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Abstract

Background: Implicit bias in healthcare impacts clinicians' behaviors and can lead to health inequities for Black, Indigenous,
People of Color (BIPOC) and Lesbian, Gay, Bisexual, Transgender, and Queer (LGBTQ+) patients. Prior work has developed
tools aimed at raising clinician awareness of potential implicit bias and improving interactions with patients, particularly those
from marginalized communities. However, there is a gap in understanding what patients consider to be promising strategies to
improve their interactions with clinicians and promote patient-centered, equitable care.

Objective: To build upon our previous work identifying dimensions of implicit bias in clinical interactions, this study aims to
characterize patient-generated strategies for improving interactions between clinicians and BIPOC and LGBTQ+ patients. By
focusing on patients' perspectives, we advance beyond clinician-centered approaches to address implicit bias and promote
equitable, patient-centered care.

Methods: We recruited a diverse sample of BIPOC and LGBTQ+ adults (n=25) through institutional networks, social media,
and community champions. Sample size was determined by thematic saturation. Semi-structured remote interviews were
conducted to gather insights on strategies for enhancing interactions with clinicians. We employed inductive thematic analysis,
involving iterative coding and theme development, to identify emergent patient-generated strategies for improving clinical
interactions and addressing implicit bias. The analysis continued until consensus was reached among the research team.

Results: Participants generated five strategies for mitigating implicit bias and promoting equitable patient-centered interactions
with clinicians: (1) giving feedback to clinicians, (2) having a patient advocate, (3) enhancing clinicians' training, (4) diversifying
healthcare workforce, and (5) amplifying positive experiences. These strategies offer novel, patient-centered approaches to
addressing implicit bias in healthcare. Participants emphasized the need for anonymous feedback systems, culturally competent
patient advocates, and comprehensive bias recognition training for clinicians. They also highlighted the importance of increasing
diversity in the healthcare workforce and leveraging positive experiences to model effective patient-clinician interactions.
Notably, participants suggested using technology to facilitate real-time communication monitoring and provide digital patient
advocacy, offering innovative solutions to longstanding challenges in healthcare equity.

Conclusions: Understanding patient priorities for addressing implicit biases in clinical interactions is vital for developing
effective strategies to promote patient-centered care. These findings advance related work by providing patient-generated
opportunities to improve clinician-patient relationships, moving beyond clinician-focused interventions. Researchers and
healthcare professionals can leverage these insights to design interventions that empower patients and foster equitable
relationships between clinicians and individuals from marginalized communities. Future research should focus on co-designing
and evaluating tools with patients and clinicians to implement these strategies effectively, with particular attention to overcoming
power imbalances and improving communication in clinical settings.
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Abstract

Background: Implicit  bias  in  healthcare  impacts  clinicians'  behaviors  and  can  lead  to  health
inequities for Black, Indigenous, People of Color (BIPOC) and Lesbian, Gay, Bisexual, Transgender,
and Queer (LGBTQ+) patients. Prior work has developed tools aimed at raising clinician awareness
of  potential  implicit  bias  and  improving  interactions  with  patients,  particularly  those  from
marginalized communities. However, there is a gap in understanding what patients consider to be
promising  strategies  to  improve  their  interactions  with  clinicians  and  promote  patient-centered,
equitable care. 
Objective: To build  upon our  previous  work identifying  dimensions  of  implicit  bias  in  clinical
interactions, this study aims to characterize patient-generated strategies for improving interactions
between clinicians and BIPOC and LGBTQ+ patients.  By focusing on patients'  perspectives,  we
advance  beyond  clinician-centered  approaches  to  address  implicit  bias  and  promote  equitable,
patient-centered care.
Methods: We recruited a diverse sample of BIPOC and LGBTQ+ adults (n=25) through institutional
networks,  social  media,  and  community  champions.  Sample  size  was  determined  by  thematic
saturation.  Semi-structured remote interviews were conducted to gather insights on strategies for
enhancing interactions with clinicians. We employed inductive thematic analysis, involving iterative
coding  and  theme  development,  to  identify  emergent  patient-generated  strategies  for  improving
clinical interactions and addressing implicit bias. The analysis continued until consensus was reached
among the research team.
Results: Participants generated five strategies for mitigating implicit bias and promoting equitable
patient-centered interactions with clinicians:  (1) giving feedback to clinicians, (2) having a patient
advocate,  (3)  enhancing  clinicians'  training,  (4)  diversifying  healthcare  workforce,  and  (5)
amplifying  positive  experiences.  These  strategies  offer  novel,  patient-centered  approaches  to
addressing implicit bias in healthcare. Participants emphasized the need for anonymous feedback
systems, culturally competent  patient advocates,  and comprehensive bias recognition training for
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clinicians. They also highlighted the importance of increasing diversity in the healthcare workforce
and  leveraging  positive  experiences  to  model  effective  patient-clinician  interactions.  Notably,
participants  suggested  using  technology  to  facilitate  real-time  communication  monitoring  and
provide  digital  patient  advocacy,  offering  innovative  solutions  to  longstanding  challenges  in
healthcare equity.
Conclusions: Understanding patient priorities for addressing implicit biases in clinical interactions is
vital  for developing effective strategies to promote patient-centered care. These findings advance
related work by providing patient-generated opportunities to improve clinician-patient relationships,
moving  beyond  clinician-focused  interventions.  Researchers  and  healthcare  professionals  can
leverage  these  insights  to  design  interventions  that  empower  patients  and  foster  equitable
relationships between clinicians and individuals from marginalized communities.  Future research
should focus on co-designing and evaluating tools with patients and clinicians to implement these
strategies  effectively,  with  particular  attention  to  overcoming  power  imbalances  and  improving
communication in clinical settings.

Introduction

Implicit  bias–based  on a  patient's  race,  ethnicity,  gender,  gender  identity,  or  sexual  orientation–
shapes clinicians’ behavior and can result in subtle differences in medical treatment that negatively
impact patient-clinician interactions  [1–4]. Bias-driven differences in care quality  [4,5], treatment
decisions [1,5,6], and patient outcomes [3] can lead to measurable inequities in healthcare [1–3,6].
These biases  are  well-documented for  patients  who are Black,  Indigenous,  and People of Color
(BIPOC)  [4,6–8] and  Lesbian,  Gay,  Bisexual,  Transgender,  and  Queer  (LGBTQ+)  [3–5].  For
example,  Black  patients  receive  less  patient-centered  communication,  have  poorer  reproductive
outcomes  [8],  and  are  prescribed  less  pain  medication  [9].  LGBTQ+  patients  also  face  unique
vulnerabilities in healthcare, leading many to hide their identities, conceal personal relationships, or
delay healthcare  [10–12],  all  of which negatively impact their  physical and psychological health
[10,13]. 

Although many efforts to address implicit bias focus on improving communication skills  [14–16],
clinicians often overestimate their ability to effectively communicate with patients [17] and exhibit
the  same  levels  of  implicit  bias  as  the  wider  population  [5].  Improvements  in  clinician
communication  behaviors  have  the  potential  to  disrupt  negative  associations  between  clinician
implicit  bias  and  patient  satisfaction,  trust,  and  outcomes  [4].  For  example,  Cooper  et  al  [4]
demonstrated that clinicians who hold stronger racial biases express greater verbal dominance and
slower  speaking  rates  when  interacting  with  Black  patients  compared  to  White  patients.  Thus,
strategies directed at improving patient-clinician interactions, such as Implicit Bias Recognition and
Management (IBRM) systems [14], can play a central role in mitigating implicit bias in healthcare,
ultimately  improving  healthcare  quality,  access,  and  equity  for  patients  from  marginalized
communities [15].

Effective  strategies  for  combating  implicit  bias  in  healthcare  require  not  only  raising  clinician
awareness but also supporting active bias mitigation  [18,19]. While educational interventions can
promote  short-term awareness,  they  often  fail  to  achieve  sustained  bias  reduction  or  improved
clinical outcomes, necessitating complementary systemic changes  [20]. Clinicians may experience
discomfort  or  defensiveness  when  confronted  with  their  biases,  emphasizing  the  need  for  safe
learning  environments  and ongoing  support   [21,22].  Health  systems  can  prepare  clinicians  for
effective patient interactions through simulated encounters and individualized feedback [14,23–26].
Recent research has begun to incorporate patient perspectives in bias recognition and management
strategies,  shifting  towards  more  patient-centered  approaches  [27,28].  Engaging  patients  from
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marginalized communities is  crucial  for developing effective informatics  interventions  that  align
with patient needs and values, given the potential negative impact of biased clinical interactions on
health outcomes [29–32].

Previous  research  has  identified  several  dimensions  of  how  implicit  biases  impact  clinical
interactions  between healthcare  providers  and patients  from marginalized communities.  Building
upon this work, we conducted a qualitative study using semi-structured interviews to elicit ideas
from BIPOC and LGBTQ+ individuals for improving their interactions with clinicians. Our prior
study identified  six  dimensions  describing  the  impact  of  implicit  biases  on  clinical  interactions:
transactional care, power inequity, communication casualties, bias-embedded medicine, system-level
problems, and bigotry in disguise [29]. The current study addresses these dimensions by exploring
strategies that BIPOC and LGBTQ+ patients recommend for improving their clinical encounters.
Specifically, this research aims to answer the question:  What strategies do BIPOC and LGBTQ+
patients suggest for improving clinical interactions with their healthcare providers?

Methods

Study Design

We conducted a qualitative study using semi-structured interviews to gather recommendations from
BIPOC and LGBTQ+ patients on how to improve their interactions with clinicians during clinical
encounters. Data collection included an online demographic survey followed by virtual interviews.
Study  procedures  were  reviewed  and  approved  by  the  University  of  Washington's  Institutional
Review Board.

Participants & Recruitment

We recruited LGBTQ+ and/or BIPOC adults who speak English and reside in the United States.
Participants  were  recruited  through  a  convenience  sampling  method  using  flyers  distributed  via
institutional networks, social media platforms, and "community champions" (BIPOC and LGBTQ+
patient  representatives  on  the  project's  advisory  board).  Prospective  participants  contacted  the
research  team  via  email  or  an  online  form.  Eligible  individuals  were  provided  with  study
information, inclusion criteria, and consent forms for both the online survey and interview.

Data Collection

The  online  survey  collected  demographic  information  including  age,  gender,  race,  ethnicity,
education,  and  self-identification  as  BIPOC  and/or  LGBTQ+.  Semi-structured  interviews  were
conducted via Zoom by two graduate student research assistants with qualitative research experience
(RCP, CA). The interview guide was developed by the research team (AH, WP, JS, CL, RCP) and
pilot  tested  (CL,  RCP,  DV)  before  recruitment.  Interviews  were  conducted  between  June  and
November  2020,  lasting  approximately  one  hour  each.  With  one  exception,  all  interviews  were
conducted by both graduate student researchers (RCP & CA). Both researchers identify as Hispanic/
Latino; one is a cisgender male (CA) and the other is transgender non-binary (RCP). Participants
provided  verbal  consent  for  audio  and video  recording via  Zoom.  After  describing  incidents  of
perceived discrimination in clinical interactions, participants were asked: "If you had the power to
change how patients and doctors communicate to improve clinical interactions in the future, what
would  you  change?  Why?"  Interviews  were  recorded  and  transcribed  verbatim.  Interviewers
documented  initial  themes  following  each  interview.  Data  collection  continued  until  thematic
saturation was reached.
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Data Analysis

Survey data were summarized using descriptive statistics to characterize the sample.  We applied
inductive thematic analysis [33] to interview transcripts to identify emergent themes through iterative
coding. Three researchers (RCP, CL & DV) inductively created an initial codebook after reviewing
the  interview notes.  The final  analysis  team comprised  four  members:  a  transgender  non-binary
Latino graduate student (RCP), a cisgender Latino male graduate student (CA), a cisgender White
female undergraduate student (EB), and a cisgender Asian American female undergraduate student
(DM). This team refined the codebook and coded all interviews. Each transcript was independently
coded by two team members using Atlas.TI v.9. After individual coding, pairs met to discuss their
coding and resolve discrepancies. The codebook was iteratively adjusted with the full team until
consensus was reached.

Results

Participants

Twenty-five participants  completed both the survey and the interview (PT01-PT25).  Participants
ranged  in  age  from  19  to  60  years  (M  =  31,  SD  =  10).  The  majority  were  women,
non-Hispanic/Latino,  and  college-educated  (Table  1).  Participants  represented  historically
marginalized  communities:  eleven  (44%)  identified  as  BIPOC,  ten  (40%)  as  both  BIPOC  and
LGBTQ+, and three (12%) as LGBTQ+. One participant (4%) did not explicitly identify as BIPOC
or LGBTQ+ but described herself as an "older Asian woman."

Table 1. Participant characteristics
Characteristics n=25 

Age (years), mean (SD), range 31 (10), 19-60

Age, n(%)
18-29 15 (60%)

30-50 9 (36%)

50+ 1 (4%)
Gender (participants could select more than one), n(%)

Man 4 (16%)

Woman 17 (68%)

Non-binary 5 (20%)

Transgender 2 (8%)

Gender fluid 1 (4%)

Preferred not to disclose 0 (0%)
Race (participants could select more than one), n(%)

White 5 (20%)

Black or African American 8 (32%)

American Indian or Alaska Native 3 (12%)

Chinese 5 (20%)

Filipino 1 (4%)

Asian Indian 4 (16%)
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Korean 1 (4%)

Other Asian 1 (4%)

Some  other  race  (fill  in):  “Middle  Eastern”,  “Latinx”,
“Mestizo”, “Taino”

4 (16%)

Preferred not to disclose 0 (0%)
Ethnicity, n(%)

Not Hispanic, Latino or Spanish origin 18 (72%)

Hispanic or Latino 6 (24%)

Preferred not disclose 1 (4%)
Education, n(%)

Less than High school 1 (4%)

High school graduate 1 (4%)

Some college 4 (16%)

Bachelor’s degree 12 (48%)

Graduate/Professional degree 7 (28%)

Preferred not to disclose 0 (0%)

Qualitative Themes

Our qualitative analysis of the interviews revealed five emerging themes:  (1) giving feedback to
clinicians,  (2)  having  a  patient  advocate,  (3)  enhancing  clinicians'  training,  (4)  diversifying
healthcare workforce, and (5) amplifying positive experiences. We describe each theme below with
representative quotes.

Giving feedback to clinicians

Sixteen of the 25 participants (64%) suggested providing feedback to clinicians, either virtually or
in-person, to improve communication. However, participants also expressed hesitation about giving
direct  feedback,  primarily  due  to  fears  of  repercussions  or  worsened  experiences  in  subsequent
appointments.

“I would hate to say something and then go back to that doctor, and have a worse experience.
I mean it’s my health, I'd be scared honestly.” (PT16, BIPOC woman)

To address these concerns, most participants preferred anonymous feedback mechanisms to mitigate
fears of negative impacts on their care.

“I  would  definitely  want  [the  feedback] to  be  anonymous.  Even  if  it's  very  constructive
feedback... I don't want the doctor to take it personally, especially if I'm trying to keep up a
good relationship with that doctor.” (PT01, BIPOC man)

One suggested approach was using surveys to alleviate anxiety associated with providing feedback.

“But I think as a person who has anxiety... I don't want to give [my clinician] a phone call and
talk to them. I would rather type it up and send an email- or if there's a kiosk that I can go over
to and fill it out before I leave, that'd be really nice.” (PT09, White non-binary)

Participants proposed involving a third party, such as a social worker or clinical leader, to collect and
summarize feedback after patients had time to reflect on their interactions.
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“I don't know if the best course of action would be for them to go directly to a doctor or maybe
for another administrative staff to collect all the responses and provide an overview of the
general feedback. I think that might be a better option because a lot of times we're not always
open to taking feedback. Especially if it's negative. I think it might be worthwhile for someone
who's not the doctor… to collate that feedback and summarize it, like what the general overall
tone of what the feedback is.” (PT12, BIPOC woman)

There  was  also  a  call  for  transparent  accountability  measures  (“checks  and  balances” -  PT10,
BIPOC and LGBTQ+ woman), as participants expressed uncertainty about how feedback would be
applied and whether it would lead to meaningful changes.

“I would need to know more about what they do with those surveys or how they deal with
some of the larger context issues. I can guarantee there's some doctor somewhere that's been
accused of  being  racist  or  not  listening to  a client  [and] they  still  have their  job.  I'm not
necessarily saying they should be fired, but I have never heard anyone being called back to
apologize, or to say ‘this was addressed in this way’ so it doesn't seem like there's many checks
and balances or accountability to the general public.” (PT10, BIPOC and LGBTQ+ woman)

Some participants suggested implementing review systems similar to Yelp.com, allowing patients to
share experiences and inform others' decisions while encouraging clinicians to respond to negative
feedback. Other ideas included a "doctor of the month" (PT03, BIPOC woman) initiative based on
positive patient-clinician interactions. Participants also proposed using technology to provide real-
time feedback during clinical encounters, such as ambient lighting changes or push notifications to
alert clinicians about inadequate communication.

“Maybe if they have not been doing eye contact as they should (with the patient), they should
have some reminder, like some kind of color comes out of the mirror maybe?... Almost everyone
in the office uses a pen, so maybe they can do something on the pen so if the doctors or
nurses do things not the right way, the pen can [change] color and remind them that they did
not handle it correctly.” (PT03, Asian woman)

Additionally, participants suggested patient-operated devices, such as a 'clicker,' to notify clinicians
of communication gaps during visits.

“[I want a] clicker [to alert] when there's something you don't understand or that you want to
go over again. I think one of the biggest parts of it is definitely that I don't know when to speak
up, or I don't know if I speak up if I'm interrupting them, or if it's rude, or if it's embarrassing.
So, kind of being able to do that without having to really jump into the conversation and get
super technical would be really helpful.” (PT05, BIPOC woman)

Having a patient advocate

Fifteen of the 25 participants (60%) suggested incorporating patient advocates during clinic visits.
These advocates would help balance the power dynamic between patients and clinicians, ensuring
that marginalized groups are heard and receive quality care.  Participants emphasized that patient
advocates should possess cultural humility and undergo implicit bias recognition training to help
clinicians better understand cultural differences and their impact on care provision.

“[A patient advocate is] someone that is aware of their biases and check them, seeks to
hear from people, and believes that the input they are going to receive is something that’s going
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to make the institution better and they are actually going to implement some things.” (PT16,
BIPOC woman)

Participants often felt intimidated by clinicians' authority, limiting their ability to self-advocate. They
stressed the importance of patient advocates having similar or greater influence as clinicians within
the  healthcare  facility  to  adequately  address  patients'  needs  while  helping  patients  develop self-
advocacy skills.

“As a patient, you doubt your own knowledge, even of yourself, because we’ve been trained to
think that doctors are the experts of the human body. The times that I was able to advocate for
myself most was after the fact after I had time to process, it wasn’t necessarily in the moment...
You don’t even have the kind of energy or mental agility to process a microaggression or a bias,
or to calm your anxiety enough to tell some person to speak to you with respect... [the patient
advocate]  could  watch  the  cues… When  I’m uncomfortable  it’s  all  over  my  face.”  (PT06,
BIPOC and LGBTQ+ woman)

Patient  advocates  could  also  assist  in  navigating  the  healthcare  system,  which  patients  often
described as unwelcoming and confusing.

“I want to know, ‘Hey, I'm here to help you navigate this healthcare process.’ It would be nice
to know that this is the individual who can help you. You may not need them right now. But, I
just feel like it's nice to know why they're there.” (PT14, BIPOC and LGBTQ+ woman)

While most  participants  envisioned human patient  advocates  present  during clinical  visits,  some
suggested technology could serve a similar role, such as a robot capable of sensing implicit bias.

“I think it would be useful in the doctor’s office to say ‘wait, let the patient talk’, because I feel
like doctors are always in a rush… It’d be so cool if Baymax [an AI healthcare robot from a
Disney  movie]  could  sense  implicit  bias. I  don't  really  know what  other  people  of  color’s
experiences at the doctor are, but I could imagine that they're also being dismissed and not
realizing it, because they're so used to it. Especially people who grew up in cultures where they
are the minority. I think some people may have gotten used to it and they might need someone to
be the advocate and say ‘this is not right, let this person tell their own story.’” (PT02, BIPOC
woman)

Technology could act as a mediator between patients and clinicians by "reading the room" (PT05,
BIPOC woman & PT22, White transgender woman) to provide real-time feedback to clinicians when
interactions are not going well and validating patients' feelings of dismissal.

Enhancing clinicians’ training

Twenty-four of the 25 participants (96%) suggested improvements to clinician training as strategies
to  enhance  healthcare  interactions.  Participants  expressed concerns  about  medical  education  and
communication skills training, particularly regarding clinicians' knowledge of race- and ethnicity-
based medical disparities, and awareness of specific health needs related to sexual orientation and
gender identity. They emphasized the importance of incorporating cultural humility and LGBTQ+
health components into medical education curricula.

“I don't know if [healthcare clinicians] get training…  specifically regarding disparities and
cultural competence and multicultural patient care.” (PT10, BIPOC and LGBTQ+ woman)

Participants noted a disconnect between what they believe clinicians are taught and what occurs in
clinical practice:

“There's  always that  struggle that  myself  and other members in the [LGBTQ+] community
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have,  did they just need any education or are they just discriminating and being prejudiced
against us?” (PT01, BIPOC man)

To bridge this gap, participants suggested workshops featuring real patient stories to help clinicians
understand the impact of poor clinical interactions on marginalized groups and the importance of
consciously combating implicit bias in healthcare:

“I think training… is where actual change may happen. So  being able to give them real life
scenarios or talk them through what works well and what doesn't and what patients enjoy
and what they don't, beforehand [to give] them as a frame of reference. Then the next time they
go into a conversation with the patient… they kind of have a frame of reference from training of
‘here are some actual conversations from patients that have experienced micro aggressions or
other types of bias. And here's how we can fix it.’” (PT08, BIPOC and LBGTQ+ woman)

Participants emphasized that anti-bias training should be as integral to medical education as other
clinical courses:

“Just training, changing medical textbooks and people who work in the field, nurses and all, to
have some sort of anti-bias training, or knowledge of other cultures and other genders and
sexualities, aside from the dominant ones.” (PT25, White transgender non-binary)

There  was  concern  that  clinicians  lack  training  in  empathy,  compassion,  and  effective
communication with patients from marginalized communities:

“[Clinicians] have all this training, but to be able to communicate what's going on is a skill that
I think is overlooked a lot… A lot of trans people, people of color, are poor. They come from
underprivileged backgrounds. They may have been kicked out when they were young… not able
to finish school and they're not going to have all that background knowledge… to communicate
effectively with someone with not even the baseline knowledge is a skill that I feel is sorely
lacking in the medical field.” (PT22, White transgender woman)

Participants highlighted the need for clinicians to have access to reliable resources regarding the
healthcare needs of BIPOC and LGBTQ+ patients:

“There needs to be a place that's localized on the internet, like an international database that
has  accessible  information  for  everybody that's  very specific  to  LGBTQ+ people,  a known
source for good information so that when we tell people to do some research, they're not
looking up a Christian Republican White view of LGBT people, a credible source.” (PT09,
White non-binary)

They  also  expressed  willingness  to  educate  clinicians  about  their  personal  healthcare  needs  if
clinicians openly acknowledged their limited knowledge of BIPOC and LGBTQ+ healthcare:

“If the doctor was like, ‘I need to be more educated about this community. Can you tell me
about what your struggles are?’ If my doctor asked me  I would be comfortable telling him
about the community, I wouldn't judge him. But, I think it'd be nice if doctors could be upfront
if they're not too educated about it.” (PT01, BIPOC man)

Participants suggested developing tools to help patients disclose past poor clinical experiences and
guide clinicians in considering such disclosures when providing care:

“Our initial visit is when [the clinician] starts to compile information about the patient and
there should be resources available when they start to have a breakdown of cultural differences.
We've seen historically how certain groups of people are treated. My abuelita [Spanish word for
grandmother] does not trust doctors because of what they did to put her and other women in
jail. Just knowing that there might be a lot of distrust in the beginning of a conversation and

https://preprints.jmir.org/preprint/64924 [unpublished, non-peer-reviewed preprint]



JMIR Preprints Casanova-Perez et al

then having tools to open up for allowing someone to communicate.” (PT15, BIPOC and
LGBTQ+ man)

Other proposed solutions included implementing a universal checklist to ensure equitable quality of
care for all patients:

“A check off list to make sure clinicians treat patients equally. Treat everyone fair, respect
each other, no matter what race, you now repeat things over and over again so, people won’t
forget.” (PT02, BIPOC woman)

Diversifying healthcare workforce

Twelve of the 25 participants (48%) suggested diversifying the healthcare workforce as a strategy to
improve their interactions with clinicians. Participants expressed that receiving care from clinicians
with similar backgrounds could enhance patient comfort in explaining health concerns and foster
better understanding. While some participants acknowledged growing diversity among clinicians,
they  noted  that  healthcare  facilities  rarely  disclose  information  about  clinicians'  cultural
backgrounds, which would allow patients to find providers with similar backgrounds to their own:

“I've been calling ahead and asking if they have any physicians of color. I actually had to go
to physical therapy and they didn't have any... He was like, ‘I'm embarrassed that we don't have
any and I understand why you are requesting this’ and I just felt like even the way he touched
me was different, you know, I felt like he had a more empathetic view, just like ‘okay, she's
identified that this can be an issue. I'm going to try to do everything I can to not make her feel
like this, right.’” (PT16, BIPOC woman)

Many participants emphasized the need for greater cultural representation among clinicians:

“It’s also a matter of having more people of color in healthcare. I think that's a huge thing
because when your doctor looks like you, they understand your experience in a more enjoyable,
empathetic  way.  Patient  experience  improves  as  well  because  you  know  that  this  person
empathizes with you and understands various struggles that you have gone through… I've never
really had the opportunity to pick out a doctor who is of a culture that's more similar to
mine.” (PT08, BIPOC and LBGTQ+ woman)

Although participants recognized the value of translators for non-English speaking patients,  they
described this as a suboptimal solution. Some participants expressed that having a clinician who
speaks  the  patient's  first  language  would  be  ideal,  allowing  patients  to  feel  more  comfortable
speaking for themselves and avoiding potential translation issues:

“The first language of their patient is ideal, because then there's no translating issues and
there's no making up words and even if there's a word that you're not sure about, I'm sure you
could get there through conversation.” (PT13, BIPOC woman)

Amplifying positive experiences

Twenty of the 25 participants (80%) contrasted negative experiences of not feeling heard against
positive interactions with clinicians. These positive experiences,  characterized by patients feeling
heard and receiving appropriate care,  can provide valuable guidance for future improvements in
patient-clinician  interactions.  Participants  identified  three  key  factors  contributing  to  positive
healthcare  experiences:  the  clinician  listened  to  and  believed  the  patient  without  making
assumptions, made a clear effort to build a relationship, and balanced the existing power dynamic
with the patient.

Participants described feeling heard and believed when clinicians asked questions to gain a deeper
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understanding rather than making assumptions:

“I sat down with [the clinician]. He just listened to me. He listened to what I was saying, and
he asked me questions, some of the same questions that other people asked me, but in a way
to where he actually cared about the answer. It was night and day. And it felt good.” (PT14,
BIPOC and LGBTQ+ woman)

PT13 elaborated on the importance of thorough explanations and establishing trust:

“Taking  the  time  to  explain  to  a  patient  why  [a  treatment  plan  is]  not  a  possibility  or
answering all your patients’ questions fully. Understanding where they're coming from instead
of assuming… I think a big thing is establishing that initial trust between the doctor and the
patient. I like that doctor that I used to have at the community clinic. I feel like I always felt
really comfortable with her because she took the time to get to know me… just building that
initial  rapport  with  your  patient  in  order  to  establish  trust  and  establish  an  open  line  of
communication… I think that's a big thing.” (PT13, BIPOC woman)

Participants highlighted specific communication cues that can help neutralize the power difference
between patients and clinicians. These include establishing eye contact, being at the patient's eye
level,  and  giving  the  patient  time  to  respond:  “Turning  his  screen  to  me  and  showing  me
everything…  I think he was on a raised seat and he lowered it,  so we were eye level”  (PT15,
BIPOC and LGBTQ+ man). 

PT20 further emphasized the importance of attentive body language:

 “She just  made eye contact,  didn't  seem in a hurry to send me away. I felt  it  was much more
customer friendly… She was attentive. Her body language was just much more unhurried, and I
think the body language makes a huge difference.” (PT20, BIPOC woman).

Discussion

Implicit  bias  is  a  significant  contributor  to  health  and  healthcare  inequities  [5,34],  negatively
impacting patient-clinician interactions  [4]. Previous research has explored various clinician-facing
interventions to address implicit bias, such as Implicit Bias Recognition and Management (IBRM)
[35,36]. Additionally, studies have investigated the potential of technology to provide real-time [37–
39] and reflective  [40] feedback  to  clinicians  for  improving  their  communication  with  patients.
Successful mitigation of implicit bias requires clinicians to first become aware of their own biases
before learning strategies to overcome them [18].

However,  patients'  perspectives on potential  strategies to address implicit  bias  have been largely
unexplored.  Our  interview  study  addresses  this  gap  by  characterizing  implicit  bias  mitigation
strategies suggested by Black, Indigenous, and People of Color (BIPOC) and Lesbian, Gay, Bisexual,
Transgender, and Queer (LGBTQ+) patients to improve their communication with clinicians during
clinical interactions. Our analysis identified five patient-generated strategies to enhance interactions
between clinicians and patients from marginalized communities:

1. Giving feedback to clinicians
2. Having a patient advocate
3. Enhancing clinicians' training
4. Diversifying healthcare workforce
5. Amplifying positive experiences
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These findings provide novel insights into patient-centered approaches for addressing implicit bias in
healthcare settings. Our prior research established a framework depicting how BIPOC and LGBTQ+
patients describe the impact of implicit bias on their interactions with clinicians [29], later expanded
to  include  patients'  responses  and  health-related  consequences  of  these  experiences  [41].  This
framework  comprises  six  dimensions:  Transactional  care,  Power  inequity,  Communication
casualties, Bias-embedded medicine, System-level problems, Bigotry in disguise.  The five patient-
generated strategies identified in our current study align with these dimensions, except for System-
level problems, as participants were not specifically asked about improving interactions with the
healthcare system. 

Below,  we  will  explore  how  these  patient-generated  strategies  can  address  the  aforementioned
dimensions using an informatics  approach,  moving towards patient-centered,  equitable  care.  Our
approach  considers  technology  as  a  supportive  tool  for  clinicians  to  improve  interactions  with
patients  from  marginalized  communities,  rather  than  adopting  a  purely  technocentric  approach,
which can perpetuate bias [42].

Giving  feedback  to  clinicians can  address  Power  inequity by  mitigating  the  inherent  power
imbalance  between  patients  and  providers  that  affects  rapport  building.  Unlike  prior  feedback
systems  [14,19,21,26] that  did not  consider  this  power difference,  this  approach not  only  raises
awareness of implicit bias but also centers the interaction on patients' experiences, ensuring their
needs, values, and priorities are met  [43,44]. Future informatics research should develop tools and
implement processes allowing patients to provide both positive and negative feedback to clinicians
[45],  integrating  these  as  part  of  clinicians'  continual  training  [46,47].  Such interventions  could
leverage existing online review systems  [48] or emerging technologies that provide feedback on
communication  cues  [37–40,49],  including  body  language  signals  indicative  of  implicit  bias
[4,5,50,51].

Having a patient advocate can address Communication casualties (i.e., verbal or non-verbal cues that
the  patient  identified  as  uncomfortable,  awkward,  or  inappropriate).  By  including  culturally
competent patient advocates, patients' voices could be amplified to include their perspectives and
experiences about the care they receive [52]. Patient advocates can help patients gain the courage to
self-advocate  and assist  clinicians  in  providing appropriate  care that  ensures  patients'  needs  and
values are  heard and respected  [53].  This strategy can leverage technology for providing digital
companionship through the use of chatbots or artificial intelligence  [54–56]. Including human or
automated advocates could foster health equity, promote patient empowerment, and address deeply-
rooted  clinical  mistrust  among  marginalized  communities  [52,57].  Future  informatics  research
should consider  the opportunity to  connect  patients with advocates  of their  choosing who share
similar backgrounds.

Enhancing  clinicians'  training addresses  Bias-embedded  medicine (i.e.,  instances  in  which  the
patient felt they were treated unfairly because of their personal characteristics, such as race, ethnicity,
gender identity, sexual orientation or physical characteristics like weight). This enhancement should
include tools and resources that support clinicians to identify and acknowledge their implicit biases
[43,58],  continued  training  for  clinicians  to  improve  their  communication  skills  [25,59],  and
opportunities to advance their medical knowledge regarding culturally appropriate care for BIPOC
and LGBTQ+ patients [60]. Additionally, health systems could implement checklists and dashboards
dedicated to promoting health equity among patients, to ensure all patients receive equitable care
[61,62].  Nonetheless, as implicit  bias is  a human problem, technology should be a resource that
humans can leverage for managing information better, but not be considered as the sole solution.
Developers can inadvertently transfer their own prejudices and stereotypes into technology, creating

https://preprints.jmir.org/preprint/64924 [unpublished, non-peer-reviewed preprint]



JMIR Preprints Casanova-Perez et al

systems that perpetuate biases [42] and continue to harm underserved communities [63].

Diversifying healthcare workforce addresses  Bigotry in  disguise (i.e.,  when participants  perceive
providers  to  have  implicit  discriminatory  attitudes  or  behaviors  towards  BIPOC  or  LGBTQ+
patients). By promoting systemic change to encourage and support the recruitment of clinicians with
diverse backgrounds, patients from marginalized communities can experience better communication
[64] as the patient-clinician relationship is strengthened when patients can see themselves as similar
to their clinicians [65,66]. Digital tools should display information regarding clinicians' biographies
to promote relevant cultural information and allow patients to make informed decisions on which
clinician they should connect with [67,68]. Additionally, it is crucial to diversify health informatics
professionals  to  improve  the  quality  of  research  and  practice  [69].  By  having  a  more  diverse
workforce, health informatics professionals can better understand and incorporate the unique health
needs  of  these  populations  into  the  development  and  implementation  of  health  informatics
technologies  [70].  Moreover,  it  is  essential  to  account  for  the  health  needs  and perspectives  of
patients from marginalized communities when conducting health informatics research. Doing so will
help to ensure that research findings are relevant and applicable to these populations,  ultimately
leading to more equitable and effective healthcare outcomes for all [71].

Amplifying  positive  experiences addresses  Transactional  care (i.e.,  when  providers  treat  an
appointment as a job rather than an opportunity to look after the patients' well-being). By identifying
positive moments and recognizing the actions and attitudes that contribute to making experiences
positive,  there  is  an  opportunity  to  model  these  experiences  for  equitable  interactions  between
clinicians and patients from marginalized communities  [72]. Focusing on good experiences can be
useful for tailoring interventions that will prepare clinicians to provide the best possible care [68,73].
Research could leverage automated tools to analyze online reviews [48] for finding positive feedback
and  to  create  a  dissemination  strategy.  This  approach  could  help  address  patients'  mistrust  in
healthcare  and  clinicians'  burnout  by  acknowledging  the  importance  and  efforts  being  made  to
provide culturally competent care [57,74].

Limitations and Implications

This study has several limitations and strengths. Due to the COVID-19 pandemic, study procedures
were conducted virtually, which may have skewed the participant sample towards younger, tech-
savvy,  and  college-educated  individuals  [75].  However,  we  successfully  captured  diverse
perspectives from BIPOC and LGBTQ+ people and conducted a rigorous qualitative analysis  to
characterize patients' voices [76]. Our findings have important implications for future research and
practice. Future work should employ co-design methods with patients and clinicians to develop tools
that can improve patient-clinician interactions, considering the needs and values of both stakeholder
groups  [77].  Additionally,  future  studies  should  aim  to  include  a  broader  demographic  range,
particularly older adults and those with limited technological access or literacy [78].

Conclusions

Through interviews with BIPOC and LGBTQ+ individuals, we have characterized patient-generated
strategies for improving patient-clinician interactions and addressing implicit bias. These strategies,
which add the patient's voice and perspective, are organized into five themes: (1) giving feedback to
clinicians,  (2)  having  a  patient  advocate,  (3)  enhancing  clinicians'  training,  (4)  diversifying
healthcare workforce,  and (5) amplifying positive experiences. We have matched these strategies
with patient experiences of unfair treatment reported in prior work, presenting informatics research
opportunities  for  each  strategy.  These  findings  aim  to  ensure  that  patients  from  marginalized
communities have equitable clinical interactions that align with their values and needs.
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Our study underscores the importance of patient-centered approaches in addressing implicit bias in
healthcare settings. By integrating these patient-generated strategies into healthcare practices and
informatics  solutions,  we  can  work  towards  more  equitable,  respectful,  and effective  healthcare
delivery for all patients, regardless of their background or identity. This research contributes to the
ongoing  effort  to  reduce  health  disparities  and  improve  the  quality  of  care  for  marginalized
communities.
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