
Broken down by bias: Healthcare biases experienced by BIPOC and 
LGBTQ+ patients 

 
Reggie Casanova-Perez, MS1, Calvin Apodaca1, Emily Bascom1, Deepthi Mohanraj1, 

Cezanne Lane1, Drishti Vidyarthi1, Erin Beneteau, MS, Janice Sabin, PhD, MSW1,  Wanda 
Pratt, PhD1, Nadir Weibel, PhD2, Andrea L. Hartzler, PhD1 

1University of Washington, Seattle, Washington; 2University of California San Diego, San 
Diego, California 

Abstract 

Bias toward historically marginalized patients affects patient-provider interactions and can lead to lower quality of 
care and poor health outcomes for patients who are Black, Indigenous, People of Color (BIPOC) and Lesbian, Gay, 
Bisexual, Transgender and Gender Diverse (LGBTQ+). We gathered experiences with biased healthcare interactions 
and suggested solutions from 25 BIPOC and LGBTQ+ people. Through qualitative thematic analysis of interviews, 
we identified ten themes. Eight themes reflect the experience of bias: Transactional Care, Power Inequity, 
Communication Casualties, Bias-Embedded Medicine, System-level problems, Bigotry in Disguise, Fight or Flight, 
and The Aftermath. The remaining two themes reflect strategies for improving those experiences: Solutions and Good 
Experiences. Characterizing these themes and their interconnections is crucial to design effective informatics 
solutions that can address biases operating in clinical interactions with BIPOC and LGBTQ+ patients, improve the 
quality of patient-provider interactions, and ultimately promote health equity.  
 
Introduction 
Implicit bias shapes healthcare providers' behavior and can result in health disparities based on race, ethnicity, gender, 
and sexual orientation.1,2,3,4 These biases reflect prejudices and stereotypes that may be subtle and unintentional, and 
lead to well-recognized inequities in health and healthcare for patients who are Black, Indigenous, People of Color 
(BIPOC) and Lesbian, Gay, Bisexual, Transgender and Gender Diverse (LGBTQ+).3,4,5 For example, Black patients 
are prescribed less pain medication,6 receive less aggressive heart attack treatments,4 receive fewer cardiovascular 
referrals,7 achieve poorer reproductive outcomes,8 experience less patient-centered communication, and rate care 
quality worse than White patients.9 Similarly, bias towards LGBTQ+ people can result in poor quality of care related 
to discrimination based on sexual orientation and/or gender identity,10 avoiding seeking care,11,12 lack of provider 
knowledge and training about LGBTQ+ health care needs,13 a preference among heterosexual providers towards 
heterosexual patients,14 and insufficient research about the health of LGBTQ+ populations.15 Implicit biases towards 
these historically marginalized groups negatively impact patient-provider interactions and produce unnecessary health 
inequities. 
Although many have recognized and attempted to mitigate implicit bias,16 evidence suggests that this bias continues 
to influence clinical interactions.17 This ongoing problem exposes the need for a deeper understanding of how 
marginalized and underserved patients experience unfair treatment related to perceived bias and discrimination,18 
which can help inform mitigating strategies in the future,19 including informatics solutions. As a first step in the design 
of automated technology to identify biases operating in patient provider interactions, this qualitative study investigated 
healthcare biases experienced by BIPOC and LGBTQ+ people and elicited their ideas for improving those experiences 
in future interactions with healthcare providers. We describe themes that emerged from our qualitative analysis of 
interviews with BIPOC and LGBTQ+ people, including their experiences of bias, their responses, the consequences, 
and their ideas for solutions. The research questions this study addresses are: 

RQ1. How do BIPOC and LGBTQ+ patients experience biases in healthcare? 
RQ2. What solutions do BIPOC and LGBTQ+ patients suggest for improving those experiences in the future? 

Methods 

Study Design  
Data collection included an online survey and a semi-structured interview conducted remotely through Zoom. The 
University of Washington Institutional Review Board approved this study.  
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Participant Recruitment 
Inclusion criteria for participant recruitment were: (1) to be BIPOC and/or LGBTQ+, (2) be 18 years of age or older, 
and (3) reside in the United States. The research team distributed recruitment flyers through institutional mailing lists, 
social media, and “community champions” who are patient representatives from BIPOC and LGBTQ+ communities 
who serve on our project’s advisory board. Those who consented to participate completed the online survey and 
interview. Recruitment ended when the interviews reached thematic saturation. 
Online survey 
The online survey collected demographics information, including age, gender, race, ethnicity, education, and self-
identification as BIPOC and/or LGBTQ+, and experiences of discrimination through the standardized 10-item Day-
to-Day Unfair Treatment Scale.20 This widely used scale collects the frequency of experiencing situations considered 
to be unfair, such as being treated with less courtesy or respect than other people or being called names, harassed or 
followed around in stores. Response options were “Never”, “Once”, “2-3 times”, and “4 or more times.” For example, 
if the respondent answered something other than “Never” to the question “Have you been followed around in stores?”, 
an additional question asked about the main reason for it with the following options: Ancestry, gender, race, age, 
religion, height or weight, shade or skin color, sexual orientation, education or income level, physical disability, or 
other. We did not recruit information about participants’ socio-economic status or insurance coverage. 
Interviews 
Interviews occurred between June and November 2020 via Zoom and lasted one-hour. Except for one interview, two 
researchers interviewed each participant, one as the primary interviewer following the interview guide and the other 
one asking clarifying questions. During the first half of the interview, we asked participants to “Tell us about a time 
when you had an interaction with a doctor where you felt not heard, disrespected, or made uncomfortable?” (RQ1. 
Experiences). The second half of the interview asked them “If you had the power to change the experience you 
described, what would you change?” (RQ2. Strategies). After each interview, the researchers made notes summarizing 
the participants’ experiences and solutions. Interviews were recorded and transcribed for qualitative analysis.     
Data Analysis 
Survey data was summarized with descriptive statistics, and qualitative data was summarized using thematic 
analysis.21 Thematic analysis involved developing and refining a codebook and transcript coding. Codebook 
development started with three researchers (RCP, CL & DV) inductively creating a preliminary codebook with the 
key themes identified from the initial transcript review. RCP incorporated relevant codes from existing literature16 and 
advice from co-authors. Next, two new coders (DM & EB) and an interviewer (CA) familiarized themselves with the 
data and refined the codebook. The analysis team was composed of four coders (RCP, DM, EB, CA). Two were female 
(DM & EB), one male (CA), and one non-binary (RCP). Two coders identify as Hispanic/Latino (CA & RCP), one 
as Asian American (DM) and one as White (EB). The analysis team read two transcripts weekly for codebook 
refinement and iterated until they reached a consensus. With the refined codebook, the researchers had two sessions 
of consensus coding where they coded individually two transcripts in Atlas.TI v.9 and manually reviewed the applied 
codes as a team. After making small adjustments to the codebook for addressing remaining discrepancies, the analysis 
team coded transcripts in pairs in Atlas.TI until completion.  
Research Context      
In early 2020, the WHO declared a pandemic due to the COVID-19 disease, which forced states and countries to go 
into lockdown, requiring this study work to take place remotely. COVID-19 brought to light long existing health 
disparities towards marginalized communities who were disproportionately exposed to the virus because of their 
‘essential’ job category which prohibited them from staying home. Additionally, the Black Lives Matter (BLM) 
movement gained massive support after graphic videos depicting police brutality against Black people went viral on 
social media. Simultaneously, the American political environment and media was frequently filled with discriminatory  
comments. These three aspects may have influenced BIPOC or LGBTQ+ people to be more willing to share their 
negative experiences and how those experiences impacted their life. Collecting the data in these unprecedented 
circumstances presented a unique opportunity to understand patients’ experiences of bias and discrimination during 
clinical interactions.  
 

Results 
Participants 
Twenty-five participants completed the survey and the interview. Table 1 summarizes their characteristics. 
Participants ranged in age from 19-60 and were racially diverse. The majority were women, not Hispanic/Latino, and 
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college educated. Eleven participants were BIPOC, ten reported were BIPOC & LGBTQ+, and three were LGBTQ+. 
One participant did not report to be BIPOC or LGBTQ+ but described themself as an “older Asian woman.”  

Experience of day-to-day unfair treatment  
Table 2 summarizes participants’ responses to the 10-item Day-
to-Day Unfair Treatment Scale. Overall, participants reported 
experiencing substantial levels of unfair treatment. For 
example, all participants reported receiving poorer service than 
others and experiencing people acting as if they are superior. 
Eighty-seven percent of participants reported being treated with 
less respect and courtesy than others, 83% reported being called 
names or insulted, and 91% reported experiencing other people 
‘acting as if they think you are not smart’. Seventy-five percent 
of participants said they had been followed around in stores 
because of racial bias. Of those, 70% reported this was due to 
race, 10% due to sexual orientation or gender, and the remaining 
20% chose other reasons such as height or weight, and shade of 
skin color.  

Interview themes 
Participants talked about their experiences of bias in the 
healthcare system, their reaction, and its consequences. They 
described experiences in different healthcare settings during the 
entire process for care-seeking, from scheduling the 
appointment to picking up their medications; explaining why 
their experiences involved different types of healthcare 
providers (Physicians, Nurses, Pharmacists). Although 
participants were not prompted, they organically mentioned 
healthcare system problems that made them feel not being taken 
care of and contrasted their negative experiences with positive 
ones. We identified two types of themes: (A) Experience and 
(B) Strategy. Experience themes refer to the biased healthcare 
experiences that contributed to feelings of not being taken care 
of. We identified and named eight Experience themes: 

Transactional Care, Power Inequity, Communication Casualties, Bias-Embedded Medicine, System-level problems, 
Bigotry in Disguise, Fight or Flight, The Aftermath. We also report on interconnections among these themes. Strategy 
themes refer to insights for mitigating experiences of bias in healthcare. We identified two Strategy themes:  Good 
Experiences and Solutions.  
Table 2. Responses to the Day-to-Day Unfair Treatment Scale (n=24) 
In your day-to-day life, how often do any of the following things 
happen to you? Never 1 Time 2 - 3 Times 4+ Times 
1. You have been treated with less courtesy than other people are. 12.50% 12.50% 33% 42% 
2. You have been treated with less respect than other people are. 12.50% 8% 42% 37.50% 
3. You have received poorer service than other people at restaurants 
or stores. 0% 25% 50% 25% 
4. People have acted as if they think you are not smart. 9% 25% 33% 33% 
5. People have acted as if they are afraid of you. 46% 25% 8% 21% 
6. People have acted as if they think you are dishonest. 33% 21% 29% 17% 
7. People have acted as if they’re better than you are. 0% 17% 29% 54% 
8. You have been called names or insulted. 17% 21% 29% 33% 
9. You have been threatened or harassed. 21% 29% 17% 33% 
10. You have been followed around in stores 25% 21% 25% 29% 

 

Table 1. Participant Characteristics (n=25) 
Characteristics n (%) 
Age   
19-29 15 (60%) 
30-50 9 (36%) 
50+ 1 (4%) 
Gender  
Woman 16 (64%) 
Man 3 (12%) 
Non-Binary 3 (12%) 
Gender Diverse 3 (12%) 
Race  
Black/African American 5 (20%) 
Chinese 3 (12%) 
Asian Indian 4 (16%) 
Native American/Alaskan Native 1 (4%) 
White 3 (12%) 
Multi-race 6 (24%) 
Other 3 (12%) 
Ethnicity  
Hispanic / Latino/a 7 (28%) 
Not Hispanic / Latino/a 17 (68%) 
Prefer not to disclose 1 (4%) 
Education  
Less than high school 1 (4%) 
High school 1 (4%) 
Some college, no degree 4 (16%) 
Bachelor’s degree 12 (48%) 
Graduate degree 7 (28%) 
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A. Experience with bias in healthcare  

1.Transactional care 
Transactional care refers to a provider treating an appointment as a job rather than an opportunity to look after the 
patient’s well-being. This theme refers to the patients’ experience of the appointment. Participants told us about 
incidents regarding providers rushing the appointment, not being thorough enough or only treating symptoms, refusing 
to take care of more than one medical concern in one appointment, and being uninformative with the patient about 
their medical reasoning, diagnoses, treatments, or alternatives. Participants expressed feeling unseen in transactions: 

“I talked about being at the hospital and feeling I was just like, an assignment or some sort… of just one thing to do, 
like, ‘okay, this is what you have to check the vitals, and this is where you need to give him this specific thing.’ But 
not really being felt like I was really being seen.” – PT18, BIPOC & LGBTQ+ Non-binary.  

“That's what I always hear from my previous PCP is, ‘Oh, we'll see if it gets better or take some over-the-
counter medication for this’ or, ‘Oh, you know, just change your diet or exercise more.’ But I didn't feel like he was 
really paying attention to, you know, what I actually was going through.” – PT01, BIPOC & LGBTQ+ Man 

2. Power Inequity      
Power Inequity refers to the power imbalance between patients and providers that affected rapport building. This 
imbalance was often described as due to a knowledge difference between patients and providers. This imbalance made 
some participants feel that the provider judged them not to be smart enough to understand medical information, 
identify valid medical concerns, or make the best medical decisions. This judgment made some participants feel 
powerless and have no say in their own health or how they want to manage it. For example, one participant told us: 

“I do think that it also comes with that power dynamic of like having more control as a doctor. As a professional you 
can say like ‘I have all these degrees and have all these years of experience, and you're just a patient’ … you don't 
have as much power in the situation, so they can kind of have control.” – PT08, BIPOC & LGBTQ+ Woman. 

Incidents for this theme involve providers making all the medical decisions without including the patient in the 
process, not building rapport with the patient, dismissing the patient without giving them an explanation, and making 
the patient feel that they do not have the qualifications for making medical decisions. For example, PT13 felt 
dismissed:  

“I was asking the doctor what he thought would be like the cause of my symptoms. I suggested something, and he just 
kind of brushed it off. I feel like I wish he would have just explained why that wouldn't have been the case, rather than 
brushing it off. It kind of left me wondering why did he brush it off? was it a dumb reason or something?” – PT13, 
BIPOC Woman. 

3. Communication Casualties 
Communication Casualties refers to verbal or non-verbal cues that the patient identified as uncomfortable, awkward, 
or inappropriate. These negative cues made the patient feel unwelcomed, judged, or not taken care of. Participants 
described how some providers’ comments negatively impacted their ability to receive care. Negative verbal cues refer 
to providers saying inappropriate comments to the patient, scolding them, or verbally judging their actions. Non-verbal 
cues refer to behaviors that made the patient feel that the physician was not paying attention to them, wanted the 
appointment to be over, or is did not understand their needs; these nonverbal cues included lack of eye contact, 
approaching the door when the patient was speaking, or having a judgmental tone of voice. For example, PT15 
described negative cues expressed by a healthcare provider:   

“I was seated, she was standing above me hands on her hips, literally lecturing me as if she was my mother. And flat 
out said ‘if you were my son, this is what I would say to you’” – PT15, BIPOC & LGBTQ+ Man.  

Several participants talked about the provider transmitting a ‘vibe’ that made them not trust the providers even if they 
could not explain the communication cue explicitly in words. PT14 describes the “vibe” of a negative interaction: 

“I told (the provider) about my issue and (they) don't really offer any suggestions, and it was so tough. You can't 
explain vibes, right? There's no definition, it just felt awkward and weird” – PT14, BIPOC & LGBTQ+ Woman.  

4. Bias-Embedded Medicine 
Bias-Embedded Medicine refers to instances in which the patient felt they were treated unfairly because of their 
personal characteristics, such as race, ethnicity, gender identity, sexual orientation, or physical characteristics (e.g., 
weight). Because of these possible assumptions, patients had a hard time accessing tests, treatment, or obtaining a 
diagnosis. Incidents for this theme are misunderstanding of pain, BIPOC & LGBTQ+ stereotyping, and other types of 
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stereotyping, such as weight or age. Misunderstanding of pain was when providers were thought to assume that the 
patient (BIPOC patients usually) was exaggerating their pain to get pain medication. For example, PT21 told us: 

“I said, ‘could you please do that [MRI] because I'm a movement performance artist. So, I would jeopardize my entire 
well-being, career, and financial status if I injured myself further. It's really, really important I treat myself for the 
exact condition’. He said, well, ‘we are deeming it medically unnecessary because we do not feel it's necessary for 
you to have an MRI because we feel this information is good enough’” – PT21, BIPOC Woman.  

BIPOC & LGBTQ+ stereotyping is when the provider adopts certain behaviors and characteristics after making 
assumptions related to the patient’s demographic. Other types of stereotyping included assumptions based on reasons, 
like age or weight. For example, one participant described an experience of stereotyping: 

“I saw written down ‘high-risk homosexual behavior’. She asked me if I ever had sex with men. She didn't ask me the 
last time I had sex with men, and it couldn't have been because I hadn’t had sex in like months, (…) I just dislike for 
her to make that assumption, that I was out there having unprotected sex” – PT23, BIPOC & LGBTQ+ Non-binary.  

5. System-level problems 
System-level problems refer to the patient feeling that the healthcare system is unwelcoming and difficult to navigate. 
Incidents in this theme related to the medical record, such as trouble accessing their records, or problems like confusing 
insurance systems, non-inclusive medical forms, and the lack of diversity in the medical workforce. For example, one 
participant described inaccurate medical records: 

“After discharging me, (the physician) wrote in the chart notes that I had refused care. And I said, ‘That's not true, 
this is what he told me, and I wasn't going to stay there for things to get worse’” – PT06, BIPOC & LGBTQ+ Woman.  

Another participant describes the lack of diversity they perceive in the healthcare workforce: 

“There's a real issue with supporting doctors who look like their patients. The only people of color are the ones 
cleaning, or in the cafeteria, I think diversity is such a huge part of it... I'm not saying that all doctors need to be 
people of color but, maybe seeing more people who just aren't in that standard mold that we've created healthcare to 
follow.” - PT14, BIPOC & LGBTQ+ Woman.  

6. Bigotry in Disguise 
Bigotry in Disguise refers to when participants perceived providers to have implicit discriminatory attitudes or 
behaviors towards BIPOC and LGBTQ+ patients. Examples are the provider not knowing how to talk or take care of 
gender-diverse patients or appearing unaware of important needs for BIPOC patients, such as the prevalence of 
specific conditions among certain races/ethnicities. Participants understood that providers are not supposed to know 
everything but wanted providers to be honest about being unknowledgeable. For example, PT21 describes perceptions 
of a provider’s disregard for her South Asian ancestry: 

“I said ‘there's a British study done on South Asians and cardiovascular disease and metabolic syndrome. There 
should be specifications as to what is healthy (for South Asians)’. He dismissed me and said ‘all that matters is you 
do x, y, and z, which is not only for South Asians, just start, just do this’. And I said, ‘okay, you don't know about the 
South Asian Studies’. And he said, ‘I've never heard of any of this, and it doesn't matter’” – PT21, BIPOC Woman.  

Another incident is when patients feel ‘othered’ by providers, meaning that the provider makes a rigid distinction 
between the provider’s and the patient’s community. These distinctions peaked when BIPOC participants saw 
providers treating White patients better than them (i.e., racial favoritism). These discriminatory attitudes were also 
experienced by LGBTQ+ participants. For example, PT25 describes a provider’s bias toward their girlfriend:  

“I said, "My partner has a penis. Does that affect this or that?" And he laughed and said, "Oh, well, I'm sure your 
boyfriend, yada, yada, yada.” It made me so angry, because not only was he... I guess, for my body, I can justify it, 
and I can understand not everybody is super educated about trans issues or pronouns, whatever. I can excuse that 
even if it's not right, to help me get through the process and minimize my discomfort, but as soon as he disrespected 
my girlfriend, I got mad, and I just stopped talking, started giving very short, to-the-point answers, because I didn't 
wanna get angry and I wasn't going to explain everything in a hospital gown.” – PT25, LGBTQ+ Multi-gender.  

7. Fight or Flight 
Fight or Flight refers to responses in which the patient realized they were being treated unfairly. There were two 
distinctly different types of responses: Active and Passive. The active response is when the patient self-advocates and 
demands to be treated with respect (i.e., fight). The passive response is when the patient says nothing and waits until 
the interaction is over (i.e., flight) for fear of repercussions. For example, PT21 described her “fight” response:  
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“I was so angry, and I told him ‘I'm extremely upset with how you treated me, the difference in statistics for a South 
Asian person and a white person are very, very different. You're dismissing me. You're just dismissing me because I'm 
young and I'm brown, and you don't think my statistics are bad enough, and you've already told me that you think I'm 
fat, so I'm not going to see you again’” – PT21, BIPOC Woman.  

Surprisingly, several participants, independent of whether they had an active or passive response, justified the 
providers’ behavior for treating them unfairly. For example, PT04 told us:  

“Okay, giving them the benefit of the doubt, they were probably just following protocol. That's where I think that 
maybe healthcare procedures need to account for looking more like situation alliance.” – PT04, BIPOC Woman.  

8. The Aftermath 
The Aftermath refers to the consequences that biased experiences had in patients’ lives. The most serious was the 
health-related consequences, where a patient’s conditions got worse following a provider’s dismissal. Other serious 
consequences were the patient self-medicating, delayed or avoided healthcare unless it was an emergency, or simply 
mistrusted the healthcare system altogether. For example, PT11 describes consequences of such. dismissal: 

"I was overweight but active, I complained about knee pain all the time, and doctors always said 'lose weight.' Well, 
one time on vacation, I got injured and had to go get X-rays done on my knee. When the X-rays came back, the doctor 
was, like, “you have arthritis, and also your kneecap is misaligned.” My first reaction was 'I'm not even 30, and I 
have arthritis?' and then it was anger because I have been dismissed for like a decade". - PT11, BIPOC & LGBTQ+.  

Other consequences were changing providers searching for one who would treat them fairly, or start having “covering” 
behaviors, where the patient would change their physical presentation in the hope that providers will treat them better: 

"This is another thing too that I have to do - I'll make sure that I'm suited that day. Like head to toe. Because even 
that sometimes can help the experience. Let me put on my professional attire. Sadly, it still doesn't work… I actually 
have to prepare myself in that way and be selective about what I choose to wear that day. Like I wouldn't want to go 
in like my leggings." – PT16, BIPOC Woman. Quote about covering behaviors 

Interconnections among themes related to participants’ experiences with bias in healthcare 
Identified themes are intrinsically connected. Figure 1 is a visual representation of interconnection among themes 
within three nested dimensions: the healthcare system (purple rectangle), the appointment (yellow rectangle), and the 
patient-provider interaction (green). The eight Experience themes are in bold. The first dimension, the healthcare 
system, includes the ‘System-level problems’ since participants mentioned structural problems as a challenge when 
visiting the provider. In the appointment dimension, we found ‘Transactional Care’ since it refers to problems during 
appointments. In the appointment dimension, we found two entities (in blue), the provider and the patient, connected 
within the patient-provider interaction dimension. The provider can bring the ‘Bias-Embedded Medicine’ and ‘Bigotry 
in Disguise’ into the interaction which the patient can perceive as ‘Power Inequity’ and ‘Communication Casualties,’ 
leaving the decision of “Fight or Flight” to the patient. After the appointment, ‘The Aftermath’ could result in the 
patient choosing to leave the healthcare system altogether, so it sits halfway outside the healthcare system dimension.  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Figure 1. Interconnections among themes related to participants’ experiences of bias in healthcare 
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B. Strategies to mitigate the experience of bias in healthcare 
The second half of the interview focused on the participants’ suggested solutions about how to prevent these biased 
healthcare experiences from repeating. Many participants organically contrasted their negative experiences with good 
experiences. We report both participant-generated solutions along with those good experiences since they can display 
well-received providers’ actions and could help guide mitigating strategies.  

1. Solutions      
Solutions refer to the participants’ ideas about what could help prevent the biased interactions from repeating. 
Participants’ ideas include having patient advocates accompany them to feel more comfortable at the providers’ office, 
provide feedback to the provider to let them know what went wrong during the interaction, enhance provider training 
on interpersonal skills and cultural competence towards BIPOC and LGBTQ+ patients, and promote diversity in the 
healthcare workforce. For example, PT16 describes providing feedback: 

“The goal, hopefully, from the doctor's perspective, would be to have this honest feedback that they could grow from 
and implement changes for. It's tough, but you know it's a necessity.” – PT16, BIPOC Woman. 

Participants mostly referred to non-technological solutions, but some mentioned the use of technology to address the 
solutions. For example, PT02 proposed using technology for patient advocacy: 

“I think it would be useful in the doctor's office if there was a robot that could be like ‘wait, doctor, let the patient 
talk’ because I feel like doctors are always in a rush” – PT02, BIPOC Woman.  

2. Good experiences with healthcare 
When talking about negative experiences with providers, most participants organically compared those experiences 
with good experiences they had with other providers. For BIPOC patients, good experiences were the ones when the 
provider did not doubt their symptoms. For LGBTQ+ patients, good experiences happened when the provider 
validated their identity and did not make assumptions about them or their partner. For both groups, good experiences 
were when the provider treated them with respect, carefully listened, took their needs into consideration, gave a 
thorough explanation of the diagnosis and treatment, genuinely worked in rapport building, and were noticeably 
interested in reducing the power differences (e.g., sitting at the patients’ eye level, looked them in the eyes). For 
example, PT22 describe feeling respected by the provider:  

“I think it was that my first doctor, he respected that I wouldn't have been there if I hadn't done a ton of research, and 
he also respected the fact that I had been working in the medical field for 11 years. That I wasn't just an internet 
researcher. So, he wasn't wasting time trying to dumb things down, and he explained what needed to happen and why 
it needed to happen” – PT22, LGBTQ Transgender Woman  

PT16 describes feeling a warm welcome from a provider: 

“He spent time with us, like he wanted to know what I was doing for my well-being, and I talked to him about my 
arthritis and using CBD, and I went there for my lungs (laugh). And that was a cool experience. And my daughter had 
just turned 18, so we were in separate rooms, and he was ‘if you guys are cool with it, we can sit together.’ It was 
really warm, and this is a walk-in clinic.” – PT16, BIPOC Woman 

Discussion 

As a critical first step to inform design of automated technology to identify how biases operate in patient provider 
clinical interactions, we interviewed 25 BIPOC and/or LGBTQ+ participants about biased healthcare experiences. We 
found eight themes related to the experiences and two themes about the strategies to mitigate bias in the future. 
Experience themes were Transactional Care, Power Inequity, Communication Casualties, Bias-Embedded Medicine, 
System-level problems, Bigotry in Disguise, Fight or Flight, and The Aftermath. We presented a visual representation 
on the interconnections among the eight experience themes. Strategy themes were Solutions and Good Experiences. 
The ten themes presented in this study contribute to the understanding of biased healthcare experiences from the 
perspective of BIPOC and LGBTQ+ patients. Although prior research examines impacts of implicit bias on healthcare 
(1)(3)(4) we are contributing to filling the gap that exists surrounding how to apply the perspectives of BIPOC and 
LGBTQ+ patients on biased healthcare experiences and gathers their ideas for designing informatics solutions. Health 
informatics researchers and practitioners can leverage our findings to inform the development of technological 
innovations that improve the quality of patient-provider interaction by addressing implicit bias.  
 
The experiences we heard from both groups support prior work related to not being heard22 and being dismissed by 
providers.23 BIPOC participants experiences related to racial discrimination in healthcare,24 measurements of 
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perceived racial/ethnic discrimination,25 its impact on health and well-being,26 pain misinterpretation,27 physical and 
mental health outcomes,27,28 the perpetuation of health inequities,29 and its impact to patient-provider 
communication.30 Experiences from LGBTQ+ participants are consistent with literature reporting poor quality of care 
due to discrimination based on sexual orientation or gender identity,10 lack of provider knowledge about LGBTQ+ 
health care needs,13 and a preference towards heterosexual patients.14 We corroborated that institutional racism and 
homo-/transphobia remain problems in healthcare.31,32,33 Themes related to the patients’ response and consequences 
from a biased interaction, support prior work about medical mistrust originating from perceived discrimination 
experiences.34 This understanding of the “Fight or Flight” and “The Aftermath” themes can inform a better healthcare 
service design for improving patients’ experiences in the healthcare system. These themes and their interconnection 
allowed us to understand how BIPOC and LGBTQ+ patients experience biases in healthcare, our RQ1.  

The “Good Experiences” that participants shared demonstrated that some healthcare providers may have noted these 
problems and contributed to enhancing the experiences of patients from marginalized groups. Simple non-technical 
solutions might go a long way to help patients feel validated and cared for, such as a questionnaire for the patient to 
fill out their sexual orientation and gender identity. Thus, health informatics researchers and practitioners can leverage 
simple and familiar technologies (e.g., electronic questionnaires) to improve patient-provider interactions. Solutions 
that aim to enhance providers’ training reflect the need for medical education curriculum with a strong, fully 
integrated, culturally competent component35 and content on the medical needs of the BIPOC and LGBTQ+ 
community.36,37,38 Diversifying the healthcare workforce is another priority in the quest for more equitable care and 
strategic use of technology in healthcare to achieve health equity (i.e.,“TechQuity”).39 The themes we identified allow 
us to understand how BIPOC and LGBTQ+ patients want to improve healthcare experiences, which provides critical 
guidance for all of these potential solutions.  

This study has a number of limitations and strengths. One significant limitation is sampling bias. Due to COVID-19 
restrictions, we were only able to recruit through virtual means which skewed our sample to be younger and college 
educated, and potentially socioeconomically advantaged. Our sample was likely limited due to the technological 
requirements for participating in the interview (e.g., device compatible with Zoom software with a microphone, stable 
internet connection), which could have prevented people with non-technological backgrounds from participating. 
Another limitation is recall bias, which could have impacted the experiences the participants reported. Our use of 
recently minted terminology such as “BIPOC” could also have had an impact on the age of participants because this 
term may have been more familiar to younger people.  Finally, we only interviewed three participants who were 
LGBTQ+-only, which limits the transferability of findings for this population. However, we captured perspectives 
from ten participants who were both BIPOC and LGBTQ+, which offered important insights on intersectional 
experiences.  

We demonstrate that there is an opportunity for the biomedical informatics community to establish a more 
collaborative environment between patients and informaticians for solutions on how to improve the patient-provider 
interaction, provide better patient-centered care, and incorporate marginalized patients’ needs. Patients’ perspectives 
about biased healthcare experiences have laid the groundwork for using these patient reported themes in a range of 
future work to promote TechQuity. In particular, we are using findings to inform co-design work with patients and 
providers inform automated assessment tools40,41 that raise awareness of hidden bias in patient-provider 
communication. Future work should also examine experiences of intersectional individuals in greater depth and how 
this intersectionality can be represented and incorporated into technological solutions.   

Conclusion 

We interviewed 25 BIPOC and/or LGBTQ+ participants who described biased healthcare experiences when visiting 
a healthcare provider. Through qualitative thematic analysis, we describe ten themes that describe their experiences 
and suggested solutions to mitigate those experiences in the future. Characterizing these themes and their 
interconnections lays a foundation for understanding lived experiences of patients from marginalized groups that can 
critically guide the design of informatics solutions to mitigate those biases, improve the quality of patient-provider 
interactions, and ultimately promote health equity.  
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