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Testez-vous
Faire un test de biais implicite parmi ceux proposés:
https://implicit.harvard.edu/implicit/takeatest.html

Objectifs

•

À la fin de cette présentation, vous

•

Pourrez définir les concepts de biais
implicites, de stéréotypes, de préjugés
et de discrimination
Pourrez reconnaître les concepts
d’inégalité et d’injustice
Acquerrerez des moyens de se
protéger des biais

•
•

Question 1.
Les biais implicites, quel énoncé est faux?
1. sont plus prononcés lorsque nous sommes fatigués
2. sont présents chez tous les individus – même vous
3. on peut les diminuer en modifiant notre façon de se
comporter et en restant attentif à notre fonctionnement
4. sont inévitables, et il faut sélectionner les étudiants
qui entrent en médecine avec le moins de biais
possible.

Question 1.
Les biais implicites, quel énoncé est faux?
1. sont plus prononcés lorsque nous sommes fatigués
2. sont présents chez tous les individus – même vous
3. on peut les diminuer en modifiant notre façon de
travailler et en restant attentif à notre fonctionnement
4. sont inévitables, et il faut sélectionner les
étudiants qui entrent en médecine avec le moins
de biais possible.

Biais implicite

Nos propres yeux nous jouent des tours!

•

Pourquoi
ces biais?

Le cerveau humain s’est développé dans un
monde dangereux, où l’inattention et les délais
pouvait provoquer des catastrophes.

Notre cerveau a 2 système de fonctionnement:
système 1: rapide, reconnaissance de pattern
système 2: rationnel, hypothético-déductif
•

Les biais sont des modes de fonctionnement de
notre cerveau pour accélérer les prises de
décision et décider d’un plan d’action pour se
protéger

We miss more by not seeing than by not knowing
Sir William Osler

Pourquoi ces
biais?

• Le professionnel de la santé porte a6en7on de 3 façons
diﬀérentes lorsqu’un problème lui est soumis:
• L’a6en7on « goal-oriented » ou « top-down »
• L’a6en7on « d’alerte » ou bo6om-up
• L’a6en7on exécu7ve

•

Pourquoi les
biais?

•

Dans le contexte de la vie courante,
– Où le temps est limité
– Où l’attention est constamment dérangée par
une nouvelle demande, alerte, le cerveau se
cherche des raccourcis pour décider
Le médecin ne fait pas exception (!)
– Le cerveau du médecin devient rapidement
surchargé
– Dans ce contexte, le raisonnement peut faire
appel à

• Des réponses toutes faites
• Des réponses instinctives

Biais implicite ?

https://ourthreewinners.org/this-kids-worksheet-is-a-perfect-example-of-how-implicit-bias-gets-perpetuated/

Biais implicites?

We are only as blind
as we want to be
Maya Angelou

Nothing in all the world is more dangerous
than sincere ignorance and conscientious
stupidity.
Martin Luther King
In an unequal society, those who land on top
want to believe their success is morally
jus?ﬁed. »
Michael Sandel
“A mind is like a parachute. It doesn’t work if
it is not open.” — Frank Zappa

Biais implicite
•

https://implicit.harvard.edu/i
mplicit/takeatest.html
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Implicit bias in healthcare professionals:
a systematic review
Chloë FitzGerald* and Samia Hurst

•AbstractBiais implicite:
Background: Implicit biases involve associations outside conscious awareness that lead to a negative evaluation of
a person on the basis of irrelevant characteristics such as race or gender. This review examines the evidence that
healthcare professionals display implicit biases towards patients.

– Dissociation entre ce qu’un individu croit et ce qu’il fait (ou veut faire)
– Sans
que cet
neforpuisse
Methods: PubMed,
PsychINFO, PsychARTICLE
and individu
CINAHL were searched
peer-reviewed identifier
articles published le rôle de ses associations négatives.
between 1st March 2003 and 31st March 2013. Two reviewers assessed the eligibility of the identified papers based on
precise content and quality criteria. The references of eligible papers were examined to identify further eligible studies.
Results: Forty two articles were identified as eligible. Seventeen used an implicit measure (Implicit Association Test
in fifteen and subliminal priming in two), to test the biases of healthcare professionals. Twenty five articles
employed a between-subjects design, using vignettes to examine the influence of patient characteristics on
healthcare professionals’ attitudes, diagnoses, and treatment decisions. The second method was included
although it does not isolate implicit attitudes because it is recognised by psychologists who specialise in implicit
cognition as a way of detecting the possible presence of implicit bias. Twenty seven studies examined racial/
ethnic biases; ten other biases were investigated, including gender, age and weight. Thirty five articles found
evidence of implicit bias in healthcare professionals; all the studies that investigated correlations found a significant
positive relationship between level of implicit bias and lower quality of care.
Discussion: The evidence indicates that healthcare professionals exhibit the same levels of implicit bias as the wider
population. The interactions between multiple patient characteristics and between healthcare professional and patient
characteristics reveal the complexity of the phenomenon of implicit bias and its influence on clinician-patient
interaction. The most convincing studies from our review are those that combine the IAT and a method measuring the
quality of treatment in the actual world. Correlational evidence indicates that biases are likely to influence diagnosis
and treatment decisions and levels of care in some circumstances and need to be further investigated. Our review also
indicates that there may sometimes be a gap between the norm of impartiality and the extent to which it is embraced
by healthcare professionals for some of the tested characteristics.

– Les biais ne sont pas mauvais de façon inhérente mais le sont lorsqu’ils nous
éloignent de la vérité ou de l’équité
– Les pires biais sont ceux qui désavantagent les individus déjà en position de
faiblesse (désavantage corrosif) (i.e. exemple récent d’une telle situation est la
patiente Atikamewk de Manawan où les biais se sont cumulés)
– La revue de littérature supporte la présence de biais chez le personnel soignant et
que ceci provoque une diminution des indicateurs de qualité des soins

Conclusions: Our findings highlight the need for the healthcare profession to address the role of implicit biases in
disparities in healthcare. More research in actual care settings and a greater homogeneity in methods employed to test
implicit biases in healthcare is needed.
Keywords: Implicit bias, Prejudice, Stereotyping, Attitudes of health personnel, Healthcare disparities
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Qu’en est-il des stéréotypes, préjugés et
discrimination?
1. Un stéréotype est une prédisposition à adopter
un comportement négatif ou positif envers un
groupe basé sur une exagération rigide
2. Un préjugé est une image simplificatrice,
préconçue d’un groupe humain
3. La discrimination est un comportement non
justifiable à l’encontre des membres d’un
groupe donné

Autres concepts associés
Biais – Stéréotypes - Préjugés
Biais

Stéréotypes

Préjugés

Biais construisent les préjugés
Biais de savoir, d’autorité, sensoriel,
Biais sociaux, culturels, cogni7fs, genre

Discrimination

existing evidence is suggestive of subtle or hidden biases that affect women in medicine.
unconscious stereotyping and discriminatory behaviors. Implicit bias refers to biases we carry

beneath our conscious awareness that alter our behaviors. Detecting and quantifying implicit bias
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family medicine.
functions on the premise that it is easier to connect concepts that we have already developed mental

Findings A review of 42 991 Implicit
Association Test records and a crosssectional study of 131 surgeons provided
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Implicit Bias in Surgery—Hiding in Plain Sight

+Findings A review of 42 991 Implicit

Les résultats de cette étude démontrent:
+
les hommes sont associés à carrière+ en chirurgie et les femmes avec vie de famille et
médecine familiale
La reconnaissance de ce biais implicite est la première étape dans le but de les minimiser.
Les données présentées:
peuvent aider à faire reconnaître la présence de sexisme en médecine
aident les étudiants à mieux comprendre le contexte dans lequel ils/elles
s’embarquent
ajoutent aux données déjà disponibles
+ de l’importance d’augmenter la diversité et
éventuellement un entrainement contre le+biais implicite *
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Biais
implicite

Questionnaire pour évaluer et diminuer
la présence de biais implicites dans la
formation médicale (cas présentés, cas
dans les app etc…)
https://redcap.upstate.edu/surveys/?s=KA
DLRXK8WE
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SYSTEMATIC REVIEWS AND META-ANALYSES (OTHER THAN EVIDENCE-BASED DIAGNOSTICS)

Les auteurs concluent:
La présence de biais implicites est
documentée chez des médecins
L’impact clinique est difficile à déterminer
mais ces biais valideraient certaines études
qui démontrent que les afro-américains et les
hispaniques sont moins investigués que les
blancs.
L’utilisation de protocoles standardisés
diminueraient l’impact des biais en pratique
clinique cependant.
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BiasEmergency
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doi:
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Decision
Making
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Elizabeth Hinton, MSIS and Sarah Sterling, MD
ABSTRACT

Objectives: Disparities in diagnosis and treatment of racial minorities exist in the emergency department (ED).
A better understanding of how physician implicit (unconscious) bias contributes to these disparities may help
identify ways to eliminate such racial disparities. The objective of this systematic review was to examine and
summarize the evidence on the association between physician implicit racial bias and clinical decision making.
Methods: Based on PRISMA guidelines, a structured electronic literature search of PubMed, CINAHL, Scopus,

and PsycINFO databases was conducted. Eligible studies were those that: 1) included physicians, 2) included the
Implicit Association Test as a measure of implicit bias, 3) included an assessment of physician clinical decision
making, and 4) were published in peer-reviewed journals between 1998 and 2016. Articles were reviewed for
inclusion by two independent investigators. Data extraction was performed by one investigator and checked for
accuracy by a second investigator. Two investigators independently scored the quality of articles using a
modiﬁed version of the Downs and Black checklist.

Results: Of the 1,154 unique articles identiﬁed in the initial search, nine studies (n = 1,910) met inclusion criteria.
Three of the nine studies involved emergency providers including residents, attending physicians, and advanced
practice providers. The majority of studies used clinical vignettes to examine clinical decision making. Studies
that included emergency medicine (EM) providers had vignettes relating to treatment of acute myocardial
infarction, pain, and pediatric asthma. An implicit preference favoring white people was common across
providers, regardless of specialty. Two of the nine studies found evidence of a relationship between implicit bias
and clinical decision making; one of these studies included EM providers. This one study found that EM and
internal medicine residents who demonstrated an implicit preference for white individuals were more likely to treat
white patients and not black patients with thrombolysis for myocardial infarction. Evidence from the two studies
reporting a relationship between physician implicit racial bias and decision making was low in quality.

Conclusions: The current literature indicates that although many physicians, regardless of specialty,
demonstrate an implicit preference for white people, this bias does not appear to impact their clinical decision
making. Further studies on the impact of implicit racial bias on racial disparities in ED treatment are needed.

I

n 1999, the Institute of Medicine (IOM) was asked
by Congress to examine healthcare disparities in the
United States and make recommendations for areas of
improvement. After a review of over 100 studies, the

IOM found consistent evidence that healthcare disparities are widespread, even after controlling for possible
confounding variables such as socioeconomic status.
In their 2002 report Unequal Treatment: Confronting
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Dans la réalité
hospitalière
académique
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Les femmes médecins rapportent
• Constrained communication 96%
• Downplaying accomplishments 89%

Femmes
médecins

• Cautious when self-promoting 87%
• Worked harder for same credibility as men 70%
• Interrupted by men 68%
• Salary inequality 66%
• Decisions made by men 61%

Ann Surg 2021 Jun 1;273(6):1120-1126.
doi: 10.1097/SLA.0000000000003618

than 25% of all faculty positions in emergency
departments 8 and represent only 38% of EM
residents (up from 32% in 2003).1 It is particularly
interesting to investigate gender inequality in EM, as
it was one of the first specialties to evaluate residents’
competency using the Accreditation Council for
Graduate Medical Education (ACGME) Next Accreditation System milestones, a nationally standardized, longitudinal evaluation system. 9 While
Arjun Dayal, MD
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Gender Differences in Attending Physicians’
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ABSTRACT

residency, with a widening gap in evaluations that is
substantial and statistically significant by postgradu17
This attainment gap was not
ate ORIGINAL
year 3 (PGY-3).
RESEARCH
dependent on either the gender of the attending
physician doing the evaluation, or the gender pairing
between the attending physician and the resident.17
While our prior work demonstrated a gender difference in numerical evaluations, in this study, our aim
was to use qualitative data to better understand the
lagging performance evaluations of female EM
Anna in
S. PGY-3.
Mueller, MA, PhD
residents
Tania M. Jenkins, MA, PhD
Melissa Osborne, MA

Gender Differences in Attending Physicians’
Feedback to Residents: A Qualitative Analysis

Journal of Graduate Medical Education, October 2017

Background Prior research has shown a gender gap in the evaluations of emergency medicine (EM) residents’ competency on
the Accreditation Council for Graduate Medical Education (ACGME) milestones, yet the practical implications of this are not fully
understood.

What was known and gap
Faculty feedback to male and female emergency residents
t analysis ofMethodsappears
toa longitudinal
differ, but
thecontent
educational
and
practical
This study used
qualitative
analysis of narrative
comments
by attending physicians during realdirect observation milestone evaluations of residents. Comments were collected over 2 years from 1 ACGME-accredited EM
ME milestone-time
implications
have
not
been
explored.
training program.
Objective To better understand the gender gap in evaluations, we examined qualitative differences in the feedback that male
and female residents received from attending physicians.

total, 1317 direct observation evaluations with comments from 67 faculty members were collected for 47 postgraduate
ts by attendingResults InWhat
is new
year 3 EM residents. Analysis
of the comments revealed that the ideal EM resident possesses many stereotypically masculine traits.
of a subset of the residents (those with 15 or more comments, n ¼ 35) showed that when male residents
research para-Additionally,
A examination
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struggled, they received consistent feedback from different attending physicians regarding aspects of their performance that
needed
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attending
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duringfeedback
real-time
direct
fect objectivityparticularly regarding issues of autonomy
and assertiveness.
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a goal towardConclusions Our study revealed qualitative differences in the kind of feedback that male and female EM residents received from
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physicians. The findings
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fluence of ourconsistent feedback and guard against gender bias in their perceptions of residents’ capabilities.
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ABSTRACT

Background Prior research has shown a gender gap in the evaluations of emergency medicine (EM) residents’ compete
the Accreditation Council for Graduate Medical Education (ACGME) milestones, yet the practical implications of this are n
understood.

Le feedback inconstant
plus souvent chez le femmes conduit
à un feedback moins utile pour aider à
progresser
sur des caractéristiques masculines
comme l’autonomie et l’assurance
provoque de moins bonnes évaluations et
assessment of competency is to have a ‘‘be
unIntroduction
délai dans développement
effect on learning,’’ a broad body of literatur

Objective To better understand the gender gap in evaluations, we examined qualitative differences in the feedback tha
and female residents received from attending physicians.

Methods This study used a longitudinal qualitative content analysis of narrative comments by attending physicians durin
time direct observation milestone evaluations of residents. Comments were collected over 2 years from 1 ACGME-accredi
training program.

Results In total, 1317 direct observation evaluations with comments from 67 faculty members were collected for 47 postgr
year 3 EM residents. Analysis of the comments revealed that the ideal EM resident possesses many stereotypically masculin
Additionally, examination of a subset of the residents (those with 15 or more comments, n ¼ 35) showed that when male re
struggled, they received consistent feedback from different attending physicians regarding aspects of their performance
needed work. In contrast, when female residents struggled, they received discordant feedback from different attending phy
particularly regarding issues of autonomy and assertiveness.

Conclusions Our study revealed qualitative differences in the kind of feedback that male and female EM residents receive
attending physicians. The findings suggest that attending physicians should endeavor to provide male and female residen
consistent feedback and guard against gender bias in their perceptions of residents’ capabilities.

9

Despite achieving parity in medical school graduations,1 female physicians face barriers to advancement.2 They hold fewer faculty positions at academic
institutions, earn lower adjusted incomes, and are in
fewer positions of leadership in medical societies and
departments than their male counterparts.1–7 A recent
systematic review suggested that the greatest attrition
in commitment to academia occurs during residency,
possibly due to implicit gender bias and lack of
support in the workplace, among other contributors.2
Few studies have examined the status of women in

social sciences notes that status characteristic
gender—matter when evaluating someone’s
tency, even on theoretically objective standar
when meritocracy is valued in organizatio
Research has also found that evaluators stru
assess competency or merit independent of
and gendered expectations.13–16
A recent study by our group found an atta
gap between male and female EM reside
evaluations of performance on the nationall

Autres concepts associés
Biais – Stéréotypes - Préjugés
Biais

Stéréotypes

Préjugés

Discrimina5on

Un stéréotype est une image préconçue, une représentation simplifiée
d'un individu ou d'un groupe humain. Il s’agit d’un ensemble de caractéristiques
attribuées à un groupe quelqu’il soit

Vraiment…
Don't ask whether girls are actually bad at math. Ask
why we're still having this discussion.
by Kjerstin Johnson
Published on June 9, 2010 at 3:15pm

https://www.bitchmedia.org/post/are-girls-bad-at-math-are-we-still-having-this-discussion

Autres concepts associés
Biais – Stéréotypes - Préjugés
Biais

Stéréotypes

Préjugés

Discrimination

Attitude négative ou prédisposition à adopter un comportement négatif
envers un groupe ou les membres de ce group qui repose sur une exagération erronée et rigide

Autres concepts associés
Biais – Stéréotypes - Préjugés
Biais

Stéréotypes

Préjugés

Discrimination

Discrimination est l’application dans le concret d’un préjugé: comportement négatif non
justifiable produit à l’encontre d’un groupe donné
Racisme systémique – Critical race theory
https://www.youtube.com/watch?v=BRT8z_oquhU

Critical Race Theory
• Voilà un terme qui surgit dans la discussion aux Etats-Unis
et dans une moindre mesure au Canada
• Qu’en est-il?
• Modèle développé pour expliquer la discrimination raciale,
en se basant sur le fait que la race n’est pas une distinction
biologique sur une apparence physique mais plutôt une
construction sociale qui permet à une portion de la
population (blanche) de contrôler les individus de couleur.
https://www.britannica.com/topic/critical-race-theory
What the moral panic about ‘critical race theory’ is about
Moira Donegan

Autres concepts
• Microagressions:
– Énoncés insultant, dérogatoires verbaux ou non-verbaux, ou
environnemental (le fonctionnement, les locaux, etc) qui
communiquent des messages hostiles, négatifs à des individus qui
sont déjà dans un groupe marginalisé.

• Intersectionnalité:
– Modèle d’analyse et de réflexion sur comment les caractéristiques
d’un individu (race, sexe, classe sociale, sexualité, religion etc) se
combinent et établissent des modèles différents de discrimination de
ceux basés uniquement sur une caractéristique.

Images created by Kiyun Kim. Retrieved from https://nortonism.tumblr.com/post/68947750755/here-are-the-restof-the-photos-from-my on Sept. 12, 2019. Images available for reuse with attribution.
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Microaggressions
Les auteurs en définissent 4 types:
• Micro-assaut
• Micro-insulte
• Invalidation
• Environnementale
•

https://www.youtube.com/watch?v=hDd3bzA
7450

Microrésistance:
efforts individuels ou collaboratifs
Qui visent à aider les individus qui font
face aux agressions en les aidant à
s’exprimer, en les supportant et en leur
indiquant les ressources disponibles

Comment résister

Microaffirmations:
Petits gestes d’affirmation, de support,
d’écoute
Reconnaître les expériences vécues
Garder une écoute active
Supporter les émotions

•

Responding to
Microaggressions with
Microresistance: A Framework
for Consideration
Ganote, C; Cheung F, Souza T. for
the POD diversity committee

https://podnetwork.org/content/uploads/DCwhite-paper-2016_Final2.pdf

•

Les microagressions sont des
remarques, des comportements
blessants, intentionnels ou non qui
communiquent une attitude hostile,
dérogatoire, négative. Ces remarques
bien que plus limitées font partie d’un
système d’oppression plus généralisé,
qui les tolère
La Microrésistance permet de se
défendre ou alors de se montrer
solidaire à nos collègues qui font face
à ses agressions

Microresistence & Microaffirmations
Microresistances are small-scale
individual and/or collaborative efforts
that empower targeted people and
allies to respond to microaggressions:
● Self care
● Show up
● Talk about it
● Accessing resources
● Practice microaffirmations
● Communication strategies

Microaffirmations are “tiny acts of
opening doors to opportunity,
gestures of inclusion and caring, and
graceful acts of listening”:
●
●
●

Active listening
Recognizing and validating
experiences
Affirming emotional reactions

Powell, Demetriou, & Fisher (2013)
Ganote, Cheung, Souza; Irey, 2013, pp. 36).
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Autres concepts associés:
Privilège

Voici des énoncés sur la notion de
privilèges
•
•
•
•
•
•

Si j’ai besoin de déménager pour quelque raison que ce soit, je n’ai pas à m’inquiéter
d’avoir de la difficulté à louer un logement dans un quartier dans lequel je voudrais
vivre
Si je demande à parler à la personne en charge dans un magasin, je vais parler à
quelqu’un comme moi
Si je passe à travers un point de sécurité à l’aéroport, je ne serai pas considérée
suspect d’emblée
Si je me présente dans une salle d’urgence, je m’attends à être traité avec respect et
dignité
SI je marche dans un garage à étage pour aller à mon auto le soir je ne me sens pas
vulnérable
Je peux acheter des photos, des cartes postales, des livres de photos, des cartes de
souhait, des poupées, des jouets, et des magazines qui représentent des individus
comme moi

Voici les énoncés sur la notion de
privilèges
• J’ai confiance qu’à qui que ce soit que je parle, je serai compris
• J’ai confiance en moi et en la première impression que je dégage
quand je me présente devant un client, un patient, un employeur
• Quand un patient me demande d’où je viens, je pense que c’est
parce qu’il veut être amical
• Mon employeur me donne les congés aux journées qui sont
importantes pour moi
• Je peux rentrer tôt au travail ou tard le soir sans avoir à
m’inquiéter et que mes enfants seront bien traités
• Je peux prendre la parole dans une assemblée ou une réunion et
savoir que je serai écouté

Voici les énoncés sur la notion de
privilèges
•
•
•
•
•
•
•

Dans une réunion, je me sens partie du groupe, engagé plutôt que isolé, la 5ème
roue du carrosse
Si j’inspecte le menu de la cafétéria, je peux trouver quelque chose qui me
convient
Mon âge ajoute à ma crédibilité
Je peux aller dans une rencontre de bureau avec mon/ma partenaire sans être
inquiet
Je suis certain que si je suis en difficulté financière ou médicale, ma race ne sera
pas un handicap
Je peux appliquer sur un poste sans penser que je serai pris parce que je remplis
un quota et que je me le ferai reprocher par mes collègues
Je n’ai pas de conditions médicales, ou de restrictions culturelles ou religieuses
qui requièrent des arrangements et qui m'expose comme différent

On re&ent quoi de
ce ques&onnaire?

Notion de privilège

Qu’en est-il de la liberté individuelle?

•

Il y a plusieurs façons
de profiter de sa
pointe de tarte…mais
il y en a des plus
justes que d’autres…

Concepts – inégalité-injustice
• Quel énoncé est vrai?
1. Un support égal offert à tous assure l’équité sociale
2. Un support adapté à l’individu en fonction de ses besoins
assure l’égalité sociale
3. La justice survient lorsque les barrières systémiques sont
retirés et tous ont un accès égal.

Autres concepts: inégalité - injustice
Luck shapes every human life. That has radical moral implications. - Vox

2021-09-28 21:50

×

Will you
We’re aiming to add 4,500 contributions by
help us hit
the end of September, to help keep Vox free.
our goal?

Give

The radical moral implications of
luck in human life
Acknowledging the role of luck is the secular equivalent of religious

“You didn’t make good choices.
You had good choices.”
awakening.
By David Roberts @drvolts

Updated Feb 17, 2020, 11:25am EST

Daniel Kaluuya on Black People Having to Answer for
Racism

1. Sens de responsabilité est
diffus, incertain

Pourquoi ne
réagit-on pas
…

2. Situation ambiguë
3. Coût personnel de notre
réaction
4. Appréhension

1. Démontrer son inconfort
2. Réponse directe:
• dans le moment: intervention ferme, claire et concise

Comment peut-on
réagir?

3. Changer le focus:
• Distraire

4. Documenter:
• Discuter, documenter, trouver des supports

5. Suivre:
• Supporter la personne concernée

L’impact de la formation
médicale sur le
professionnalisme

Le
curriculum
caché

2018, VOL. 30, NO. 1, 112–117
https://doi.org/10.1080/10401334.2017.1359610

OBSERVATIONS

Medical Students’ Implicit Bias and the Communication of Norms in Medical
Education
Rachael Hernandez

Un individu donné peut être guidé par des standards normatifs ( externes: une règle, une loi)
ou par des standards personnels (internes).
Issue. Medical educators should consider how institutional norms inﬂuence medical students’
of implicit bias. Understanding normative structures in medical education can shed
Lesperceptions
individus
ayant
une
référence
personnelle
light
on why this inﬂuence
is associated
with students’
resistance to implicit
bias. Evidence. Extant (interne) sont plus sensibles aux biais implicites
Department of Communication Studies, Indiana University–Purdue University Indianapolis, Indianapolis, Indiana, USA

ABSTRACT

KEYWORDS

Implicit bias; medical
education; communication;
norms

research across diverse ﬁelds of study uncovers and theorizes layers of norms and normative
systems and how they are related to ethical behavior. This review bridges the ﬁelds of
communication, bioethics, and medical education, constructing an organized foundation and
common language by which researchers can build effective educational interventions. First, the
nature and effects of implicit bias are described. Second, the nature of normative systems in
medical education is explicated. Concepts from the ﬁelds of education and communication are
transferred to medical education. Third, the structure of the communication of norms in medical
education is revealed, through theoretical research in bioethics and empirical medical education
research. Implications. Recommendations are provided for medical educators to improve activities
intended to encourage reﬂection on implicit bias. These recommendations include reframing
educational activities as endeavors in “personal” development and uncovering and transforming
those normative structures that encourage resistance to implicit bias.
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Implicit bias

medical doctors, like the general public, hold implicit
biases regarding outgroups, potentially exacerbating
Implicit bias, cognition,
and1.care
2,8
Figure
Theinequities
relationship between
norms,
personal
standards,
and perception
This implicit
preference of
is implicit bias.
existing
health
inequities.
Health inequities persist in the areas of life expectancy,
especially deleterious to difﬁcult medical decision
infant mortality, hypertension,1 pain treatment, and
making, because unconscious beliefs are weighted more
mental health, alongof
theanalysis
lines of race,
gender,
when placing
informationblame
leading to
orethnicity,
an object
to beheavily
studied,
ontreatment
andis ambigindividually held values, and deemphasize instituimmigration status, religious afﬁliation, obesity, age, and
uous or32uncertain.2 There is a growing body of research
Interviews
with
stupatients,
or
tional
2 through use of humor.
9–13 norms, a student may interpret that activity as
and
that interrogates both the cognitive processes
sexual orientation or identiﬁcation. Healthcare provider
4,14,15
dents
students learn
to accept
hierarchy
ﬁtting into the many efforts they personally make to be
ofthe
implicit
bias.
cognition and behavior
haverevealed
been cited that
as contributing
remediation
2,3
implicit
bias in
There are mixed
ﬁndings staff,
regarding the
extent to
factors to these inequities.
throughPhysician
a process
involving
humiliation
by senior
ethical
physicians and act in accordance with their
particular has the potential to negatively impact commuwhich implicit biases inﬂuence physician–patient comsuch
as
incidents
in
ward
rounds
where
students
are
personal
nication with patients and patient outcomes. Implicit
munication and clinical decision making. Some researchvalues, in contrast to reacting to the mixed mes30
TEACHING
AND LEARNING
IN MEDICINE
bias against outgroups
is the result
of latent social
forces
ofSome
actual elements
patient encounters
suggests that
physician
of the norunable
to answer
a question.
sages
of medical education norms. For
example,
ofﬁcial
2018, VOL. 30, NO. 1, 112–117
that lead to unconscious, stereotype-based assumptions
implicit bias can harm the patient–doctor relationship.
mative structures in medical education have the potential
documents referencing a “required activity
for graduahttps://doi.org/10.1080/10401334.2017.1359610
about patients, which have the potential to affect physiOne study conducted via telephone surveys of patients
4
to
discourage
medical
students
from
interrogating
the
tion,”
or
an
offhanded
educator
comment
about
“profescian behavior. It has been shown to be distinct from
found that physician implicit biases were associated with

Le curriculum caché en dégradant les valeurs professionnelles et l’idéalisme des étudiants
va venir diminuer leur aSenTon ou l’impact des biais implicites sur leur réﬂexions ou celle du milieu
dans lequel ils travaillent

cess

g

e to

suggest three domains through which
into a series of personal negotiations
was dominated by white males of
from “legitimate peripheral participation”
as they
the dominant religion.3,11,13,17 Even
to full participation in the community.
identity is influenced and developed,
all acquire their new identity. The
Perspective
“readiness”
of
individuals
to
alter
their
though progress has been made,
An
important
aspect
of
full
participation,
relevant to medical education: individual
existing identity differs25; some navigate
with the community becoming more
according to these authors, is the
A
Schematic
Representation
of collective
thethe process with little difficulty. Erikson6
identity,
relational
identity, and
representative of the society it serves,
acquisition of the identity associated
Professional
and
minority and class distinctions still exist,
with the community.32 This activity is
believed that frequently some degree of
identityFormation
of an individual
identity.24 TheIdentity
Socialization of Medical Students “repression”
and
making entry challenging for many.3,10,11,17
of one’s existing identity
voluntary—the individual wishes to
at
any
moment
represents
the
sum
of
Residents: A Guide for Medical Educators
is required. This repression can lead to
In addition, tension may arise between
join the community and, over time,
Richard
L. Cruess, MD, Sylvia
R. Cruess, MD, J. these
Donald Boudreau,
MD,
the influences
impacting
three
“identity
dissonance” as aspects of one’s
the imperative to impose norms and
accepts the norms established by it.9 The
Curriculum caché
Linda Snell, MD, MHPE, and Yvonne Steinert, PhD
new identity conflict with one’s old
standards in an effort to homogenize
movement from peripheral participation
domains. The individual domain includes
personal characteristics, self-chosen or
Abstract
mandated commitments, beliefs about
Existing
Recent calls to focus on identity formation
complexity
and thepersonal
large number of
Identity formation is a dynamic process
self, and
the establish
impactachieved
of multiple
factors involved.
inone’s
medicine propose
that educators
through socialization; it
identities
as a goal of medical education the support
results in individuals joining the medical
Personal &
you are”
Socialization
Drawing on“Who
the identity
formation and
life
experiences.
The relational
and
guidance
of students and residents
communitydomain
of practice. Multiple factors
Genesas well as experience
socialization literature,
professional
Negotiation
as they develop their professional identity.
and outside of the educational
Sex/Race
gained in teaching
professionalism, the
expresses the influence onwithin
identity
identities
Those entering medical school arrive with
system affect the formation of an
Personal characteristics
authors developed
schematic representations
Acceptance
“Who you become”
aof
personal
identity
formed
since
birth.
As
individual’s
professional
identity.
Each
Experiences
of these processes. They adapted them
significant
individuals,
such
as
Compromise
Religion/Culture
they proceed through the educational
learner reacts to different factors in her
to the medical
context to guide educators
Class
continuum,
successively develop
the
or
his own fashion,
with the anticipated
Rejection
familytheymembers,
friends,
mentors,
and
as they initiate educational
interventions,
Physician
Student
Resident
Education
identity of a medical student, a resident, and
outcome being the emergence of a
which aim to explicitly
support professional
Sexual
orientation
Thejourney
collective
domain
reflects
acoworkers.
physician. Each individual’s
from
professional
identity.
However, the
identity formation and the ultimate goal of
Other
layperson to skilled professional is unique
inherent logic in the related processes
medical education—to ensure that medical
the
impact
of
the
social
groups
to
which
students and residents come to “think, act,
and is affected by “who they are” at the
of professional identity formation and
and feel like a physician.”
beginning and “who they wish to become.”
socialization may be obscured by their
an individual belongs or wishes
to join.
Community of practice
Legitimate
An individual’s status within the group
Full
peripheral
continuously organizing their experiences
D
uringthe
the past
two decades,
attention within
A 2010 Carnegie
Foundation
Report
participation
and
group’s
status
society
are
participation
has been directed at the nature of medical
into a meaningful
whole that incorporates
proposed that professional identity
Social interaction
professionalism
and how
best to teach
their personal, private, public, and
formation
should
be a major focus for
important
contributors
to
this
identity
and assess it. The concept of professional
professional “selves.”
As they pass
medical education, an opinion echoed by
24,25
1 to
A occur,
schematic representation
of from
professional
identity
has received some
mention, albeit
through each stage,
infancy to identity formation, indicating that individuals enter the process of socialization with partially
others in the field. Figure
For this
component.
1

4–8,24,25

2,3,9,10

relatively little in medical education.
Recently, educators have suggested
that the objective of teaching medical
professionalism is to support students
and residents as they develop their own
professional identity.1–3 In this context,
Academic Medicine, Vol.
teaching professionalism becomes a
means to an end, with the end being the
development of a professional identity.
An extensive literature in developmental

adolescence,
and beyond,
medical educators developed
must understand
the
identities
andchildhood,
emerge with
both personal
and professional identities (upper portion). The process of socialization in medicine results in an
individuals gain
experience
and become in a community of practice to full participation, primarily through social interaction (lower
nature of professional
identity, professional
individual
moving from legitimate
peripheral
participation
capable of constructing an increasingly
identity formation, and the process of
portion).
complex persona. The theoretical
socialization through which a professional
approaches to identity formation
identity is formed. The inherent logic of
suggest three domains through which
issues, however, may be obscured
90,these
No.
6
/
June
2015
identity is influenced and developed, all
by their complexity. We have therefore
Academic Medicine, Vol. 90, No. 6 / June 2015
720
relevant to medical education: individual
developed schematic
representations of
identity, relational identity, and collective
identity formation, socialization, and
24
The identity
an individual Medical Colleges. Unauthorized reproduction of this article is prohibite
learners’ roles and
responses to this
Copyright
©process
by the identity.
Association
of ofAmerican

zed reproduction of this article is prohibited.

cess

g

e to

relevant to medical education: individual
identity, relational identity, and collective
identity.24 The identity of an individual
at any moment represents the sum of
the influences impacting these three
Perspective
domains. The individual domain includes
A Schematic Representation of the
personal characteristics,
self-chosen
Professional
Identity Formation
andor
Socialization
of Medical Students
and
mandated commitments,
beliefs about
Residents:
A
Guide
for
Medical
Educators
one’s self, and the impact of multiple
Richard L. Cruess, MD, Sylvia R. Cruess, MD, J. Donald Boudreau, MD,
Linda
MD, MHPE, and Yvonne
PhD
lifeSnell,
experiences.
TheSteinert,
relational
domain
expresses the influence on identity
of significant individuals, such as
Abstract
Recent
calls to members,
focus on identity formation
formationand
is a dynamic process
family
friends,Identity
mentors,
in medicine propose that educators establish
achieved through socialization; it
Thethecollective
domain
reflects
ascoworkers.
a goal of medical education
support
results
in individuals
joining the medical
and guidance of students and residents
community of practice. Multiple factors
impact
of theidentity.
social groups
to which
asthe
they develop
their professional
within and outside
of the educational
Those entering medical school arrive with
system affect the formation of an
an individual belongs or wishes
to join.
a personal identity formed since birth. As
individual’s professional identity. Each
they
proceed
through the educational
learner reacts
to
different factors in her
An
individual’s
status
within
the
group
continuum, they successively develop the
or his own fashion, with the anticipated
identity
a medical
student, a resident,
and within
outcomesociety
being the emergence
andofthe
group’s
status
are of a
a physician. Each individual’s journey from
professional identity. However, the
important
contributors
toinherent
thislogic
identity
layperson
to skilled professional
is unique
in the related processes
and is affected by “who they
are” at the
of professional identity formation and
24,25
component.
beginning
and “who they wish to become.”
socialization may be obscured by their

D
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significant impact on those individuals
from visible minorities or those from
lower socioeconomic backgrounds.11,13,17
More mature medical students who have
a more developed identity may respond
differently compared with students
proceeding directly from secondary
education to medical school.

Role models and mentors generally exert
their influence in two ways.39,40 First,
learners consciously acquire knowledge
through observation, imitation, and
practice, a process made more effective
by guided reflection.39,41,42 Second, the
unconscious patterning of behaviors to
which learners are exposed is equally
powerful39 and results in the acquisition
of tacit knowledge, “that which we
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Figure 2 A schematic representation of the multiple factors involved in the process of socialization in medicine. The large center box surrounded
by the dotted line, which includes role models and mentors and experiential learning, indicates their importance to this process. The direction of the
arrows from existing personal identities to personal and professional identities indicate the dynamic nature of this process.
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provides results of the evaluations of these programs.

Stage 3

Methods

Stade de
Kohlberg

We invited all 92 students entering medical school at the University of Sherbrooke, Que., to complete the Moral Judgment Interview (MJI) questionnaire upon registration. Participation was
voluntary, and we assured respondents of confidentiality. We invited the same individuals to complete the questionnaire again at
the end of their third year of medical studies.
Table 1: Kohlberg’s stages of moral development
Preconventional morality
Stage 1 Avoidance of physical punishment and deference to
authority figures (e.g., parents, teachers): The physical
consequences of an act wholly determine the goodness or
badness of that act.
Stage 2 Instrumental exchange: Right actions are those that
instrumentally satisfy one’s own needs. People are valued in
terms of their utility.
Conventional morality
Stage 3 Interpersonal conformity: Right actions are those that
conform to the behavioural expectations of one’s society or
peers, for the purpose of gaining the approval of others.
Stage 4 Law and order: Right actions consist of doing one’s duty,
showing respect for authority and maintaining the given
social and institutional order for its own sake. Deviation
from rules will lead to social chaos.
Postconventional morality
Stage 5 Social contract: Behaviour is guided by a sense of obligation
because of a social contract to make and abide by laws for
the welfare of all and for the protection of all people’s rights.
There is a feeling of contractual commitment, freely entered
upon, to family relationships, friendships and work
obligations. Laws and duties should be based on a rational
calculation of overall utility: “The greatest good for the
greatest number.”
Stage 6 Universal ethical principles: Right actions are defined in
terms of universal moral principles (justice, equality of
human rights and respect for the dignity of human beings as
individuals) and a sense of personal commitment to them.
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Changes in students’ moral development
during medical school: a cohort study

prompts us to ask whether a hidden curriculum exists in the
structure of medical education that inhibits rather than facilitates the development of moral reasoning.

Table 2: Stages of moral reasoning at year 1 and year 3 among students who completed the Moral

perience somehow inhibited rather than facilitated th
velopment of their moral reasoning.
We conducted a study to determine whether fin
similar to those from the US studies would be observe

Le curriculum caché toujours négatif?
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Hygiène de prise de décision générale:

Comment se
protéger

1. Rechercher les contradictions
2. Rechercher les désaccords pour les
discuter – renforcer travail d’équipe
3. Discuter des incertitudes avec les
collègues
4. Expliciter les critères qui nous
aident à décider

• Éviter le « hubris »

Savoir rester
humble

– Comportement orgueilleux lié à la
démesure et à la convoitise
– Le médecin fort de son savoir et de
son pouvoir qui oublie que le patient
doit être au centre de son activité

• Savoir maintenir:
– La confiance dans l’action
– L’humilité dans l’évaluation de l’autre
– La bienfaisance
• Un outil:
– La réflexion dans l’action

When we come to it

En
terminant,

We, this people, on this wayward, floating body
Created on this earth, of this earth
Have the power to fashion for this earth
A climate where every man and every woman
Can live freely without sanctimonious piety
Without crippling fear

When we come to it
We must confess that we are the possible
We are the miraculous, the true wonder of this world
That is when, and only when
We come to it.

A brave and startling truth, Maya Angelou

En terminant,

At the end,
we will remember not
the words of the
enemies,
but the silence of our
friends.
Dr. Martin Luther King, jr.

