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Clinicians are called to care for patients with increasingly
diverse backgrounds during vulnerable moments when
gaining trust is imperative. Simultaneously, implicit or
unconscious biases are omnipresent. Guidance for clini-
cians in addressing and curtailing implicit biases is a
necessity to preserve provider resiliency while providing
high-value, patient-centered care. However, tools to aid
clinicians in this endeavor are unknown. The following
article introduces The 5Rs of Cultural Humility (5Rs) as
a coaching tool available to all clinicians, leaders, and
administrators. It is a tool that brings awareness to the
reality that everyone has implicit biases and provides a
platform to address these biases through the use of cul-
tural humility, mindfulness, and compassion. The tool
encourages the clinician to become more aware of his or
her decision-making and interactionswith others. EachR
includes an aim at reducing biases and a self-reflection
question. The 5Rs are reflection, respect, regard, rele-
vance, and resiliency. The framework of the 5Rs presents
an approach for clinicians to explore more mindful inter-
actions and enriching patient-provider interactions.
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INTRODUCTION

Female, male. White, black. Citizen, immigrant. Cis, trans.
Straight, gay. These are a few powerful terms used to identify
and categorize people which knowingly and unknowingly
influence human interactions. Implicit biases are attitudes that
affect a person’s understanding of others in an unconscious
manner and lead to differential treatment of others.1, 2 Clini-
cians are not immune to implicit biases.3–5 Manifestation of
implicit biases affects the patient-provider relationship and can
result in harm to patients and to providers alike.6 Routine

moments to pause, think, and reflect on care within this
relationship have been called for in clinical practice.7

The 5Rs of Cultural Humility is a coaching tool created by a
workgroup within the Society of Hospital Medicine’s Practice
Management Committee to provide clinicians with a concise
framework to address implicit biases and choose a more
mindful response.8 Though originally intended for
hospitalists, it is a universal tool available for all to use.
Focusing on cultural humility enables individuals to effective-
ly approach cultural nuances and confront stereotypes.
The 5Rs include reflection, respect, regard, relevance, and

resiliency. The tool incorporates skills identified at reducing
implicit biases in health care, including perspective-taking,
emotional regulation, and partnership-building.1, 9 Each R
includes a specific aim at reducing biases and provides the
practitioner coaching via a self-reflection question. The fol-
lowing article briefly reviews implicit biases and cultural
humility, describes application of this tool, and expounds on
the tenets of the 5Rs.

IMPLICIT BIASES AND CULTURAL HUMILITY IN HEALTH
CARE

Acknowledging one’s implicit biases and their influence is a
complex phenomenon.4 Online assessments are available
where individuals can uncover their biases.10 Clinicians’ im-
plicit biases may influence treatment decisions.4 Therefore,
interventions are required to decrease any potential
discrimination.
A recent Cochrane review analyzing cultural competency

training and consequent patient-related outcomes revealed
some positive results in decreasing biases.11 Despite the lack
of negative studies in cultural competency training, though,
the overall evidence remains insufficient to make definitive
conclusions.11

The practice of cultural humility, however, is the next step
along the continuum of cultural knowledge.12 Unlike cultural
competency, cultural humility does not require or assume
expertise in any social group, institution, or belief system.
Cultural humility is a life-long commitment to self-
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evaluation and self-critique in an effort to address power
imbalances and to advocate for others.13 The practice of
cultural humility helps mitigate implicit bias, promotes empa-
thy, and aids the provider in acknowledging and respecting
patients’ individuality.13 The universality of cultural humility
principles puts emphasis on the provider’s need to connect
instead of being an expert on the patient’s race, culture, or
ethnicity.

APPLICATION OF THE 5RS

The overall aim of The 5Rs of Cultural Humility is to bring
more awareness into clinical encounters in an attempt to
improve health care by decreasing disparities, improving the
patient-clinician relationship, highlighting shared humanity,
and building provider resilience. The tool has specific aims
and asks that incorporate skills identified at reducing implicit
biases in health care, such as perspective-taking, emotional
regulation, and partnership-building.1, 9

Asking the questions within the 5Rs provides coaching. As
such, the tool can be used in a variety of ways including self-
coaching, small group discussions, workshops, and peer-to-
peer coaching or counseling. The amount of time spent in
reflection will vary with the setting in which the tool is used.
A clinician may spend a few moments in self-reflection asking
one or more of these questions during inpatient clinical rounds
or between seeing patients in clinic. Whereas use of the tool to
stimulate reflection, discussion, and further coaching can
range from a few minutes to an hour or more in peer-to-peer
counseling, group settings, or workshops.

THE 5RS OF CULTURAL HUMILITY

Reflection

Aim: Clinicians will approach every encounter with
humility and understanding that there is always some-
thing to learn from everyone.
Ask: What did I learn from each person in that
encounter?

Clinicians are experts within their field of practice. Ap-
proaching an encounter with humility embraces the under-
standing that there is more to learn in life outside of one’s area
of expertise. Reflection in practicing medicine requires the
clinician to pause and consider what is available to learn from
each situation and to connect meaning to those encounters.
The associated question with this R coaches the clinician to
identify what is available for him or her to learn beyond his or
her current understanding of a situation.
Reflection is part of humility in practice. Humility can be

conceptualized as doubt and self-deprecation. However, evi-
dence supports that humility is perceived as a strength of
character in exemplary clinical attendings.14 Reflection also

provides a way for clinicians to make sense of difficult patient
situations in relation to themselves.15 A reflective clinician has
the ability to navigate personal emotional reactions to patient
suffering and challenging patient care situations with an en-
gaged concern and without losing a sense of self.15 Compas-
sion is at the core of healing and highlights the shared human-
ity in all circumstances. The recognition of individuality with-
in this interconnectedness allows practitioners of The 5Rs of
Cultural Humility to learn from interactions with others. In-
tentional practice of self-reflection becomes a strength as it
confronts clinician disengagement behaviors.16 Cultivating
clinician reflection contributes to clinician well-being and
perseverance in pursuing the passion to provide quality care.

Respect

Aim: Clinicians will treat every person with the utmost
respect and strive to preserve dignity at all times.
Ask: Did I treat everyone involved in that encounter
respectfully?

Respect is the process of honoring someone by exhibiting
care, concern, or consideration for their needs or feelings.
Respect extends to all individuals involved in a patient en-
counter, including other care providers, family members, and
the individual clinician.17 The intention of this R is to aid the
clinician during challenging circumstances. The associated
question coaches the clinician to consider his or her actions
and to determine if they align with the value of respect.
Individuals’ knowledge about and decisions related to

health care are personal, varied, and impacted by their
environment, cultural beliefs, and socioeconomic status.18

Clinicians have a moral duty to treat patients with respect
by incorporating patients’ choices, preferences, and
boundaries with evidence-based care.19 Respect allows
patients to be active participants in decision-making re-
garding their care. It requires effort on the clinician’s part
to understand the patient’s reasoning, to ask for clarity,
and to offer guidance while understanding that patient
expectations or decisions will not always align with the
clinician’s values or medical advice. Pausing to consider
the R of respect supports a dignified environment and
values each person as an individual human.19

Regard

Aim: Clinicians will hold every person in their highest
regard, be aware of, and not allow unconscious biases
to interfere in any interactions.
Ask: Did unconscious biases drive this interaction?

Clinicians are caring for patients with diverse back-
grounds during vulnerable moments. Whether in a hospi-
tal or clinic, clinicians are increasingly strangers to pa-
tients and must build trust and rapport quickly. This
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connection can be achieved by holding a patient in the
highest regard. The aim of regard is to value a patient for
his or her individuality and belief system. The associated
question with this R coaches the clinician to consider his
or her own biases, implicit or known.
Having regard for patients requires an understanding

that everyone has implicit biases, which affect an indi-
vidual’s understanding, actions, or decisions in an un-
conscious manner.2 Clinicians hold unconscious beliefs
about various social and identity groups3–5 that places
providers at risk for discrimination in making health
care decisions.20 Additionally, biases from a clinician
can potentially affect how a patient may perceive a
clinician’s verbal communication, degree of empathy,
and non-verbal body language.21–23

Invoking regard for patients within the 5Rs frame-
work raises awareness of potential biases and allows
clinicians to recognize, neutralize, and modify thoughts
before they manifest into behaviors. Patients who sense
their individuality is held in high regard and feel under-
stood are more likely to have trusting relationships with
their clinicians.24 This trust leads to a more therapeutic
patient-provider relationship.

Relevance

Aim: Clinicians will expect cultural humility to be
relevant and apply this practice to every encounter.
Ask: How was cultural humility relevant in this
encounter?

The relevancy of cultural humility is intertwined with the
clinician’s quest for quality and promotion of patient-centered
care (PCC). The associated question with this R coaches one
to consider the pertinence of cultural humility with other
values in the health care system.
The Institute of Medicine advocates for the practice of

timely and safe evidence-based medicine within a PCC model
that chooses wisely and is impartial.25 Additionally, PCC is an
expression of value-based purchasing, which is a Centers for
Medicare and Medicaid incentive program that rewards hos-
pitals based on quality of care rather than quantity; it incorpo-
rates quality measures, patient outcomes, and the patient
experience.26

The transformation necessary to improve health care
and decrease disparities involves being more enlightened
to the bio-psycho-social aspects of all patients. Relevance,
in The 5Rs of Cultural Humility, coaches the clinician on
how to advocate for his or her patients. The practice of
cultural humility recognizes that patients have the ability
to discuss, engage in, collaborate with, and choose their
own plan of care. Embracing the relevance of cultural
humility balances the power dynamic in this privileged
relationship by acknowledging that the patient and the
clinician are both valued in the partnership.

Resiliency

Aim: Clinicians will embody the practice of cultural
humility to enhance personal resiliency and global
compassion.
Ask: How was my personal resiliency affected by this
interaction?

Cultural humility allows clinicians to recognize that they are
experts in their respective fields and that patients are the
experts in how they live their lives. The aim and question
associated with resiliency bring awareness to the humanity of
the clinician, patient, and all involved in the encounter. The
associated question with this R coaches clinicians to consider
self-care.
In an era where clinician burnout is reaching epidemic

numbers, creating interventions and identifying tools to in-
crease resiliency is an imperative.27 Of the three burnout
components, physicians appear to be at most risk of experienc-
ing depersonalization and emotional exhaustion during diffi-
cult encounters.28 During these encounters, the potential risk
of burnout can be counteracted through the practice of cultural
humility. This R highlights the importance of extending com-
passion to self, as well as others, during suffering. Pausing to
examine one’s personal state affects patient care by influenc-
ing subsequent communication and interactions. Encouraging
and implementing practices that improve communication de-
creases the risk of burnout while increasing connection with
patients.29

FURTHER RESEARCH

The mutual value and benefit for clinicians and patients associ-
ated with implementation of The 5Rs of Cultural Humility
remains at a conceptual level. However, real-time, anonymous
polling during a formal presentation of this framework to at-
tendees at the Society of Hospital Medicine’s 2018 conference
reveals a desire for more time, attention, and training regarding
how to implement the 5Rs into professional practice. Therefore,
further empirical research is needed.30 Testing the 5Rs will
contribute to knowledge about mitigating implicit bias in a field
where there is no established methodology.30 Examples for
further research include quantitative patient satisfaction scoring,
as well as qualitative methods to assess the intended outcomes
of improving patient care and clinician resiliency. These ap-
proaches will provide needed feedback for physicians who have
adopted the 5Rs into their professional practice.

CONCLUSION

Clinicians are not immune to implicit biases, which can neg-
atively affect the patient-provider relationship and can result in
harm to patients and to providers alike. The practice of cultural
humility helps mitigate implicit bias, promotes empathy, and
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aids the clinician in acknowledging and respecting patients’
individuality. The 5Rs of Cultural Humility is a coaching tool
that provides clinicians with a concise framework to begin
addressing implicit biases and choosing a more mindful and
compassionate response.
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