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Purpose of review—To summarize the current literature on allyship, providing a historical
perspective, concept analysis, and practical steps to advance equity, diversity, and inclusion. This
review also provides evidence-based tools to foster allyship and identifies potential pitfalls.

Recent findings—Allies in healthcare advocate for inclusive and equitable practices that
benefit patients, coworkers, and learners. Allyship requires working in solidarity with individuals
from underrepresented or historically marginalized groups to promote a sense of belonging and
opportunity. New technologies present possibilities and perils in paving the pathway to diversity.

Summary—Unlocking the power of allyship requires that allies confront unconscious biases,
engage in self-reflection, and act as effective partners. Using an allyship toolbox, allies can

foster psychological safety in personal and professional spaces while avoiding missteps. Allyship
incorporates goals, metrics, and transparent data reporting to promote accountability and to sustain
improvements. Implementing these allyship strategies in solidarity holds promise for increasing
diversity and inclusion in the specialty.

Keywords

Allyship; Diversity equity, and inclusion; Healthcare disparities; Artificial intelligence;
Psychological safety; Mentorship, coaching, and sponsorship

Introduction

Allyship involves fighting injustice and promoting equity through acts of advocacy [1].
The National Institutes of Health describes allyship as, “When a person of privilege works
in solidarity and partnership with a marginalized group of people to help take down the
systems that challenge that group’s basic rights, equal access, and ability to thrive in our
society” [2]. Medical professionals of majority groups can serve as allies for patients,
colleagues, and communities at the margins. As the profession begins to widen its lane to
understand social factors that influence patient care, it also needs to look inward and identify
opportunities for allyship. Allyship can give a voice those who might not have one and can
lift those whose contributions might otherwise go unnoticed. It involves accountability and
measuring outcomes of efforts towards diversity. This article explores the current state in
otolaryngology, the history and rationale for allyship, and offers practical, evidence-based
tools to develop allyship skills. Allyship most often emphasizes underrepresented racial
and ethnic minorities, but it applies to any disadvantaged group involving gender identity,
socioeconomic status, sexual orientation, and others.

Limited Diversity in Otolaryngology: A Need for Allyship

A diverse health care workforce is necessary to promote equitable health care delivery amid
the myriad challenges of limited access to care, rising health inequities, and escalating
costs. Specialties with more minority physicians, such as primary care, study and publish on
heath disparities at greater rates, thereby advancing the science. Individuals who identify as
Black or African American, American Indian and Alaska Native, Asian, Native Hawaiian
and Other Pacific Islander, Hispanic, or two or more races.make up 40.9% of the US
population and are expected to comprise 59.5% of the population by 2060 [3]. Racially
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or ethnically concordant patient-physician relationships are associated with more effective
communication, increased patient satisfaction, better adherence to treatment, and improved
health care outcomes, all of which can lessen disparities [4e, 5¢, 6-10]. The lack of diversity
in otolaryngology can be traced to underrepresentation in medical school and pervasive
inequities present at earlier stages of education [11-16]. These challenges are accentuated
in otolaryngology, both in match rates and at successive career stages [17¢, 18]. In 2019,
only 12.1% of practicing physicians identified as members of groups underrepresented in
medicine (URiIM), and otolaryngology has one of the lowest rates of URiM residents and
faculty among specialties [12, 17+, 18, 19].

Despite ongoing efforts to improve diversity in the medical profession, there has been
little progress in improving diversity in the past half century. The American Association of
Medical Colleges recently reported that only 153 women identified as URiM versus 1063
White and only 436 men identified as URiM compared to 5323 White [19]. Applicants

to otolaryngology residency programs were 6.1% Black and 9.4% Latinx, with successful
match rates of only 2.3% and 6.2%, respectively [17¢]. Representation further diminishes
as one moves up the career ladder [20]; very few URiM individuals serve as academic
leaders [8], and these data are a clarion call to develop robust pathways to promote success
of URIM individuals in matriculation and across the career continuum. We must also
accurately represent and publish progress in growth of URiM in otolaryngology; a recent
correspondence revealed the challenges in recording, tracking, and transparently reporting
progress on these fronts [21].

The chasm between intent and action can be partially explained by the distance between
decision makers—whether in hospitals, academic medical center, or other spheres of
influence—and those with perspective of lived experience and practical insight into what

is needed to achieve sustainable change in diversity efforts. Across healthcare settings,
much of the work to promote diversity is shouldered by URiM faculty, who are left with
less time and energy to focus on their research other aspects of career advancement.

This concept is known as the “minority tax.” URiIM faculty are often recruited to serve

in many roles, including those related to DEI initiatives; however, these roles often are
uncompensated and not tied to metrics of academic promotion or professional development.
Growing recognition of this problem has led to calls for innovative strategies to redistribute
engagement in diversity, equity, and inclusion initiatives [22e¢], and allyship is necessary for
such approaches to be successful. The “minority tax™ may exacerbate the very problems DEI
efforts purport to address, since it compels URiIM faculty to direct their time and energy
away from other professional pursuits.

A similar “tax” applies to women, LGBTQ+ individuals, and individuals with disabilities, all
of whom may be over-extended but reluctant to decline due to a sense of obligation to speak
up; colleagues in majority groups seldom feel these burdens. The “tax” is compounded for
individuals with intersectional identities, which can drive disparities in career development
and satisfaction at work [21, 22¢, 23-30]. Accordingly, the responsibility for increasing
diversity in otolaryngology falls to all within the field, and especially those in positions

of influence who can advocate for others [31, 32, 33¢, 34]. Most URiM otolaryngology
leaders attribute success to grit and perseverance, and positive differentiators in the pathway
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are mentorship, coaching, sponsorship, and allyship [1]. The same applies to members of
any group with less influence than its majority counterparts. Definitions and principles of
allyship are shown in Table 1.

History of Allyship in the USA

Allyship has a longer history than many realize. Allies have championed social justice and
worked alongside leaders of marginalized groups to mitigate inequalities in the USA for
the past two centuries [35]. However, the role of allyship in healthcare is just beginning

to be appreciated [36, 37, 38+, 39, 40¢]. In America, allies were prominent figures in the
Abolitionist Movement of the 1830’s, calling out slavery as an abomination and launching
organized efforts to eradicate slave ownership. Efforts of White abolitionists were in
solidarity with Black men and women, some of whom had escaped from bondage. William
Lloyd Garrison, who founded the Abolitionist Newspaper, The liberator, led the American
Anti-Slavery Society and partnered with Frederick Douglass, who escaped slavery himself.
John Brown staged armed rebellions; the most notorious being the raid on Harper’s Ferry,
Virginia [35].

In this era, clandestine efforts to counteract slavery required solidarity between allies

and oppressed individuals. The Underground Railroad—a network of Black and White
individuals who worked together to allow enslaved persons to escape the South—illustrates
the collaborations still needed today. Quaker abolitionists like Isaac T. Hopper built
networks of routes and shelters for escapees. Many formerly enslaved persons shared in
these courageous acts. For example, Harriet Tubman, a famed conductor for the underground
railroad, led groups of escapees all the way to Canada. Other female abolitionists such

as Elizabeth Cady Stanton and Lucretia Mott later became leaders in the women’s rights
movement, reflecting that allies can also engage in struggles for justice among their own
identity group [35].

After the civil war era, the Jim Crow laws were introduced in the southern USA. These

laws mandated racial segregation in public facilities and were later reinforced by the Plessy
vs. Ferguson case, in which the Supreme Court introduced the legal doctrine of “separate
but equal.” A prominent ally during this era was Julietta Hampton Morgan, who spoke

out against discrimination against Black people and wrote letters in her local newspaper.
Morgan was fired from her job, received letters and phone calls with threats, and had a cross
burned in front of her yard before she eventually took her own life. Although modern day
allies seldom face such societal pressure and disapproval, contemporary allyship can also be
arduous; Morgan’s story captures the resistance that allies not uncommonly encounter [35].

Even when rulings of the courts support equity, justice is not always served. In Worchester
vs. Georgia a White ally of the Cherokee bought their case to the Supreme Court to establish
sovereignty and to fight their forced removal from Georgia. The court ruling was in favor

of Worchester and the Cherokee, creating the foundational doctrine of tribal sovereignty in
the USA; but the decision was not enforced. The USA forcibly removed more than 15,000
Cherokees from 1838 to 1839. During this time an estimated 4000 individuals succumbed

to starvation or disease during detention or forced migration across nine states, constituting
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the “Trail of Tears” [41]. Imperialism and unjust policies have thus left a legacy of structural
inequities persisting to the present day, many of which carry over to healthcare. Allyship can
help to overcome inequities rooted in the past and meet needs of present day.

Bringing Groups Together to be Stronger Allies for Each Other

Other marginalized groups, many of whom have been allies for Black Americans,

similarly face an array of challenges and have a pressing need for allyship. Among these
groups are lesbian, gay, bisexual, transgender, queer or sometimes questioning, and others
(LGBTQIA+) individuals who confront stigma and complex social and legal barriers; Asian
American and Pacific Islander individuals who contend with xenophobia and racism; South
and Southeast Asian individuals who are subject to caste-based discrimination; immigrants
must face anti-immigrant bias, racism, or mistreatment; and individuals with disability who
must struggle with lack of accommodations and equitable access amid a culture of ableism.
There is an opportunity to bring all marginalized groups together to be stronger allies for
each other.

LGBTQIA+ individuals face a multitude of challenges in their personal and professional
lives because of social stigma and discrimination. Members of this group repeatedly
encounter prejudice, exclusion, and violence based on their sexual orientation or gender
identity. Formidable legal hurdles also exist in the USA and abroad, with many

states lacking comprehensive laws that protect LGBTQIA+ rights or that criminalize
discriminatory acts. These structural inequalities can impede access to basic healthcare,
education, employment, and housing. The challenges faced with coverage for gender-
affirming surgery are an example of barriers to these needs. These challenges reduce
opportunities for personal and professional growth. This population has elevated rates of
anxiety, depression and suicide due to the stress and isolation arising from stress and societal
rejection. The journey of self-acceptance and coming out is also fraught with emotional
difficulty, as individuals may fear rejection from family, friends, or their communities. The
fight for equality and acceptance remains an ongoing battle, and allyship around advocacy
efforts are crucial in addressing these barriers to creating a more inclusive society.

Asian American Pacific Islanders (AAPI) face a distinct range of challenges arising from
xenophobia that have escalated in the wake of the COVID-19 pandemic. Stereotyping

and racial profiling are pervasive issues, where AAPI individuals are often subjected

to assumptions and biases based on their appearance or cultural background. This can
manifest in various forms, including microaggressions, hate crimes, and exclusionary
practices. The model minority myth, which portrays AAPI communities as universally
successful and overachieving, further marginalizes those who do not conform to these
expectations. Additionally, language barriers and cultural differences can create obstacles in
accessing healthcare, education, employment, and other essential services. In recent times,
the AAPI community has seen a surge in hate crimes and violence, fueled by xenophobia
and scapegoating during public health crises. It is crucial to address these challenges

by promoting cultural understanding, combating stereotypes, and advocating for inclusive
policies that protect the rights and well-being of AAPI individuals.
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Immigrants and their descendants from South and Southeast Asia have at times been
described as “model minorities”: often highly educated, often working well-paying jobs,
often English-speaking. Some of these populations are disproportionately represented in
the medical profession. However, both immigrants and subsequent generations in these
groups frequently experience racism from colleagues and patients, similar to other groups
of color. Furthermore, in-group biases based on historic caste, linguistic or geographic
background, or socioeconomic background are pervasive in South Asian communities.
Allyship is essential in countering the effects of these experiences, particularly when these
groups might otherwise pass by without attention as a result of their “model minority”
status. For the same reason, those with lower English proficiency or lower socioeconomic
status may be particularly vulnerable and may benefit all the more from effective allyship.

All immigrants face a risk of anti-immigrant discrimination and racism. Similar to
previously noted groups, immigrants are susceptible to employment discrimination, denial of
essential services, or verbal or physical abuse. Hostility directed against immigrants is often
rooted in resentment related to their perceived status as outsiders, and despite important
contributions are often regarded as a threat to the economy or cultural mores. These views
can impede integration, limit social mobility, and increasing social isolation. There risks

are often magnified for individuals with intersectional identities relating to racial and ethnic
groups, which can compound discrimination and bias faces by immigrants. Addressing these
challenges requires a multipronged approach that incorporates legal protections, allyship,
and political efforts to advocate for shared opportunity.

Last Individuals with disabilities encounter challenges related to access and opportunity

to engage fully in experience. For example, for individuals with physical limitations,

many public spaces, buildings, transportation systems, and even digital platforms lack

the necessary accommodations to ensure equal access for individuals with disabilities. In
otolaryngology, the challenges related to hearing, speech, and communication are prominent
concerns. Limited employment prospects and create economic hardship for individuals with
disabilities due to barriers to securing and maintaining jobs. Recurring themes also involve
access to healthcare, assistive technologies, and other basic needs.

Allyship in Otolaryngology

Within Otolaryngology and healthcare, the history of allyship is less well documented,
and perhaps most of it is yet to be written. But evidence of allyship dates to the early
days of the field, including individuals like Dr. John Kearny Rogers, who took Dr. David
Kearny McDonogh, America’s first African American Ophthalmology and Otolaryngology
specialist, as his protégé. Many subsequent allies have followed, with their contributions
evident in residency training programs and national organizations. These allies include
residency program directors, department chairs, and leaders within our national societies,
who have advocated for diversity or been quiet movers behind the scenes who lobbied
for progressive policies in departments, academic institutions, or national organizations.
Within otolaryngology, The Harry Barnes Medical provides pathways and opens doors
for historically minoritized physicians and learners. Allies should note that it is open to
individuals of all backgrounds who embrace its mission.
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The American Academy of Otolaryngology—Head and Neck Surgery/Foundation (AAO-
HNS/F) has provided allyship for women, URiM, and the LGBTQ+ communities. Women
in Otolaryngology (WIO) began as a small committee, and with support from predominantly
male leadership, became a robust section. Today, WIO has a well-funded endowment and
ensures women have a strong voice in the organization and can influence direction of

the specialty. WIO’s “He for She Award,” recognizes men who are allies for women in
otolaryngology. The Diversity Committee of the AAO-HNS, established as an ad hoc forum
to address diversity, became a committee of diverse members and allies with a strong
endowment. The committee promotes diverse engagement in panels and presentations,
champions LGBTQ+ education at the Annual meeting, offers scholarships and programming
to attract URiM student to otolaryngology, and creates opportunities for diverse individuals
to meet informally. Both entities have non-voting seats on the organization’s Board and

are highlighted in AAO-HNS/F communications. Other societies within otolaryngology
have followed suit, affording opportunities for allyship through the Society for University
Otolaryngologists, the Triological Society, and all subspecialty societies.

Authentic versus Performative Allyship

Authentic allyshipis an active, consistent, and arduous practice in which a person from
a privileged or empowered group seeks to understand, to support, and to advocate for
marginalized groups [42]. For example, the allyship of a White male department chair who
coaches, mentors, or sponsors a Black female aspiring department chair is instrumental
in advancing the specialty. The descriptor of ally is not self-ascribed but rather attributed
to those who work to remove barriers and dismantle systems that impede equal access or
ability to succeed. Allyship often requires going against the grain [42], and being an ally
implies a willingness to put one’s own circumstances of privilege at risk. Furthermore,

it is not fleeting; allyship involves a commitment to stand up for fairness for the long
haul. Allyship involves taking deliberate steps to address the challenges faced by any
underrepresented or marginalized group. Allyship is developed over time and requires
solidarity around the struggle for equitable treatment.

There are many ways that someone can act as an ally, and though allyship often begins

with passive activities focused on learning, it must also include active approaches to
effecting change (Fig. 1). An ally might begin by learning about historical factors that
created barriers to advancement for individuals from historically marginalized groups or by
familiarizing oneself with the terminology used in efforts to improve diversity and inclusion.
Attending forums and educational symposia related to diversity are useful entry points, but a
commitment to allyship is a lifelong journey, wherein one works to understand unconscious
biases, to learn from the lived experiences of others, and to advocate for progress despite
challenging or uncomfortable situations. One of the authors shared how resident physicians
at his institution were arranging a demonstration against police brutality, but the hospital
administration shut the initiative down. A majority faculty member approached institutional
leadership to share the vision and impact of this work, which helped to create a pathway
where none had existed.
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Allyship can thus involve affording a voice to someone who might have difficulty speaking
up, supporting DEI initiatives, or acknowledging daily lived experiences. Allies take
purposeful, visible, and consistent steps, and these efforts can take any number of forms.
Acts of allyship can occur in the moment, such as a bystander intervention in response

to a micro-aggression, or they can involve longitudinal efforts, like working to change
entrenched policies and practices. Advocacy for holistic assessment of residency applicants
is an example of an intervention requiring sustained effort over time. Allies must also be
attuned to their own contribution to inequities and work toward fostering a safe and inclusive
work environment. Active allyship includes participating in diversity initiatives, inviting
voices and opinions of all individuals, and actively seeking out opportunities to mentor,
coach, or sponsor individuals from historically marginalized groups who may have less
developed networks or less access to mentors.

Performative allyship, or optical allyship, is a pitfall wherein there is no, or minimal,
action taken that exemplifies spoken words. Performative allyship draws more attention
to the self-ascribed ally than to the cause. Furthermore, although performative allyship is
counterproductive and often self-serving, individuals demonstrating performative allyship
may lack self-awareness. Although performative allyship is most often attributed to
individuals, it can also describe behavior of a majority group or its leadership when
public statements of support or allyship are not backed by actions. Performative allyship
is often disingenuous and undermines the many challenges faced by individuals from
underrepresented groups.

A closely related concept is the White Savior Complex, which refers to individuals
motivated by the misconception that they need to save others because the individuals are
unable to save themselves [35]. The White Savior Complex is injurious and reduces trust
because it implies a lack of self-agency. The flawed thought process of White Saviors fails to
see untapped potential in disempowered individuals or groups. It also fails to recognize how
structural inequalities promote marginalization and disparities. The White Saviors Complex
is evident in contemporary film and culture such as “The Blind Side” or “The Help.”
Performative allyship is a near enemy of true allyship in that observers may miss or confuse
such behavior as useful or helpful, even though performative allyship hinders progress and
stifles potential.

Allyship thus involves self-awareness, a willingness to act, and a tacit acceptance that doing
so will not always be well-received. For example, when someone uses pejorative or overtly
racist language, a bystander intervention is warranted—that person should be called out.

But the intervention might be met with resentment. If a coworker or colleague is receiving
unfair treatment, whether disrespect, lack of recognition, or unequitable reimbursement, an
ally can speak up for them. Being an ally means showing up and walking the walk both in
the moment and in long-term. Some of the practical steps that allies can take to promote
change include voting for political and institutional leaders who support just policies; using
dashboards to track metrics of equity and impact of efforts; and inviting diverse perspectives
or sponsoring a new voice to a leadership role. The next section describes a toolbox, adapted
from prior work [40<¢], which affords practical resources to support acquisition of allyship
skills.
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Allyship Toolbox: Promoting a Diverse Workforce

The allyship toolbox (Table 2) offers strategies to increase individual accountability,
including how to speak up and take action to support an antiracist environment

for coworkers and patients. It addresses problematic workplace behaviors from covert
microaggressions to conspicuous instances of discrimination or racism. Everyone from
front desk staff and nurses to physicians and executive leadership must identify drivers
of inequity and examine how their own daily activities may perpetuate them; physicians
have influence to promote psychological safety, to support training on unconscious bias,
and to foster an environment that is inclusive of individuals and ideas. Critical review
of institutional policies should be accompanied by sponsorship at the highest levels of
leadership. Underrepresentation is often most accentuated in senior leadership, where
influence is greatest.

Allyship also involves adopting a multiplier mindset so that individuals who might be
hesitant to speak their mind will put forth their ideas and potential. This increases collective
intelligence. Allies embrace diversity in teams, accelerate individual growth, and motivate
people to build talent. Allyship is most effective when it is longitudinal, often providing

a road map for professional support and advancement. Allies use their power to create

a professional environment where individuals can experiment and add their own mark to
shared endeavors. The toolbox also addresses what not to do—allies understand that they
need to avoid taking up too much space with their own ideas, or “adding too much value.”

It is better to hold back, listening and valuing other ideas. An effective ally walks alongside
others and is ready to hand over the reins to promote ownership of an initiative. Allies also
should think creatively, such as leveraging leadership roles in the hospital to champion local
sourcing of hires and supply chains. For example, the Healthcare Anchor Network promotes
inclusive, local sourcing, creating intentionality so that individuals and communities that are
underserved have more opportunity to thrive [43].

Allyship in Patient Care: Working to Overcome Health Inequity

Whereas workforce allyship involves efforts toward recruitment and retention of URIM
individuals and promoting a workforce reflective of society, allyship in frontline healthcare
emphasizes equitable healthcare [44, 45, 46¢, 47]. Inequities in health care access and
utilization, disease prevalence and severity, and health outcomes occur in racial and ethnic
minorities, LGBTQ+ individuals, women, and other groups. These disparities have been
documented in head and neck cancer, hearing, pediatric disorders, rhinology, sleep medicine,
and comprehensive otolaryngology [45, 46+, 48-59]. The pathogenesis of inequities is
multifactorial. For example, Black patients more often present with advancedstage disease
and are more likely to receive care in lower quality hospitals. [49, 50, 55] Mistrust

of healthcare, linked to history of unethical treatment and perception of disrespect

[32], exacerbates disparities. Differences in insurance coverage [49, 54], out-of-pocket
expenditures [56, 60-63], and difficulty with transportation [62, 64—-66] also contribute

to presentation with later stage disease and poorer survival outcomes. Allyship involves
understanding drivers of disparities and co-developing strategies to mitigate them.

Curr Otorhinolaryngol Rep. Author manuscript; available in PMC 2024 September 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Balakrishnan et al.

Page 10

One evidence-based measure that can address social determinants of health is to extend
our typical inquiry of social history by utilizing a structural vulnerability questionnaire

and assessment tool [67]. The structural vulnerability assessment tool aids in identifying
limitations across domains of financial security, food security, social network, and legal
status. The tool may prompt clinicians to access resources that improve patients’ ability to
adhere to treatment recommendations and follow-up for subsequent care [67]. In addition,
the work environment must promote professionalism and accountability around providing
high quality, equitable care [68, 69+, 70, 71¢]. Patients from historically marginalized
communities often have higher risk of undertreatment, as documented in pain management
and many otolaryngologic disorders [72-76]. Allyship to ensure equitable care promotes
safe, high quality of care. [77] Furthermore, because otolaryngology encompasses speaking
and communication, concerns regarding lack of voice are more than symbolic; efforts are
needed to ensure a voice for minoritized patients promote delivery of equitable, patient-
centered care [78-82].

Otolaryngologists can also promote allyship through equitable, culturally competent,
universal health communication with patients. For example, one may recognize patient
emotional cues and understand how and when to respond with empathic sentiments (e.g.,
patient: “I would be up all night shaking her.” Doctor: “That’s a scary thing to go through™)
[83]. Another strategy to improve patient-centeredness and allyship is using shared decision-
making, including inquiry and incorporation of patient/family concerns and priorities (e.g.,
effect of disease, fear of surgery, fear of anesthesia, recovery from surgery) into counseling
and treatment decisions [84]. Cultural humility is a foremost consideration in understanding
the experiences of patients, their families, and the socioecological context in which they live.

Inspiring Allyship: What More Can Formal and Informal Leaders Do?

Organizational allyship plays a pivotal role in our collective efforts to advance equity,
diversity, and inclusion in otolaryngology. Fewer than a third of otolaryngologists are
women and under 20% of these are URIM individuals [17¢]. Therefore, organizations
should promote allyship and adopt policies such as grant mechanisms, mentorship programs,
second look opportunities, leadership positions, and meeting content that reinforces equity,
diversity, and inclusion in our workforce and patient care [85]. Our academic journals have
also historically lacked diversity in authorship and editorial composition. Majority leaders
should model allyship, both in recognizing their own knowledge gaps or biases and in
inspiring actions. Leaders can use their power and influence to drive change, to increase
transparency in institutional processes, and to address disparities in hiring, promaotion,

and compensation. Clearly defined metrics of accountability and transparency of data are
essential for cultural change.

To move beyond performative allyship often requires structural change [86, 87¢].
Participating in implicit bias training and identifying disparities are necessary preliminary
steps, and leaders need to challenge the status quo. Often doing so requires individualized
mentoring and coaching in confronting bias, including helping our leaders to understand the
experiences of URiM health care providers in the workplace and to recognize challenges,
such as the “minority tax” and code switching [22¢, 88-91]. Leaders also need to
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understand imposter syndrome, the persistent inability to believe that one’s success is
deserved or has been legitimately achieved because of one’s own efforts or skills, and

how to help others overcome it [92-94]. Last, leaders should apply principles of high
reliability organizations and root cause analysis with a 360-degree assessment of acts of bias
[44]. Dissemination of lessons learned from these assessments and best practices will bring
traction and sustainability.

The Science of Allyship: Evidence, Artificial Intelligence, and Immersive

Technology

The rapid proliferation of technology presents challenges and opportunities in promoting
equity, diversity, and inclusion. The recent expansion of the virtual landscape to include
zoom, social media, and other web-based interactions has opened doors for networking
[95¢]. Allyship has been proposed as a tool for addressing microaggressions in medicine
[36], and modules teaching medical allyship have been developed as curricula for resident
physician [37, 39] and for faculty [38]. The evidence-base around allyship will grow as
understanding of allyship expands. Among the pitfalls are the need to avoid the “minority
tax” amid the expansion of the virtual landscape [22¢e, 23, 96-98]. The increased facility of
communication, the interaction of new fields that might not otherwise interact, and increased
access to information open windows of opportunity but also can further overextend already
strained individuals.

The promise of artificial intelligence is improved diagnostic precision and enhanced
efficiency, but as this technology transforms healthcare, there are potential caveats for
underrepresented groups that allies should consider. Increased access to information raises
potential concerns for privacy, inequitable representation of various identity groups, and
propagation of biased or exclusionary information. In the context of Al “machine bias” can
arise from biased data sets or analytic algorithms, with potential detrimental implications
for everything from analysis of candidate applicants to the field to diagnostic or therapeutic
aspects of patient care. These concerns lead to the need for an “ecosystem” approach to

Al development, with a focus on inclusivity, access, thoughtful regulation, and development
of algorithms and applications that focus on benefiting marginalized communities [99].
Examples of these beneficial applications including identifying gender bias and other biases
in workplace communications and use of employee data to generate workplace-specific DEI
strategies [90].

Immersive technologies are another frontier that could influence allyship. The idea of
virtually “walking in another’s shoes” has some face validity as an approach to build
empathy and foster allyship; however, the published evidence is mixed. A recent meta-
analysis suggests that immersive technology may not be more effective than other methods
in increasing cross-cultural empathy, and it may stimulate some types of empathy more than
others [100]. Otolaryngologists and other health care professionals must critically evaluate
the role of both Al tools and immersive technologies in promoting allyship, supporting
inclusion in the workplace, and providing equitable care before such approaches are
integrated into clinical practices. Advances in technology must align with best practices for
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promoting equitable sponsorship [101¢]. Once algorithms are embedded in our workflows,
rooting out machine bias, changing Al systems, and addressing other faults in these
technologies will be much more difficult; it therefore behooves us to approach them
thoughtfully now with a lens of inclusion, allyship, and inquiry.

Conclusion

Allyship promotes individual and groups’ accountability in creating a culture of

inclusion through purposeful actions. Everyone in otolaryngology, not just those from
underrepresented or marginalized groups, must work toward the goals of equity, diversity,
and inclusion in healthcare. Allyship involves actions that promote a sense of belonging and
speaking up for patients, learners, or colleagues. These efforts are made in solidarity with
underrepresented or marginalized individuals or communities. Allyship in otolaryngology
entails confronting unconscious biases, engaging in self-reflection, and critically assessing
policies or practices that perpetuate underrepresentation or health inequity. An allyship
toolbox serves as a resource for in-the-moment interventions and for longer horizon diversity
efforts. Authentic allyship differs sharply from performative or optical allyship, which
emphasize image over actions. Unlocking the power of allyship can promote recruitment,
retention, and advancement of diverse leaders, while fostering greater inclusion and working
towards elimination of health inequity.
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Ask questions and actively seek
to educate yourself. Avoid
making assumptions; listen
without judgement and
be accountable

Fig. 1.
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~
Acknowledge when something has
happened, either locally or in the

~ . world, and validate the harm of
microagressions, unequal
treatment, and bias

\ J
Acknowledge

(a N
Accept that problems Act by showing up,
are real and actionable. speaking up, and acting
Also accept that allyship is in solidarity, to promote
arduous, authentic allyship is diversity and inclusion in the
about helping, not recognition. workforce and fight health inequity

1 L y

Authentic Allyship. Many interrelated concepts are embedded in the principles of allyship.
Some of the core concepts relating to acting, asking, acknowledging, and accepting are

depicted
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