
The Association of Microaggressions with Depressive
Symptoms and Institutional Satisfaction Among a National
Cohort of Medical Students
Nientara Anderson, MD, MHS1 , Elle Lett, MBiostat2, Emmanuella Ngozi Asabor, MPhil3,
Amanda Lynn Hernandez, MD, PhD4, Max Jordan Nguemeni Tiako, MS3,
Christen Johnson, MD, MPH5, Roberto E. Montenegro, MD, PhD6, Tara M. Rizzo, MPH7,
Darin Latimore, MD8, Marcella Nunez-Smith, MD, MHS9, and Dowin Boatright, MD, MBA,
MHS10

1Department of Psychiatry, Yale School of Medicine, New Haven, CT, USA; 2Department of Biostatistics, Epidemiology, and Informatics, Perelman
School of Medicine, University of Pennsylvania, Philadelphia, PA, USA; 3Yale School of Medicine, New Haven, CT, USA; 4Department of Neurology,
Yale School ofMedicine, NewHaven,CT, USA; 5Ohio State UniversityWexnerMedicalCenter,Columbus,OH, USA; 6University ofWashington School
of Medicine, Seattle, WA, USA; 7Equity Research and Innovation Center (ERIC), Yale School of Medicine, New Haven, CT, USA; 8Department of
Internal Medicine, Yale School of Medicine, New Haven, CT, USA; 9Department of Internal Medicine and the Equity Research and Innovation
Center (ERIC), Yale School of Medicine, New Haven, CT, USA; 10Department of Emergency Medicine, Yale School of Medicine, New Haven, CT,
USA.

BACKGROUND: Despite substantial research on medical
student mistreatment, there is scant quantitative data on
microaggressions in US medical education.
OBJECTIVE: To assess USmedical students’ experiences
of microaggressions and how these experiences influ-
enced students’ mental health and medical school
satisfaction.
DESIGN AND PARTICIPANTS: We conducted a cross-
sectional, online survey of US medical students’ experi-
ences of microaggressions.
MAIN MEASURES: The primary outcome was a positive
depression screen on the 2-item Patient Health Question-
naire (PHQ-2). Medical school satisfaction was a secondary
outcome. We used logistic regression to model the associa-
tion between respondents’ reported microaggression fre-
quency and the likelihood of a positive PHQ-2 screen. For
secondary outcomes, we used the chi-squared statistic to
test associations between microaggression exposure and
medical school satisfaction.
KEY RESULTS: Out of 759 respondents, 61% experi-
enced at least one microaggression weekly. Gender
(64.4%), race/ethnicity (60.5%), and age (40.9%) were
the most commonly cited reasons for experiencing
microaggressions. Increased microaggression frequency
was associated with a positive depression screen in a
dose-response relationship, with second, third, and
fourth (highest) quartiles of microaggression frequency
having odds ratios of 2.71 (95% CI: 1–7.9), 3.87 (95% CI:
1.48–11.05), and 9.38 (95% CI: 3.71–26.69), relative to
the first quartile. Medical students who experienced at
least onemicroaggression weekly were more likely to con-
sider medical school transfer (14.5% vs 4.7%, p<0.001)
and withdrawal (18.2% vs 5.7%, p<0.001) andmore likely
to believemicroaggressions were a normal part of medical

school culture (62.3% vs 32.1%) compared to students
who experienced microaggressions less frequently.
CONCLUSIONS: To our knowledge, this is the largest study
on the experiences and influences of microaggressions
amonganational sample ofUSmedical students.Ourmajor
findings were that microaggressions are frequent occur-
rences and that the experience of microaggressions was
associated with a positive depression screening and de-
creased medical school satisfaction.
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INTRODUCTION

Discrimination is a particularly detrimental manifestation of
bias1, 2 that harms medical students both personally and pro-
fessionally.3–7 Discriminatory behavior includes being passed
over for recognition, receiving poor evaluations, and being
ridiculed, ostracized, or intimidated because of one’s race,
gender, or other marginalized identities.1–7 Recently, re-
searchers have been increasingly interested in less overt forms
of bias called “microaggressions.”8, 9 Defined by psychiatrist
Chester Pierce to describe the daily derogatory slights experi-
enced by Black Americans,10 microaggressions are debase-
ments of minoritized groups encompassing “everyday verbal,
nonverbal, and environmental slights, snubs, or insults, whether
intentional or unintentional, which communicate hostile, derog-
atory, or negative messages to target persons based solely upon
their marginalized group membership.”11 Examples include
addressing a female physician as a nurse or a White person
clutching their purse when passing a Black person.9
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While overt discrimination experienced by medical students
has been described previously,12–14 there is a paucity of litera-
ture on microaggressions in undergraduate medical education
(UME). Approximately 27% of medical students have been
reported to demonstrate depressive symptoms,15 and the asso-
ciation between discrimination and diminished well-being
among medical students is well established.16 Women trainees
who reported experiencing discrimination were more likely to
manifest unhealthy alcohol use and depressive symptoms com-
pared to women without these experiences.3 Minority medical
students who experienced discrimination were more likely to
suffer burnout and depressive symptoms compared to minori-
ties who did not report discrimination.17 Examining less overt
forms of discrimination, such as microaggressions, is necessary
to fully understand how bias affects trainee mental health.
Furthermore, microaggressions may contribute to underrep-

resentation of women and minoritized groups in academic
medicine.18, 19 Existing literature has shown an association
between discrimination, job satisfaction, and job turnover.20–
22 Physicians who experienced discrimination reported lower
job satisfaction23 and were more likely to contemplate career
change than physicians without these experiences.24 It is
therefore imperative to understand whether microaggressions
may similarly affect career satisfaction and retention begin-
ning in UME.
In this study, we conducted a national survey of diverse US

medical students on their experiences of microaggressions
perpetrated by fellow students, residents, and faculty. We
investigated the relationships between the experience of
microaggressions and medical student well-being, their per-
ceptions of institutional climate, and satisfaction with their
medical school.

METHODS

Study Design

We implemented a cross-sectional, internet-based, anonymous
survey of medical students in the USA. The study was ap-
proved by the Yale Human Research Protection Program
Institutional Review Boards. Online consent included a de-
scription of the study, including potential harm.
The survey was distributed between July 2016 and October

2017 via email listservs of the Student National Medical
Association (SNMA), the Latino Medical Student Association
(LMSA), the Association of Native American Medical Stu-
dents (ANAMS), and the Asian Pacific American Medical
Student Association (APAMSA). While these groups repre-
sent the largest organizations designed to support minoritized
MD and DO students in the USA, all medical students are
eligible for membership regardless of racial identity/ethnicity.
Because minority medical students report disproportionate
rates of discriminatory experiences,12 these organizations
were selected in order to oversample minority medical stu-

dents. Individuals could also independently forward the sur-
vey to peers outside these organizations. Participants received
no monetary incentives and were not required to fill out all
questions.

Questionnaire Design

The survey email discussed the questionnaire’s intent to charac-
terize the experience of microaggressions among US medical
students with the goal of improving diversity and inclusion in
medical education. Questions regarding microaggressions were
adapted from the validated Racial and Ethnic Microaggressions
Scale (REMS).25 Questions on institutional climate and response
to microaggressions were adapted from the Institutional Betrayal
Questionnaire (IBQ).26 Questions were adapted to the academic
medical center environment and pilot tested among 20 diverse
medical students from the Yale School of Medicine.
Questions adapted from the REMS measured whether the

participant had experienced any of 16 microaggressions without
directly mentioning racism, prejudice, or demographics such as
race, gender, or sexual orientation (Table 2). Participants were
instructed to include microaggressions committed by fellow stu-
dents, residents, and faculty. Respondents indicated how often
they experienced each type of microaggression (0=never; 1=less
than once a year; 2=a few times a year; 3=at least once monthly;
4=at least once weekly; and 5=almost daily). Responses were
scored and summed across the 16 items (range=0–80), resulting
in a “microaggression frequency score” for each respondent.
Higher scores indicated greater frequency of exposure to
microaggressions. Similar methods have been used to measure
exposure frequency in surveys of self-reported discrimination.27–
29

Respondents who reported experiencing microaggressions
were asked why they believed they had experienced the
microaggression. Participants could choose multiple attribu-
tions for each microaggression, including race/ethnicity, gen-
der, religion, shade of skin, sexual orientation, age, height,
weight, disability, socioeconomic status (SES), and unknown.
Participants could also enter sources of attribution via free text.
Participants’ demographic characteristics were also assessed.

These included racial identity (White, Asian, Black, American
Indian or Alaska Native, Native Hawaiian or other Pacific Is-
lander, Other, and Multiracial), Hispanic/Latinx(a/o) ethnicity,
sex assigned at birth, year of birth, sexual orientation, gender
identity, year in medical school, clinical experience, self-reported
socioeconomic class, religious affiliation, name of medical
school, and nativity (Table 1) (see Appendix 1 for full survey).

Outcome Measures

The primary study outcome was a positive screen for depres-
sion, defined as a cutoff score of 3 on the 2-item Patient Health
Questionnaire (PHQ-2).30 The PHQ-2 is a validated screening
instrument for depression with comparable sensitivity and
specificity to other measures of depression.30, 31
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As a secondary outcome, medical school satisfaction was
evaluated with six statements (Table 4). The first three
statements evaluated students’ endorsement of their medical
school: (1) “I would recommend my medical school to friends,”
(2) “I would donate money to my medical school after gradua-
tion,” (3) “I would consider residency training at my current
institution.” Responses to statements 1–3 were based on a 4-
point scale: 1=yes, enthusiastically; 2=yes, possibly; 3=yes, re-
luctantly; 4=no. The last three statements on medical school
satisfaction assessed if students’ experiences had affected their
behavior or prompted them to reconsider their medical training:
(4) “I have chosen to miss some classes in medical school
because the environment was unwelcoming,” (5) “I have seri-
ously considered transferring to another medical school,” and
(6) “I have seriously considered withdrawing from medical
school.” Responses to statements 4–6 were based on a 4-point
scale: 1=strongly agree; 2=agree; 3=disagree; 4=strongly dis-
agree. We examined institutional climate with 7 statements
(Table 4): (1) "My medical school has adequate teaching about
implicit bias,” (2) “My medical school has adequate curricular
elements to helpme identifymicroaggressions,” (3) “Mymedical
school takes proactive steps to prevent microaggressions,” (4) “I
know how to report microaggressions to leadership in my med-
ical school,” (5) “If I reported a microaggression, school leader-
ship would respond appropriately,” (6) “I would be punished if I
reported a microaggression at my medical school,” and (7)
“Microaggressions are a normal part of the culture at mymedical
school.” The first two items were scored yes or no, and the last
five items were scored with a 4-point scale from “strongly agree”
to “strongly disagree.”

Statistical Analysis

Respondents’ microaggression frequency scores were
converted into quartiles. We used logistic regression to
model the association between respondents’ reported
total microaggression frequency score and the likelihood
of a positive PHQ-2 screen, adjusting for racial identity,
ethnicity, sex, sexual orientation, US citizenship, year in
medical school, clinical experience in medical school,
economic class, and religion. For secondary outcome
measures, we used the chi-squared statistic to test the
associations between medical students’ microaggression
exposure and medical school satisfaction. Approximately
half our respondents experienced a microaggression at
least once a week. Therefore, we compared respondents
who experienced one or more microaggressions a week
(the “higher exposure” group) with respondents who
experienced microaggressions less frequently (the “lower
exposure” group). To account for multiple comparisons,
we used a Bonferroni adjustment of α=0.007 to deter-
mine statistical significance. Additionally, we tabulated
responses to questions on institutional climate surround-
ing microaggressions. All analyses were performed using
R version 4.0.2.

RESULTS

Responses

In total, 939 respondents from 120 medical schools returned
surveys. A formal response rate was not calculated because of
the inability to ascertain how many medical students received
the survey.32 Of those 939 returned surveys, 759 (80.8%) met
final inclusion criteria of completing at least 90% of the survey
and Table 1 shows their demographic characteristics. White
respondents (31.4%) represented the largest group by racial
identity. Black (29.2%) and Hispanic (12.0%) respondents
were overrepresented relative to their percentages among US
medical students (7.3% and 6.5%, respectively).33 Asian re-
spondents (23.6%) were slightly overrepresented compared to
the overall percentage of Asian medical students (22.5%).33

Women (68.2%) were also overrepresented compared to their
percentage among US medical students (50.5%).33 The medi-
an age was 26, and the majority were born in the USA
(79.8%).

Microaggression Exposure

The experience of microaggressions was common: 98.7% (749/
759) of participants reported experiencing at least one
microaggression in medical school, and 33.9% reported
experiencing a microaggression almost daily (Fig. 1). Gender
(64.4%), race/ethnicity (60.5%), and age (40.9%) were the most
common reasons cited for experiences of microaggressions
(Fig. 1). Students who identified as Black (OR 2.71, 95% CI:
1.85–4.02), Asian (OR 1.89, 95% CI: 1.27–2.82), Multiracial
(OR 1.72, 95% CI: 1.03–2.91), and being of female sex (OR
1.66, 95% CI: 1.21–2.26) were the most likely to report
experiencing at least one microaggression a week (Table 1).
Cronbach’s α for the microaggressions scale was 0.91
(Table 2). Year in medical school was not associated with the
likelihood of being in the higher exposure group (Table 1).
Because sex and race/ethnicity were the most common

attributions for experiences of microaggressions, we tested
for an interaction between student sex and race/ethnicity,
which was not significant. White males reported the lowest
average microaggression frequency scores (M=16.22,
SD=12.44) and Black females reported the highest mean
microaggression frequency scores (M=31.24, SD=15.72)
(Table 3). White racial identity—regardless of gender—was
associated with lower average microaggression frequency
scores than any other racial or ethnic identity (Table 3).

Depressive Symptoms

Among respondents, 14.2% (108/759) had a positive screen for
depression. In our adjusted analysis, the experience of
microaggressions was significantly associated with a positive
screen for depression in a dose-response relationship (Fig. 2). As
frequency of microaggressions increased, the likelihood of a pos-
itive depression screen increased accordingly, with second, third,
and fourth (highest) quartiles of microaggression frequency scores
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having odds ratios of 2.71 (95% CI: 1–7.9), 3.87 (95% CI: 1.48–
11.05), and 9.38 (95%CI: 3.71–26.69), relative to the first quartile
(Fig. 2). As the frequency of microaggressions increased, the
likelihood of a respondent having a positive screen for depression
increased even after adjusting for race/ethnicity, sex, and other
demographic factors including sexual orientation, US citizenship,

gender identity, year in medical school, SES, religion, and clinical
experience (Appendix 2).

Medical School Satisfaction

Sixty-one percent of respondents experienced at least one
microaggression a week. These respondents were less likely

Table 1 Demographic Characteristics of Survey Respondents (N=759)

Demographic Overall
N=759
(100% of total respondents)

High microaggression exposure group
N=462 (61% of total respondents)

Odds ratio (CI) for high
microaggression exposure

Race, N (%) – – –
White 238 (31.4) 116 (25.1) 1.00 [Reference]
Asian 179 (23.6) 115 (24.9) 1.89 (1.27, 2.82)
Black 222 (29.2) 160 (34.6) 2.71 (1.85, 4.02)
Other* 26 (3.4) 16 (3.5) 1.68 (0.74, 3.98)
Multiracial 79 (10.4) 49 (10.6) 1.72 (1.03, 2.91)

Ethnicity, N (%) – – –
Non-Hispanic 663 (87.4) 403 (87.2) 1.00 [Reference]
Hispanic 9112 56 (12.1) 0.97 (0.61, 1.51)

Sex assigned at birth, N (%) – – –
Male 240 (31.6) 126 (27.3) 1.00 [Reference]
Female 518 (68.2) 335 (72.5) 1.66 (1.21, 2.26)

Age, median (IQR) 2624–28 26 (24–28) –
First quartile 178 (23.5) 104 (22.5) 1.00 [Reference]
Second quartile 214 (28.2) 131 (28.4) 1.12 (0.75, 1.69)
Third quartile 153 (20.2) 96 (20.8) 1.2 (0.77, 1.87)
Fourth quartile 127 (16.7) 79 (17.1) 1.17 (0.74, 1.87)

Sexual orientation, N (%) – – –
Straight/heterosexual 613 (80.8) 383 (82.9) 1.00 [Reference]
Bisexual 43 (5.7) 23 (5) 0.69 (0.37, 1.3)
Gay/lesbian 51 (6.7) 27 (5.8) 0.68 (0.38, 1.21)
Queer 37 (4.9) 23 (5) 0.99 (0.5, 2)
Unsure 13 (1.7) 6 (1.3) 0.51 (0.16, 1.57)

Gender identity, N (%) – – –
Cisgender man or cisgender woman 738 (97.2) 453 (98.1) –
Transgender woman 2 (0.3) 1 (0.2) –
Transgender man 3 (0.4) 1 (0.2) –
Genderqueer 9 (1.2) 4 (0.9) –
Unsure 4 (0.5) 2 (0.4) –

Year in medical school, N (%) – – –
First year 222 (29.2) 138 (29.9) 1.00 [Reference]
Second year 189 (24.9) 107 (23.2) 0.79 (0.53, 1.18)
Third year 163 (21.5) 108 (23.4) 1.2 (0.78, 1.83)
Fourth year 146 (19.2) 86 (18.6) 0.87 (0.57, 1.34)
Fifth year or greater 38 (5) 23 (5) 0.93 (0.46, 1.92)

Clinical experience, N (%) – – –
Yes 179 (23.6) 112 (24.2) 1.00 [Reference]
No 579 (76.3) 349 (75.5) 0.91 (0.64, 1.28)

Economic class, N (%) – – –
Lower 85 (11.2) 65 (14.1) 1.00 [Reference]
Lower middle 138 (18.2) 97 (21) 0.73 (0.39, 1.34)
Middle 235 (31) 126 (27.3) 0.36 (0.2, 0.62)
Upper middle 251 (33.1) 149 (32.3) 0.45 (0.25, 0.78)
Upper 40 (5.3) 18 (3.9) 0.25 (0.11, 0.55)

Religion, N (%) – – –
Christian 350 (46.1) 226 (48.9) –
Buddhist 8 (1.1) 7 (1.5) –
Hindu 19 (2.5) 13 (2.8) –
Jewish 42 (5.5) 17 (3.7) –
Muslim 28 (3.7) 22 (4.8) –
No religious affiliation 271 (35.7) 149 (32.3) –
Other 41 (5.4) 28 (6.1) –

Geography, N (%) – – –
Northeast 251 (33.1) 143 (31) –
South 86 (11.3) 56 (12.1) –
Midwest 148 (19.5) 98 (21.2) –
West 178 (23.5) 106 (22.9) –

Born in the USA, N (%) – – –
Yes 606 (79.8) 362 (78.4) 1.00 [Reference]
No 153 (20.2) 100 (21.6) 1.27 (0.88, 1.85)

*The category “Other” includes two individuals who identified as Native Hawaiian/Pacific Islander. There were no American Indian/Alaska Native
respondents

Anderson et al.: Microaggressions and Depression Among Medical StudentsJGIM 301



to recommend their medical school to friends (70.1% vs
84.8%, p<0.001), less likely to donate money to their medical
school after graduation (90.7% vs 96.6%, p=0.003), and less
likely to want to stay at their institution for residency (81.6%
vs 92.2%, p<0.001) compared to respondents who experi-
enced microaggressions less frequently (Table 4). Higher ex-
posure respondents were over three times more likely to miss
class because the environment was unwelcoming (34.2% vs
10.4%, p<0.001) and nearly four times more likely to consider
medical school transfer (14.5% vs 4.7%, p<0.001) and with-
drawal (18.2% vs 5.7%, p<0.001) compared to lower expo-
sure respondents (Table 4).

Institutional Climate

Table 4 also compares responses on institutional climate sur-
rounding microaggressions in higher and lower microaggression
exposure groups. Only 10.8% of participants in the higher expo-
sure group felt their medical school provided adequate teaching
about implicit bias. Even in the lower exposure group, fewer than
a quarter (21.4%) felt implicit bias teaching was adequate
(p<0.001). Higher exposure respondents were also less likely to
report that their school had adequate curricular elements to help
identify microaggressions (16.9% vs 33.8%, p<0.001) and less
likely to believe their school was taking proactive steps to prevent
microaggressions (31.0% vs 52.5%, p<0.001) than lower

Figure 1 a Microaggression frequencies as reported by participants. b Microaggression attributions as reported by participants.
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exposure respondents. The higher exposure group was less likely
to respond that they knew how to report microaggressions
(58.6% vs 74%, p<0.001), less likely to believe leadership would
respond appropriately to reported microaggressions (37.5% vs
56.9%, p<0.001), more likely to believe they would be punished
if they reportedmicroaggressions (18.4% vs 5.1%, p<0.001), and
more likely to believe that microaggressions were a normal part
of their medical school’s culture (62.3% vs 32.1%, p<0.001).

DISCUSSION

To our knowledge, this is the largest study focused on the experi-
ences, frequency, and effects of microaggressions among a nation-
al sample of USmedical students. Our first major finding was that
medical students frequently experience microaggressions. Our
secondmajor findingwas that increased frequency of experiencing
microaggressionswas associatedwith a positive depression screen-
ing. This finding supports literature that has demonstrated an
association between microaggression exposure and symptoms of
anxiety, depression, and suicidal ideation in other populations.27,
34–37

Medical student exposure to microaggressions in our study
was also associated with lower medical school satisfaction, de-
creased classroom attendance, and increased consideration of
medical school transfer and withdrawal. This is consistent with
research that has shown an association between experiences of
discrimination and lower physician job satisfaction.20–24 Our data
suggests that experiencing microaggressions in medical school
may have similar effects to overt discrimination in theworkplace.

Our results also show that higher exposure to microaggressions
was associatedwith decreased satisfactionwith curricular treatment
of microaggressions, decreased confidence in institutional re-
sponses to reported microaggressions, and an increased sense that
microaggressions were a normal part of medical school culture.
This finding is congruent with prior literature describing
microaggressions in higher education.34, 38, 39 Furthermore, most
students reported that their medical schools did not offer sufficient
teaching about microaggressions and did not take proactive steps
to limit their occurrence.
Our test for an interaction between student sex and race/

ethnicity was not significant. Therefore, individuals who ex-
perienced microaggressions at the intersection of minoritized
sex and racial/ethnic background, based on our data, experi-
enced at least an additive effect. The sex and race/ethnicity
cross-tabulated means of microaggression frequency support
this conclusion by showing that Black females reported the
highest microaggression frequency scores and White males
reported the lowest microaggression frequency scores. These
findings imply that medical students who hold multiple mar-
ginalized identities are likely subject to higher rates of
microaggressions than those who hold a single marginalized
identity. Future directions for this research should include
more detailed analysis of how intersectional identities affect
the experience of microaggressions among medical students.

IMPLICATIONS

This study has several implications for leaders of academic
medical centers, national medical societies, governing bodies

Table 2 Prevalence and Frequency of Experiences of Microaggressions Among Survey Respondents

Microaggression Frequency
Number of respondents (% of total respondents)

Never Less than
once a year

A few times
a year

At least once
a month

At least
once a week

Almost
everyday

People trivialize my ideas in classroom discussions. 145 (19.1) 141 (18.6) 201 (26.5) 131 (17.3) 95 (12.5) 44 (5.8)
People devalue my opinion on patient care. 211 (27.8) 138 (18.2) 174 (22.9) 125 (16.5) 82 (10.8) 25 (3.3)
My ideas in the classroom are met with hostility. 344 (45.3) 164 (21.6) 125 (16.5) 79 (10.4) 30 (4) 16 (2.1)
People mistake me for someone else who shares an
aspect of my identity.

140 (18.4) 96 (12.6) 192 (25.3) 173 (22.8) 104 (13.7) 52 (6.9)

People imply that I was admitted to medical school
for reasons other than academic merit.

379 (49.9) 137 (18.1) 152 (20) 43 (5.7) 20 (2.6) 28 (3.7)

People are surprised by how well I speak English. 450 (59.3) 78 (10.3) 117 (15.4) 51 (6.7) 27 (3.6) 35 (4.6)
In clinical settings or at my medical school, I am
mistaken for auxiliary staff.

308 (40.6) 88 (11.6) 137 (18.1) 107 (14.1) 65 (8.6) 48 (6.3)

People seem surprised by my intelligence. 233 (30.7) 134 (17.7) 166 (21.9) 109 (14.4) 61 (8) 55 (7.2)
I am made to feel unwelcome in a group. 228 (30) 154 (20.3) 182 (24) 98 (12.9) 61 (8) 34 (4.5)
People are cautious with their personal belongings
around me.

570 (75.1) 87 (11.5) 52 (6.9) 24 (3.2) 10 1.3) 14 (1.8)

I am reluctant to ask questions because I feel I will
be judged.

117 (15.4) 66 (8.7) 151 (19.9) 148 (19.5) 136 (17.9) 140 (18.4)

My ideas are ignored but other people are
applauded when they say the same thing.

173 (22.8) 142 (18.7) 158 (20.8) 139 (18.3) 88 (11.6) 59 (7.8)

I feel socially isolated at my medical school. 196 (25.8) 124 (16.3) 143 (18.8) 113 (14.9) 98 (12.9) 83 (10.9)
Faculty discourage me from pursing a medical field
I am interested in.

467 (61.5) 115 (15.2) 87 (11.5) 47 (6.2) 22 (2.9) 19 (2.5)

People assume that I could be violent. 589 (77.6) 63 (8.3) 47 (6.2) 27 (3.6) 17 (2.2) 15 (2)
I feel invisible at my medical school. 289 (38.1) 149 (19.6) 119 (15.7) 83 (10.9) 66 (8.7) 53 (7)

Cronbach’s α for scale is 0.91
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of UME, and anyone working to combat bias and discrimina-
tion in medicine.
First, the prevalence and frequency of microaggressions

reported in our study contrasts with evidence that overt bias
and discrimination are declining in medical schools.9, 40, 41

This finding supports the idea that microaggressions may be
supplanting more pronounced acts of bias10 and that, as social
mores change, biases such as racism evolve and manifest in
more socially acceptable, but similarly harmful ways.40, 41

Therefore, institutions seeking to address bias towards medical
students should include microaggressions as a measure of
institutional climate in addition to overt discrimination.
Second, the association between microaggression exposure

and a positive screening for depression among students sug-
gests that microaggressions may have a significant influence
on medical students’ mental health. This finding may be
relevant to academic administrators, training directors, and
national organizations––such as the National Academy of
Medicine (NAM) and the ACGME––seeking to address the
alarmingly high rates of depression, suicidal ideation, and
burnout among medical students.15, 42–47 Many medical
school wellness interventions48–50 do not address the impact
of microaggressions. Our findings suggest that they should,
else they risk ignoring an issue that may profoundly affect the
mental health of their medical students.
Third, the association we found between increased

microaggression exposure and decreased medical school satis-
faction may affect the recruitment and retention of diverse med-
ical students. Students who identified as Black, Asian, Multira-
cial, and female were the most likely to belong to the higher
microaggression exposure group. Respondents in this groupwere
less likely to recommend their medical school to friends, more

likely to consider transfer and withdrawal, and less likely to want
to stay at their institution for residency. These findings suggest a
possible influence of microaggressions on the attrition of diverse
medical trainees, which may be relevant to the Association of
American Medical Colleges’ (AAMC) and NAM’s calls for
increased physician workforce diversity.51, 52 They may also be
pertinent to the Liaison Committee on Medical Education
(LCME), a national accrediting body for MD-granting institu-
tions whose accreditation standards require that medical schools
make efforts to attract and retain diverse students.53

Fourth, our study implies that current institutional responses
to microaggressions may be inadequate. Fewer than half our
participants felt their medical school had adequate teaching,
proactive prevention, or appropriate responses regarding
microaggressions. This is consistent with research that has
shown medical students’ lack of confidence in their schools’
handling of mistreatment. For instance, in a national survey
conducted by the AAMC, two-thirds of medical students who
experienced mistreatment did not report the incident because
they feared reprisal or felt reporting would be ineffective.54

Research has shown that the negative effects of student mis-
treatment are exacerbated when educational institutions fail to
respond adequately.26, 55, 56 Our data suggests that medical
schools must improve their handling of reports of
microaggressions to avoid compounding the negative effects
of microaggressions on medical students.
Finally, our study suggests value in re-evaluating the word

“microaggression.” Research has shown that reviewers of reports
of discriminatory behavior were less likely to support mitigation of
discriminatory acts associated with implicit rather than explicit
bias.57 Therefore, the term “microaggression” itself, which is
defined as a subtle, implicit form of bias, may unwittingly make

Table 3 Cross-tabulation of Race/Ethnicity and Sex with Mean Microaggression Frequency Score

Male Female

Slope (95% CI) –Ref– 4.79 (2.58–7.01)
Mean Microaggression Freq Score (SD) Mean Microaggression freq Score (SD)

White –Ref– 16.22 (12.44) 19.87 (11.12)
Asian 3.73 (0.95–6.51) 17.51 (13.26) 24.36 (12.97)
Black 11.95 (9.31–14.59) 29.41 (18.25) 31.24 (15.72)
Other 8.82 (2.92–14.72) 25.7 (17.29) 29.56 (14.07)
Multiracial 6.56 (2.93–10.18) 18.59 (14.94) 29.8 (16.34)
Non-Hispanic –Ref– 20 (15.69) 25.83 (14.43)
Hispanic 2.13 (−1.41 to 5.67) 22.71 (15.14) 25.5 (15.95)

Figure 2 Microaggression frequency score quartiles and odds ratios for a positive depression screen.
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medical schools less likely to take microaggressions seriously.
Administratorsmay consider replacing the term “microaggression”
with more specific terms, such as racism, sexism, and homopho-
bia. In addition, the qualifier “micro” reflects the dominant-group
perpetrator’s perception of the supposed innocuousness of
microaggressions rather than the victim’s perspective.58, 59 Our
findings, which show associations between microaggressions and
serious outcomes for medical students (depressive symptoms,
avoiding class, and contemplating withdrawing from medical
school), suggest that the experience of microaggressions impacts
medical students in ways that are not so “micro.”

LIMITATIONS

The associations reported here are correlational and need not
imply a causal relationship between the experience of
microaggressions and medical student outcomes. Another
limitation is use of the PHQ-2. While the PHQ-2 is a vali-
dated screening tool, it cannot definitively diagnose depres-
sion. There is potential response bias, as students who had
experienced microaggressions may have been more likely to
participate. To minimize nonresponse bias, we sent three
reminder emails and repeatedly promoted the survey in
SNMA, LMSA, ANAMS, and APAMSA digital newslet-
ters to capture students who did not respond on our first
recruitment pass. In addition, students were able to share the
survey with peers outside these organizations. Also, because

very few respondents identified as non-binary gender mi-
norities, the study is limited in conclusions on the impact of
microaggressions in this subpopulation. Because racial and
ethnic minority medical students and women were overrep-
resented in our study, our results may not be generalizable to
all medical students, especially White men. We did not
assess microaggressions perpetrated by patients, which like-
ly resulted in an underreporting of total microaggressions
experienced by respondents. In addition, there may have
been less awareness of microaggressions among medical
students in 2017. Nevertheless, these sources of potential
underreporting would not negate the generalizability of our
findings and would ultimately bias our results towards the
null hypothesis. Another limitation of the study is its cross-
sectional nature, which only provides data at the time of
survey completion, and therefore cannot provide informa-
tion about how microaggressions affect medical students
over time.

CONCLUSION

Medical students in our study experienced microaggressions
frequently. These experiences were associated with a positive
screening for depression and lower medical school satisfac-
tion. These findings have significant implications for medical
students’ mental health, workforce diversity, and medical
school satisfaction. Our findings also highlight the need for

Table 4 Medical School Satisfaction and Climate by Microaggression Exposure Level

Low microaggression
exposure

High microaggression
exposure

p value* Number and
percent missing,
N (%)

Medical student satisfaction
Recommend (Yes) 251/296 (84.8%) 324/462 (70.1%) <0.001 1 (0.1)
Donate to school after graduation (Yes enthusiastically, yes
possibly, and yes reluctantly)

286/296 (96.6%) 419/462 (90.7%) 0.003 1 (0.1)

Stay at current school for residency (Yes enthusiastically,
yes possibly, and yes reluctantly)

273/296 (92.2%) 377/462 (81.6%) <0.001 1 (0.1)

Missed class because environment unwelcoming (strongly
agree or agree)

31/297 (10.4%) 158/462 (34.2%) <0.001 0 (0)

Considered medical school transfer (strongly agree or
agree)

14/297 (4.7%) 67/461 (14.5%) <0.001 1 (0.1)

Considered medical school withdrawal (strongly agree or
agree)

17/297 (5.7%) 84/462 (18.2%) <0.001 0 (0)

Institutional climate
My medical school has adequate teaching about implicit
bias (Yes)

63/294 (21.4%) 50/461 (10.8%) <0.001 4 (0.5)

My medical school has adequate curricular elements to help
me identify microaggressions (Yes)

100/296 (33.8%) 78/462 (16.9%) <0.001 1 (0.1)

My medical school takes proactive steps to prevent
microaggressions (strongly agree or agree)

156/297 (52.5%) 143/462 (31%) <0.001 0 (0)

I know how to report microaggressions to leadership in my
medical school (strongly agree or agree)

219/296 (74%) 270/461 (58.6%) <0.001 2 (0.3)

If I reported a microaggression, school leadership would
respond appropriately (strongly agree or agree)

169/297 (56.9%) 173/461 (37.5%) <0.001 1 (0.1)

I would be punished if I reported a microaggression at my
medical school (strongly agree or agree)

15/297 (5.1%) 85/461 (18.4%) <0.001 1 (0.1)

Microaggressions are a normal part of the culture at my
medical school (strongly agree or agree)

95/296 (32.1%) 287/461 (62.3%) <0.001 2 (0.3)

*Based on chi-squared test for independence
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further study of microaggressions, improved interventions to
prevent microaggressions in medical schools, and addressing
the effects of microaggressions inmedical school wellness and
mental health initiatives.

Supplementary Information The online version contains supple-
mentary material available at https://doi.org/10.1007/s11606-021-
06786-6.
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