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Abstract 
Background 
Racist interactions in clinical practice remain a pervasive reality for 
Black healthcare providers. We sought to develop a framework to 
inform supervisors’ actions when confronting racism in clinical 
practice and protecting trainees under their oversight. 
Methods 
We conducted a qualitative study in which experienced supervisors 
responded to seven short, videotaped interactions between: 1) Black 
trainees and a simulated patient (SP) in a racist role; 2) the trainees 
and their respective supervisors; and 3) the trainees and their 
supervisors together with the SP. The clinical exchanges exemplified 
different types of racist (entrenching) or antiracist (uprooting) behaviors 
by the supervisors. After viewing each clip, participants wrote their 
reflections confidentially; they later joined a structured debriefing 
together. We used thematic analysis to identify supervisors’ 
behavioral patterns when confronting racist interactions. 
Results 
Based on the input of 52 participants recruited into five two-hour-long 
sessions, we categorized the behaviors of supervisors facing anti-
Black racial injuries involving learners under their oversight. We 
organized supervisor behaviors into five interlocking domains, each 
with a range of possible themes: 1) Joining: from conciliatory to 
confrontational in communicating with the aggressor; 2) Explicitness: 
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from avoiding to naming racism; 3) Ownership: from individual to 
shared responsibility of the event and the response to it; 4) Involving: 
from excusing to including the aggrieved party when confronting the 
aggressor; and 5) Stance: from protective to paternalistic in supporting 
the learner’s autonomy. 
Conclusions 
Our qualitative findings can provide a framework for facilitated 
discussion toward reflective practice among healthcare providers who 
may have experienced, witnessed, or intervened in anti-Black racist 
interactions. They can also help medical educators to inform faculty 
development to fight anti-Black racism in clinical practice. The video 
materials we developed are available for viewing and download and 
can be used or adapted as springboards for reflective discussion or 
faculty development activities.
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Introduction
Anti-Black racism in the medical workplace remains a daily 
reality for many. Black medical students, residents, fellows,  
practicing physicians, patients, and staff experience routine 
acts ranging from micro-aggressions and racialized dismiss-
iveness to overt aggression1–4. Hostile conditions met by  
Black medical professionals contribute to disparities in recruit-
ment, retention, and representation at all levels of practice.  
Racism in healthcare negatively impacts minoritized employ-
ees’ wellness and productivity and has a deleterious effect 
at the organizational level5. Efforts to address these serious  
problems have not had nearly enough impact on daily practice. 
For example, implicit bias training, emphasizing recognition  
rather than communication, behaviors, or other strategies for 
change, does not necessarily lead to measurable changes in  
the workplace6–8.

In medical settings, a specific clinical challenge for supervisors  
is how to respond—in real-time, at the moment of charged  
affect—to racialized and hostile interactions involving train-
ees under their supervision9. Supervisors responsible for  
the oversight, protection, and support of their racially minori-
tized charges are often inconsistent in their approach and 
have limited guidance to inform their actions. Several useful  
approaches to deal with microaggressions and racism in the 
medical workplace have been put forth1,10–12. These studies  
have predominantly focused on learners rather than supervi-
sors. The closest exception is a qualitative study in which  
medical students identified ideal responses by their supervisors  
to microaggressions13.

Racist interactions are common in clinical work but are 
often unwitnessed. For example, it is rare for supervisors to 
be present at the time the trainee is on the receiving end of  
racialized aggression. Discussing such an event after-the-fact  
may remain too raw for some trainees or come too late for  
others. As a result of few opportunities for practice or to  
intervene in real time, supervisors may lack the skills or feel 
unprepared to combat racism in their clinical workspace.  
Human simulation offers a promising approach for supervisors  
to improve their antiracist actions in clinical practice14,15.

One way of addressing racism in clinical settings is to take a 
deliberately antiracist stance in education (including through 

simulation) and practice (including through supervision)16,17.  
Antiracism, which posits that racial groups are equal and  
supports policies that reduce racial inequity18, is complemen-
tary to critical race theory (CRT)19,20. In turn, CRT considers  
race and racism from the perspective of power and larger  
historical determinants socially engrained over time. Reparative  
justice practices—based on the three tenets of acknowledg-
ing victims, taking concrete steps to repair harms, and vali-
dating victims as bearers of equal rights—can contribute to  
positive change in the learning environment through intergroup 
contact that emphasizes perspective-taking (e.g., between a  
trainee and a supervisor)21.

Critical reflective practices can also support antiracist prac-
tices. By fostering an awareness of the self and the situation  
at hand, reflective practice can inform future actions informed 
by current understanding22. Through facilitated or individual 
reflection, through committed reflective practice, assump-
tions can be revisited and new perspectives considered23. At  
the core of reflective practice is the tenet that “being criti-
cally reflective is not a binary trait possessed (or not) by 
individuals. It is learnable through personally meaningful  
experiences”24.

In an effort to enhance supervisors’ concrete tools to address 
racist interactions in the clinical workspace, we designed and  
conducted a qualitative research study (not a program evalu-
ation) informed by a theoretical context of antiracism, CRT, 
reparative justice, and critical reflective practice to identify 
aspects that could be leveraged toward positive change in pursuit  
of more equitable, supportive, and protective supervision 
of targeted trainees. To that end, we first created as elicita-
tion prompts a series of short video clips depicting anti-Black  
racist and antiracist clinical interactions based on the lived 
experience of those creating their content, which we embed-
ded into faculty development activities to foster reflective  
practice in clinical supervision.

Methods
Our study consisted of two distinct components: 1) creation of 
stimulus videos depicting racist and antiracist interactions in 
clinical practice; and 2) qualitative analysis of data collected 
during small group sessions, in which clinicians reflected on  
seven short videoclips.

Ethics and consent
Participants provided written informed consent, and the Yale 
Institutional Review Board approved the study (protocol  
# 2000030453; approved April 9, 2021). Participants appear-
ing in the videos (Extended data) also provided written consent  
to the videos’ publication.

Background and setting: creation of stimulus videos
We created seven videos depicting the interactions and behav-
ioral patterns outlined in Table 1. In them, trainees first  
interact with a racist patient; they next meet with their super-
visor to discuss the case; the trainee and supervisor finally  
rejoin the patient.

          Amendments from Version 1
This version is updated by including: 1) Additional content and 
references regarding reflective practice in clinical care; 2) A more 
clearly delineated separation between the two components 
of the paper: a) a qualitative analysis regarding reactions to, 
and reflections on racist interactions between supervisors and 
trainees, and b) the development of the stimuli videos depicting 
such interactions, which were used as elicitation prompts;  and  
3) Reorganization of subsections to enhance overall clarity and 
flow. The revised version has the same authors, and general 
content and conclusions are unchanged from the original.

Any further responses from the reviewers can be found at 
the end of the article

REVISED
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Trainees. Our study is grounded in participatory action research 
(PAR)26–28, an approach in which an intervention’s intended 
beneficiaries are involved in its development. In this case, 
those beneficiaries included five Black female physicians 
who had been on the receiving end of racist interactions dur-
ing graduate training. Using the principles of co-constructive  
patient simulation29, in which case scenarios and learning 
objectives are co-constructed by the learners rather than the  
instructors, they developed scripts and then demonstrated in 
the videos three response styles common in facing racist inter-
actions as trainees: freezing, fawning, and forward-leaning  
(see Table 1)

Supervisors. The supervising physicians in the videos were 
three senior coauthors with extensive supervisory experience.  
Each one represented a different demographic: a white man, a 
white woman, and an Afro-Caribbean woman. In anticipation of  
recording the video interactions, we asked each one of them 
to think back to supervisory responses falling into one of two  
categories around racism: entrenching (racist) or uprooting 
(antiracist). For the entrenching responses, supervisors recalled 
ways in which they or their colleagues had not addressed  
racism effectively, where if anything, they may have helped 
sustain or reify the status quo of their work environment.  

For their uprooting responses, this time demonstrating  
behaviors they had considered effective and supportive in the  
oversight and protection of their trainees.

Simulated patient. A professional actor with experience work-
ing as a simulated patient (SP) followed best practices30  
in taking on the patient role (e.g., working with medical scripts 
and in medical settings, patient confidentiality, infection con-
trol, etc). All others featured in the video clips are practicing  
clinicians, not actors.

Participants and study design
We recruited volunteer participants into a research session on 
best practices in supervision through email solicitation, using 
listservs from the office of Graduate Medical Education and 
the departments of medicine, pediatrics, and child psychiatry  
at Yale School of Medicine. We specifically approached, 
in equal parts, faculty members with at least three years of  
supervisory experience and senior residents or fellows with 
at least three years of postgraduate training. In addition, we  
opened recruitment to clinicians of similar seniority in other 
disciplines, including psychology, social work, and nurs-
ing. We informed participants that we would not collect any  
personally identifying information.

Table 1. Stimulus videos of simulated encounters depicting racist and antiracist behaviors in clinical supervision.

Clip Featured Depicted interactions

IA Trainee and patient in 
racist encounter

As a Black female physician updates a white male patient, he responds with several overt racialized 
statements (e.g., repeatedly questioning her credentials, implying she is a “diversity” recruit, or 
asking for a doctor “I can relate to.”)

IIA Trainee and supervisor in 
interactions that entrench 
racism and the status quo

Frozen trainee: a stunned reaction in which she finds it hard to say much and experiences a wilting 
silence. 
Dismissive racism, where the supervisor brushes off events or actions as universal (“we all have been 
treated this way,” “it’s part of the job experience”), not relevant (“it’s him, not you: it’s not personal”), or 
ignored through platitudes (“you are doing a great job, don’t pay attention to that, just focus on the 
patient.”)

IIIA Fleeing trainee, attempting to negotiate out of the clinical encounter (“I’ll see any other patient 
instead”), at times ingratiating herself through fawning compliments (“you are so good at dealing 
with complex cases.”) 
Benevolent racism, where the supervisor can identify emotional hurt, perhaps even inquire whether 
racism has been at play. However, her response becomes oppressive in its overzealous attempt to 
resolve the situation prematurely.

IVA Forward-leaning trainee, discussing in a direct and candid way the racist interaction she experienced–
and the only example in which racism is explicitly named. 
Internalized racism, in which the supervisor identifies the racist behavior for what it is but 
recommends avoiding it (“it will just make things worse”), implying a role in exacerbating matters 
(“you mentioned racism?”, “you were too direct”), and warning against possible retaliation (“he might 
file a complaint,” “you don’t want to be pegged as the ‘angry Black woman.”)

IIB 
IIIB 
IVB

Trainee, supervisor, and 
patient in interactions 
that uproot racism and 
foster antiracist practice

The same three trainee-supervisor pairs now join the patient; in these interactions, supervisors 
demonstrate behaviors they had considered effective and supportive in their past experience: 
actions they felt proud of toward disrupting racist events and tense interactions; in short, ways in 
which they considered having been effective in the oversight and protection of their trainees. 
Among some of the statements by supervisors: “What you said was racist and is unacceptable”; “You 
are treating me very differently than her, even though she is taking excellent care of your child”; “No; 
we are not in agreement, and I find your comments dismissive and offensive”; “We will take care of 
your son, but will ask you to leave if you persist with this behavior”; “I will call security if you persist.”

Note: video clips have a mean duration of 5 minutes each. All videos are available for viewing or download at Figshare25.
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We conducted five sessions every other week between July 
and September of 2021. Each two-hour-long session consisted  
of four parts. In part I (Clinical encounter, video IA) 
and II (Supervision, videos IIA, IIIA, IVA), participants 
viewed short clips depicting vignettes demonstrating racist  
clinical interactions, as exemplified by the same supervising  
clinicians. Following each video, they had three minutes to 
enter free text comments into Qualtrics (Provo, UT) using their  
preferred WiFi-enabled device. Participants had the simple  
prompt to enter their reactions to the videos and any ideas  
of what they would have done differently if finding them-
selves in a similar situation. We conducted the study through 
video conferencing using Zoom (San Jose, CA); the video-clips  
had been pre-recorded. To prevent interaction during the first 
two phases, we asked participants to turn off their cameras  
and microphones.

After a short break, we presented a Didactic (III) developed  
with the goals of 1) enhancing education of the historical and 
current underpinnings of anti-Black racism in the medical  
system and how it fuels distrust among Black patients,  
2) developing knowledge and skills to analyze racial disparities  
in medical practice through the lens of anti-Black racism,  
3) developing the skills and tools to name racism and pro-
ductively intervene in clinical settings in real time, and  
4) examining antiracist attitudes and behaviors along a hypoth-
esized continuum31. To exemplify best antiracist practices  
in clinical supervision, we incorporated three uprooting  
(disrupting) video conditions into the didactic (videos IIB, 
IIIB, IVB). In this way, all participants got to see each of the 
three supervisors using both their entrenching (racist, II) and  
uprooting (antiracist, III) approaches in response to racist inju-
ries. After a final Debriefing (IV), recorded and transcribed 
verbatim, participants completed their last free-text entry.  
The video stimuli and debriefing prompted participants to 
recall past experiences and reflect on what they saw and expe-
rienced during the activity. We contacted all participants by 
email two weeks after their session and encouraged them to 
provide any additional thoughts or reflections; we did not  
provide them with a specific prompt.

Qualitative analysis and reflexivity
We used thematic analysis (TA)32,33 to identify supervisors’  
behavioral patterns when confronting racist interactions. TA 
fosters flexibility in identifying underlying commonalities.  
Analyzing and writing occur iteratively in TA, which includes 
detailed accounts of the data undergirding specific themes.  
Aided by NVivo software (QSR International, Melbourne), 
two authors coded independently toward developing a joint 
codebook of overarching themes that reached theoretical  
sufficiency34. All authors had an opportunity to review and 
comment on the iteratively developed codebook and ensu-
ing manuscript, and helped in the resolution of coding dis-
crepancies. Our final domains and underlying themes are  
supported by representative verbatim quotes.

We addressed our own reflexivity35 by focusing on emo-
tionally-laden, complex, or ambiguous subject matter, i.e.,  

considering rather than discarding our personal and subjec-
tive views as investigators. The investigative team included  
physicians who had experienced or witnessed racism directly, 
as well as supervisors who in their own estimation had  
responded in ways they later deemed suboptimal. Of rel-
evance, seven of the participants had participated in a CCPS  
(co-constructive patient simulation) session involving a simi-
lar case depicting racism. That session was so emotionally laden 
that some participants were angry and felt “put on the spot”; the  
SP declined to participate in that role again. An impetus for 
this study—and for moving it to an asynchronous video-based  
format—was the investigators’ goal to retain the valuable com-
ponents of that learning experience without alienating or  
vicariously traumatizing its intended participants.

Results
We received expressions of interest from 69 individuals, 52  
(75%) of whom joined one of five sessions (median, 11 par-
ticipants per session; range, 8 to 12). Volunteers were pri-
marily physicians (n = 37, 71%), 19 of them senior trainees 
(37%). They self-identified as female (60%), Black (35%), and  
Latinx / Hispanic (13%). We intentionally oversampled  
Black participants: one-third in our sample, compared to the 
2019 US census average of 13.4%. We identified behavioral  
patterns based on the qualitative analysis of participants’ con-
tributions. We analyzed 260 free-text entries (noted with  
an S, for “Session,” in the sections that follow), five transcribed 
debriefing sessions (noted with a D, for “Debriefing”), and 
written reflections submitted by 32 (62%) participants two or 
more weeks after their index session (median, three weeks;  
range, 2 to 7; noted with an F, for “Follow-up”). 

We organized behaviors around five interlocking themes, 
each with a range of possible approaches supervisors could  
resort to when confronting similar challenges (see Table 2).

Supervisors’ responses to racist actions
1. Joining: from conciliatory to confrontational in communicat-
ing with the aggressor
In response to a racist interaction, an overt approach reso-
nated with some participants on the “step in, step up, shut (him)  
up” (S1) side of the spectrum, one in which “my dignity 
is more important than my position,” (S2) and where they 
deemed alternatives to confrontation as unrealistic. From this  
perspective, absent forceful engagement with its source would 
risk perpetuating and tolerating similar behaviors in the  
future—consistent with prior experience, in which little systemic 
protection had taken place:

    Rather than negotiating or dialoguing with patients and 
their families, there needs to be a boundary of absolutely  
no tolerance. (S3)

Others worried about a sudden and uncalled-for rush to action, 
advocating instead for a measured approach. By adjust-
ing the intensity and slowing the timing of the response, they 
sought to balance an overriding clinical duty to the patient  
with the necessary support of the trainee. They advocated 
for behavioral scaling, concerned that forceful confrontation  
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could exacerbate tensions and poor outcomes and defeat the 
building of necessary skills, such as alternative approaches  
through dialogue toward a middle ground of understanding:

    A rush to action at the expense of reflection defies most 
models of leadership, which insist leaders must “get on 
the balcony” to see the whole picture before making a  
decision. How do we all become courageous instead 
of cowardly or rash in the face of conflict and injury is a  
core question here. My hope is that by pausing and 
going from the “arena” to the “balcony," we won’t be  
inadvertently deemed as racist and so foreclose dialogue, 
but instead move toward mutual clarification, support,  
and growth for all parties. (F1)

Participants who had been on the receiving end of racialized 
attacks had limited trust in conciliation and efforts that they  
considered coddling of the aggressor rather than supporting  
a trainee in a subordinate position and at a disadvantage to  
stand up for themselves. They wanted to return to their  
clinical duties unencumbered and protected from hurtful acts 

in which there was no moral equivalence between two sides: 
“Nasty racist patients are not going anywhere, but neither  
am I.” (S4)

2. Explicitness: from avoiding to naming racism
Talking about the emotionally charged topic of racism is  
inherently difficult. However, labeling inappropriate behaviors  
and hurtful actions can be a practical entry point. Just as  
language shapes our understanding of the world and our actions, 
terminology to deconstruct racialized acts can put into words 
what otherwise goes unsaid—but not unfelt. Most participants  
found the terminology of the didactic component to be  
helpful: differentiating racism from racist acts or considering  
alternatives to euphemistic terms (e.g., “racism-conscious” 
instead of “race-conscious”). Many agreed that acknowledging  
and addressing racism starts with naming actions for what  
they are.

Respondents differed in their views of when best to name 
terms explicitly and use them for good rather than potentially  

Table 2. Supervisors’ behavioral responses to racist acts in clinical practice.

Domain Theme Sample quotes

Joining Conciliatory It’s never the message; it’s always the delivery. We can say these things without our pride as 
supervisors competing and spiraling into a battle of ideologies. I don’t know how much is won by that. 
(S5)

Confrontational You assert your authority as a boss, a white boss, a non-Black boss—notice I said non-Black boss—
that’s intentional, and you say, “We will not accept this behavior.” Period. If you can’t do this, if you 
can’t stop being racist, you can leave. We will take care of your child, but you cannot stay here. If 
necessary, we will call security. (S6)

Explicitness Avoiding Naming racism and racist behaviors always gets an emotional response. We can confront racism 
without the emotions unleashed by naming it, which often obscure the problem and prevent possible 
solutions. (S7)

Naming Why should I have to couch my response in terms that are “comfortable” for this aggressor? Why 
indeed? (S8)

Ownership Individual I want to be supportive, but I don’t want to be the rescuer, the “white savior”. How do I empower, but 
still be supportive at the same time? (D1)

Shared It is important to know what kind of support you get from the power structure in that institution 
because I’ve seen too many times where you will confront somebody and take a stance about their 
behavior, but because they’re threatened, then somebody who’s higher up comes along and tells 
you what you’ve done is not correct. And they validate their behavior by saying it was acceptable and 
yours was not. You need a supportive power structure. (D2)

Involving Excusing You don’t want to put such a toll on the person at that moment; you need to give them space and 
time to express what they want, with whom they want, at the moment they want. (D3)

Incorporating Having the discussion with the trainee in the room addressed the reality of the hostile work 
environment in which they work and recognized the strength it took as a person of color to speak up 
in this way. (S9)

Stance Protective Listen and affirm; do not direct, postulate, pontificate. (D4)

Paternalistic Is the pursuit of total protection from any type of harm the best goal to support trainees’ entry into 
attending and leadership roles? When does supervisor protection veer into protectionism akin to a 
parent-child relationship instead of working together as colleagues in a shared struggle to end all 
isms? (F2)

Abbreviations: Verbatim quotes derive from one of three study phases: S = Session; D = Debriefing; and F = Follow-up. The adjacent numbers are sequentially 
generated and not linked to any given session or participant.

Page 6 of 19

MedEdPublish 2023, 13:4 Last updated: 27 APR 2023



weaponize them. Some conceded that naming racism may or 
may not be advisable with the offending party in each clinical  
situation but must always be addressed when supporting the 
aggrieved party. For example, a supervisor who does not  
recognize a racial injury has work ahead and further personal 
growth; by contrast, a supervisor who does become aware of 
such interaction but does not name it contributes to an addi-
tional injury by making their supervisee feel unacknowledged,  
gaslit, dismissed—or retraumatized.

Validating the experience of the supervisee is essential, 
including by supervisors without personal experience on the  
receiving end of similar disparaging comments:

    How can I protect somebody I supervise from something 
I don't fully understand? I can support them by listening  
and trusting their experience, as it is their life, not  
mine. (D5)

Indeed, the depiction of the dismissive response was con-
sidered more hurtful and ultimately more damaging than the  
initial racist injury: invisibility is invalidating, it cancels out 
and forces shut the experience. A point of consensus was 
that whenever invoking racism directly, the focus must be 
on the person’s offensive behaviors, not on the person as the  
offense, on racist acts, rather than on the person as a racist:

    I'm not saying you are a racist, but that what you did 
was racist. I'm not judging you as the person you are, 
but your actions were racist and hurtful to the doctor  
I'm supervising. (D6)

There was less uniformity regarding just when and how best 
to name racist acts directly with the aggressor: leaving things  
unsaid risks sanctioning behavior, normalizing it as either 
typical, expected, or an understandable reaction to stress.  
Such elisions could entrench views not only about racism  
but around any of the prevailing isms or othering perceptions,  
including sexism, ableism, homophobia, or xenophobia.

3. Supervisors’ ownership: from individual to shared responsi-
bility of the event and the response to it
Participants concurred on the need for supervisors to take a 
direct stance, to “own” the interaction, and to lean into their  
protective responsibility. Nevertheless, they often felt left to 
their ingenuity, intuition, or interpersonal styles. Most yearned  
for policies and procedures to back their actions, for even 
imperfect guidelines setting realistic and appropriate bounda-
ries. Involving intermediaries such as patient relations, security  
services, or an anonymous reporting system were all men-
tioned as steps in the right direction to support injured parties  
not to feel dismissed or isolated.

In turn, some participants questioned what would be the opti-
mal approach for an aggrieved trainee to take. Moreover, who 
would be best to share the hurtful event with. Bringing up  
the issue felt tiring and burdensome to some; raising it with a  
supervisor potentially fraught with danger, risking “being 

labeled unprofessional, which is just code for an individual 
of color who stands up for themselves.” (S10) Some shared a  
resigned, even defeatist sentiment of “having to work in elitist 
institutions where this form of invalidation is a daily struggle,”  
(S11) and where aggrieved trainees all too often come to 
accept generic and avoidant feedback from their supervisors.  
They deemed the medical enterprise a “retail business in which 
‘the customer is always right,’” (F3) leaving trainees in the  
vulnerable position of feeling unprotected. Feeling alone when 
confronting experiences involving racism resulted in a sense 
that they could trust only certain peers or select supervisors  
for empathy or support, yet rarely for addressing the source 
grievance. Supervisors who had used their authority / positions  
in a constructive way to combat this type of behavior were 
cited as all-too-rare exemplars.

4. Involving: from excusing to including the aggrieved party  
when confronting the aggressor
When is it reasonable to include the racially targeted individual  
in addressing the encounter with its offender? In support  
of the inclusive approach, some participants saw a potential  
opportunity to model through visible actions, to have the 
trainee join in addressing the offense at its source. They hoped  
for supervisors with privilege to exemplify how addressing 
racism is work that should not fall entirely on those who are  
minoritized, as an opportunity to handle power differentials, 
to extend a learning opportunity to the trainee or the broader  
group of learners. However, the prevailing view supported 
a different approach: responding to the offender then and  
there—and at a separate time with the recipient. Several  
Black participants expressed doubt about not being harmed,  
let down, or abandoned once again, of entering a clinical space

    that is never a safe environment. We might be told it 
is; we might like to think it is. It may be safe for some,  
but for those of us who are marginalized, it's not. (S12)

Other participants preferred decoupling the tasks of address-
ing the racist behavior with the aggressor, and processing the  
experience with the trainee, giving trainees time and space 
for reflection, gathering outside support, and gaining agency  
over what could be helpful as a next step. By listening first 
and acting only later, and by being attuned to the trainee’s  
needs and timing more than to their own, a supervisor could 
point out that support comes not only at that moment but just 
as importantly, between racist acts: “it’s for the long haul.”  
(D7)

5. Stance: from protective to paternalistic in supporting the  
learner’s autonomy
Supervisors can become unwittingly overprotective and pater-
nalistic in their effort to address a racist injury effectively  
when supporting their charges. Centering the response on the 
needs of their trainee is the first way to avoid that potential  
trap. For example, a supervisor who “just waltzes in to save 
the day” (S13) can convey that only they can make things 
better and that the aggrieved trainee is not up to the task.  
Moreover, the stance can become transparently performative.
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Supervisors are most welcome when “validating, affirming, and 
witnessing, rather than when postulating or lecturing.” (D8)  
They are protective; they inquire openly and confidentially 
about what is needed at the time; whenever possible embed  
their support within a longer-standing relationship; they real-
ize the limitations and the risks of providing “total protection, 
which they really cannot promise” (D9); they are protective, 
but do not veer into protectionism. It is an admittedly narrow  
strait to navigate:

    How do I empower while being supportive at the same 
time? I want to be there for my trainee but don't want 
to be their rescuer, which could feel or come across as  
infantilizing. (S14).

Discussion
We consider our findings along the two parts of our study and 
as informed by the relevant theoretical frameworks under-
pinning each: 1) Short videos of simulated encounters can 
facilitate reflective practice; and 2) Behavioral response pat-
terns can provide a framework for supervisors confronting  
anti-Black racism in routine clinical practice.

Short videos of simulated encounters can facilitate 
reflective practice
Short videos permitted participants to witness and react to  
challenging interactions in an asynchronous way; live simula-
tion would likely have been too raw and aversive. The videos  
we created can be used as either embedded or stand-alone  
materials to stimulate discussion about racism and antira-
cism in clinical supervision. We have made the clips acces-
sible online to interested readers, but also encourage others to  
create videos that reflect their own experiences.

The organization of supervisor behaviors we developed is 
not intended as a rubric or rigid guideline; it can instead be  
construed as a framework derived through, and conducive to,  
reflective practice. Supervisors can incorporate and refine it 
through a three-part approach first advanced by Donald Schön  
in The Reflective Practitioner36: First, by inviting reflection 
in action (i.e., while doing; in this case, as racist actions and  
responses unfold in real time). Second, through reflec-
tion on action (i.e., having done; in this case, returning to 
the interactions with both the source and the recipient of the  
racialized injury). Third, and perhaps most important, to elicit 
and guide reflection for action (i.e., towards doing; in this  
instance, to inform and revise future behaviors by reaffirm-
ing or repairing previous actions). Indeed, the CCPS model 
on which the source video encounters were developed is  
specifically designed as a structured activity to improve reflec-
tive skills in practice. Initially applied in the context of  
psychiatry37, in this study we repurposed the same principles  
to examine supervisory responses to anti-Black racism. The 
alliterative model of reflection associated with the CCPS 
model proved useful, highlighting specific cognitions and 
actions, such as Regulate, Relate, Reason, Relationships, and  
opportunities for Repair or Reaffirmation).

Behavioral response patterns can provide a framework 
for supervisors confronting anti-Black racism in routine 
clinical practice
Antiracist work is not any single group’s exclusive respon-
sibility. Black supervisors, for example, are not inherently  
antiracist in their interactions, and failure to address racism  
effectively (as exemplified in our stimulus video of internal-
ized racism, IVA) can cause further damage through intra-
group cultural betrayal38. In turn, non-Black supervisors  
need to commit to the iterative nature of antiracism, work 
that requires an enduring commitment to action and recursive  
learning and self-reflection: “not a state of being that, once 
achieved, is static and unchanging…allyship should be thought  
of as a verb, not a noun.”39 A necessary first step in the work 
of antiracism is acknowledging one’s own racist behaviors,  
embedded within a larger socio-historical context from  
which non-minoritized groups inherently benefit20. A concrete  
corollary of this statement is that institutional buy-in can be  
critical; and yet, settings that are less welcoming or encour-
aging of antiracist initiatives and policies may be the ones  
needing them most.

We consider antiracism a lifelong journey of developmental  
progression rather than an ultimate point of arrival31. Our  
understanding revolves around racist actions, not of individuals  
as racist: one racist action does not a racist make. Do  
two or three, do ten such actions? We find it more constructive 
to think of actions as either entrenching or uprooting racism.  
Discrete actions can be construed in the binary of racist or 
antiracist, as has been advanced by Ibrahim X. Kendi18. And  
yet, those discrete behaviors do not add up to a categorical  
view of an individual as a racist or an antiracist; instead, as  
falling somewhere along an antiracist continuum that can 
be improved upon as a lifelong, perfectible goal. Consistent  
with that view and with the underlying tenets of PAR26–28,  
the ultimate use of this work will be to incorporate it into the  
practice of its participant-beneficiaries and fellow practitioners.

The actions of a supervisor can be considered from two 
interdependent angles: the need for a response to the situa-
tion at hand and the need for repair with the targeted trainee.  
Reparative work is essential to concretize the commitment to 
support and protect, lest further traumatization occur through  
personal or institutional omission40,41: supervisors need to 
be deliberate in checking in and following up. Repair can,  
and ideally should be extended to the community of learn-
ers so that everybody can benefit in a virtuous cycle. Beyond 
initiatives aimed at advancing diversity, equity, and inclu-
sion, reparative justice practices are necessary to increase the  
representation of Black physicians in medicine42.

Practical implications
The behavioral framework we derived from the responses 
by experienced clinicians to asynchronous video stimuli can  
help supervisors engage in reflection to improve their antira-
cist practices in working with trainees. Healthcare providers 
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who may have experienced, witnessed, or intervened in  
anti-Black racist interactions can also use the range of behav-
ioral responses as a basis for facilitated discussion. Our  
video-based materials and initial framework of supervisor 
behaviors can help medical educators in faculty development 
efforts toward fighting anti-Black racism in clinical practice. 
The video materials we developed are available for viewing 
and download and can be used or adapted as springboards for  
reflective discussion or faculty development activities.

Limitations
We recognize five main limitations. First, our stimulus videos 
depicted overt anti-Black racist interactions and encompassed 
additional elements of misogyny and xenophobia. They por-
trayed one extreme in the continuum of anti-Black racism—but  
not the most pervasive. Robin DiAngelo has described the 
perils of “nice racism,” a more subtle and insidious form in  
which individuals or groups shield behind an appearance 
of civility that protects from the “honesty and vulnerability  
needed for growth and change.”33 Second, we drew our sam-
ple from a single institution, reflecting circumstances unique 
to its environment and region’s geopolitical history and current  
realities. Third, we are aware of the bias inherent in select-
ing volunteer participants43. When initially approached, 
potential participants knew of a research study to address 
“clinical supervision in real time.” As a result, our sample  
represents self-selected supervisors motivated to enhance 
their skills. Fourth, given that we incorporated a didactic  
component into the study, we can’t isolate the reaction to 
the videos apart from that additional content. Finally, we  
recognize not having analyzed findings according to sex,  
gender, race, or ethnicity, which could have provided additional  
insights into supervisors’ intersectional identities.

Conclusions
Our work builds on the foundations by other scholars seeking  
effective approaches for dealing with racism in clinical  
settings. The behavioral dimensions we describe can be incor-
porated and synergize those other approaches, particularly 
given a commonality in theoretical underpinnings. For example,  
one group used a before / during / after approach for  
residents to confront “problematic behaviors”10 organizing 
responses along a timeline reminiscent of reflective practice36.  
A second group used simulated encounters to improve  
resident preparedness to discriminatory comments in the  
workplace15. Two other groups1,13 have incorporated antira-
cism, CRT, and reparative justice into their efforts. The twelve 
tips from another group incorporate practical highlights  
that cut across the other approaches12.

Our work advances previous efforts in three main ways: 1) it  
is one of the few studies to derive its approach through an  
empirical and prospective design, and to do so using patient 
simulation; 2) few other studies address anti-Black racism  

exclusively, rather than non-specific racism or microaggres-
sions broadly defined; and 3) to our knowledge, ours is the 
first study centered on supervisors, rather than on students or 
residents. These innovative aspects could be complementary  
to the works outlined above. Future steps could include repli-
cation and dissemination, as well as evaluation of the impact of 
enhanced reflective practice by supervisors on the wellbeing  
of their trainees.

Notwithstanding these shortcomings, our findings can provide 
an approach for supervisors to engage in reflective practice,  
which can in turn inform their actions when next called  
upon to address anti-Black racism in clinical practice.

Data availability
Underlying data
Even though de-identified, we do not have permission from 
our institutional review board for wider distribution of the raw  
data transcripts of this qualitative study.

The raw data supporting the conclusions of this article will be 
made available by the authors to bona fide researchers, upon 
reasonable request. Please contact to corresponding author  
(andres.martin@yale.edu) to request access.

Extended data
figshare: Anti-Black racism in clinical supervision: asyn-
chronous simulated encounters facilitate reflective practice.  
https://doi.org/10.6084/m9.figshare.21669506.v225

This project contains the videos used in this research.

Data are available under the terms of the Creative Commons  
Attribution 4.0 International license (CC-BY 4.0).

Author contributions
AC and AM designed the study; SA, KA, AAd, TTF, and 
AC designed the resident vignettes, and AAs, IG, and AM  
those of the supervisors. AC delivered original didactic com-
ponent; AM edited the video clips. AM, LB, and MdCF  
conducted the qualitative analysis. AM wrote the first draft of 
the manuscript; all authors contributed towards and approved  
its final version.

Acknowledgements
The authors are grateful for the participants’ candid engagement.

Earlier versions of this work have appeared as a preprint  
(Anti-Black racism in clinical supervision: asynchronous 
simulated encounters facilitate reflective practice, https://doi.
org/10.21203/rs.3.rs-1844780/v1), and as a doctoral thesis 
chapter (Making It Real: from telling to showing, sharing, and 
doing in psychiatric education. University of Groningen 2022,  
https://doi.org/10.33612/diss.233561387).

Page 9 of 19

MedEdPublish 2023, 13:4 Last updated: 27 APR 2023

mailto:andres.martin@yale.edu
https://doi.org/10.6084/m9.figshare.21669506.v2
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.21203/rs.3.rs-1844780/v1
https://doi.org/10.21203/rs.3.rs-1844780/v1
https://doi.org/10.33612/diss.233561387


References

1.  Bush AA: Towards antiracism: using critical race theory as a tool to disrupt 
the status quo in health professions education. Acad Med. 2021; 96(11S): 
11–13.  
PubMed Abstract | Publisher Full Text 

2.  Osseo-Asare A, Balasuriya L, Huot SJ, et al.: Minority Resident Physicians’ 
Views on the Role of Race/Ethnicity in Their Training Experiences in the 
Workplace. JAMA Netw Open. 2018; 1(5): e182723.  
PubMed Abstract | Publisher Full Text | Free Full Text 

3.  Jordan A, Shim RS, Rodriguez CI, et al.: Psychiatry diversity leadership in 
academic medicine: guidelines for success. Am J Psychiatry. 2021; 178(3): 
224–228.  
PubMed Abstract | Publisher Full Text 

4.  Stewart AJ: Dismantling structural racism in academic psychiatry to 
achieve workforce diversity. Am J Psychiatry. 2021; 178(3): 210–212.  
PubMed Abstract | Publisher Full Text 

5.  Ackerman-Barger K, Boatright D, Gonzalez-Colaso R, et al.: Seeking inclusion 
excellence: understanding racial microaggressions as experienced by 
underrepresented medical and nursing students. Acad Med. 2020; 95(5): 
758–763.  
PubMed Abstract | Publisher Full Text | Free Full Text 

6.  Hagiwara N, Kron FW, Scerbo MW, et al.: A call for grounding implicit bias 
training in clinical and translational frameworks. Lancet. 2020; 395(10234): 
1457–1460.  
PubMed Abstract | Publisher Full Text | Free Full Text 

7.  Hagiwara N, Elston Lafata J, Mezuk B, et al.: Detecting implicit racial bias in 
provider communication behaviors to reduce disparities in healthcare: 
challenges, solutions, and future directions for provider communication 
training. Patient Educ Couns. 2019; 102(9): 1738–1743.  
PubMed Abstract | Publisher Full Text | Free Full Text 

8.  Calhoun A, Genao I, Martin A, et al.: Moving beyond implicit bias in antiracist 
academic medicine initiatives. Acad Med. 2021; (6): 790–792.  
PubMed Abstract | Publisher Full Text 

9.  Pendry N: Race, racism and systemic supervision. J Fam Ther. 2012; 34(4): 
403–418.  
Publisher Full Text 

10.  Shankar M, Albert T, Yee N, et al.: Approaches for residents to address 
problematic patient behavior: before, during, and after the clinical 
encounter. J Grad Med Educ. 2019; 11(4): 371–374.  
PubMed Abstract | Publisher Full Text | Free Full Text 

11.  Paul-Emile K, Smith AK, Lo B, et al.: Dealing with racist patients. N Engl J Med. 
2016; 374(8): 708–711.  
PubMed Abstract | Publisher Full Text 

12.  Wheeler DJ, Zapata J, Davis D, et al.: Twelve tips for responding to 
microaggressions and overt discrimination: when the patient offends the 
learner. Med Teach. 2019; 41(10): 1112–1117.  
PubMed Abstract | Publisher Full Text 

13.  Bullock JL, O’Brien MT, Minhas PK, et al.: No One Size Fits All: A Qualitative 
Study of Clerkship Medical Students’ Perceptions of Ideal Supervisor 
Responses to Microaggressions. Acad Med. 2021; 96(11S): S71–S80.  
PubMed Abstract | Publisher Full Text 

14.  Berg R, Hall-Jackson M, Penumala VV, et al.: 458 Tackling racism through 
simulation: challenging conversations. Arch Dis Child 2022. 2022; 107(Suppl 
2): A536–537.  
Publisher Full Text 

15.  March C, Walker LW, Toto RL, et al.: Experiential communications curriculum 
to improve resident preparedness when responding to discriminatory 
comments in the workplace. J Grad Med Educ. 2018; 10(3): 306–310.  
PubMed Abstract | Publisher Full Text | Free Full Text 

16.  Solomon SR, Atalay AJ, Osman NY: Diversity is not enough: advancing a 
framework for antiracism in medical education. Acad Med. 2021; 96(11): 
1513–1517.  
PubMed Abstract | Publisher Full Text 

17.  Sotto-Santiago S, Poll-Hunter N, Trice T, et al.: A Framework for Developing 
Antiracist Medical Educators and Practitioner-Scholars. Acad Med. 2022; 
97(1): 41–47.  
PubMed Abstract | Publisher Full Text 

18.  Kendi I: How to Be an Antiracist. London: One World; 2019.  
Reference Source

19.  Delgado D, Stefancic J: Critical Race Theory: An Introduction. New York: New 
York University Press; 2017.  
Reference Source

20.  Christian M, Seamster L, Ray V: New directions in critical race theory and 
sociology: racism, white supremacy, and resistance. Am Behav Sci. 2019; 
63(13): 1731–1740.  
Publisher Full Text 

21.  Opie T, Morgan L: Do black lives really matter in the workplace? Restorative 
justice as a means to reclaim humanity. Equal Divers Incl an Int J. 36(8): 
707–719.  
Publisher Full Text 

22.  Sandars J: The use of reflection in medical education: AMEE Guide No. 44. 
Med Teach. 2009; 31(8): 685–695.  
PubMed Abstract | Publisher Full Text 

23.  Wilson H: Critical reflection in medical training and the biomedical world 
view. Med Educ. 2020; 54(4): 281–283.  
PubMed Abstract | Publisher Full Text 

24.  Ng SL, Mylopoulos M, Kangasjarvi E, et al.: Critically reflective practice and its 
sources: A qualitative exploration. Med Educ. 2020; 54(4): 312–319.  
PubMed Abstract | Publisher Full Text 

25.  Martin A: Anti-Black racism in clinical supervision: asynchronous simulated 
encounters facilitate reflective practice. figshare. Media. 2022.  
http://www.doi.org/10.6084/m9.figshare.21669506.v2

26.  McTaggart R: Principles for participatory action research. Adult Educ Q. 1991; 
41(3): 168–187.  
Publisher Full Text 

27.  Kemmis S: Participatory action research and the public sphere. Educ Action 
Res. 2006; 14(4): 459–476.  
Publisher Full Text 

28.  Baum F, MacDougall C, Smith D: Participatory action research. J Epidemiol 
Community Health. 2006; 60(10): 854–857.  
PubMed Abstract | Publisher Full Text | Free Full Text 

29.  Martin A, Weller I, Amsalem D, et al.: Co-constructive patient simulation: a 
learner-centered method to enhance communication and reflection skills. 
Simul Healthc. 2021; 16(6): 129–135.  
PubMed Abstract | Publisher Full Text | Free Full Text 

30.  Lewis KL, Bohnert CA, Gammon WL, et al.: The Association of Standardized 
Patient Educators (ASPE) Standards of Best Practice (SOBP). Adv Simul (Lond). 
2017; 210.  
PubMed Abstract | Publisher Full Text | Free Full Text 

31.  Calhoun A, Martin A, Calhoun J: A Developmental Framework for Progression 
to Anti-racism in Academic Psychiatry. Acad Psychiatry. 2022; 46(5): 651–656. 
PubMed Abstract | Publisher Full Text 

32.  Kiger ME, Varpio L: Thematic analysis of qualitative data: AMEE Guide No. 
131. Med Teach. 2020; 42(8): 846–854.  
PubMed Abstract | Publisher Full Text 

33.  Braun V, Clarke V: Using thematic analysis in psychology. Qual Res Psychol. 
2006; 3(2): 77–101.  
Publisher Full Text 

34.  Saunders B, Sim J, Kingstone T, et al.: Saturation in qualitative research: 
exploring its conceptualization and operationalization. Qual Quant. 2018; 
52(4): 1893–1907.  
PubMed Abstract | Publisher Full Text | Free Full Text 

35.  Finlay L: Negotiating the swamp: the opportunity and challenge of 
reflexivity in research practice. Qual Res. 2002; 2(2): 209–230.  
Publisher Full Text 

36.  Schön DA: The Reflective Practitioner: How Professionals Think in Action. 
New York: Basic Books; 1983. 

37.  Martin A, Weller I, Amsalem D, et al.: From learning psychiatry to becoming 
psychiatrists: a qualitative study of co-constructive patient simulation. 
Front Psychiatry. 2021; 11: 616239.  
PubMed Abstract | Publisher Full Text | Free Full Text 

38.  Gómez JM: Group dynamics as a predictor of dissociation for Black victims 
of violence: an exploratory study of cultural betrayal trauma theory. 
Transcult Psychiatry. 2019; 56(5): 878–894.  
PubMed Abstract | Publisher Full Text 

39.  DiAngelo R: Nice Racism: How Progressive White People Perpetuate Racial 
Harm. Boston: Beacon Press; 2021. 

40.  Smith CP, Freyd JJ: Institutional betrayal. Am Psychol. 2014; 69(6): 575–587. 
PubMed Abstract | Publisher Full Text 

41.  Smith CP, Freyd JJ: Insult, then Injury: interpersonal and institutional 
betrayal linked to health and dissociation. J Aggress Maltreat Trauma. 2017; 
26(10): 1117–1131.  
Publisher Full Text 

42.  Williams JC, Anderson N, Boatright D: Beyond diversity and inclusion: 
reparative justice in medical education. Acad Psychiatry. 2021; 45(1): 84–88. 
PubMed Abstract | Publisher Full Text 

43.  Harber KD, Zimbardo PG, Boyd JN: Participant self-selection biases as a 
function of individual differences in time perspective. Basic Appl Soc Psych. 
2003; 25(3): 255–264.  
Publisher Full Text 

Page 10 of 19

MedEdPublish 2023, 13:4 Last updated: 27 APR 2023

http://www.ncbi.nlm.nih.gov/pubmed/34380934
http://dx.doi.org/10.1097/ACM.0000000000004358
http://www.ncbi.nlm.nih.gov/pubmed/30646179
http://dx.doi.org/10.1001/jamanetworkopen.2018.2723
http://www.ncbi.nlm.nih.gov/pmc/articles/6324489
http://www.ncbi.nlm.nih.gov/pubmed/33641375
http://dx.doi.org/10.1176/appi.ajp.2020.20091371
http://www.ncbi.nlm.nih.gov/pubmed/33641376
http://dx.doi.org/10.1176/appi.ajp.2020.21010025
http://www.ncbi.nlm.nih.gov/pubmed/31725462
http://dx.doi.org/10.1097/ACM.0000000000003077
http://www.ncbi.nlm.nih.gov/pmc/articles/7185051
http://www.ncbi.nlm.nih.gov/pubmed/32359460
http://dx.doi.org/10.1016/S0140-6736(20)30846-1
http://www.ncbi.nlm.nih.gov/pmc/articles/7265967
http://www.ncbi.nlm.nih.gov/pubmed/31036330
http://dx.doi.org/10.1016/j.pec.2019.04.023
http://www.ncbi.nlm.nih.gov/pmc/articles/7269129
http://www.ncbi.nlm.nih.gov/pubmed/34907963
http://dx.doi.org/10.1097/ACM.0000000000004562
http://dx.doi.org/10.1111/j.1467-6427.2011.00576.x
http://www.ncbi.nlm.nih.gov/pubmed/31440327
http://dx.doi.org/10.4300/JGME-D-19-00075.1
http://www.ncbi.nlm.nih.gov/pmc/articles/6699523
http://www.ncbi.nlm.nih.gov/pubmed/26933847
http://dx.doi.org/10.1056/NEJMp1514939
http://www.ncbi.nlm.nih.gov/pubmed/30277121
http://dx.doi.org/10.1080/0142159X.2018.1506097
http://www.ncbi.nlm.nih.gov/pubmed/34348373
http://dx.doi.org/10.1097/ACM.0000000000004288
http://dx.doi.org/10.1136/archdischild-2022-rcpch.616
http://www.ncbi.nlm.nih.gov/pubmed/29946388
http://dx.doi.org/10.4300/JGME-D-17-00913.1
http://www.ncbi.nlm.nih.gov/pmc/articles/6008033
http://www.ncbi.nlm.nih.gov/pubmed/34292192
http://dx.doi.org/10.1097/ACM.0000000000004251
http://www.ncbi.nlm.nih.gov/pubmed/34469355
http://dx.doi.org/10.1097/ACM.0000000000004385
https://www.oneworldlit.com/books/how-to-be-an-antiracist-hc
https://jordaninstituteforfamilies.org/wp-content/uploads/2020/04/Delgado_and_Stefancic_on_Critical_Race_Theory.pdf
http://dx.doi.org/10.1177/0002764219842623
http://dx.doi.org/10.1108/EDI-07-2017-0149
http://www.ncbi.nlm.nih.gov/pubmed/19811204
http://dx.doi.org/10.1080/01421590903050374
http://www.ncbi.nlm.nih.gov/pubmed/32012322
http://dx.doi.org/10.1111/medu.14077
http://www.ncbi.nlm.nih.gov/pubmed/31914210
http://dx.doi.org/10.1111/medu.14032
http://www.doi.org/10.6084/m9.figshare.21669506.v2
http://dx.doi.org/10.1177/0001848191041003003
http://dx.doi.org/10.1080/09650790600975593
http://www.ncbi.nlm.nih.gov/pubmed/16973531
http://dx.doi.org/10.1136/jech.2004.028662
http://www.ncbi.nlm.nih.gov/pmc/articles/2566051
http://www.ncbi.nlm.nih.gov/pubmed/33273424
http://dx.doi.org/10.1097/SIH.0000000000000528
http://www.ncbi.nlm.nih.gov/pmc/articles/8169712
http://www.ncbi.nlm.nih.gov/pubmed/29450011
http://dx.doi.org/10.1186/s41077-017-0043-4
http://www.ncbi.nlm.nih.gov/pmc/articles/5806371
http://www.ncbi.nlm.nih.gov/pubmed/35486363
http://dx.doi.org/10.1007/s40596-022-01627-y
http://www.ncbi.nlm.nih.gov/pubmed/2356468
http://dx.doi.org/10.1080/0142159X.2020.1755030
http://dx.doi.org/10.1191/1478088706qp063oa
http://www.ncbi.nlm.nih.gov/pubmed/29937585
http://dx.doi.org/10.1007/s11135-017-0574-8
http://www.ncbi.nlm.nih.gov/pmc/articles/5993836
http://dx.doi.org/10.1177/146879410200200205
http://www.ncbi.nlm.nih.gov/pubmed/33488433
http://dx.doi.org/10.3389/fpsyt.2020.616239
http://www.ncbi.nlm.nih.gov/pmc/articles/7820173
http://www.ncbi.nlm.nih.gov/pubmed/31046633
http://dx.doi.org/10.1177/1363461519847300
http://www.ncbi.nlm.nih.gov/pubmed/25197837
http://dx.doi.org/10.1037/a0037564
http://dx.doi.org/10.1080/10926771.2017.1322654
http://www.ncbi.nlm.nih.gov/pubmed/33409943
http://dx.doi.org/10.1007/s40596-020-01386-8
http://dx.doi.org/10.1207/S15324834BASP2503_08


Open Peer Review
Current Peer Review Status:   

Version 2

Reviewer Report 27 April 2023

https://doi.org/10.21956/mep.21040.r33106

© 2023 Sukhera J. This is an open access peer review report distributed under the terms of the Creative 
Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited.

Javeed Sukhera   
Department of Psychiatry, Hartford Hospital Institute of Living, Hartford, CT, USA 

Thank you for your thoughtful responses. This is a fantastic paper.
 
Competing Interests: No competing interests were disclosed.

Reviewer Expertise: Reflection, transformative learning, and equity in medical education.

I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard.

Author Response 27 Apr 2023
Andres Martin 

Thank you for your constructive feedback and kind words.  

Competing Interests: No competing interests were disclosed.

Version 1

Reviewer Report 13 March 2023

https://doi.org/10.21956/mep.20880.r32900

© 2023 Piot M. This is an open access peer review report distributed under the terms of the Creative Commons 
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the 
original work is properly cited.

MedEdPublish

 
Page 11 of 19

MedEdPublish 2023, 13:4 Last updated: 27 APR 2023

https://doi.org/10.21956/mep.21040.r33106
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0001-8146-4947
https://doi.org/10.21956/mep.20880.r32900
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/


Marie-Aude Piot   
Necker-Enfants malade hospital, Université Paris Cité, Paris, France 

This is a very interesting piece of work. This address with relevance a burning issue which needs to 
be defended. Authors offer useful practical tips which should be developed. 
Thank you for the opportunity to read it! 
 
*** 
Introduction is streamlined and well-documented while arguing appropriately the need and 
originality of this study. 
 
*** 
 
Method section is clear. 
 
Theoretical framework about racism theory as well as about thematic analysis are well set. 
The participatory research action position is really relevant in this context as theoretical 
framework; but this may be assumed in the whole study framework, and not only for trainees’ 
part. For example, debriefing (intervention) was also part of data collection (exploration). 
Conversely, free text comment can be considered as data collection; but – if I did not 
misunderstand - this can also be considered as self-reflexion fostering further reflexivity. With the 
third part of training, intervention and research are more intertwined (didactic influencing directly 
free text comment). Qualitative approach can assume this position with flexibility. But this may 
need to be set more explicitly reported. 
Maybe even that this should be highlighted as the originality and strength of this paper, aligned 
with the need of the subject: participatory action research may be an efficient way to grasp what’s 
going on in such unmentionable field. A neutral observatory position – as simple face-to-face 
interview - would miss essential part of exploration while limiting the practical implications. 
 
About creation of stimulus video: 
Research and educational design used some of the most advanced in their area, respectively PAR 
and CCPS. 
Table 1 is very relevant so that readership may figure out more precisely what was played. 
Trainees and supervisors’ preparations are well-detailed. 
 
Actor’s training section follows SBOP’s guidelines, ensuring quality of training. 
These guideline mention that SP training needs to  “ Engage SPs in discussion and practice of role 
portrayal features (e.g., affect, signs and symptoms, behaviors)” and “Ensure SP readiness for the 
simulation activity through repeated practice and targeted feedback.”. 
Yet in this burning issue, authors may report additionally whether they had discussions with 
actors about their attitudes, representations and previous experiences about racism issues, or 
not. This may influence PS’s position unconsciously during the play, and improve educational 
safety conditions accordingly. 
 
Complementary data collection gateway are very relevant for such sensitive subject where 
participant may not dare tell all what they really think spontaneously; but may raised a brief limit 
(see limit section). 
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*** 
Results are clear, aligned with thematic analysis way of mapping data, while providing at first 
sight useful and practical implications. 
 
*** 
Discussion provides relevant practical tips to applying results based on Schön’s approach. 
 
Stressing developmental and progressive approach about antiracism set this discussion is a 
moderate position. This elicits criticism that could be done to a militant position towards 
researchers. 
That said, assuming a repairing position complementary to educational missions seems essential. 
Grounding this position in repairing justice was very relevant while offering an innovating 
educational framework that should be followed. 
 
In the limit section, the sentence “As a result, our sample represents self-selected supervisors 
motivated to enhance their skills. » may be nuanced. Indeed, method section did not report 
motivation to participate in data collection. Other underlighting stakes could be involved and 
influence results; such as guilty or personal previous attitude towards black community with the 
aim to repair (rather than only improve), or conversely anger against antiracism with the aim to 
revenge, etc. 
 
Aligned with the limit “given that we incorporated a didactic component into the study, we can’t 
isolate the reaction to the videos apart from that additional content. “, the didactic component 
may be both the strength (of struggling against antiracism and awful reaction reported in the 
reflexive part) and the limit. 
On the one hand, the sensitivity of this subject and the involved educational framework may have 
hampered comments perceived by them as forbidden or shameful. 
On the other hand, free text comments had the opportunity to grasp spontaneous thoughts with 
its load of authenticity but can limit in-depth developments. 
Debriefing was a disposal which triggers reflexivity. Yet, presence of the group in the data 
collection could limit in-depth developments both because of pragmatic constraint or speech 
repartition and fear to mention unmoral speech. This may limit access to “nice racism” features (as 
presented by the authors in Robert DiAngelo concepts). 
 
 *** 
I recommend the indexing of this work.
 
Is the work clearly and accurately presented and does it cite the current literature?
Yes

Is the study design appropriate and is the work technically sound?
Yes

Are sufficient details of methods and analysis provided to allow replication by others?
Yes

If applicable, is the statistical analysis and its interpretation appropriate?
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Not applicable

Have any limitations of the research been acknowledged?
Partly

Are all the source data underlying the results available to ensure full reproducibility?
Yes

Are the conclusions drawn adequately supported by the results?
Yes
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Javeed Sukhera   
Department of Psychiatry, Hartford Hospital Institute of Living, Hartford, CT, USA 

Thank you for the opportunity to review this paper. I read it with great interest. 
 
The introduction is very well written and contains a concise summary of several important ideas. It 
could be enhanced by adding a bit more information about examples that may arise in clinical 
supervision that go beyond micro aggressions in a clinical learning environment. For example, 
supervisors themselves may experience micro aggressions from learners, and vice-versa. Also, 
introducing how critical reflection (as the author’s cite in the discussion) relates to their approach 
may be helpful. Alternatively, critical reflection could be mentioned in the methods as part of the 
authors’ theoretical and conceptual framework. 
 
The concluding paragraph of the introduction suggests that the authors conducted a prospective 
empirical study to create clips, embed the clips into faculty development activities, and used 
qualitative methods to identify aspects that could be leveraged towards positive change. This 
leaves the reader confused about which activities constituted the authors’ line of inquiry. Would 
suggest simply saying that the study sought to explore participants reactions and the 
videos/didactic were used as an elicitation prompt. The creation and embedding of the videos is 
important work but would not necessarily be considered part of the research study itself. This 
clarity is important to make it evident that the paper is not written around an evaluation paradigm 
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and should be considered research rather than evaluation. 
 
The authors approach is grounded in participatory action research and critical qualitative 
epistemology. Would therefore start the section after the introduction with a section entitled, 
“Theoretical and Conceptual Framework” and highlight PAR, critical qualitative epistemology, and 
how they are complementary and suited for this study. This new section can also include the 
authors’ excellent 6P model which they can cite from previous work. 
 
The section entitled “creation of stimulus videos” could be reframed as “background and setting” 
with more information about how the videos were created and designed in accordance with the 
authors' theoretical/conceptual framework. Would therefore foreground the qualitative 
exploratory aspects of the study before getting to the results. 
 
The section on reflexivity could be enhanced by more information regarding the authors’ own 
experiences and how the team worked together through the analysis. For example, who was the 
primary coder? How were differences resolved? What was the role of the team members who were 
not involved in coding? The section on author contributions is helpful, however, more information 
would enhance the manuscript. 
 
Overall the results would benefit from some re-organization. The way that it is currently written 
with sections includes some rich description and analysis, however, the overall narrative of the 
results does not seem to tie together into a cohesive thread. In addition, the section titles include 
terms that are not explained for the reader. For example, what do terms such as “joining” or 
“involving” actually mean to the participants? How were they understood and perceived differently 
and by whom? Were the participants reacting to the videos, or the didactic, or both? 
 
In section 1, the third paragraph is quite fascinating and could use some elaboration about how 
trust or mistrust influenced participants’ reactions and perceptions. 
 
In section 3 on ownership, it is unclear from the current 2 paragraph how they are connected to 
the concept of “ownership” or what “ownership” meant to the participants. The comments on the 
emotional labor that participants experienced and the nature of the medical “enterprise” are 
important, however, the second paragraph does not seem to connect to the first. 
 
In the discussion, the two parts of the study are referenced. Again, it would be clearer if the study 
itself and the manuscript focused on the response patterns and how they may inform a 
framework as the paper does not contain sufficient details on video development, prototyping, 
etc., 
 
The discussion contains some important connections with Schon’s work. It could be further 
enhanced if the authors could connect existing literature on critical reflection with their own 6P 
framework and describe how what they learned from their inquiry may provide any unique 
insights. The reflective model should also be introduced in the introduction and elaborated upon 
in the discussion, rather than the discussion alone. 
 
The practical implications section could us some elaboration so that medical educators may have a 
framework from the authors’ findings to implement/evaluate similar models in their context. 
 

MedEdPublish

 
Page 15 of 19

MedEdPublish 2023, 13:4 Last updated: 27 APR 2023



The discussion would also benefit from the author’s perspective on areas for future research. 
 
Overall, an excellent example of the practical and empirical work needed to advance anti-racist 
praxis in medical education.
 
Is the work clearly and accurately presented and does it cite the current literature?
Yes

Is the study design appropriate and is the work technically sound?
Partly

Are sufficient details of methods and analysis provided to allow replication by others?
Partly

If applicable, is the statistical analysis and its interpretation appropriate?
Not applicable

Have any limitations of the research been acknowledged?
Yes

Are all the source data underlying the results available to ensure full reproducibility?
Partly

Are the conclusions drawn adequately supported by the results?
Partly

Competing Interests: No competing interests were disclosed.
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I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard, however I have 
significant reservations, as outlined above.

Author Response 03 Apr 2023
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Reviewer 1  Thank you for the opportunity to review this paper. I read it with great interest. 
Thank you for your close reading and constructive recommendations. 
 
The introduction is very well written and contains a concise summary of several important 
ideas. It could be enhanced by adding a bit more information about examples that may 
arise in clinical supervision that go beyond micro aggressions in a clinical learning 
environment. For example, supervisors themselves may experience micro aggressions from 
learners, and vice-versa. Thank you. We agree, and allude to a broad range of 
interactions between clinical actors: Black medical students, residents, fellows, 
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practicing physicians, patients, and staff.   
 
Also, introducing how critical reflection (as the author’s cite in the discussion) relates to their 
approach may be helpful. Alternatively, critical reflection could be mentioned in the 
methods as part of the authors’ theoretical and conceptual framework. Thank you for this 
important suggestion. We have now added the following paragraph and references: 
Critical reflective practices can also support antiracist practices. By fostering an 
awareness of the self and the situation at hand, reflective practice can inform future 
actions informed by current understanding.21a Through facilitated or individual 
reflection, through committed reflective practice, assumptions can be revisited and 
new perspectives considered.21b At the core of reflective practice is the tenet that 
“being critically reflective is not a binary trait possessed (or not) by individuals. It is 
learnable through personally meaningful experiences.”21c 21a. Sandars J. The use of 
reflection in medical education: AMEE Guide No. 44. Med Teach. 2009;31(8):685-695. 
doi:10.1080/01421590903050374 21b. Wilson H. Critical reflection in medical training 
and the biomedical world view. Med Educ. 2020;54(4):281-283. doi:10.1111/medu.14077 
21c. Ng SL, Mylopoulos M, Kangasjarvi E, et al. Critically reflective practice and its 
sources: A qualitative exploration. Med Educ. 2020;54(4):312-319. 
doi:10.1111/medu.14032 
 
The concluding paragraph of the introduction suggests that the authors conducted a 
prospective empirical study to create clips, embed the clips into faculty development 
activities, and used qualitative methods to identify aspects that could be leveraged towards 
positive change. This leaves the reader confused about which activities constituted the 
authors’ line of inquiry. Would suggest simply saying that the study sought to explore 
participants reactions and the videos/didactic were used as an elicitation prompt. The 
creation and embedding of the videos is important work but would not necessarily be 
considered part of the research study itself. This clarity is important to make it evident that 
the paper is not written around an evaluation paradigm and should be considered research 
rather than evaluation. Thank you. We have addressed these two points in this revised 
new paragraph: In an effort to enhance supervisors’ concrete tools to address racist 
interactions in the clinical workspace, we designed and conducted a qualitative 
research study (not a program evaluation) informed by a theoretical context of 
antiracism, CRT, reparative justice, and critical reflective practice to identify aspects 
that could be leveraged toward positive change in pursuit of more equitable, 
supportive, and protective supervision of targeted trainees. To that end, we first 
created as elicitation prompts a series of short video clips depicting anti-Black racist 
and antiracist clinical interactions based on the lived experience of those creating 
their content, which we embedded into faculty development activities to foster 
reflective practice in clinical supervision. 
 
The authors approach is grounded in participatory action research and critical qualitative 
epistemology. Would therefore start the section after the introduction with a section 
entitled, “Theoretical and Conceptual Framework” and highlight PAR, critical qualitative 
epistemology, and how they are complementary and suited for this study. This new section 
can also include the authors’ excellent 6P model which they can cite from previous work. 
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The section entitled “creation of stimulus videos” could be reframed as “background and 
setting” with more information about how the videos were created and designed in 
accordance with the authors' theoretical/conceptual framework. Would therefore 
foreground the qualitative exploratory aspects of the study before getting to the results. 
Thank you. We think that the previous change addresses these comments and that 
the distinction between the parts and their relative importance is now clear. We have 
opted to maintain the order unchanged, as we think it highlights the relative 
theoretical constructs in context of the paper’s different components. We hope this is 
acceptable and that you concur. 
 
The section on reflexivity could be enhanced by more information regarding the authors’ 
own experiences and how the team worked together through the analysis. For example, 
who was the primary coder? How were differences resolved? What was the role of the team 
members who were not involved in coding? The section on author contributions is helpful, 
however, more information would enhance the manuscript. Thank you. We have now 
added:   All authors had an opportunity to review and comment on the iteratively 
developed codebook and ensuing manuscript, and helped in the resolution of coding 
discrepancies.   Overall the results would benefit from some re-organization. The way that 
it is currently written with sections includes some rich description and analysis, however, 
the overall narrative of the results does not seem to tie together into a cohesive thread. In 
addition, the section titles include terms that are not explained for the reader. For example, 
what do terms such as “joining” or “involving” actually mean to the participants? Thank you. 
We have added descriptive phrases to each of our five domains, realizing that they 
were potentially vague and abstract with them. In the case of “joining”, we now 
specify how the stance win question is with the aggressor, i.e., how a supervisor 
interacts with them:   Joining: from conciliatory to confrontational in communicating 
with the aggressor 
  
How were they understood and perceived differently and by whom? Were the participants 
reacting to the videos, or the didactic, or both? Thank you. We note from the outset who 
we conducted a qualitative study in which experienced supervisors responded to 
seven short, videotaped interactions. 
 
In section 1, the third paragraph is quite fascinating and could use some elaboration about 
how trust or mistrust influenced participants’ reactions and perceptions. In section 3 on 
ownership, it is unclear from the current 2 paragraph how they are connected to the 
concept of “ownership” or what “ownership” meant to the participants. The comments on 
the emotional labor that participants experienced and the nature of the medical 
“enterprise” are important, however, the second paragraph does not seem to connect to the 
first. 
Thank you. We now qualify ownership as “supervisors’ ownership,” which should 
clarify the issue. 
 
In the discussion, the two parts of the study are referenced. Again, it would be clearer if the 
study itself and the manuscript focused on the response patterns and how they may inform 
a framework as the paper does not contain sufficient details on video development, 
prototyping, etc. Thank you. We believe the aforementioned changes clarify this issue. 
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The discussion contains some important connections with Schon’s work. It could be further 
enhanced if the authors could connect existing literature on critical reflection with their own 
6P framework and describe how what they learned from their inquiry may provide any 
unique insights. The reflective model should also be introduced in the introduction and 
elaborated upon in the discussion, rather than the discussion alone. Thank you. We first 
mention the CCPS model in the Methods section, and include in the discussion: The 
alliterative model of reflection associated with the CCPS model proved useful, 
highlighting specific cognitions and actions, such as Regulate, Relate, Reason, 
Relationships, and opportunities for Repair or Reaffirmation).   
 
The practical implications section could us some elaboration so that medical educators may 
have a framework from the authors’ findings to implement/evaluate similar models in their 
context. Thank you. We now state: The behavioral framework we derived from the 
responses by experienced clinicians to asynchronous video stimuli can help 
supervisors engage in reflection to improve their antiracist practices in working with 
trainees. Healthcare providers who may have experienced, witnessed, or intervened in 
anti-Black racist interactions can also use the range of behavioral responses as a basis 
for facilitated discussion. Our video-based materials and initial framework of 
supervisor behaviors can help medical educators in faculty development efforts 
toward fighting anti-Black racism in clinical practice.  The video materials we 
developed are available for viewing and download and can be used or adapted as 
springboards for reflective discussion or faculty development activities. 
 
The discussion would also benefit from the author’s perspective on areas for future 
research. 
Thank you. We have added: Future steps could include replication and dissemination, 
as well as evaluation of the impact of enhanced reflective practice by supervisors on 
the wellbeing of their trainees. 
 
 Overall, an excellent example of the practical and empirical work needed to advance anti-
racist praxis in medical education. 
Thank you for your kind words and for excellent feedback that has improved our 
manuscript.  
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