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Abstract

Recent evidence suggests that one possible cause of dispatities in health outcomes for stigmatized
groups is the implicit biases held by health care providers. In response, several health care organizations
have called for, and developed, new training in implicit bias for their providers. This review examines
current evidence on the role that provider implicit bias may play in health disparities, and whether
training in implicit bias can effectively reduce the biases that providers exhibit. Directions for future
research on the presence and consequences of provider implicit bias, and best practices for training to

reduce such bias, will be discussed.
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A number of stigmatized social groups face
broad and persistent health disparities. Many eth-
nic/racial groups, such as African Americans and
American Indians, have shorter life expectancies
than their White peers (e.g, Williams &
Mohammed, 2009; but see Ruiz, Hamann, Mehl,
& O’Connor, 2016, for an example of the
“Hispanic paradox”). Individuals with lower soci-
oeconomic statuses face increased risk of disease,
and women are more likely to be the victims of
rape and intimate partner violence and suffer
from depression than men (e.g, Coker et al,
2002; Nolen-Hoeksema, 2001). Sexual orienta-
tion may also be another key factor in continued
health disparities such that gay men, lesbian
women, and bisexuals tend to have poorer health

than their heterosexual counterparts (e.g., Dilley,
Wynkoop Simmons, Boysun, Pizacani, & Stark,
2010).!

The causes for such disparities are linked to
three broad factors: Genetic/biological anteced-
ents, socioeconomic predictors, and psychologi-
cal processes that contribute to biased health care
(e.g., Adler & Rehkopf, 2008; Sankar et al., 2004;
Schnittker & McLeod, 2005). Prominent among
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the psychological biases that have been discussed
are the nonconscious or implicit prejudice and
stereotypes held by health care providers. Despite
their explicit commitment to providing equal
care, some studies suggest that implicit prejudice
and stereotyping can impact the judgment and
behavior of health care providers when they
interact with stigmatized patients (e.g, Green
et al,, 2007; see Chapman, Kaatz, & Carnes, 2013,
for a review). To address this problem, several
health care organizations have proposed, and in
some cases tested, new approaches to raising
awareness and providing skills for reducing
implicit bias in patient care. Not surprisingly,
most of the research on implicit bias in health
care draws heavily from the theoties and research
methods developed by social psychology for the
study of intergroup processes. Indeed, many
social psychologists directly collaborate on the
work being done to document and prevent
implicit bias in health care.

The purpose of this paper is to provide an
overview of the research on implicit bias among
health care providers and the steps being taken to
develop interventions to reduce such bias using
articles found on the PsycINFO, PubMed, and
Google Scholar search databases. We also high-
light gaps in the scientific literature, and suggest
future directions for research on the role of
implicit bias in creating disparities for stigmatized
patients.

Persistent Concerns About Bias
in Health Care Delivery

One of the more troubling explanations for con-
tinuing health disparities is bias on the part of
health care providers (Smedley, Stith, & Nelson,
2002; van Ryn & Fu, 2003). Although bias seems
anathema to the profession, this has not always
been the case. For example, the Tuskegee Syphilis
Study of Untreated Syphilis in the Negro Male (1932 to
1972) was a long running study conducted by the
United States Public Health Service in which hun-
dreds of African American men infected with
syphilis were studied to understand the life history
of the disease. Not only were the men unaware

that they had the disease, but they were never
given treatment to cure it—even though the treat-
ment had become commonplace while the study
was being conducted. The effects of the Tuskegee
study can still be seen today in that African
Americans who have knowledge of the study
report greater medical and research mistrust
(Freimuth et al, 2001; Shavers, Lynch, &
Burmeister, 2000).

Three converging lines of evidence make it
difficult to dismiss provider bias as playing some
role in creating or maintaining health disparities.
First, ethnic/racial differences in care have been
observed even after economic, educational, and
access differences were accounted for, leading
some to conclude that bias must be at work (e.g,,
Kressin & Petersen, 2001; Sheifer, Escarce, &
Schulman, 2000). Second, careful examinations
of providers’ perceptions of actual patients
showed that African American patients were per-
ceived in more negative terms than White patients
(e.g, Finucane & Carrese, 1990; van Ryn & Burke,
2000). Finally, controlled experiments have found
that providers’ perceptions and treatment recom-
mendations for hypothetical Black patients dif-
fered significantly from those made for
hypothetical White patients with the exact same
symptoms (for a review see Paradies, Truong, &
Priest, 2013).

Another source of evidence that cannot be
ignoted is the consistent finding that ethnic/
racial minorities report greater dissatisfaction
with their health care providers—especially when
the providers are not of the same ethnicity (i.e.,
typically White)—and they perceive significantly
more bias in health care compared to Whites (e.g,
Cooper, Johnson, Ford, Steinwache, & Powe,
2003; Cooper-Patrick et al, 1999; LaVeist,
Nickerson, & Bowie, 2000; Saha, Komaromy,
Koepsell, & Bindman, 1999). A national survey
by The Commonwealth Fund (Collins et al.,
2002) found that compared to Whites, Hispanics
and African Americans were nearly twice as likely
to report problems communicating with their
providers, 14 times more likely to believe that
they would receive better health care if they were
of a different ethnicity, and nearly twice as likely
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to feel that they had been treated with disrespect
during a recent health care visit.

Based on this evidence and increasing aware-
ness of the subtle ways in which bias may affect
judgment and behavior, a ground-breaking report
by the Institute of Medicine IOM; Smedley
et al, 2002) concluded that unrecognized or
implicit bias among health care providers may
contribute to health disparities, but additional
research was needed to provide more direct evi-
dence on the processes at work.

Direct Evidence of Biased
Attitudes and Stereotypes Among
Health Care Providers

The IOM report was based on inferences drawn
from observational or survey data within the field
of medicine, and evidence provided by (nonmed-
ical) social psychology studies. The latter provid-
ing the strongest evidence that implicit (if not
explicit) intergroup bias is implicated in worse
interpersonal interactions and biased behavior
(e.g, Dovidio, Kawakami, & Gaertner, 2002;
Fazio, Jackson, Dunton, & Williams, 1995). In the
time since the IOM report was published, how-
ever, numerous studies have provided direct evi-
dence on the attitudes and beliefs of health care
providets.

Implicit Attitudes Among Health Care
Providers

Consistent with other populations, health care
providers demonstrate implicit biases indicative
of more negative attitudes toward African
Americans than Whites (Blair, Havaranek, et al.,
2013; Cooper et al.,, 2012; Green et al., 2007,
Haider, Schneider, Sriram, Dossick, et al., 2015;
Haider, Schneider, Stiram, Scott, et al., 2015;
Haider et al., 2011; Hausmann et al., 2015; Oliver,
Wells, Joy-Gaba, Hawkins, & Nosek, 2014; Sabin,
Nosek, Greenwald, & Rivara, 2009; Schaa, Rotert,
Biesecker, Cooper, & Erby, 2015; Stepanikova,
2012; for null effects, see Penner et al., 2010;
Sabin, Rivara, & Greenwald, 2008), more nega-
tive attitudes toward Latinos than Whites (Blair,

Havaranek, et al., 2013; Blair, Steiner, et al., 2013;
Stepanikova, 2012), and somewhat more negative
attitudes toward Native Americans than Whites
(Sabin, Moore, Noonan, Lallemand, & Buchwald,
2015). Health care providers also exhibit negative
implicit biases against overweight/obese individ-
uals (Phelan et al., 2014; Sabin, Marini, & Nosek,
2012; Teachman & Brownell, 2001; Waller,
Lampman, & Lupfer-Johnson, 2012), gay and les-
bian people (Burke et al., 2015; Sabin, Riskind, &
Nosek, 2015), lower social class (Haider,
Schneider, Sriram, Dossick, et al., 2015; Haider,
Schneider, Sriram, Scott, et al., 2015; Haider et al.,
2011), injecting drug users (von Hippel, Brener,
& von Hippel, 2008), and wheelchair users with
spinal cord injuries (Galli, Lenggenhager,
Scivoletto, Molinari, & Pazzagila, 2015).

Implicit Stereotypes Among Health Care
Providers

Although the majority of the research has focused
on attitudes (L.e., positive/negative associations), a
handful of studies have explored specific implicit
associations stereotypes of
groups. Research suggests that health care provid-

and stigmatized
ers implicitly hold associations that African
American patients are less compliant and less
cooperative in medical settings than White
patients, despite the fact that the health care pro-
viders were not provided with evidence that
Affican American patients are especially noncom-
pliant or uncooperative (Green et al., 2007; Sabin
& Greenwald, 2012; Sabin et al., 2008). What is
more, research does not support the association
that African American patients are more noncom-
pliant in health care settings (e.g.,, Steiner et al.,
2009). Diseases stereotypically associated with
Affican Americans (e.g, sickle cell anemia, HIV,
drug abuse) were also recognized faster by provid-
ers following subliminal presentation of Black
than White faces (Moskowitz, Stone, & Childs,
2012). Although some diseases may possess a
genetic component and thus reflect an accurate
stereotype, physicians’ responses demonstrated
inaccurate (e.g, drug abuse) as well as accurate
(e.g, sickle cell anemia) disease stereotypes. Bean,
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Stone, Badger, Focella, and Moskowitz (2013) fur-
ther showed stereotypes of Hispanics among
nursing and medical students, who were faster to
respond to words associated with noncompliance
and risky health behavior following subliminal
images of Hispanics than Whites. Importantly,
Bean and colleagues suggested that these stereo-
types may stem from health care providers per-
ceiving communication difficulties as a barrier
when treating Hispanic patients (Lipton, Losey
Giachello, Mendez, & Girotti, 1998). Health care
providers, in the absence of any validating infor-
mation, have also been found to implicitly stereo-
type obese people as more lazy, stupid, and
worthless than thin people (Schwartz, O’Neal
Chambliss, Brownell, Blair, & Billington, 2003).

Explicit Attitudes and Stereotypes Among
Health Care Providers

Despite the numerous findings of health care
providers showing implicit bias toward stigma-
tized groups, the findings on explicit or more
controlled forms of bias generally show relatively
low or even reversed bias. For example, Blair,
Havaranek, et al. (2013) found that while doctors
held implicit bias against Latino and African
American patients, negative explicit attitudes
against these groups were virtually nonexistent.
In other research, health care providers explicitly
reported that African American patients are no
more likely than White patients to be noncoop-
erative (Green et al., 2007). However, some stud-
ies have found indications of explicit bias by
health care providers. Cooper et al. (2012) found
that providers explicitly stereotyped African
American patients as less cooperative than White
patients, even though the providers had similar
explicit attitudes toward both groups. When asked
about what most health care providers believe,
Bean et al. (2014) found that medical and nursing
students perceived Hispanic and American Indian
patients as engaging in more risky health behavior
and as more noncompliant than White patients.
In general, then, health care providers appear
to have many of the same attitudes and beliefs
toward stigmatized groups as found in other

populations, with higher levels of implicit than
explicit bias (Blair, Havaranek, et al., 2013; Galli
et al., 2015; but see Peris, Teachman, & Nosek,
2008, for an example of providers showing less
implicit mental health bias than nonproviders).
Importantly, although health care providers show
mean levels of bias against stigmatized groups,
there is wide variance from provider to provider.
For example, White, Hispanic, and Asian health
care providers exhibited moderate levels of
implicit bias toward African Americans whereas
Affican American health care providers showed
no such implicit bias (Sabin et al., 2009). Moreover,
Sabin and colleagues found that, in general, male
health care providers showed greater implicit
racial bias than did female health care providers.
Other findings show that higher body mass index
(BMI), as well as male, health care providers had
less implicit bias toward obese individuals (Sabin
et al,, 2012; Schwartz et al., 2003), and providers
with more contact with patients with spinal cord
injuries showed less implicit biased toward wheel-
chair users (Galli et al., 2015).

Associations Between Implicit
Bias and Medical Judgments/
Treatment

Does the level of bias of a particular provider
matter in the perception and treatment of
patients? As noted earlier, previous studies out-
side of health care have examined how implicit
bias relates to biased judgment and behavior in
other domains (e.g., Dovidio, Kawakami, &
Gaertner, 2002). Based on that work, researchers
have developed a general model on the ways in
which provider bias may contribute to health dis-
parities (Blair, Steiner, & Havranek, 2011; Dovidio
et al., 2008; van Ryn, 2002; van Ryn & Fu, 2003;
see Figure 1). As shown in Figure 1, health care
providers’ implicit bias may contribute to dispari-
ties through two paths. In Path A, providers’
implicit bias may affect their judgments and med-
ical decisions regarding patients in their care (i.e.,
worse for stigmatized patients), with downstream
consequences for health disparities. In Path B,
providers’ implicit bias may negatively impact
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Figure 1. Model of paths through which provider implicit bias may contribute to health disparities.

their communication and interaction with stigma-
tized patients, impacting the patients’ percep-
tions, judgments, and trust with their provider;
this in turn would impact the patients’ engage-
ment and adherence to treatment and increase
health disparities. Importantly, these two paths
may interact with one another such that the poor
medical decision-making by the provider in Path
A may undergird negative communication and
mistrust with the patient (and vice versa).

Most of the research that has been conducted
to test Path A has presented health care providers
with hypothetical clinical cases that, randomly
assigned, vary in the patients’ social group mem-
bership (e.g, White vs. Black). The researchers
then examine the extent to which providers’
implicit biases correlate with judgments and deci-
sions, according to the patients’ group membet-
ship. Consider, for example, a highly cited study by
Green et al. (2007), who found that medical resi-
dents with greater implicit racial bias were less
likely to recommend thrombolysis (“clot-busting”)
treatment for a Black patient suffering from chest
pain in a hypothetical scenario; implicit racial bias
did not relate to treatment recommendations for a
White patient with the same symptoms.

Research published since Green et al. (2007),
however, has revealed a more complex picture.
Studies show that providers’ implicit bias predicts
some, but not all, medical judgments. For exam-
ple, Sabin and Greenwald (2012) found that pro-
viders” implicit race bias predicted less prescribed
postsurgical pain medication for African American

than White patients, but implicit race bias did not
predict race differences in decisions for other
medical issues, such as treatment of urinary tract
infections, attention deficit hyperactivity disorder,
and asthma. Many other studies have failed to find
any association between providers’ implicit race or
class biases and their medical judgments (Haider,
Schneider, Stitam, Dossick, et al., 2015; Haider,
Schneider, Sriram, Scott, et al., 2015; Haider et al.,
2011; Oliver et al., 2014; Sabin et al., 2008).

Only one study has investigated providers’
implicit bias and actual medical treatment, rather
than responses to a hypothetical scenario. Blair
et al. (2014) assessed implicit bias among experi-
enced providers and then examined the medical
records of a random sample of patients diag-
nosed with hypertension (stratified by ethnicity/
race). An analysis of patients’ medications
showed that increases in treatment intensifica-
tion—pbhysicians’ decisions to start a new medi-
cation or increase medication dosage when
hypertension persists—for minority (vs. White)
patients bore no relation to providers’ implicit
biases. Furthermore, although hypertension con-
trol was worse among African American than
White patients, this difference was also unrelated
to their providers’ implicit biases.

Considering the evidence thus far, it appears
that provider bias may play only a limited role in
explaining ethnic/racial health disparities through
providers’ medical judgments and decisions
(Pathway A in Figure 1). This finding is consistent
with laboratory research that shows stronger
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associations between implicit bias and nonverbal
behavior than explicit statements or judgments
(Dovidio et al., 2002; Fazio et al., 1995). Many
decisions about specific medications and treat-
ment options are based on practice guidelines
that leave little room for the influence of provid-
ers’ feelings and beliefs. Additional research is
needed that directly compares these types of
decisions with those that allow for more discre-
tion in providers’ decision-making (e.g., giving
narcotics for pain management, recommending a
novel treatment that may be more effective but
requires strict adherence and follow-up).

In addition, the majority of research on bias in
medical decision-making has been conducted
through hypothetical scenatios. Although a hypo-
thetical scenario may accurately reflect some types
of decision scenatios (i.e., careful consideration of
written information, no time limit, and judgments
that one knows will be carefully analyzed by
researchers), other decisions are made under more
stressful and ambiguous conditions (e.g,, address-
ing pain complaints in a busy, understaffed emer-
gency department). The one study to date that
examined real patient care by Blair et al. (2014) was
conducted under conditions that are likely to miti-
gate bias: a primary care setting in which patients
and providers developed working relationships
over the course of many years; processes and out-
comes that were made over time, with many
opportunities for adjustment; strong organiza-
tional expectations for meeting hypertension con-
trol guidelines and awareness of the problem of
uncontrolled hypertension, particularly among
African Americans. Implicit bias may be more
likely to affect care delivered outside of established
relationships, or in decisions made under time
pressure, with limited information, and without
the benefit of clear guidelines (Burgess, van Ryn,
Dovidio, & Saha, 2007; Stepanikova, 2012).

Evidence on Associations Between
Implicit Bias and Patients’
Perceptions and Behavior

The second pathway (B) through which provider

bias may contribute to health disparities, as shown
in Figure 1, focuses on the effect of implicit bias

on interpersonal communication. As noted previ-
ously, a number of lab studies have shown that
people with more implicit ethnic/racial bias have
poorer interpersonal interactions with minority
individuals, often in very subtle ways (e.g,
Dovidio et al., 2002). In the medical context, such
interactions may impact the providers’ ability to
accurately assess the patients’ views on treatment
plans and curtail productive discussion, especially
if the topic is sensitive (e.g., the need for lifestyle
changes or the use of drugs and alcohol). On the
patient side, a poor interaction due to provider
bias could undermine trust and engagement in
care, leading to less follow-up and worse adher-
ence to the treatment plan.

Several studies have shown that African
American patients report less positive clinical
interactions with providers who have higher lev-
els of implicit bias favoring Whites over Blacks
(Blair, Steiner, et al., 2013; Cooper et al., 2012;
Penner et al., 2010). For example, Blair, Steiner,
et al. (2013) examined the association between
providers’ implicit ethnic/racial bias and their
patients’ perceptions of the “patient centered-
ness” of their provider during medical visits.
African American patients in this study consist-
ently rated their providers lower on interpersonal
treatment, communication, trust, and knowledge
of the patient to the extent that the providers had
more implicit bias. However, the study found no
association between Latino patients’ perceptions
of their providers and their providers’ implicit
bias against Latinos, suggesting that implicit bias
may not be expressed or may not be perceived in
the same way with different groups.

Other researchers have attempted to assess
provider behaviors more objectively. For exam-
ple, Cooper et al. (2012) measured providers’
implicit prejudice and stereotyping of African
Americans and then audio-recorded their clinical
visits with African American and White patients.
These recordings were subsequently coded for
possible behavioral indicators of bias, such as
verbal dominance, amount of patient-centered
communication, and length of the clinical visit.
Although providers’ implicit race bias showed
some associations to these behavioral indicators
with African American patients, the same bias
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also predicted similar outcomes with White
patients. Interestingly, African American and
White patients differed in their perceptions of
providers with greater implicit bias, with African
American patients reporting worse interactions
with biased providers than White patients. Thus,
providers’ implicit bias may have a negative
impact on clinical visits with both African
American and White patients, but the providers’
implicit bias may especially damage the percep-
tions of African American patients.

Another study found a similarly complex
view of providers’ implicit bias predicting more
objective behaviors. In a partial reanalysis of the
Penner et al. (2010) data, Hagiwara et al. (2013)
measured the amount of time that providers
talked during the clinical interaction compared
to the amount of time that the patients talked
(i.e., talk-time ratio). Results revealed that pro-
viders with more implicit bias had higher talk-
time ratios (greater dominance) with African
American patients. However, this dominance
during the interaction was positively related to
patient adherence with medications 16 weeks
later. As speculated by Hagiwara and colleagues,
this pattern may reflect the influence of a third
variable (past experiences with discrimination)
that could have affected how much the patients
asserted themselves during the interaction and
their subsequent (lower) adherence. Note that
while Cooper et al. (2012) provided a White
patient reference group, there was no such com-
parison group included in Hagiwara and col-
league’s analysis.

To summarize, research shows that providers’
implicit bias is a relatively consistent predictor of
ethnic/racial differences in patients’ subjective
experiences with their health care providers, at
least for African American patients. However,
objective indicators of specific provider behav-
iors involved in these experiences have been
more difficult to pin down (but see Hagiwara
et al., 2016). One may certainly argue that the
patients’ perception of the situation is more
important than objective events when it comes
to trust and willingness to follow treatment rec-
ommendations or engage further with the health
care system. Indeed, a vast amount of research

shows that perceived discrimination may under-
mine health among stigmatized groups (for a
review see Pascoe & Richman, 2009).

Importantly, additional work is needed on the
conditions under which provider bias is more or
less likely to affect communication with patients.
Basic research suggests a number of moderating
conditions that have yet to be mapped on to med-
ical practice (see Perugini, Richetin, & Zogmaister,
2010). Similarly, little is known about the ways in
which the effects of provider bias may be exacer-
bated by patient characteristics. Patients who
have experienced many prior episodes of bias in
other settings (e.g;, school or work) may be par-
ticularly sensitive to implicit bias in the medical
setting (Hagiwara et al., 2016); or, a patient who is
assertive or challenges the providers’ judgment
may be more likely to activate provider bias. We
turn next to examine the work being done to help
providers understand the experiences of stigma-
tized patients.

Reducing Implicit Bias Among
Health Care Providers

In response to the evidence that health care pro-
viders exhibit implicit bias, and that it may affect
patients’ perceptions of their care, health care
organizations and faculty are developing and test-
ing new training in implicit bias for health care
providers. Several papers describe best practices
for helping students in health care learn about
their biases, and emerging research indicates that
adopting approaches developed for reducing
implicit bias in science, technology, engineering,
and math (STEM) and other fields show promise
for reducing implicit bias in health care.

Research that
approaches to teaching cultural competence and

suggests contemporaty
minority health are generally insufficient to
reduce implicit bias among health care providers.
Several reviews, including the previous section,
indicate that implicit prejudice and stereotyping is
present when students begin training in health
care, and that the level of implicit bias remains
constant or increases as students matriculate
through their training (see Chapman et al., 2013).
Rubineau and Kang (2012) reported significant
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increases in medical students’ disparate behaviors
toward Black standardized patients between their
first and second years of medical school. Results
from the CHANGES project, a 4-year longitudi-
nal study that tracked implicit and explicit bias
among 3,959 students across 49 medical schools
in the United States, revealed similar shortcom-
ings in medical training, For example, Phelan
et al. (2014) found that whereas implicit bias
toward obese patients remained constant, explicit
bias increased during the 4 years of medical
school. Also using the CHANGES data set, van
Ryn et al. (2015) identified several factors that
predicted increases in implicit bias during medical
school, such as having heard negative comments
from supervising medical staff about African
American patients, and having had unfavorable
contact with African American physicians.
Although the van Ryn paper reported that formal
training in minority health or cultural competence
showed small, but significant, relationships to
reduced implicit bias during medical school, these
effects were eliminated after controlling for other
variables.

Most educational interventions designed to
reduce implicit bias appear to use a two-step
approach that includes (a) making the students
aware of their implicit biases, and (b) providing
instruction on strategies they can use to either
reduce the activation of implicit associations, or
control how those associations influence judgment
and behavior (Blair et al., 2011; Burgess et al., 2007;
Stone & Moskowitz, 2011; Teal, Gill, Green, &
Crandall, 2012). At this writing, only a handful of
studies have examined whether teaching single or
multiple strategies for reducing implicit bias is
effective among health care providers.

Bias Awareness Strategies

Self-reflection activities that challenge self-per-
ceptions are a common educational tool for help-
ing students in health care become aware of bias
(Teal et al., 2012). However, research suggests
that awareness, by itself, may not always change
the way health care providers think about stigma-
tized patient groups (Chapman et al., 2013). For

example, Teal et al. (2010) had medical students
complete a Black/White race Implicit Association
Test (IAT; Greenwald, McGhee, & Schwartz,
1998) and then participate in peer discussion
groups to discuss their experience with the IAT
and their observations about implicit bias during
ongoing clinical experiences. The results sug-
gested that whereas students improved their
awareness of provider-focused strategies for
reducing implicit bias, they reported less interest
in using patient-focused strategies like perspec-
tive-taking, In a similar approach, Gonzalez, Kim,
and Marantz (2014) exposed medical students to
a single session about the role of provider implicit
bias in health disparities. Participants read papers
on the topic, completed an IAT and self-reflec-
tion exercises, and discussed their perspectives in
class. Whereas the majority of students reported
positive attitudes and beliefs about implicit bias,
22% of the sample doubted the validity of the
TAT and the existence of health disparities over-
all. In contrast, van Ryn et al. (2015) reported that
having completed an IAT (with feedback) was a
significant predictor of decreases in implicit bias
after controlling for instruction in cultural com-
petence and minority health. Overall, these results
suggest that being made aware of implicit bias
through self-reflection activities, like feedback
from an IAT, may motivate health care providers
to address their implicit biases, but perhaps only
if the feedback and reflection activity does not
induce the defensiveness that can lead them to
deny their bias, or counterargue the issue of
disparities.

Control Strategies

One way to reduce provider resistance to learning
about implicit bias is by instructing them in strat-
egies for controlling their automatic responses to
stigmatized patients, such as affirming egalitarian
goals, seeking common-group identities, perspec-
tive-taking, and individuation via counterstereo-
typing (Blair et al., 2011; Burgess et al., 2007;
Stone & Moskowitz, 2011). A recent study by Lai
et al. (2014) comparing these and other strategies
suggests that seeking counterstereotypic and
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common-identity information (e.g, shifting
group affiliations or boundaries) may be espe-
cially effective for reducing implicit bias among a
non-health-care sample (also see Prati, Crisp,
Pratto, & Rubini, 2016, for an example of cross-
categorization as a tool to garner majority sup-
port for immigrant access to health services). The
authors also concluded that the success of any
approach requires active involvement or engage-

ment when using the strategy.

Perspective-Taking Strategies

Perspective-taking is a common clinical skill
taught in most health care training programs.
Instruction in perspective-taking shows positive
effects on implicit bias in laboratory studies
(Todd & Galinsky, 2014) and among health care
providers (Drwecki, Moore, Ward, & Prkachin,
2011). For example Blatt, LelLacheur, Galinsky,
Simmens, and Breenberg (2010) showed that
training medical students in perspective-taking
improved African American patient satisfaction
relative to control training. The authors suggest
that learning about perspective-taking increased
patient satisfaction across medical schools, clini-
cal disciplines, and for interactions between
racially diverse students and patients.

Use of Multiple Strategies

Other research outside of the health care domain
suggests that exposing providers to multiple strat-
egies could attenuate implicit bias both immedi-
ately after training, and in some cases, the effects
might last for several weeks (Rudman, Ashmore,
& Gary, 2001). Devine, Forscher, Austin, and Cox
(2012) developed a two-step intervention for col-
lege undergraduates in which, after making the
participants aware of their implicit prejudice
toward African Americans through IAT feedback,
they instructed participants in the use of stereo-
thinking,
imaging, seeking individuating information, pet-

type-replacement counterstereotypic
spective-taking, and how to increase positive con-
tact with out-group members. The results showed
that participants who completed the intervention

reported significantly lower implicit prejudice
toward African Americans at 4 and 8 weeks, com-
pared to participants in a control intervention
group.

Stone, Moskowitz, and Zestcott (20106) tested a
similar two-step approach in a series of work-
shops with first-year medical students. The stu-
dents first completed a Hispanic—White/
noncompliance IAT (without feedback) and read
an article about implicit bias in medicine. The next
week, all attended a lecture on implicit bias and
learned about their own implicit biases by com-
pleting a classroom IAT demonstration. Two days
later, the students participated in a team learning
activity during which they discussed and devel-
oped implementation intentions for activating
egalitarian goals, seeking common-identity and
counterstereotypic information, and for taking
their patient’s perspective during a clinical encoun-
ter. When they completed the same IAT 3 to 7
days following the workshops, the results showed
that participants demonstrated significantly less
implicit stereotyping of Hispanics. The lasting
effect of this and the intervention in Devine et al.
(2012) supports the call for developing training
modules that, in addition to making providers
aware of their biases, provide instruction in how
to control implicit bias, and features active learn-
ing exercises for practicing the new skills.

Promoting Bias Reduction at an
Institutional 1evel

Finally, health cate institutions can make changes
that facilitate implicit bias reduction. Recent
research indicates that positive intergroup con-
tact is associated with reduction in implicit bias in
a health care context (Burke et al., 2015; van Ryn
et al., 2015). These studies suggest that implicit
bias may fade when health care training features
opportunities for positive contact across group
boundaties (provider—patient; student—faculty).

Suggestions for Future Reduction Strategies

While the previous research suggests that inter-
ventions can reduce implicit bias among health
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care providers, more empirical work is needed.
One area to investigate is how to provide informa-
tion and feedback about implicit bias without caus-
ing defensive resistance to the issue. The available
data suggest that simply confronting providers
with evidence of their implicit biases may not, in
and of itself, be sufficient to motivate them to
change the way they think about, and interact with,
stigmatized patients. Students in training may per-
ceive information and feedback about implicit bias
as assigning blame and responsibility for health
disparities, which is likely inconsistent with their
egalitarian goals to provide the best care possible
to all patients (Burgess et al., 2007). However,
research suggests that students may be more open
to learning about their own biases, and accepting
responsibility for changing them, if instructors
start by activating and affirming their egalitarian
goals and commitment to provide equal care,
before having them engage in self-reflection activi-
ties or receive feedback from an IAT (Harris,
Mayle, Mabbott, & Napper, 2007; Howell &
Shepperd, 2012). Emphasizing from the start that
reducing disparities is a shared responsibility, and
that providers can learn to control their implicit
responses to stigmatized patients, may also encour-
age openness and acceptance of the information
(Moss-Racusin et al., 2014)

It is also important to examine how best to
train health care providers in the use of strategies
for reducing implicit bias. The current literature
suggests that there are two key elements for suc-
cess: (a) instructors need to translate the abstract,
theoretical concepts and processes that support
the effectiveness of the strategies into practical,
concrete clinical skills, and (b) instructors need to
develop active learning exercises that allow stu-
dents the opportunity to practice the skills before
they use them in the clinic. But it is not clear
which strategies, either in isolation or combina-
tion, work best for reducing implicit bias in
patient care (Devine et al., 2012; Lai et al., 2014).
It may be that some strategies (e.g,, seeking coun-
terstereotypic information; perspective-taking)
are relatively easy to use and more effective in a
clinical setting than others (e.g, stereotype-
replacement), but that there are clinical settings in

which using any strategy would be difficult to
employ (e.g.,, during an emergency room triage).
Moreover, examining reduction strategies for
patient groups who are not stigmatized due to
race/ ethnicity (e.g,, obese individuals, gay and les-
bian people, individuals with physical disabilities)
may lend further insight into which type of strat-
egies are more effective for treatment of different
patient groups. Understanding the parameters to
using implicit bias reduction strategies in a clinical
setting and toward a variety of stigmatized patient
groups is vital for helping providers adopt them
in their practices.

Finally, the ultimate goal of training providers
to reduce implicit bias is to reverse the disparities
in care that many stigmatized patient groups
receive. It is therefore critical to examine if any
reductions in implicit bias, observed after provid-
ers receive training in bias reduction, subse-
quently translate into more positive outcomes for
stigmatized patient groups. Indeed, real changes
in patient care may not occur with a one-time
training in the first year of medical or nursing
school; students may need continued exposure to
an implicit bias curriculum in each year of their
training in order to fully integrate the information
into the other knowledge and skills they learn for
patient care. Naturally, extended training will
require a relatively high level of commitment, in
terms of instruction time and resources, by health
care training programs (Penner, Blair, Albrecht,
& Dovidio, 2014). Nevertheless, integrating
instruction on implicit bias into existing health
care training appears necessary to address the role
that providers may play in creating disparate care
for stigmatized patients.

Conclusions

The evidence in this review suggests that, similar to
the general population, health care providers in the
United States have implicit negative attitudes and
stereotypes about many stigmatized groups. Only
recently have efforts been made to directly investi-
gate whether provider implicit bias contributes to
the health disparities experienced by these groups.
Whereas some studies suggest that provider bias
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may negatively impact clinical interactions with
stigmatized patients, provider bias has not been
consistently linked to worse medical judgment and
decisions. More research is needed to document
the conditions under which these processes play
out in different clinical settings, with different
patient populations.

Research on best practices for addressing and
reducing implicit bias in health care is also under-
way. While recent papers describe several inter-
ventions that may effectively translate when
training future and current providers, there is an
urgent need for more research to test the extent
to which these interventions are effective, both
immediately and during the course of health care
delivery. A stronger understanding of how pro-
vider implicit bias influences clinical care, and
how to motivate providers to adopt strategies for
controlling implicit bias, could play an important
role in the reduction of disparities in health care
for stigmatized patient groups.
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Note

1. Although the problem of health disparities affect
a variety of groups, much of this review will focus
on cthnic/racial groups because there is very little
research on health care bias with other groups. We
include research with other groups where it exists.
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quarter-century ago, social psychologist Anthony Greenwald of the University of Washington
A developed a test that exposed an uncomfortable aspect of the human mind: People have deep-
seated biases of which they are completely unaware. And these hidden attitudes — known as implicit
bias — influence the way we act toward each other, often with unintended discriminatory

consequences.

Since then, Greenwald and his main collaborators, Mahzarin Banaji and Brian Nosek, have used the

implicit association test to measure how fast and accurately people associate different social groups
with qualities like good and bad. They have developed versions of the test to measure things such as
unconscious attitudes about race, gender stereotypes and bias against older people. Those tests have
revealed just how pervasive implicit bias is. (Project Implicit offers public versions of the tests on its

website here.)




CREDIT: JAMES PROVOST (CC BY-ND)

Psychologist Anthony Greenwald

University of Washington

The researchers' work has also shown how much implicit bias can shape social behavior and decision-
making. Even people with the best intentions are influenced by these hidden attitudes, behaving in

ways that can create disparities in hiring practices, student evaluations, law enforcement, criminal

proceedings — pretty much anywhere people are making decisions that affect others. Such disparities
can result from bias against certain groups, or favoritism toward other ones. Today, implicit bias is
widely understood to be a cause of unintended discrimination that leads to racial, ethnic,

socioeconomic and other inequalities.

Discussions around the role of racism and implicit bias in the pattern of unequal treatment of racial
minorities by law enforcement are intensifying following a roster of high-profile cases, most recently

the killing of George Floyd. Floyd, an unarmed black man, died in Minneapolis last month after a white
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As awareness of implicit bias and its effects has increased, so has interest in mitigating it. But that is
much harder to do than scientists expected, as Greenwald told an audience in Seattle in February at the
annual meeting of the American Association for the Advancement of Science. Greenwald, coauthor of
an overview on implicit bias research in the 2020 Annual Review of Psychology, spoke with Knowable

Magazine about what does and doesn’t work to counter the disparities that implicit bias can produce.

This conversation has been edited for length and clarity.
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At the Vienna Philharmonic, a musician prepares for a blind audition. The practice has helped counteract implicit bias against female
players in the orchestra world.
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How do you test for associations that people aren’t aware they have?

The first implicit association test I created was one involving the names of flowers and insects, and



right hand for both pleasant words and flower names, and the left hand for unpleasant words and

insect names, because we typically think of flowers as pleasant and insects as unpleasant.

But then the task is switched to force the opposite associations — one hand for insect names and
pleasant words, and the other hand for flower names and unpleasant words. When I first tried that
reversed form, my response time was about a third of a second slower compared to the first version.
And in psychological work where you're asking people to respond rapidly, a third of a second is like an
eternity, indicating that some mental processes are going on in this version of the test that are not

going on in the other.
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Then I replaced the flowers and insects with first names of men and women that are easily classified as
European American or African American. For me, giving the same response to pleasant words and
African American names took an eternity. But when it was the European American names and pleasant
words with one hand, and the African American names and the unpleasant words with the other hand,
that was something I could zip through. And that was a surprise to me. I would have described myself
at that point as someone who is lacking in biases or prejudices of a racial nature. I probably had some

biases that I would confess to, but I actually didn’t think I had that one.

How widespread is implicit bias?

That particular implicit bias, the one involving black-white race, shows up in about 70 percent to 75
percent of all Americans who try the test. It shows up more strongly in white Americans and Asian
Americans than in mixed-race or African Americans. African Americans, you'd think, might show just
the reverse effect —that it would be easy for them to put African American together with pleasant and

white American together with unpleasant. But no, African Americans show, on average, neither
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Most people have multiple implicit biases they aren’t aware of. It is much more widespread than is

generally assumed.

Is implicit bias a factor in the pattern of police violence such as that seen in the killing of George

Floyd on May 25, which sparked the ongoing protests across the country?

The problems surfacing in the wake of George Floyd’s death include all forms of bias, ranging from
implicit bias to structural bias built into the operation of police departments, courts and governments,

to explicit, intended bias, to hate crime.

The best theory of how implicit bias works is that it shapes conscious thought, which in turn guides

judgments and decisions. The ABC News correspondent Pierre Thomas expressed this very well

recently by saying, “Black people feel like they are being treated as suspects first and citizens second.”
When a black person does something that is open to alternative interpretations, like reaching into a
pocket or a car’s glove compartment, many people — not just police officers — may think first thatit’s
possibly dangerous. But that wouldn’t happen in viewing a white person do exactly the same action.
The implications of conscious judgment being shaped in this way by an automatic, implicit process of

which the perceiver is unaware can assume great importance in outcomes of interactions with police.

Do the diversity or implicit bias training programs used by companies and institutions like

Starbucks and the Oakland Police Department help reduce bias?

I'm at the moment very skeptical about most of what'’s offered under the label of implicit bias training,
because the methods being used have not been tested scientifically to indicate that they are effective.
And they’re using it without trying to assess whether the training they do is achieving the desired

results.

I see most implicit bias training as window dressing that looks good both internally to an organization
and externally, as if you're concerned and trying to do something. But it can be deployed without

actually achieving anything, which makes it in fact counterproductive. After 10 years of doing this stuff

and nobody reporting data, I think the logical conclusion is that if it was working, we would have heard

about it.
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In 2018, Starbucks closed 8,000 stores for a few hours to run an anti-bias training course for employees. The effort followed an
incident at this café in Philadelphia, during which an employee called police on two black men who were inside the store but had not
ordered anything, and the men were arrested. There’s no evidence that such training is effective.
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Can you tell us about some of the approaches meant to reduce bias that haven’t worked?

I'll give you several examples of techniques that have been tried with the assumption that they would
achieve what’s sometimes called debiasing or reducing implicit biases. One is exposure to counter-
stereotypic examples, like seeing examples of admirable scientists or entertainers or others who are
African American alongside examples of whites who are mass murderers. And that produces an
immediate effect. You can show that it will actually affect a test result if you measure it within abouta
half-hour. But it was recently found that when people started to do these tests with longer delays, a day

or more, any beneficial effect appears to be gone.
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Implicit bias is pervasive

Hundreds of studies have revealed the workings of implicit bias in
a wide range of settings. Here are a few examples that
demonstrate how it can occur in just about any situation in which

people make decisions that affect other people.

In law enforcement: A study found that police in New York City
stopped black and Hispanic pedestrians more often than white

pedestrians, and a study in Oakland, California, found that black

men were far more likely to be handcuffed, searched or arrested

than anyone else when stopped by police.

In the office: Hiring managers were less likely to invite an obese

applicant for an interview, people see older workers as less

valuable and bias against Arab-Muslim men influenced hiring

decisions in Sweden.

In the courtroom: Studies found that implicit bias against African
Americans affects almost every step in the judicial system, from
prosecutors deciding which cases to charge to judges handing

down decisions.

In the classroom: Public high school teachers in Sweden gave

higher test scores to students with Swedish backgrounds than

those with foreign ones, while American psychology students
rated young male teachers higher than older men, as well as

younger and older women.

In the hospital: Doctors were more likely to offer a blood-clot-

busting treatment to white patients with acute coronary disease

than to black patients with the same symptoms, and nursing

students showed a bias against overweight patients.

In a pandemic? A study showed that when people feel especially
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Other strategies that haven’t been very effective include just encouraging people to have a strong
intention not to allow themselves to be biased. Or trainers will suggest people do something that they
may call “thinking slow” or pausing before making decisions. Another method that has been tried is
meditation. And another strategy is making people aware that they have implicit biases or that implicit
biases are pervasive in the population. All these may seem reasonable, but there’s no empirical

demonstration that they work.

It’s surprising to me that making people aware of their bias doesn't do anything to mitigate it.

Why do you think that is?

I think you're right, it is surprising. The mechanisms by which our brains form associations and acquire
them from the cultural environment evolved over long periods of time, during which people lived in
an environment that was consistent. They were not actually likely to acquire something that they
would later have to unlearn, because the environment wasn’t going to change. So there may have been

no evolutionary pressure for the human brain to develop a method of unlearning the associations.

I don’t know why we have not succeeded in developing effective techniques to reduce implicit biases as
they are measured by the implicit association test. I'm not prepared to say that we’re never going to be
able to do it, but I will say that people have been looking for a long time, ever since the test was

introduced, which is over 20 years now, and this hasn’t been solved yet.

Is there anything that does work?

I think that a lot can be achieved just by collecting data to document disparities that are occurring as a
result of bias. And maybe an easy example is police operations, although it can be applied in many
settings. Most police departments keep data on what we know as profiling, though they don’t like to
call it that. It's what happens in a traffic stop or a pedestrian stop — for example, the stop-and-frisk
policy that former New York City Mayor Michael Bloomberg has taken heat for. The data of the New
York City Police Department for stops of black and white pedestrians and drivers were analyzed, and it

was very clear that there were disparities.

Once you know where the problem is that has to be solved, it’s up to the administrators to figure out



that the police are just operating more in Harlem than in the white neighborhoods?

And once you know what’s happening, the next step is what I call discretion elimination. This can be
applied when people are making decisions that involve subjective judgment about a person. This could
be police officers, employers making hiring or promotion decisions, doctors deciding on a patient’s
treatment, or teachers making decisions about students’ performance. When those decisions are made
with discretion, they are likely to result in unintended disparities. But when those decisions are made
based on predetermined, objective criteria that are rigorously applied, they are much less likely to

produce disparities.

Is there evidence that discretion elimination works?

What we know comes from the rare occasions in which the effects of discretion elimination have been
recorded and reported. The classic example of this is when major symphony orchestras in the United
States started using blind auditions in the 1970s. This was originally done because musicians thought
that the auditions were biased in favor of graduates of certain schools like the Juilliard School. They

weren’t concerned about gender discrimination.

But as soon as auditions started to be made behind screens so the performer could not be seen, the
share of women hired as instrumentalists in major symphony orchestras rose from around 10 percent
or 20 percent before 1970 to about 40 percent. This has had a major impact on the rate at which women

have become instrumentalists in major symphony orchestras.



A classic case of countering implicit bias
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Implementing blind auditions for US symphony orchestras in the 1970s resulted in a sizable increase in the proportion of women
being hired as instrumentalists. This graph shows that for four of the country's five top orchestras, the percentage of new hires that
were women jumped from around 10 percent before the change to around 40 percent by the early 1990s. (Five-year moving average

shown.)

But these data-collection and discretion-elimination strategies aren’t commonly used?

Not nearly as often as they could. For example, instructors can usually arrange to grade almost anything
that a student does without knowing the identity of the student. In an electronic age when you don’t
learn to recognize people’s handwriting, instructors can grade essays without the students’ names on
them. I used that approach when I was last grading undergraduates in courses. It’s easy to use, but it’s

often not used at all.

And in many other circumstances it is possible to evaluate performance without knowing the identity
of the person being evaluated. But employers and others rarely forgo the opportunity to know the

identity of the person they're evaluating.




Over the past decades, blind auditions have helped more women secure spots in professional orchestras, presumably by battling

biases against female musicians.
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Can artificial intelligence play a role?

People are starting to apply artificial intelligence to the task by mining historical records of past
employment decisions. This is a way of taking the decisions that involve human discretion and putting
them into the hands of a machine. The idea is to develop algorithms that identify promising applicants

by matching their qualities to those of past applicants who turned out to be successful employees.

I think it’s a great thing to try. But so far, efforts with Al have not succeeded, because the historical
databases used to develop the algorithms to make these decisions turn out to be biased, too. They

incorporate the biases of past decision-makers. One example is how biases affect facial-recognition

technology, which inadvertently categorizes African American faces or Asian faces as criminal more

often than white faces.
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This is a problem that computer scientists are trying to cope with, but some of the people in Al that
have spoken to seem not so optimistic that this will be at all easy to do. But I do think that ultimately —
and it might take a while — the biases may be expunged more readily from Al decision algorithms than

from human decision-making.

Could more be done at the level of an individual company or department?

To help prevent unintended discrimination, the leaders of organizations need to decide to track data to
see where disparities are occurring. When they discover disparities, they need to try to make changes

and then look at the next cycle of data to see if those changes are improving things.

Obviously, it’s easier for them not to do those things. In some cases there’s a cost to doing them. And
they may think it’s like opening up Pandora’s box if they look closely at the data. I think this is true of
many police departments. They're bound to find things that they’d rather not see.

10.1146/knowable-060320-1

Betsy Mason is a freelance journalist based in the San Francisco Bay Area who specializes in science and cartography. She is
the coauthor, with Greg Miller, of A/l Over the Map: A Cartographic Odyssey (National Geographic, 2018).
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Abstract

interactions and research are discussed within.

Cultural awareness training for health professionals is now commonplace across a variety of sectors. Its popularity
has spawned several alternatives (i.e, cultural competence, cultural safety, cultural humility, cultural intelligence) and
overlapping derivatives (diversity training, anti-racism training, micro-aggression training). The ever-increasing reach
of cultural awareness initiatives in health settings has generally been well intentioned - to improve cross-cultural
clinical encounters and patient outcomes with the broader expectation of reducing health disparities. Yet the
capacity of cultural awareness training to accomplish or even impact such outcomes is seldom comprehensively
scrutinized. In response, this paper applies a much needed critical lens to cultural awareness training and its
derivatives by examining their underpinning philosophies, assumptions and most importantly, verification of their
effectiveness. The paper finds cultural awareness approaches to be over-generalizing, simplistic and impractical.
They may even induce unintended negative consequences. Decades of research point to their failure to realize
meaningful outcomes in health care settings and beyond. Broader expectations of their capacity to reduce health
disparities are almost certainly unachievable. Alternative suggestions for improving cross-cultural health care

Keywords: Cultural awareness, Cultural competence, Cultural humility, Cultural safety, Cultural sensitivity, Cultural
intelligence, Health professionals, Cross-cultural health care, Cross-cultural psychology

Background

Cross-cultural training and education (also known as
cultural awareness training) is commonly offered to
professionals, students and volunteers across numerous
industries for the purposes of enhancing effective cross-
cultural interaction. Its origins can be traced back to
early diversity training efforts in the United States
following civil rights legislation in the 1960s [1]. Soon
after, public health administrators sought to address the
mechanisms underpinning reported cross-cultural health
disparities [2]. Bias and/or cultural differences between
health care service providers and migrant/minority
populations are believed to contribute to both the poor
health care experiences and subsequent unmet health
needs of underprivileged minority groups [3-9]. As such,
learning about the worldviews, norms and practices of
cultural minority clientele is anticipated to not only
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endow health care professionals with a better capacity to
understand and serve their patients, but to also reduce
broader health care inequities in the process [8, 10-13].
The cultural awareness industry has now become a glo-
bal phenomenon and commercial behemoth, grossing
billions of dollars annually. Cultural awareness training
is commonplace and often mandated in multiple sectors.
Its philosophies are embedded in the strategic plans and
mission statements of organisations and branches of
government. Human resource departments ensure that
employees abide by such protocols. Cultural awareness
standards and trainings are often components of univer-
sity course curricula. There are now multiple off-shoots
(i.e., cultural competence, cultural safety, cultural humil-
ity, cultural intelligence) and overlapping derivatives (di-
versity training, anti-racism training, micro-aggression
training). Some concepts (i.e., cultural competence) have
spawned their own academic disciplines, with their own
experts, theories and bodies of literature [14].

The ever-increasing reach of cultural awareness endeav-
ours has generally been well intentioned. Improving

© The Author(s). 2019 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
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inter-cultural dealings in a paradigm of globalism and
growing diversity seems eminently sensible. Perhaps even
more so in health settings where clinical encounters can
impact patient actions [15-19]. Yet the utility of cultural
awareness education has rarely been methodically un
packed and scrutinized. A cursory search for academic
literature on cultural awareness training will recover hun-
dreds of thousands of papers on the concept(s) and their
presumed advantages. In contrast, fewer than two dozen
articles offer robust appraisals or critiques of cultural
awareness, with half of these proposing that existing train-
ings should in fact be more trenchant and/or expansive.
This ostensible unevenness in the literature warrants some
re-visiting. Is this seemingly near-unanimity in the litera-
ture a judicious reflection of a robust evidence base? In
response, this commentary applies a much needed critical
lens to cultural awareness training and its derivatives by
examining its philosophies, assumptions and most import-
antly, verification for its effectiveness. The critiques
offered in this paper are partially derived from clinical
experiences, and the author’s long time professional in-
volvement in the development, oversight and presentation
of cross-cultural trainings. The author has also attended
over a dozen separate cross-cultural education workshops
across two regions (North American and Oceania).
Greater consideration in the paper is afforded to the
implications for clinical encounters given that cultural
awareness initiatives have conventionally been oriented to
health care settings.

Main text

The workshop

The flagship component of cultural awareness education
is the workshop. These vary in duration ranging from a
single session of 1-2h to full-days held across multiple
sessions. The method and intensity of instruction also
vary including the array of activities available to attendees.
Though cosmetically variable, workshop content which is
didactic in nature, encompasses at least one of five over-
lapping themes — historical matters, belief systems, (clin-
ical) interaction approaches, discrimination and organisa
tional issues. Historical matters provide a historical back-
drop germane to whichever cultural group is the focus of
the workshop. Injustices are often emphasized here — co-
lonialism, discriminatory legislation, forced acculturation,
land dispossession, oppression. For recent culturally di-
verse migrant groups, pre and post migratory stressors
and re-settlement challenges will be articulated. The
rationale is to connect unjust historical episodes and pre-
carious migration experiences to contemporary social
circumstances, disadvantages and behaviours. The second
theme, belief systems, refers to cultural differences in world-
view, norms and practices. A cultural group’s family struc-
tures, social hierarchies and religious/spiritual conventions

Page 2 of 10

are outlined with regard to how they shape community/fa-
milial expectations and responsibilities. Here, the collectiv-
ist orientation of particular cultural groups is often posited
to be at odds with Western notions of individualism. This
is extended to conceptualizations of health and mental
health where it is often emphasized that biomedical app
roaches to medicine are embedded in frameworks that
epitomize Western values and assumptions. The biomed-
ical model is described as narrowly focused on direct causes
and solutions for illness and perceived to be in contrast
with holistic models of health that encompass broader no-
tions of personal, community and meta-physical wellbeing.
Workshop attendees are to be cognizant of differing expla-
natory models of health, social meanings of sickness and
traditional remedies that may require accommodation in
conventional health care settings. Clinicians may also be
trained to identify culturally-unique symptom reporting
styles and non-verbal cues to allow for a better reading of a
client’s presentation and perhaps reduce the scope for clin-
ical misinterpretation. The third workshop theme is
focused on interaction approaches. In health settings, these
are essentially guidelines for effective patient-provider com-
munication. Workshop attendees may learn appropriate
styles of greeting, an awareness of unique cultural taboos
and stigmas, and strategies for rapport development and
gaining trust. The roles of interpreters and translators are
often described here. The fourth theme, discrimination is a
key feature and driver of the contemporary cultural aware-
ness workshop. A cultural group’s experiences of racism in
workplace settings and society at large will be outlined. It is
now common for workshops to talk about structural
oppression and how dominant norms are entrenched into a
profession or an organization’s structure, perpetuating dis
crimination unintentionally or otherwise. This is often
discussed in tandem with power imbalances and privilege.
Some workshops will discuss implicit bias and micro-ag-
gressive language and the psychological consequences for
cultural minorities. Links between racism and poor health
are increasingly made known. A purported aim is to man-
age clients without demeaning, invalidating or disempower-
ing their cultural identity. A solution commonly offered to
address biases and power imbalances is self-reflexivity
which requires an ongoing self-interrogation of one’s own
prejudices. The final workshop theme refers to organisa-
tional/institutional issues. These are essentially manage-
ment policies that are implemented to support cultural
awareness principles at a systemic level. Initiatives may
include engagement/consultation with local multi-cultural
communities, hiring strategies to diversify the workforce,
staff mentoring, health promotion for underserved groups
and the implementation of anti-discrimination procedures.
The five workshop themes presented, though not an
exhaustive list, are typically canvassed to some extent in the
course of cultural awareness education.
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The philosophies

The content of a workshop will depend on its underpin-
ning philosophy. Over the past four decades, several
popular cross-cultural communication concepts have
emerged. These include, but are not limited to cultural
awareness, cultural competence, cultural safety, cultural
humility and more recently, cultural intelligence. The
concepts overlap yet vary in scope and possess differing
foci or ‘starting points’. The objectives of each concept
and their respective alignment with the five workshop
themes above, will be briefly examined. The term ‘cul-
tural awareness’ is often loosely employed to describe all
forms of cross-cultural education (as in this article),
however it also refers to a particular style of training.
Cultural awareness was the first structured program of
cultural education, originating in the USA in the 1960s
and its iterations are still the most common form of
training. Although touching on all five workshop the
mes, cultural awareness has a specific focus on belief
systems (cultural norms and traditions) with some atten-
tion on interaction approaches and historical issues [20].
Training is geared towards expanding the cross-cultural
knowledge of the individual. Cultural competence was
developed in the USA in the 1980s [5] to foster im-
proved care for minority children with mental health
concerns. It is a more systemic approach focusing on
both personal attitudes, communication and organisa-
tional policies [4]. Workshop themes 4 (Discrimination)
and 5 (Organisational issues) are emphasized. Training
at the personal level borrows heavily from cultural
awareness however individuals are also encouraged to
engage in an ongoing process of self-reflexivity. Strat-
egies to expand an organisation’s capacity to support
and implement culturally competent protocols are under
scored. Cultural safety was pioneered by Maori nurses
in New Zealand in the 1990s [21]. The focus is primarily
on workshop theme 4 (Discrimination) though some
consideration is afforded to the other four themes. Cul-
tural safety implores professionals to not just interrogate
their own cultural belief systems through self-reflexivity,
but to acknowledge how the vocation itself may have
built-in or entrenched dominant culture norms and
standards that serve to maintain power imbalances and
structures of oppression which play out in health service
delivery (particularly for Indigenous patients). Cultural
humility is another US-developed concept originating in
the 1990s [22]. Inspiration for cultural humility derived
from recognizing the limitations of aspects of cultural
awareness and cultural competence. Mastering a client’s
cultural background was deemed to be unachievable and
a commitment to contending with one’s own biases
(workshop theme 4), favoured. There is considerable
overlap with cultural safety, although less effort is expen
ded on learning about the ‘other’ with more emphasis
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on empowering the client to determine if and how their
culture is relevant to a professional encounter. Cultural
intelligence is the most recent derivative of cross-cultural
education and has gained prominence in business man-
agement settings [23]. It is a multi-faceted concept
encompassing the ability to recognize differences and
similarities between cultures in any given situation, the
capacity to adjust and cope in unfamiliar cultural con-
texts, to enhance interest in learning about other cul-
tural groups and the ability to plan and employ these
skills in cross-cultural interactions. Workshop themes 2
(belief systems) and 3 (interaction approaches) are can-
vassed, however these themes are often presented as
higher-order skillsets rather than culturally-specific
phenomena.

The five cross-cultural education philosophies outlined
above have on face-value, a number of potential benefits.
They encourage learning about and incorporating into
practice, the customs, beliefs and idiosyncrasies of
multi-cultural groups, as well as querying one’s own per-
sonal biases. Anticipated outcomes from these processes
include the fostering of tolerance and empathy and
avoiding cultural transgressions and misunderstandings.
Improved cross-cultural service delivery and workplace
relations are the greater objectives. Despite these well-
intentioned ambitions, the philosophical and practical
shortcomings of cultural education concepts have been
rarely scrutinized and warrant some unpacking. Drawing
from clinical experience and the relevant health/mental
health services literature, a critique of the trainings will
be delineated followed by a review of their value in vari-
ous settings.

The critique

Superficial

Workshops are rarely long enough to absorb meaningful
information that can be implemented into practice.
While some trainings include more than 30 h of content,
they are likely to be condensed across a two or three day
period with little continuation beyond the initial work-
shop. Attendees will spend a part of a workshop partici-
pating in various ‘icebreaker’ games and symbolic inter
active activities. For cultural awareness styled trainings,
much of the remaining time is exhausted on trading in
cultural stereotypes and surface-level information. This
is often termed the ‘museum approach, whereby at-
tendees are briefly exposed to a catalogue of cultural
artefacts and traditions [24]. It is doubtful that such
information realistically characterizes the anticipated be-
haviours of most cultural minorities or the situational
nuances typical of cross-cultural encounters. Moreover
the artificial adoption of presumed idiosyncratic cultural
phrases or traits for rapport development runs the risk
of appearing insincere or patronizing. These limitations
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were in fact recognized over four decades ago, in one of
the first official manualized cross-cultural training pro-
grams. The 1970 cross-cultural training guidelines for
the United States Peace Corps state that ‘a premise of
this [cultural awareness] model is that a person does not
learn to exist effectively in another culture simply by
being provided with information about that culture’
[[25] p12]. Contemporary workshops appear to have
overlooked or deviated from, this incipient observation.

Essentialized

By definition, cross-cultural training almost has to be
essentialized to justify its existence; if there are no obvi-
ous distinctions, then training is perhaps redundant. Yet
the essentialized workshop is in danger of conveying an
exoticized, romanticized or over-traditionalized descrip-
tion of a particular cultural group [26]. This may not
accurately portray the living reality of many people from
that group whose circumstances will undoubtedly be
impacted by other social phenomena [27]. Although
some awareness of culturally unique behaviours allows
for a nomothetic heuristic, it offers little evidence for a
given individual. In reality, attachment to culture varies
widely — some may only ascribe to particular aspects of
a culture, some may be attached to multiple cultures,
others may have only a nominal or symbolic bond to a
culture [28, 29]. Moreover, an individual’s engagement in
non ethno-racial cultures or sub-cultures (i.e., profes-
sional, political, religious, sporting, sexual orientation
etc.) may trump the importance of their ethno-racial
culture. Ironically, historical discrimination against mi-
nority clientele in health settings occurred partly because
clinicians held cultural stereotypes. Today’s workshop
similarly (and precariously) maintains a ‘cultural lens,
despite couching the exercise in anti-prejudicial terms.

Cultural overshadowing

Cultural awareness training intentionally places cultural
issues at the centre of colleague/client interaction irre-
spective of their relevance to a given situation. There are
several potential consequences of employing a ‘cultural
first’ mentality. First, any behaviour or misunderstanding
may be perceived as culturally-oriented when it may not.
An adverse cross-cultural interaction may be induced by
a whole host of interpersonal or environmental matters
that similarly impact intra-cultural encounters. Holding
pre-conceived notions of an individual’s behaviour based
on their cultural background may also lead clinicians to
ascertain various (problem) behaviours or personal idio-
syncrasies as culturally normative when they may reflect
genuine psychopathology and the need for treatment
[30]. Second, a focus on culture needlessly diverts atten-
tion away from potentially more significant intersecting
influences on attitudes, behaviours and communication
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styles (i.e., age, gender, class, level of education, language
proficiency, cognitive disability, personality type, psycho-
logical health, etc.). Practitioners may be less inclined to
be supportive or provide the full range of treatment
services to patients from lower socio-economic status
backgrounds, patients deemed to have a lower health lit-
eracy, patients who have previously not adhered to treat-
ment, patients with insufficient health care coverage, or
patients with serious mental illnesses or are drug users
[31]. At times, clinician unresponsiveness may be
prompted by difficult/challenging patients or the clini-
cian’s own stress levels. These scenarios are best avoided,
yet they underscore possible alternative reasons for com-
munication breakdowns between cultural groups. There
is a danger in viewing every workplace or service deliv-
ery misunderstanding as a symptom of cultural incom-
petence. It may be the case that poor service delivery or
communication is commonplace at a particular organ-
isation and therefore generically incompetent, rather
than specifically culturally-incompetent.

Divisive

By highlighting inter-cultural distinctions, cultural aware
ness training effectively creates an in-group and an out-
group. This might be conveyed in multiple ways: i.e., mem
bers of a specific cultural group as distinct from everyone
else; minority patients as distinct from majority culture
clinicians etc. The undefined outgroup (i.e., the intended
target of the workshop) is indirectly (sometimes directly)
understood to be Western majority culture or perhaps
more pointedly, the White Anglo male. Workshops that
accentuate notions of White privilege, structural oppres-
sion and power imbalances reinforce this binary [32].
Moreover, instructors occasionally deliver training in a
vindictive way, invoking far-reaching social statements
(i.e., workplaces are institutionally racist or extensions of
colonization; majority culture clinicians are innately privi-
leged and have racial blind-spots). This ‘shame and blame’
approach unsurprisingly induces resentment and backlash
from some workshop attendees who perceive the central
message to be accusatory and that they are collectively at
fault for cross-cultural predicaments. Many attendees may
already feel somewhat patronized as they are obligated to
attend a workshop that by definition implies that they re-
quire guidance on ‘how not to be prejudiced’. The divisive
workshop rhetoric can also backfire by increasing bias or
by demotivating attendees to commit to improved
cross-cultural strategies [33, 34]. In some cases, attendees
may subsequently feel reluctant to engage naturally with
particular cultural groups, preferring to avoid contact or
use prosaic and excessively cautious language [35]. At the
extreme end, some may decide to ‘de-professionalize’ in
order to avoid perceived power balances or curtail the im-
pact of their intrinsic privilege of which they are taught,
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might be oppressing their colleagues and clients of colour
[32]. The divisive framing of cross-cultural interactions as
essentially ‘culture-clashes’ that require behavioural adjust-
ment from the ‘out-group’ only, appears to indulge our
natural impulse for in-group favouritism and ensuing
out-group derogation [36]. This may only serve to segre-
gate, heightening unresponsiveness or even animosity to-
wards cultural distinctions, but most of all failing to
secure the necessary ‘buy-in’ from workshop attendees. As
described above, attendees relegated to the ‘culturally un-
aware’ outgroup may respond with indifference, antagon-
ism, or for those feeling especially paralysed by history,
choosing to surrender elements of their expertise. Neither
outcome benefits cross-cultural relations.

Infantilizing

Workshops are laden with bleak information about the
collective struggles, health discrepancies, historical injus-
tices and suffering endured by the designated cultural
group. While this information may provide an indirect
backdrop to current disadvantages it does little to help
attendees improve their capacity to communicate more
effectively with different cultural groups. Worse, such in-
formation may only evoke pity, and for some consolidate
a view of helplessness or a downtrodden stereotype [37].
This negative portrayal of members from a particular
cultural group denies those members personal agency,
rendering their survival or personal decision making as
entirely subordinate to the abstract vagaries of society,
or to the nature of workplace relations and conditions,
or even to a group of well-meaning professionals attend-
ing a cross-cultural workshop. It is doubtful that the
bulk of cultural minorities expect colleagues or health
professionals to be entirely well-versed in, or understand
their obscure cultural history/background and for those
colleagues/professionals to then automatically employ an
interactive style reminiscent of this cultural tradition.
Migrants anticipate their local associates to have differ-
ent customs and will often themselves, willingly make
the necessary adjustments as they integrate. Locals who
over-conform to the cultures of newly arrived migrants
may be viewed as insincere.

An unattainable standard arises from describing an
entire cultural group as perpetually traumatized, grieving
or vulnerable — that is that such a group should expect
comfort in all cross-cultural scenarios [38]. And further, if
comfort is not sustained, then some form of discrimin-
ation must have transpired. This state of affairs is not pos-
sible in the course of human interaction which is loaded
with miscommunications, faux pas, embarrassment, con-
flict and feelings of being judged. In mental and general
health-care settings, patient discomfort will accompany
any intrusive procedure. The idea that cross-cultural com-
munication cannot be enhanced until all workplaces are
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purged of any vestige of bias and the comfort of protected
groups is preserved, is unrealistic and misguided. More-
over, not all cross-cultural communication breakdowns
are damaging [39]. Many are positive learning moments
as individuals navigate their way through complex, dy-
namic environments.

Impractical

Professional development training is often critiqued for
its limitations as an applied exercise and capacity to ef-
fect meaningful change [40]. Alone, a finite workshop is
unlikely to change behaviour or an institutional culture.
Clinicians who practice in demanding, high-pressure
and time-poor clinical settings (especially settings with
regular exposure to human suffering) are acutely aware
of the constraints these environments have on skills
gleaned from short professional development exercises.
Moreover, some practitioners will have developed
‘empathy-burnout’ from practicing in such environ-
ments, diminishing their enthusiasm for cultural train-
ing. For attendees who are genuinely enlightened by
their cross-cultural workshop experience, many will fail
to recall, or struggle to implement the knowledge. This
is almost inevitable if they work in a system that does
not (or does not know how to) support or supervise the
administering of the new knowledge [41, 42]. Moreover,
workshops for health professionals will often attempt to
convey nebulous cultural concepts (i.e., holistic models
of health, spirituality and meta-physics, connection to
nature). Apart from being difficult to operationalize (and
at times fetishized), such cultural esoterica almost cer-
tainly cannot be explained in the duration of a work-
shop, leaving no prospect of being utilized meaningfully
in practice. Mechanisms to combat cross-cultural chal-
lenges are also vaguely determined in the cultural aware-
ness literature. Self-reflexivity, often touted as an anti
dote to personal bias is an entirely subjective exercise
with no objective quantification [43]. This inward-look-
ing exercise also presents an obvious conundrum - that
is, the circular introspective rabbit-hole that proceeds a
biased individual trying to identify their own biases.
Ideally, health professionals should focus their full atten-
tion on the clinical task at hand, rather than distracting
themselves with arbitrary self-corrective exercises. Fur-
thermore, self-reflexivity is pessimistically framed as an
activity whereby participants are required to locate and
dwell on their own deficiencies. This stationary
inward-looking exercise necessitates some reification and
evidence of sustained behavioural change to support its
bias reduction claims. Efforts to diminish power imbal-
ances also suffer from unclear direction. The assumption
that all majority-minority workplace interactions or hier-
archical situations constitute problematic power differen-
tials is over-generalizing and unconstructive. Professionally,
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power imbalances are expected and are often associated
with an advanced skill set and higher levels of authority and
responsibility. For example in medical settings, a complete
deferral to the clinician and their expertise often trumps
rapport development and informality for many minority pa-
tients from ‘rank conscious’ or traditionally hierarchical cul-
tures. Here, a clinician who attempts to flatten hierarchy in
order to ingratiate themselves with their (underprivileged)
minority patient, may be viewed as amateurish or incompe-
tent. Moreover, cultural minority status should not be con-
sidered synonymous with disempowerment. This only
serves to entrench the so-called cultural power imbalances
the cultural awareness industry is attempting to dismantle.

The evident impracticality of a short-lived workshop
on individual and organisational attitudes and behav-
iours suggests that there are broader financial, political
and socio-historical objectives to running the training. A
clear motive is for the organisation to give the impres-
sion that diversity matters are of importance to them.
While this may be genuine in some cases, cultural
awareness training often exists symbolically as a corpor-
ate ‘tick-box; or perhaps even as a protection against liti-
gation [33, 44, 45]. One view is that organisations adopt
diversity training mechanisms for ‘ceremonial’ purposes,
with full knowledge of the weak evidence base [46]. This
is to give the appearance of organizational legitimacy
and alignment with contemporary social movements.
Others proffer that diversity initiatives are facilitated by
genuine advocates, who ignore or discount the evidence
in their zeal for change [46]. For many workshop in-
structors, there is a strong financial incentive to persist
with workshops that have little long-term utility, given
the widespread demand for perfunctory training. Some
workshops purely exist as an exercise in social justice,
described earlier as ‘vindictive’ in nature. Here, the train-
ing is less about practicality and more about stoking
guilt and the enforced acknowledgement and rectifica-
tion of past injustices. These workshops have a tendency
to over-politicize thorny workplace relations which in
reality, are mostly too mundane to have been spawned
from an under-appreciation of historical inequities. More-
over, routine clinical encounters are often not
multi-faceted or capacious enough to accommodate vexed
broader socio-historical issues. Conventionally, the spe-
cific aim of a clinical interaction is to address an immedi-
ate medical concern, not address history. Although one
may be conscious that the latter might circuitously affect
the former, organizational feasibility and resource realities
will preclude such grand-scale remedial action.

The evidence

Several systematic reviews and meta-analyses have ap-
praised the effectiveness of cross-cultural training inter-
ventions in health care environments over the past 30
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years [2, 10, 12, 47-54]. The evidence can be crudely re-
duced to four key themes. First, there is evidence to sug-
gest that cross-cultural training can improve the know
ledge, confidence and attitudes of health professionals,
albeit temporarily post-intervention. Second, there is
some evidence that patient satisfaction with the clinical
encounter improves after health professionals undergo
cross-cultural training. Third, evidence for improved
patient-related outcomes is decidedly weak. Fourth, the
methodological rigor of cross-cultural intervention eva
luation research is considerably poor. While some re-
views attempt to put a positive spin on these findings,
the extant evidence base appears to be unfavourable —
particularly in regards to patient outcomes. Evidence for
the impact of anti-prejudice or bias reduction interven-
tions is equally weak [41]. Reviews and meta-analyses of
both experimental and field studies (in health and
non-health related disciplines) have demonstrated that
changes in implicit bias (if occurring) did not translate
into behavioural change [53, 55, 56]. In fact it has been
found that even when physicians hold implicit racial
biases, their cross-cultural clinical decision making is
not necessarily impacted [57]. Moreover, the evidence
for health care professional racial bias on patient out-
comes is unclear [58, 59].

Evidence for the efficacy of cross-cultural/diversity ini-
tiatives in the corporate domain is also, at best, equivo-
cal [33]. Few programs demonstrate significant value,
and of the programs that do, most are developed with-
out diversity necessarily in mind. A further concern is
that the bulk of corporate cross-cultural training initia-
tives are laced with negative messaging which can result
in counterproductive outcomes (for e.g., employee ani-
mosity; fewer minorities in management positions) [33,
46]. A study investigating which prejudice reduction
strategies decrease prejudice discovered that initiatives
perceived to employ control or shame and blame tactics
actually increase prejudice [34]. Given that cultural
awareness training was developed with specific out-
comes in mind (i.e., reducing inequalities, meeting pa-
tient needs, and increasing diversity) it must be said,
that the training has unequivocally failed in achieving
these ideals. The literature is clear - cultural awareness
training and its derivatives, (let alone its weakest format
- the workshop) appear to exist almost entirely on face
value. It is hard to imagine another initiative, particularly
in health settings, that has persisted as ubiquitously (and
often mandatorily) with unrivalled administrative sup-
port and resources for numerous decades without any
robust confirmation of its practicality.

The future
Culture awareness workshops will linger into in the fore-
seeable future. Based on the evidence alone, they should
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indeed be abandoned. Yet they will continue to be facili-
tated by organizations (well-intentioned or otherwise)
who are keen to demonstrate their commitment to social
justice causes. Greater efforts to bring attention to the
failures of cultural awareness training are needed. Per-
haps this may prompt the development of a ‘what works’
or ‘best practice’ literature, as opposed to a ‘well-mean-
ing’ literature. This must begin with an honest appraisal
of the question — ‘how do we improve effective
cross-cultural communication? Before diving into cul-
tural tropes and activism, perhaps the first response
should be — how much, if it all does one need to know
about an individual’s cultural background in order to
treat or work effectively with them? 1 discussed earlier
the pitfalls of overweighing a factor based on cultural
demographics. A focus on culture often leads to essen-
tialism. It may first be beneficial to collect localized data
on how many minority patients in a designated catch-
ment area are presenting clinically in culturally unique
ways — what are the base rates of culturally-bound syn-
dromes? It may be that most cultural minorities in a
particular region are ‘mainstream’ and indistinguishable
from the general population which means that cross-cul-
tural workshops, commonly framed from an ‘outlier’
perspective are irrelevant. Moreover, this distortion is
misleading and ignores the various (and more relevant)
reasons why a professional encounter or relationship
may break down. To fully understand why this occurs,
culture must be considered like any other factor - with-
out a predetermined emphasis. Future studies could be
conducted with multi-cultural patients to identify the
underpinnings of negative perceptions of health service
delivery. It is important to delineate whether (or how
much) negative perceptions are prompted by mistrust
(real or imagined), health service provider discrimination
(real or imagined) or other communication barriers
(clinician apathy; patient non-compliance, transference/
countertransference) and the extent to which these feel-
ings are stimulated by personal/family experiences,
historical/pre-migratory experiences or a function of the
individual’s psychological profile (i.e., neurotic, hyper-
vigilant, given to hostile attribution bias, cognitive diffi-
culties). Any gripes must be compared with majority
culture patients who may share similar grievances. As
stated earlier, poor cross-cultural communication may
be simply universally poor communication. Outside of
providing translator/interpreter services (and improved
linkage with same-language health professionals, [60]),
interventions to enhance communication may be better
aimed generically as opposed to select cultural groups
which heightens essentialism.

If cross-cultural differences are found to impact the
course of a clinical encounter, then other potential cor-
rective approaches should be considered beyond being
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well versed in historical events or pre-emptively memor-
izing a list of cultural stereotypes. Cultural workshops
currently exist as a deficit model — as in their content
was originally derived from instances/complaints of poor
practice [39]. This is why workshop content mainly
involves the compelled recognition of past injustices.
Workshop content was not spawned from rigorous em-
pirical observation of effective cross-cultural practice.
Perhaps this is a future direction for research — what de-
fines effective patient/provider communication? It may
be that possessing generic clinical traits such as open--
ness, flexibility, customer service, listening skills and
compassion induce positive experiences cross-culturally
as opposed to cultural knowledge [61]. Again, the feasi-
bility of any approach designed to alter clinical attitudes
and behaviours will depend on the latitude workplace
settings afford. Modifying the increasingly managerial
climate in clinical settings - where efficiency and budget-
ary concerns overburden clinicians and restrict the cap-
acity for longer nuanced assessments — may be nece
ssary before realizing (or introducing) efforts to improve
patient/practitioner experiences. Such settings often
leave patients feeling rushed and with little time for
question asking or additional assistance. It is likely that
these episodes disproportionately occur among patients
who are perceived by clinicians to have little interest,
involvement or understanding of their own medical care
or are serial non-adherents to treatment. A sensitive cul-
tural minority patient may perceive a crude assessment
conducted under these conditions as akin to mistreat-
ment on the basis of their cultural background. More-
over, clinical biases are more likely to manifest when
clinicians are stressed, tired and overworked. As such,
general changes in broader workplace protocols and
habits may improve the clinical encounter at large, and
by extension, cross-cultural communication [33, 45].
The encumbrances cultural awareness training inflicts
on clinicians are often unreasonable. First, clinical care
has been shown to have only a small impact on patient
outcomes [15] and on improving population health at
large [62]. Second, laying the blame for cultural inequi-
ties at the feet of clinicians is misguided. A lack of cul-
tural knowledge does not immediately signal that a
clinician is disinterested, incapable or less committed to
providing suitable care for a minority patient. Finger
pointing will produce inadequate clinicians, some of
whom may ‘soften’ their clinical approach to minorities.
Some may avoid making difficult clinical decisions (that
they would ordinarily make for mainstream clients) to
avoid any possible perception of racism [35]. Others may
plunge into confusion when they are told that their
objective perceptions of challenging or complex clients,
are prejudiced. For example, a recent study found that
emergency department clinicians in the Australian
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Northern Territory perceived their Indigenous patients
to have more complex health problems and that these
health concerns were largely because of the patient’s life-
styles [63]. These beliefs remained unchanged despite
undergoing Indigenous cultural awareness training (which
presumably was expected to alter these perceptions). If
emergency staff are frequency confronted with Indigenous
patients who present with complex health concerns as a
result of dysfunctional living circumstances, then why
would their perceptions necessarily change, or be derided
as culturally incompetent? The focus on clinician deficits
appear one-sided. As the clinical encounter comprises
both patient and clinician, negative cross-cultural interac-
tions might at times, be patient-induced. In some commu-
nities, there exist unhelpful narratives proclaiming that all
‘outgroup’ clinicians are racist and do not always operate
in the minority patients’ best interest. Such attitudes may
have some historical truth and/or reflect a contemporary
isolated incident, yet are harmful when widely and deter-
minedly shared with community members. This works
against clinicians who are already saddled with cultural
training messaging eagerly informing them of their unbe-
knownst in-built prejudice towards underprivileged cul-
tural groups. A re-think of clinician-focused initiatives is
warranted, and if some derivative of cultural awareness
training endures, then community outreach attempts
should also be included to ameliorate negative community
attitudes.

For individuals working in foreign environments, a
basic understanding of cultural norms may be necessary,
depending on the extent to which the new environment
differs from the individual’s home culture. However, pre-
liminary information should be restricted to specific
local customs, which if transgressed, could put the clin-
ician or their patient in harm’s way, or preclude the clin-
ician from capably or safely administering care. Minor
cultural differences will be negotiated as a clinician accli-
mates to their new surroundings. Naturally, individual
patients, even in unfamiliar homogenous locations will
possess myriad concerns and present idiosyncratically.

Last, the relevance of a patient’s culture to a clinical
assessment can be established and verified without hav-
ing pre-conceived expectations. One worthwhile aspect
of the cultural humility approach is to allow the patient
to determine how much bearing their culture has on
their health concern. For mental health clinicians the
DSM Cultural Formulation Interview includes prompts
for clinicians that may elicit answers to this question
[64]. Some of these supplementary questions may assist
clinicians in identifying cultural perceptions of illness
(i.e, how would you describe your issue to your commu-
nity?; What does your family/community think is caus-
ing your problem?; Why did it start when it did?). Again,
the clinician should interpret such responses in the
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broader context of a patients unique positioning across
multiple sub-cultures and other environmental factors
without fixating on culture alone.

Conclusions

Cultural awareness workshops and their derivatives are
often well-intentioned and genuine efforts to improve
cross-cultural engagement in health care settings are a
laudable pursuit. Yet these interventions are implemented
without evidence and exist on face validity alone. Decades
of research point to their ineffectiveness, despite billions
of dollars being spent on their operation. Workshop
approaches are often over-generalizing, simplistic and im-
practical. Broader expectations of reductions in health dis-
parities are almost certainly unachievable. It is right to
have high expectations for health care practice and clin-
ician performance. But we must also consider that clinical
assessment (and human interaction at large) is often a
woolly fact-finding endeavour involving trial and error, the
generation of numerous mini-hypotheses, pragmatism
and micro-decision making, undertaken in an imperfect
and sometimes frenzied organizational context. The com-
plexity of interaction and behaviour cannot be reduced to
facile insider-outsider, majority-minority, privileged-under
privileged narratives. The cross-cultural workshop should
be retired until there is sufficient evidence for its necessity,
let alone its utility.
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