questioning (credential
questioning, assumption of nonphysician status, and addressing less experienced physician or
student rather than the participant), (3) explicit epithets or rejection of care (epithets, refusal of care,
and request to change physician), and (4) sexual harassment (verbal or nonverbal sexual advances
or sexual harassment). Participants were provided the option to describe other demeaning behaviors
not defined above. These behaviors are hereafter referred to as “biased patient behaviors.”

Participants were asked to indicate how frequently patients targeted their own social identities
(race/ethnicity or national identity, gender identity or expression, Muslim faith, non-Muslim faith,
sexual orientation, and disability status) and how frequently they witnessed biased patient behavior
targeting other physicians’ social identities. Response options were classified as never, sometimes
(once to a few times per year), often (once to multiple times per month), or very often (at least once
per week).

Residents’ Responses to and Training on Biased Patient Behaviors
We asked how residents respond to these biased patient behaviors (including types and frequencies
of responses, barriers to responding, and confidence in responding), residents’ prior experience with
training on how to respond to these behaviors, and the degree to which residents believe that
training and institutional policies for guiding responses are necessary. We asked about specific
responses (1-on-1 limit setting, debriefing with friends or family, debriefing with a team member,
creating a team response plan, reporting to attending physician or chief resident, reporting to the
institution, switching the patient to another team member, and not addressing the incident). In
addition, we asked about the negative impact (from “no impact” to “significant impact”) of specific
barriers on responding (prioritizing clinical care; feeling unsupported by the team, senior physicians,
or institution; lack of knowledge or skills; perceived ineffectiveness or sense of futility in responding;
and feeling emotionally overwhelmed). Participants could also describe other responses and barriers
not defined above.

Demographic Characteristics
Participants were asked to report their clinical postgraduate year; gender identity; race/ethnicity;
identification as lesbian, gay, bisexual, transgender, or queer (LGBTQ) or as another sexual or gender
minority; and whether they were an immigrant to the US. Options were defined by the research team
with an open field option for participants to describe demographics outside those listed. These
demographic characteristics were collected to understand how residents’ experiences varied by
social characteristics.

Study Procedures
Participants were emailed a link to an anonymous survey via Qualtrics. Follow-up reminder emails
were sent to nonrespondents as needed by study authors as well as chief residents at each
institution. Participants who completed the survey were emailed a gift card for $10.00 USD
to Amazon.
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Analysis
We conducted descriptive analyses of (1) the prevalence of residents’ experiences with biased
patient behaviors overall that were stratified by resident race/ethnicity and gender identity, (2) the
frequency of behaviors targeting specific resident identities, (3) the frequency of witnessed biased
patient behaviors targeting other residents’ identities, and (4) the types and frequencies of residents’
responses to biased patient behaviors. Because of small sample sizes, we combined participants who
identified as Black and/or Latinx into 1 category (Black + Latinx) for analysis. In reporting the
frequency of different categories of behaviors stratified by race/ethnicity and gender identity, we
present means of the component behaviors of those categories.

Two of us (A.B. and S.S.N.) independently reviewed all responses to open-ended questions
about experiences with and responses to biased patient behavior and coded responses using
grounded theory.20 The reviewers then met to reconcile discrepancies and define themes, which
allowed identification of new categories of patient behavior and resident responses not defined in
the survey.

Results

Participant Characteristics
Of 331 residents, 232 (70%) responded to the survey. The response rate (using AAPOR Response
Rate Calculation 2) was 70% at each of the 3 participating programs.19 Residents were diverse in
gender identity and race/ethnicity (Table 1). Residents identifying as LGBTQ or another gender or
sexual minority made up 10% of participants (23 of 232); 16% of participants (36 of 232) identified as
immigrants to the US. Respondents were representative of the racial/ethnic and gender identity
demographics of their residency programs as a whole.

Prevalence of Types of Biased Behaviors
Nearly all residents (228 of 232 [98%]) reported experiencing or witnessing biased behavior at least
once in the past year. The frequency of specific biased patient behaviors varied (Table 2). A total of
14% of residents (32 of 231) experienced belittling comments at least once a week, 11% (25 of 230)
experienced questioning of credentials or abilities, and 17% (38 of 230) experienced assumption of
nonphysician status occurring at least once a week. Behaviors reported by one-third of participants
as occurring at least once per month included belittling comments (87 of 230 [38%]), assertive
inquiries into racial/ethnic origins (75 of 231 [33%]), generalizations about social identity (70 of 231
[30%]), and credential or ability questioning (77 of 230 [34%]). In contrast, epithets, refusal of care,
and requests to change physicians were less common yet were experienced at least 1 to 3 times per
year by 40% of residents (91 of 230), 30% of residents (69 of 230), and 27% of residents (61 of 229),
respectively. Sexual harassment was also common and experienced at least 1 time per year by 60%
of participants (138 of 230).

Experiences with biased patient behavior were more common for residents who identified as
women, Black or Latinx, and Asian (Figure). Most residents identifying as women (100 of 115 [87%]),
Latinx or Black (29 of 38 [76%]), and Asian (43 of 70 [61%]) reported experiences of sexual
harassment within the last year compared with 32% of those identifying as men (36 of 113) and 54%
of those identifying as White (59 of 109) (Figure). In addition, 96% of women residents (110 of 115)
reported encountering role-questioning behaviors at least once within the past year compared with
42% of male residents (47 of 113) (Figure). All 70 residents identifying as Asian reported experiencing
inquiries into ethnic origins, and 99% (69 of 70) reported being confused with team members of
the same race/ethnicity at least once within the past year (eTable 1 in the Supplement). All 115
residents identifying as women reported experiencing assumptions of nonphysician status at least
once within the past year (eTable 1 in the Supplement). Experiences of refusal of care and requests to
change physicians were more common among residents identifying as Black or Latinx—45% (17 of
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38) reported encountering these behaviors within the last year compared with 28% of White-
identifying residents (31 of 109) (Figure).

In general, physicians reported witnessing all types of biased behavior more frequently than
they reported directly experiencing it (eTable 2 in the Supplement). Biased patient behavior directed
toward a physician’s race/ethnicity or national identity and gender identity or expression were
witnessed very commonly, with 89% of residents (205 of 230) and 74% of residents (169 of 230),
respectively, reporting having witnessed at least one instance within the past year. Behavior directed
toward a physician’s sexual orientation and Islamic faith were also common, as 42% of residents (95
of 227) and 40% of residents (91 of 228), respectively, reported witnessing that behavior at least
once within the past year (eTable 2 in the Supplement). Finally, content analysis of written responses
did not reveal any additional types of biased behavior.

Responses and Barriers to Responses
In response to biased patient behavior, residents used strategies such as limit setting (67 of 227
[30%]), debriefing with friends or family (80 of 227 [35%]), and debriefing with team members (77
of 225 [34%]) most of the time or always (Table 3). Reporting biased patient behavior to the
institution or switching the patient to another team member were uncommon: most residents
reported never using those options (85% [191 of 226] and 78% [176 of 226], respectively). The
factors with the greatest negative association with a resident’s ability to respond to biased behavior

Table 1. Characteristics of Participants

Characteristic Participants (N = 232)
Institution, No. (%)

1 71 (31)

2 79 (34)

3 82 (35)

Gender identity, No. (%)

Man 113 (49)

Woman 116 (50)

Other 2 (1)

Identify as LGBTQ or gender or sexual minority, No. (%) 23 (10)

Race/ethnicity, No./total No. (%)a

White 116/247 (47)

Black or African American 13/247 (5)

Hispanic or Latinx 27/247 (11)

Asian 72/247 (29)

Native Hawaiian or Pacific Islander 3/247 (1)

Native American or Alaska Native 1/247 (0.4)

Other 15/247 (6)

Immigrant to the US, No. (%) 36 (16)

Year of residency, No. (%)

PGY-2 131 (57)

PGY-3 101 (44)

Prior training on patient bias during residency, No. (%)

None 44 (19)

<1 h 49 (21)

1-2 h 94 (41)

>2 h 45 (19)

Prior training on patient bias during medical school, No./total No. (%)

None 65/230 (28)

<1 h 60/230 (26)

1-2 h 66/230 (29)

>2 h 39/230 (17)

Abbreviations: LGBTQ, lesbian, gay, bisexual,
transgender, or queer; PGY, postgraduate year.
a Participants had the option of selecting more than 1

race/ethnicity.
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included the need to prioritize clinical care and a sense of futility in responding, with 34% of residents
(76 of 227) and 25% of residents (56 of 227), respectively, identifying these factors as having
significant impact (Table 4). Content analysis of written comments also revealed a few additional
responses; most commonly, a witness in the room addressed biased behavior. Rarer responses
included documenting biased behavior in the electronic medical record and withdrawing from the
interaction with the offending patient as much as possible.

Training and Policies
Only 32% of residents (73 of 231) were confident or very confident in responding to biased patients
(eTable 3 in the Supplement). Most residents (206 of 232 [89%]) identified training for medical
students, residents, and faculty on dealing with biased patients as necessary or very necessary;
similar numbers believed institutional policies to be necessary or very necessary for addressing
biased patient behavior (eTable 4 in the Supplement). With regard to training, 81% of residents (187

Table 2. Prevalence of Direct Experiences of Types of Biased Patient Behavior in the Last Year

Type of behavior

Respondents, No./total No. (%) (n = 231)a

Never Sometimes Often Very often
Belittling or demeaning stereotypesb

Belittling comments 47/230 (20) 64/230 (28) 87/230 (38) 32/230 (14)

Inquiries into racial/ethnic origins 77/231 (33) 68/231 (29) 75/231 (33) 11/231 (5)

Generalizations about social identity 41/231 (18) 105/231 (46) 70/231 (30) 15/231 (7)

Confusing team members of the
same race/ethnicity

53/231 (23) 91/231 (39) 65/231 (28) 22/231 (10)

Nonverbal disrespect 95/230 (41) 111/230 (48) 22/230 (10) 2/230 (1)

Role questioningb

Credential or ability questioning 37/230 (16) 91/230 (40) 77/230 (34) 25/230 (11)

Assumption of nonphysician status 77/230 (34) 48/230 (21) 67/230 (29) 38/230 (17)

Addressing intern or student because
of social bias toward senior resident

98/228 (43) 69/228 (30) 49/228 (22) 12/228 (5)

Sexual harassmentb 92/230 (40) 98/230 (43) 38/230 (17) 2/230 (1)

Explicit epithets or rejection of careb

Epithets 139/230 (60) 79/230 (34) 11/230 (5) 1/230 (0.4)

Refusal of care 161/230 (70) 65/230 (28) 4/230 (2) 0

Request to change physicians 168/229 (73) 59/230 (26) 2/230 (1) 0

a Sometimes was defined as 1 to 2 or a few times per
year, often was defined as once or more than once
per month, and very often was defined as once per
week or more.

b Because of missing data, the total No. was less than
231 and ranged between 228 and 230.

Figure. Percentage of Participants Reporting Ever Experiencing Biased Patient Behavior by Race/Ethnicity and Gender Identity
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of 232) reported receiving 2 hours or less of training on caring for biased patients during residency
(Table 1). Although 72% of residents (165 of 230) had prior training on patient bias in medical school,
74% (150 of 203) rated the content of their prior training as below adequate (eTable 5 in the
Supplement).

Discussion

In this survey study of second-year and third-year residents at 3 large, academic internal medicine
residency programs, we found that nearly all residents reported witnessing or experiencing biased
patient behavior within the past year. The frequency and extent of specific biased patient behaviors
varied substantially, with belittling comments experienced on a monthly or weekly basis by more
than half the residents and bias-based requests to change physicians experienced a few times a year
by one-third of residents. Although ethnicity/race or national origin and gender identity or expression
were the most commonly targeted sociodemographic characteristics, sexual harassment was
particularly prevalent. Most residents do not report these encounters to institutional leadership,
preferring instead to respond to incidences of patient bias on their own or debrief with friends,
family, and team members.

To address the issue of biased patient behavior, interventions are needed at the institutional
and interpersonal levels. The high prevalence of biased patient incidents may be largely unknown by
residency program directors and academic medical center leaders as evidenced by the 80% of
residents who stated that they never reporting biased patient behavior “up” within their institution.
At the institutional level, low use of a formal structure to address and report incidents may indicate
either a lack of formal reporting processes, a lack of knowledge of existing processes, or a reluctance
to engage in these processes for fear of negative repercussions. This finding should be explored
further and clear reporting mechanisms instituted, while recognizing that reporting systems succeed
only when institutional culture encourages reporting without fear of retaliation. Specific policies on
approaching patients who explicitly reject or refuse care based on sociodemographic bias requires a

Table 3. Frequency of Responses Used to Address Biased Patient Behavior

Type of response

Respondents, No./total No. (%) (n = 227)

Never Sometimes About half the time Frequentlya

1-on-1 Limit setting 22/227 (10) 93/227 (41) 45/227 (20) 67/227 (30)

Debriefing

With friends or family 36/227 (16) 77/227 (34) 34/227 (15) 80/227 (35)

With team membersb 11/225 (5) 72/225 (32) 65/225 (29) 77/225 (34)

Creating team response planb 104/226 (46) 79/226 (35) 23/226 (10) 20/226 (9)

Reporting to attending physician or
chief resident

106/227 (47) 74/227 (33) 20/227 (9) 27/227 (12)

Reporting to institutionb 191/226 (84) 29/226 (13) 2/226 (1) 4/226 (2)

Switching patient to another
team memberb

176/226 (78) 41/226 (18) 6/226 (3) 3/226 (1)

Not addressing the incidentb 47/225 (21) 120/225 (53) 29/225 (13) 29/225 (13)

a Frequently was defined from survey categories as
occurring most of the time or always.

b Because of missing data, the total No. was less than
227 and ranged between 225 and 226.

Table 4. Factors Impeding Residents From Responding to Biased Patient Behavior

Factor

Impact, No. (%) (n = 227)

None Minimal Some Significant
Prioritizing the clinical care of the patient 16 (7) 45 (20) 90 (40) 76 (34)

Feeling unsupported by the team,
senior physicians, or institution

84 (37) 88 (39) 50 (22) 5 (2)

Lack of knowledge or skills about how to properly respond 33 (15) 69 (30) 97 (43) 27 (12)

Perceived ineffectiveness of responding 27 (12) 41 (18) 94 (41) 56 (25)

Feeling emotionally overwhelmed 42 (19) 71 (31) 77 (34) 37 (16)
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specialized approach to navigate the ethical and legal implications of such behaviors.1 On an
interpersonal level, training on dealing with biased patients should be incorporated into resident and
faculty development curricula. Most residents described prior training on biased patient behavior as
below adequate, and only one-third felt confident in responding to biased patient behavior.
Developing a deeper understanding of residents’ sense of futility in responding to bias will be
necessary for effective development and implementation of trainings and policies. Well-facilitated
team debriefing should be continued through allocated time and space where residents’ experiences
can be acknowledged, validated, and addressed.21 Bystander trainings on supporting targeted
colleagues should also be encouraged given how frequently residents reported witnessing biased
behavior.

Our results are consistent with those of prior studies of harassment and discrimination of
physicians that have found a disproportionate burden on those identifying as women and/or racial/
ethnic minorities.17,22-28 We found that Latinx and Black residents experienced all types of biased
behaviors more frequently than their White counterparts. More than 40% of Latinx and Black
residents experienced the more extreme forms of patient bias—racial epithets, bias-based refusals of
care, and bias-based requests to change physician—at least once in the last year. Academic medical
centers need to communicate clear policies on physician refusal based on race/ethnicity to their
patients and key medical educators, including attending physicians, chief residents, and other front-
line supervisors.1

Asian residents reported the greatest prevalence of belittling and demeaning behaviors. All
Asian respondents surveyed reported bias-based inquiries into their ethnic origins. Asian residents
also experienced more role questioning than White residents. Sociologists have highlighted the
“perpetual foreigner” status of Asian Americans, wherein Asian immigrants or their descendants are
considered to be not fully US citizens or to be more closely tied to their country of origin than to the
United States.29 Given the high prevalence of biased patient behaviors experienced by Asian
residents—and the common misconception that Asians are a homogeneous, overrepresented group
in medicine (in actuality, many Asian subgroups, such as Cambodian Americans, are
underrepresented)30—our data highlight the need to consider the Asian American trainee experience
when designing programs to address patient bias. Moreover, such support is particularly urgent given
the increase in biased behavior and hate crimes toward Asian Americans in the time of coronavirus
disease 2019 (COVID-19).31

Consistent with other reports,32,33 we noted a high prevalence of sexual harassment. Eighty-
seven percent of female respondents reported experiencing verbal or nonverbal sexual harassment,
meaning that this behavior may well be regarded as a norm within clinical practice. We also found
that a common barrier to responding to biased patient behavior is a sense of futility, reflecting a
culture that rarely holds abusers accountable. Harassment constitutes one of many gender identity–
based inequities in medicine alongside gaps in salary, career advancement, and leadership that will
require a concerted effort to address.34

Prior qualitative work has shown that individuals reporting multiple marginalized group
identities often encounter uniquely complex, compounded discriminatory behavior.3 This concept of
intersectionality is critical to understanding, validating, and addressing the multidimensional
experiences faced by individuals who are members of multiple marginalized groups (eg, ability
status, race/ethnicity, immigration status, nationality, religion, sex, gender identity or expression, and
sexual orientation).35,36 Our ability to examine the frequency of biased patient behavior toward
these individuals in our study was limited by small sample size. Larger studies are needed to measure
the frequency and nature of bias that trainees belonging to multiple marginalized groups experience
in the workplace.

Limitations
Our study has several limitations. First, survey responses are inherently subject to recall bias. Second,
as noted, our sample size was too small to analyze the impact of the intersection of identities or
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evaluate the experience of respondents with less common social identities, such as those who
identified as gender nonbinary. Third, while we surveyed residents in 3 urban areas in 2
geographically distinct regions of the US, our findings may not reflect the experiences of residents in
other parts of the country. Despite these limitations, our study is, to our knowledge, the first to
evaluate the frequency of specific biased patient behaviors and physician responses to these
behaviors. Prior studies have shown that asking about specific behaviors greatly increases reporting
of harassment,32 suggesting that prior studies without this survey’s level of granularity may have
underreported these behaviors.

Conclusions

In this survey study, resident physicians’ reported that experiences with biased patient behavior
were common, varied both in the type of behavior and the intended target, and were
disproportionately prevalent for women, Latinx, Black, and Asian residents. Despite the
diversification of the physician workforce and the steady work to decrease bias and discrimination
within the workplace, there has been a lack of training and policies to address the social, emotional,
and clinical challenges that biased patient behavior produces. Addressing biased patient behavior
will require medical institutions to bring forth training, policies, and cultural change that support their
trainees and workforce and promote an environment free from harassment and bias for physicians
and other health care workers.
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