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BACKGROUND: Racial and ethnic diversity of healthcare
workers have benefits on team functioning and patient
care. However, a significant barrier to retaining diverse
providers is discrimination.
OBJECTIVE: To assess the predictors, perpetrators, and
narratives of racial discrimination among healthcare
workers.
DESIGN: Survey study.
PARTICIPANTS: Healthcare workers employed at aca-
demic hospitals.
MAINMEASURES:Weassessedprevalence andperpetra-
tors of racial and ethnic discrimination using the General
Ethnic Discrimination Scale. We included an open-ended
question asking respondents to recount experiences of
discrimination and analyzed responses using grounded
theory.
KEY RESULTS: Of the 997 participants, 12.2% were fe-
males from backgrounds underrepresented in medicine
(URM), 4.0% URM males, 10.1% Asian females, 4.7%
Asian males, 49.1% non-Hispanic White females, and
19.8% non-Hispanic White males. Among healthcare
workers of color, 85.2% reported discrimination. Over half
of URM females (51.4%), URM males (52.6%), and Asian
females (62.5%) reported discrimination by patients.
About 20–25% of URM females, URM males, and Asian
females reported discrimination by teachers, supervisors,
co-workers, and institutions. In adjusted binary logistic
models, URM females had 10.14 odds (95% confidence
interval [95%CI]: 5.13, 20.02, p<.001), URM males 6.23
odds (95%CI: 2.59, 14.98, p<.001), Asian females 7.90
odds (95%CI: 4.07, 15.33, p<.001), and Asian males
2.96 odds (95% CI: 1.47, 5.97, p=.002) of reporting dis-
crimination compared with non-Hispanic White males.
Needing more support was associated with 2.51 odds
(95%CI: 1.54, 4.08, p<.001) of reporting discrimination.
Our qualitative findings identified that the murder of
George Floyd intensified URM healthcare workers’ experi-
ences of discrimination through increased fear of violence
and requests for unpaid diversity work. Asian healthcare
workers reported that pandemic-related anti-Asian vio-
lence shaped their experiences of discrimination through
increased fear of violence and care refusal from patients.

CONCLUSIONS: Our findings provide insights into expe-
rienced discrimination among healthcare workers and
opportunities for hospitals to create programs that im-
prove inclusivity.
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INTRODUCTION

Racial and ethnic diversity among healthcare workers
(HCWs) have substantial benefits to team functioning and
patient care.1–3 However, racism and ethnic discrimination
threaten the diversity of the healthcare workforce, and have
been associated with decreased opportunities for career ad-
vancement4–6 and increased job turnover.7 Racism and ethnic
discrimination occur when the dominant racial and/or ethnic
group uses its power to devalue and limit access to resources to
groups that they define as inferior.8 Racism and ethnic dis-
crimination within the health workforce occur at multiple
levels, including structural racism within medical institutions9

and individual-level discrimination from colleagues and
patients.1

The prevalence of racial and ethnic discrimination among
HCWs of color, i.e., HCWs who do not identify as non-
Hispanic White, ranges from 22 to 71%.1,10–12 Studies have
suggested that female HCWs of color face unique discrimina-
tion experiences due to their “double minority” status—as
both a HCW of color and female provider.1,7,13,14 Yet, the
most recent study from a 2020 systematic review of discrim-
ination among HCWs included data collected in 2009.1,12

More recent studies are warranted to understand how experi-
enced racism and ethnic discrimination have changed, espe-
cially during times of heightened violence against communi-
ties of color. For example, during the COVID-19 pandemic,
there were over 2800 hate crimes targeting Asian Americans
in the United States (US) from March to December 2020.15

There were also several publicized police killings of unarmed
Blacks/African Americans in 2020.16 Individuals who identify
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as a member of these races and ethnicities, but who are not
directly involved in the traumatic event, may experience vi-
carious discrimination.8 For example, studies have identified
that publicized police violence against people of color is
associated with subsequent heightened discrimination among
members of these racial and ethnic groups.17,18

HCWs of color have spoken out about how they are im-
pacted by national violence against their communities.19,20

However, no empirical studies to date have examined racial
and ethnic discrimination among HCWs during this time.
Thus, we conducted a survey study of HCWs to identify the
perpetrators, predictors, and experiences of racial and ethnic
discrimination throughout the year 2020. By studying experi-
enced discrimination among HCWs quantitatively and quali-
tatively, we aimed to provide insights into the magnitude of
discrimination, as well as the lived experiences of those
impacted.

METHODS

Setting and Recruitment

This cross-sectional study is part of a larger survey study that
assessed factors related to HCW well-being during the
COVID-19 pandemic. The online survey was administered
from December 1, 2020, to January 14, 2021, to 24 hospitals
located in 12 states with high rates of COVID-19 transmis-
sion.21 We emailed department and affinity group leaders to
request that they forward our survey to their staff. We required
that participants were at least 18 years of age and worked at a
clinic/hospital. The Yale Institutional Review Board approved
our study procedures.

Data Collection Tool

We designed the survey to assess factors associated with self-
reported discrimination quantitatively and capture the experi-
ences of discrimination qualitatively. The survey was anony-
mous to encourage respondents to report their experiences
honestly.

Demographic Variables. Demographic data collected
included age; gender (male, female, non-binary, transgender
male, transgender female, and other); race; ethnicity; marital
status; profession; and income. Following Pololi et al.,12 we
categorized race and ethnicity by grouping together
respondents who were from backgrounds underrepresented
in medicine (URM), including those who were Black/
African American, Hispanic/Latino(a), American Indian/
Alaskan Native, and/or Native Hawaiian/Pacific Islander,22

and maintaining separate categories for Asian and non-
Hispanic White participants. Given studies that identified dis-
crimination experiences to be influenced by the intersection of
race, ethnicity, and gender,1 we categorized participants based
on intersecting identities, including URM females, URM

males, Asian females, Asian males, non-Hispanic White fe-
males, and non-Hispanic White males. This analysis was
notably limited by insufficient power to create appropriate
intersecting categories for transgender and non-binary partic-
ipants and our use of sex-based gender indicators.

Discrimination. We used the General Ethnic Discrimination
Scale to assess discrimination,23 including 18 items asking
about the frequency of various experiences of racial and
ethnic discrimination from January 2020 to 2021. We
included an additional item asking respondents how often
they faced discrimination by patients.24 Each item was
assessed on a 6-point scale, from “never” (scored as 1) to
“almost all the time” (scored as 6). Participants could select
“N/A” if the item was not applicable to them. We created a
dichotomous variable for experiencing any racial discrimina-
tion based on previous studies that transformed ordinal dis-
crimination scores into a dichotomous indicator.1,7,10,11 Par-
ticipants were classified as having experienced any discrimi-
nation if they had a numeric response greater than 1 on any
item. We also created dichotomous indicators for the 10 items
asking about perpetrators of discrimination; participants were
classified as having experienced perpetrator-specific discrim-
ination if their response was greater than 1 on the perpetrator-
specific item. This scale has been validated for use among
Black/African American, Hispanic/Latino(a), Asian, and
White respondents.23 We also included an open-ended ques-
tion asking respondents to share any experience of racial and
ethnic discrimination in the last year.

Social Support. As research has identified an inverse
relationship between social support and perceived
discrimination,1 we employed one item from the National
Health and Nutrition Examination Survey to measure social
support needs.25 We also evaluated social support within the
hospital by assessing self-reported team cohesion using the
Survey of Organizational Attributes for Primary Care.26,27

Data Analysis

Quantitative Analysis. First, we conducted a missing data
analysis by comparing respondents in the analytic sample
with those who were dropped due to missing data using
independent-samples t-tests and chi-square analyses. We used
unadjusted generalized linear models to assess differences in
the prevalence of any discrimination as well as discrimination
by each perpetrator type, with Bonferroni-corrected post hoc
tests to assess pairwise differences between intersecting iden-
tity categories. We ran unadjusted and adjusted binary logistic
regression models, with intersecting identity group category
(reference = non-Hispanic White male), other demographic
characteristics, and social support predicting the odds of
reporting any discrimination. We conducted an adjusted
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generalized linear model with Bonferroni-corrected post hoc
tests to assess differences in the prevalence of discrimination
between each pair of intersecting identity categories. Analyses
were conducted in SPSS 27.0 (IBM Corp., 2020). We consid-
ered p<.05 to be statistically significant. We used the Strength-
ening the Reporting of Observational Studies in Epidemiology
(STROBE)28 and the Consolidated Criteria for Reporting
Qualitative Research (COREQ)29 reporting guidelines for the
quantitative and qualitative analyses, respectively.

Qualitative Analysis. We coded the responses to the open-
ended question asking about experiences of racial and
ethnic discrimination using grounded theory.30 The
coders included a female, mixed-race (Black/White)
public health doctoral student (RH), a female, Black
clinical psychology doctoral candidate (JB), and a fe-
male, Hispanic clinical psychology doctoral candidate
(PT). Each coder read all responses, and then met to-
gether to define inductive codes based on constructs that
emerged from the data. For example, the code “assump-
tions about profession” was applied when respondents
described that they were assumed to have a different
profession based on their race and/or ethnicity. Follow-
ing codebook development, we independently coded
random sets of 50 open-ended responses until we
reached Cohen’s kappa >.80.31 After each coding set,
we met to compare codes and further refine the code-
book. Once we achieved kappa >.80, we independently
coded all responses and calculated a final statistic.
Coders met to discuss any discrepancies until consensus
was met, generating the final coded data file. Lastly, we
discussed cross-code themes using thematic content
analysis, and reported all themes irrespective of their
frequency in the data.32 We discussed how our own
positionality could influence our analysis of the data
throughout the coding process.33

RESULTS

Study Sample

Of the 997 included participants with complete data, 122
(12.2%) were URM female, 40 (4.0%) URM male, 101
(10.1%) Asian female, 47 (4.7%) Asian male, 490 (49.1%)
non-Hispanic White female, and 197 (19.8%) non-Hispanic
White male (Table 1). The mean age was 38.22 years (stan-
dard deviation [SD]=11.77). Among the 1053 respondents
who took the survey, we excluded 52 (4.9%) due to incom-
plete surveys and 4 (0.4%) who identified as transgender or
non-binary given insufficient power to create appropriate
intersecting identity categories. There were no significant
differences among participants in the analytic sample
(n=997) and participants who were dropped (n=56).

Table 1 Participant Characteristics

Characteristic n (%) Mean
(SD)

Age — 38.22
(11.77)

Intersecting identities
URM female 122

(12.2)
—

Non-Hispanic Black female 66 (6.6) —
Hispanic White female 49 (4.9) —
Hispanic Black female 3 (0.3) —
Non-Hispanic American Indian/Alaskan

Native, and/or Native Hawaiian/Pacific Is-
lander female

4 (0.4) —

URM male 40 (4.0) —
Non-Hispanic Black male 18 (1.8) —
Hispanic White male 21 (2.1) —
Non-Hispanic American Indian/Alaskan

Native, and/or Native Hawaiian/Pacific Is-
lander male

1 (0.1) —

Non-Hispanic Asian female 101
(10.1)

—

Non-Hispanic Asian male 47 (4.7) —
Non-Hispanic White female 490

(49.1)
—

Non-Hispanic White male 197
(19.8)

—

Marital status
Married 552

(55.4)
—

Single 392
(39.3)

—

Divorced/widowed 53 (5.3) —
Household income
<$10,000 61 (6.1) —
$10,000 to $24,999 21 (2.1) —
$25,000 to $49,999 62 (6.2) —
$50,000 to $74,999 173

(17.4)
—

$75,000 to $99,999 114
(11.4)

—

$100,000 to $149,999 137
(13.7)

—

$150,000 to $199,999 110
(11.0)

—

$200,000 to 299,999 130
(13.0)

—

>$300,000 189
(19.0)

—

Profession
Physician 318

(31.9)
—

Trainee 280
(28.1)

—

Nurse 125
(12.5)

—

Health technician 76 (7.6) —
Physician, nursing, medical assistant 47 (4.7) —
Other clinical 86 (8.6) —
Other non-clinical 65 (6.5) —
Support needs
None 297

(29.8)
—

A little 261
(26.2)

—

Some 284
(28.5)

—

A lot 155
(15.5)

—

Team cohesion — 24.87
(4.57)

SD, standard deviation; URM, underrepresented in medicine
URM includes Black/African American, Hispanic/Latino(a), American
Indian/Alaskan Native, and/or Native Hawaiian/Pacific Islander
respondents
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Prevalence, Perpetrators, and Predictors of
Discrimination

Over half of all HCWs (57.7%) reported racial discrimination,
including 90.2% of URM females, 87.1% of Asian females,
82.5% of URM males, 70.2% of Asian males, 46.2% of non-
Hispanic White males, and 44.9% of non-Hispanic White
females (Table 2). Among HCWs of color, 85.2% reported
experiencing racial and/or ethnic discrimination. In pairwise
comparisons, the prevalence of racial discrimination was sig-
nificantly more common among URM females, URM males,
Asian females, and Asian males, compared with non-Hispanic
White males and females.
All HCWs of color were significantly more likely to report

discrimination from patients compared with non-Hispanic
White males and females (Table 2). Over half of URM females
(51.4%), URM males (52.6%), and Asian females (62.5%)
and almost half of Asian males (46.7%) reported racial dis-
crimination from patients. Furthermore, 22.1% of URM fe-
males, 23.3% of URM males, 21.5% of Asian females, and
24.4% of Asian males reported discrimination by teachers/
professors, compared with less than 5% of non-Hispanic
White HCWs.
Compared with non-HispanicWhite HCWs, URM females,

URMmales, and Asian females were significantly more likely
to report discrimination from employers, co-workers, and
institutions. Discrimination from employers was reported by
25.2% of URM females, 31.6% of URM males, 23.2% of
Asian females, and 17.0% of Asian males, compared with 3–
7% of non-Hispanic White HCWs. Similarly, 25.4% of URM

females, 28.2% of URM males, 20.2% of Asian females, and
12.8% of Asian males experienced discrimination from their
co-workers, compared with about 6% of non-Hispanic White
HCWs. Discrimination from institutions (e.g., schools, univer-
sities, and the police) was reported by 25.9% of URM females,
25.6% of URMmales, 19.4% of Asian females, and 14.9% of
Asian males, compared with less than 5% of non-Hispanic
White HCWs.
The results of unadjusted and adjusted binary logistic

models predicting the odds of reporting racial discrimi-
nation are shown in Table 3. Nagelkerke’s R2 for the
fully adjusted model was 0.232. Compared with non-
Hispanic White males, URM females had 10.14 odds
(95% confidence interval [95%CI]: 5.13, 20.02, p<.001),
URM males 6.23 odds (95%CI: 2.59, 14.98, p<.001),
Asian females 7.90 odds (95%CI: 4.07, 15.33, p<.001),
and Asian males 2.96 odds (95%CI: 1.47, 5.97, p=.002)
of reporting racial discrimination. Needing a lot more
social support, compared with not needing any addition-
al support, was associated with 2.51 odds (95%CI: 1.54,
4.08, p<.001) of reporting discrimination. Post hoc tests
showed that non-Hispanic White males were significant-
ly less likely to report discrimination than URM males
(p<.001), URM females (p<.001), Asian males (p=.01),
and Asian females (p<.001). Furthermore, post hoc tests
showed that non-Hispanic White females were signifi-
cantly less likely to report discrimination compared with
URM males (p<.001), URM females (p<.001), Asian
males (p=.001), and Asian females (p<.001).

Table 2 Prevalence and Perpetrators of Racial Discrimination Among Healthcare Workers

Perpetrator n* Overall
sample, %

URM
female,
%

URM
male, %

Asian
female,
%

Asian
male, %

Non-Hispanic
White female,
%

Non-Hispanic
White male,
%

Wald chi-
square, p
value

Overall prevalence 997 57.7 90.2 a,b 82.5 a,b 87.1 a,b 70.2 a,b 44.9 46.2 <.001
Prevalence by perpetrators
Teachers and
professors

786 8.1 22.1 a,b 23.3 21.5 a,b 24.4 b 1.5 4.2 <.001

Employers, bosses,
and supervisors

981 10.4 25.2 a,b 31.6 a,b 23.2 a,b 17.0 3.3 7.1 <.001

Co-workers, fellow
students, and
colleagues

985 10.8 25.4 a,b 28.2 a,b 20.2 a,b 12.8 5.6 6.1 <.001

Patients 955 28.0 51.4 a,b 52.6 a,b 62.5 a,b 46.7 a,b 16.3 16.9 <.001
People in service
jobs (e.g., store
clerks)

992 17.7 45.0 a,b 37.5 a,b 39.0 a,b 27.7 b 8.0 8.1 <.001

Strangers 991 25.6 30.5 a,b 51.3 a,b 57.0 a,b 46.8 a,b 10.6 15.2 <.001
People in helping
jobs (e.g., personal
doctors)

992 9.0 27.7 a,b 22.5 17.0 a,b 14.9 3.1 4.1 <.001

Neighbors 991 9.2 28.6 a,b 22.5 17.3 a,b 17.0 3.3 3.6 <.001
Institutions (e.g.,
schools, universities,
the police)

965 9.1 25.9 a,b 25.6 a,b 19.4 a,b 14.9 3.0 4.6 <.001

Friends 989 9.6 24.4 a,b 25.0 a 18.4 a,b 8.5 5.3 4.1 <.001

For pairwise comparisons with Bonferroni-corrected p values <.05, a represents significantly higher than non-Hispanic White males and b represents
significantly higher than non-Hispanic White females
*For each perpetrator type, values are less than the overall sample of 997 because respondents were asked to respond only to those items that were
applicable to them
URM, underrepresented in medicine
URM includes Black/African American, Hispanic/Latino(a), American Indian/Alaskan Native, and/or Native Hawaiian/Pacific Islander respondents
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Experienced Discrimination Among URM HCWs

URMHCWs reported experiencing discrimination throughout
their workday. Upon entering the hospital, URM HCWs de-
scribed disproportionate and excessive monitoring by security,
a theme we termed Excessive Monitoring. A Black/African
American, female HCW described:

Being interrogated by screeners at the hospital front
doors every day I come in for work. Asking to see my
badge, when I’ve witnessed them fail to ask white
colleagues for their badges.

Another theme that we identified was Constant
Microaggressions. Microaggressions are cues that communi-
cate insults towards members of a marginalized group, in this
case people of color.34 URM HCWs reported that hospital
staff assumed that they had a different role based on their race,
which resulted in being overlooked and excluded in the hos-
pital. This was especially true among URM females, who
reported that the combination of their gender and race impact-
ed how people treated them in the hospital. A female, Black/
African American HCW explained:

Patients, nurses, technicians, residents, other attending
physicians always assume I am a nurse, based primar-
ily on gender, age, and race I would imagine- it hap-
pens countless times per day...I am either ignored or

overlooked or just not included on first meeting with
most professionals. Patients generally just ask when
they will see the doctor.

Many URM HCWs reported that they withstood
microaggressions, as confronting them would take up a
significant amount of time and energy. When they did
confront staff about microaggressions, URM HCWs’
lived experiences were dismissed. A male, Black/
African American HCW described:

I had not cut my hair during the first three
months of the pandemic. My hair was long and
one of my therapy colleagues told me she wanted
to comb my hair. I was sitting at a computer a
couple minutes later and she came and combed
my hair. I told her it was a microaggression. She
apologized with a giggle and then walked away.

Another theme that we identified was Unfair Pay/Promo-
tion, based on Black/African American HCWs’ perceptions of
being differentially allocated compensation and promotion
opportunities based on their race. A female, Black/African
American HCW described:

I was passed over for a promotion to someone of the
other race even though I had more experience. Denied

Table 3 Predictors of Reporting Any Racial Discrimination in the Overall Sample

Unadjusted model Adjusted model

OR (95%CI) OR (95%CI)

Intersecting identities
Non-Hispanic White male (reference) 1.00 1.00
Non-Hispanic White female 1.05 (0.76, 1.47) 0.99 (0.62, 1.30)
URM female 11.25 (6.04, 20.95)*** 10.14 (5.13, 20.02)***
URM male 5.79 (2.51, 13.33)*** 6.23 (2.59, 14.98)***
Asian female 8.31 (4.52, 15.27)*** 7.90 (4.07, 15.33)***
Asian male 2.89 (1.51, 5.54)** 2.96 (1.47, 5.97)**
Age 1.00 (0.99, 1.01) 1.01 (0.99, 1.02)
Marital status
Married (reference) 1.00 1.00
Single 1.37 (1.05, 1.78)* 1.18 (0.81, 1.72)
Divorced/widowed 1.51 (0.84, 2.72) 1.37 (0.71, 2.66)
Household income 0.96 (0.91, 1.01) 1.00 (0.91, 1.10)
Profession
Physician (reference) 1.00 1.00
Trainee 1.17 (0.84, 1.62) 0.79 (0.48, 1.30)
Nurse 0.79 (0.52, 1.20) 0.83 (0.51, 1.36)
Health technician 0.83 (0.50, 1.38) 0.65 (0.35, 1.21)
Physician, nursing, medical assistant 0.89 (0.48, 1.64) 0.71 (0.34, 1.48)
Other clinical 1.03 (0.64, 1.68) 1.08 (0.60, 1.94)
Other non-clinical 0.65 (0.38, 1.11) 0.58 (0.30, 1.11)
Support needs
None (reference) 1.00 1.00
A little 1.10 (0.79, 1.53) 1.21 (0.83, 1.75)
Some 1.18 (0.85, 1.64) 1.45 (0.99, 2.12)
A lot 2.60 (1.70, 3.98)*** 2.51 (1.54, 4.08)***
Team cohesion 0.98 (0.95, 1.00) 0.99 (0.95, 1.02)

***p<0.001; **p<0.01 and ≥0.001; *p<0.05 and ≥0.01
URM, underrepresented in medicine; OR, odds ratio
URM includes Black/African American, Hispanic/Latino(a), American Indian/Alaskan Native, and/or Native Hawaiian/Pacific Islander respondents
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pay increase or compensation for taking on extra
duties.

This respondent suggests that URM HCWs face two bar-
riers to receiving higher pay: (1) decreased opportunities for
higher paying positions and (2) lack of compensation for extra
work.
URM HCWs also explained that they were asked to add

diversity and inclusion work to their workload without com-
pensation, which we described as the Minority Task theme.35

A male, Black/African American HCW explained:

Continued undervaluing of my achievements at work.
Asked to do work for free on George Floyd. Had to
take on the work on racial justice in the department for
free. Passed over for major department role.

By being asked to discuss instances of police killings, e.g.,
of George Floyd, as a “teaching moment” for hospital staff,
Black/African American HCWs dedicate their time to unpaid
diversity work, which hinders their ability to pursue other
areas of interest and even promotions.
Another theme that URM HCWs described was White

Provider Preference, based on their experiences with patients
who preferred to be cared for by White HCWs. This was
particularly true among URM physicians, as patients
questioned their competency and did not recognize them as
“real doctors” even after repeatedly explaining their role. A
female, Hispanic/Latino(a) attending physician described:

During virtual visits or phone calls to patients’ family
members I was told they wanted to talk to a ‘real
doctor’ - that they were ‘tired of talking to another
foreign doctor that knows nothing...’

Another theme that HCWs described was External Struc-
tural Racism, which encompassed discrimination by institu-
tions outside of the hospital, such as law enforcement. Black/
African American respondents reported heightened fear of
violence due to the publicized murders of Blacks/African
Americans, suggesting potential vicarious discrimination. A
female, Black/African American HCW described:

I was stopped by a police officer and asked to show two
forms of ID in order to be let go. This happened around
the time of George Floyd’s death so was very triggered
by this experience.

Experienced Discrimination Among Asian
HCWs

Many Asian HCWs reported experiencing discrimination due
to rhetoric that blamed the pandemic on Asian people, which
we termed the Pandemic-Related Discrimination theme.
Some Asian HCWs reported that patients did not want to

receive care from them due to fear that the provider’s race
and/or ethnicity would increase their risk of contracting
COVID-19. A female, Asian HCW described:

I have had patients reluctant to have me be their anes-
thesiologist because of my Asian ethnicity and afraid
that I may give them COVID. Someone else ended up
taking over the case. It was frustrating.

Asian HCWs also described increased discrimination out-
side of the hospital and fear of hate crimes due to the pandem-
ic, suggesting vicarious discrimination. A female, Asian HCW
explained:

I was warned by my parents to not make a fuss if
someone else was not wearing a mask due to reports
of violence against people of Asian descent.

This respondent suggests that she is reluctant to protect
herself from COVID-19 by asking people to wear masks due
to anti-Asian violence. Thus, the respondent took on compet-
ing stressors related to risk of infection and anti-Asian
violence.
Asian HCWs also described instances of discrimination

aside from the pandemic that fell into the Microaggressions
theme. For example, some reported that their colleagues
would confuse them for another Asian colleague, which made
them feel unrecognized and unappreciated.

Experienced Discrimination Among Non-
Hispanic White HCWs

Non-Hispanic White HCWs suggested that they faced dis-
crimination due to the recent racial justice movement. Some
non-Hispanic White HCWs described their belief that racial
injustices against people of color happened in the past without
acknowledging the present violence against communities of
color, a theme we termed Racism Denialism. A female, non-
Hispanic White, HCW described:

In general, the current racial awareness movement has
portrayed white people as racists and have been also
held responsible for racial injustices that have hap-
pened in the very distant past.

Non-Hispanic White HCWs also reported that their non-
White patients thought they were racist and provided inferior
care to them, which constituted the Perceived “White
Victimhood” theme. Notably, White HCWs who reported
discrimination by patients did not acknowledge the present
discrimination against patients of color perpetuated by
HCWs.36 A non-Hispanic White, female, HCW described:

We had a patient accuse the white staff of treating her
unfairly because of the color of her skin but with the
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same treatment didn’t give the Spanish or African
American staff a hard time.

Additionally, some HCWs mentioned experiences of Per-
ceived “White Victimhood” when they did not qualify for
programs that aimed to increase diversity. A non-Hispanic
White, male HCW described:

I was not re-assigned to a national committee by the
president of my society who highlighted her program
of increasing gender, racial, and ethnic diversity in
committees. I didn’t fit her vision of diversity.

This HCW failed to acknowledge that diversity initiatives
are purposively distributed based on equity, rather than equal-
ity, due to the exclusion and underrepresentation of non-White
HCWs in medicine.

DISCUSSION

We assessed racial and ethnic discrimination among HCWs
during a period of heightened violence against communities of
color. We identified the prevalence, perpetrators, and predic-
tors of reporting discrimination quantitatively, and explored
the lived experiences of discrimination qualitatively. Our find-
ings underscore the necessity for hospital-wide initiatives to
promote inclusion of HCWs of color.
Overall, 85.2% of HCWs of color reported experiencing

racial and/or ethnic discrimination in the past year. Compared
with non-Hispanic White HCWs, discrimination was most
commonly reported by URM HCWs followed by Asian
HCWs, similar to another study.10 We also found that social
support needs were associated with reporting discrimination,
similar to others.1 We did not identify significant differences
in reporting discrimination based on gender within race cate-
gories (e.g., between URMmales and females), although other
studies have,1,7,13,14 perhaps because our intersecting identity
categories for non-White HCWs included relatively small
numbers of respondents. Additional studies are warranted that
are powered to explore how the intersection of racial, ethnic,
and gender identities influences discrimination.
Our study identified perpetrators of racial discrimination,

with the most common among HCWs of color being patients.
Our qualitative findings suggested that patient discrimination
took the form of refusing care from URM and Asian HCWs
due to their race and ethnicity, whichmade them feel frustrated
that their competency was being questioned. Another qualita-
tive study identified that care refusal from patients took an
emotional toll on HCWs and that there was insufficient
institutional support to respond to such acts.24 Thus,
hospitals should ensure that they have the systems in
place for HCWs to report workplace discrimination and
receive appropriate support.

Our qualitative findings emphasized the nuanced experi-
ences of discrimination based on HCW race and ethnicity and
how these experiences related to the current context, specifi-
cally the apotheosis of the Black Lives Matter movement and
pandemic-related discrimination against Asian Americans.
For example, URM HCWs shared how the murder of George
Floyd in 2020 influenced their own experiences of discrimi-
nation, from fear when being pulled over by the police to
increased requests for unpaid diversity work. Asian HCWs
also recounted an acute increase in discrimination against
Asian HCWs during the COVID-19 pandemic due to national
rhetoric that posited COVID-19 as the “China virus,” similar
to how Asian Americans were scapegoated during the San
Francisco Plague in 1900.37 Our qualitative findings also
suggested that HCWs of color experienced persistent forms
of discrimination, distinct from the COVID-19 pandemic and
racial justice movement. For example, URM HCWs reported
unequitable promotion and compensation, similar to other
findings.38 Asian HCWs also reported being regularly mistak-
en for other Asian HCWs, consistent with other studies.39

Additional research is needed to explore how the changing
context following the pandemic and Black LivesMatter move-
ment impacts discrimination experiences, as well as persistent
forms of discrimination, to design and implement hospital-
wide inclusion initiatives.
Lastly, our qualitative findings suggested that some non-

Hispanic White HCWs believed that racism “happened in the
very distant past,” and others believed that they were victims
of racism. These beliefs contradict well-documented evidence
that racism continues to negatively impact the health and well-
being of people of color,8 including within the health sys-
tem.1,36,40,41 Previous studies have identified that White
Americans significantly overestimate current levels of racial
economic equality,42,43 which could explain why some non-
Hispanic White HCWs reported that racism no longer exists
and others perceived that they were victims of racism them-
selves. Another possible explanation could beWhite backlash,
or the negative response of White people to the perceived
progress of certain racial and ethnic groups.44 White backlash
is a form of White supremacy and has been identified during
previous movements in the US, such as affirmative action.44

White backlash among HCWs may perpetuate implicit and/or
explicit racial biases from non-Hispanic White HCWs, which
have been associated with inferior care for non-White pa-
tients.40,41 Our findings demonstrate the critical need for hos-
pitals to respond to White backlash present among HCWs to
mitigate harm to non-White HCWs and patients.
Our study has notable strengths and limitations. First, our

use of quantitative and qualitative methods enabled us to better
understand the breadth and depth of racial discrimination
among HCWs. Additionally, our sample was representative
of the gender, racial, and ethnic makeup of HCWs in the US;
71.3% of our participants were female and 68.7% were non-
Hispanic White, while 76% of US HCWs are female and
64.4% are non-Hispanic White.45,46 Yet, the relatively small
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number of racial and ethnic minorities in the sample prevented
us from conducting within-group analyses and separating out
the experiences of different URM groups. Furthermore, we
excluded four HCWs who identified as non-binary or trans-
gender due to insufficient statistical power to identify differ-
ences by gender identity; future studies should purposively
recruit gender minority HCWs to understand their experiences
of discrimination. We used sex-based indicators for gender,
which could have contributed to mismeasurement of gender
identity. Additional studies should use more appropriate de-
scriptors for gender identity (e.g., man, woman, trans man,
trans woman, gender non-conforming). We used convenience
sampling and collected anonymous responses to encourage
respondents to share their experiences openly. However, this
sampling approach may limit the generalizability of the prev-
alence of racial and ethnic discrimination to all HCWs in the
US. Due to the cross-sectional nature of the survey, we were
unable to identify causal relationships, particularly between
social support and discrimination.

CONCLUSION

We identified the predictors, perpetrators, and narrative experi-
ences of racial and ethnic discrimination among HCWs during a
time of significant racial tensions. Our results provide insights that
can be used by hospitals to foster inclusion. For example, by
hospitals committing to invest at least 3% of its budget to support
ongoing diversity, equity, and inclusion work, conversations about
race can be facilitated by experts who are appropriately compen-
sated.47 There are also critical needs for institutions to provide
better support systems for dealing with discrimination from pa-
tients, and systematically identify salary discrepancies by race and
ethnicity. Additionally, programs that mitigate White backlash
amongHCWs, such as through hospital-wide education,48 are vital
to mitigate harm to non-White HCWs and patients. We hope that
our findings can be used by hospitals to promote an inclusive
climate for all HCWs.
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