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Medicine is not immune from the pervasive grasp 
of racism. It spills from other dimensions into the 
realm of healing and poses challenges to those 

charged with care of the patient. The literature widely docu-
ments racist experiences of patients, and differential treatment 
and health care disparities based on race.1,2 As a field, medi-
cine is overshadowed by infamous experiments, such as the 
Tuskegee and Guatemala experiments, and routine studies that 
demonstrate poor treatment of minority patients.3-5 Although 
much-needed discussion and research is being done on the 
unfair treatment of patients, little is written about racist pa-
tients and their subsequent effect on health care providers and 
institutions. Such interactions can cause significant distress to 
providers, damage the therapeutic physician–patient relation-
ship, and threaten the collegial and structural framework of an 
institution.6 The silent acquiescence to patients’ racist demands 
in recent times has become a legal, ethical, and medical di-
lemma that deserves attention. 

No specific example of patient-generated racism is needed 

because most minority physicians have experienced an overtly 
racist interaction with a patient. The true incidence of these 
interactions is unknown because of underreporting second-
ary to the tendency of physicians to disregard this behavior 
in the name of “professionalism,” and because reporting of 
these incidents can sometimes expose how poorly a provider 
has dealt with the issue and draw admonishment.7 In addition 
to the overt interactions, numerous examples of subtle racism 
may exist. Manifestations of such subtleties include failure to 
cooperate with a history and physical examination, use of 
hostile language, and aggressive body language. The New York 
Times gives the example of an Asian female physician tending 
to a burly, unreceptive, swastika-tattooed patient.8 Such rac-
ist interactions are concerning, especially as diversity among 
newly practicing physicians increases.9 

Medical Training
In medical school, students are educated to embody compas-
sion and caring. Their care of patients should rise above the fray 
of poverty, interpersonal conflict, and prejudice.10 To further 
this point, medical school curricula have recently introduced 
standardized patients to teach empathy and simulate difficult 
encounters in order to help students learn to navigate interac-
tions with aggressive, racist patients. In these scenarios, the 
patient quickly relinquishes his/her views after an overly un-
derstanding student engages the patient in conversation and 
addresses the source of their angst. Rarely do real-life scenarios 
play out in such an idealistic manner. The expectation remains, 
however, that the physician model extreme patience and un-
derstanding and honor the patient’s autonomy.

The American Medical Association (AMA), a guiding force 
in medical education, outlines the patient–physician relation-
ship.10 Such a relationship is a mutually trusting undertaking 
in which the provider is the patient’s advocate and holds the 
well-being of the patient supreme. The goal is to alleviate suf-
fering, and it should be done without regard to self-interest.10 
The AMA also offers clear instruction to the physician in its 
code of medical ethics that the physician may not discriminate 
based on race, color, religion, national origin, sexual orienta-
tion, gender identity, or any other basis that would constitute 
invidious discrimination. With regard to the discriminatory 
practices of patients, the AMA instructs that “patients who use 
derogatory language or otherwise act in a prejudicial manner 
toward physicians, other health care professionals, or others 
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in the health care setting, seriously undermine the integrity of 
the patient–physician relationship. Such behavior, if unmodi-
fied, may constitute sufficient justification for the physician to 
arrange for the transfer of care.”10 The AMA has also recently 
launched an online ethics journal, AMA Journal of Ethics, which 
explores difficult patient interactions and continues to reiterate 
the supreme role of the physician. When dealing with patients, 
the anti-discrimination policy is clearly set forth for physicians. 

The Dilemma
Anti-discrimination policies for patients are not as clear. Pa-
tients are allowed to pick their own provider, and most in-
stitutions allow selection based on gender. Most institutions 
have no guidelines prohibiting provider-selection based on 
race, and no published hospital policies explicitly restrict racist 
demands. Although a culture of respect is encouraged through 
many hospitals’ published slogans and on websites, at the au-
thors’ institution, no published guidelines exist about the be-
havior of the patient. When no such policies exist, differential 
treatment of patients’ racist requests ensues and frustration 
results. Legally, Title VII of the Civil Rights Act of 1964 bars all 
employers from discriminating with respect to employment 
conditions or terms on the basis of race, color, religion, sex, 
or national origin.11 Honoring a patient’s racist demands that 
results in discrimination of employees is a violation of that law. 
Reports of hospitals acceding to racist requests have often re-
sulted in upset staff and lawsuits.12-14 Legal language, however, 
may be foreign in cases of life and death, or scenarios involving 
significant illness. Physicians in such cases often grant racist 
requests; for example, a Korean patient underwent life-saving 
measures only after he was given a non-Japanese provider, and 
a surgeon granted the wish of a patient’s husband to prohibit 
African American providers and staff members from entering 
the operating suite when his wife was undergoing an op-
eration.15 Some would argue that granting a patient’s bigoted 
request is akin to institutionalized racism.16 

The doctor–patient relationship is a powerful cornerstone 
for medicine. Confidence in the physician results in higher 
satisfaction for both parties and adherence to the treatment 
regimen on the part of the patient. Prejudiced interactions 
threaten the therapeutic alliance between patient and pro-
vider. Research has investigated how race plays a role in the  
doctor–patient relationship. When permitted, patients more 
often pick a provider of their own race.17 One of 5 African 
American patients wishes to have an African American pro-
vider, and such a desire is often based on a previous negative 
racist encounter.18 A patient’s perceptions of discrimination 
in general correlate with preference for same-race providers, 
highlighting that a patient’s overall experience with discrimi-
nation leads them to prefer a same-race physician. Race-con-
cordant relationships (ie, one in which the provider and patient 
are of the same race) not only show increased satisfaction, but 
patients also perceive that their interactions with a racially 
similar physician are more participatory.19-22 In non–English 
speaking groups, preferences for racially similar physicians 
are largely based on language similarity, but Latinos feel that 

Latino physicians are more empathetic to their complaints.23 
Such views are felt not only by patients, but also by providers. 
One of 3 physicians feels that patients receiving care from a 
physician that is of the patient’s own race is superior to that 
provided by a race-discordant physician.24 Superior outcomes 
from race-concordant doctor–patient relationships have led 
some to argue in favor of granting a patient’s wishes for a 
provider of similar race because doing so can confer additional 
health benefits.25 

Possible Solutions
The solution to such a complex and uncomfortable issue begins 
with addressing the problem. Patients who make racist remarks 
and racist demands should be courteously informed that their 
behavior is inappropriate and hurtful. Failure to voice such a 
concern results in passive, tacit approval of racist remarks and 
can be distressing to other patients and staff members in the 
vicinity.26 It is unfair for a physician, as the leader of the care 
team, to ignore such behavior because it places staff members, 
who spend much more time with the patient, in a potentially 
abusive situation and leaves them feeling helpless.27 Toward 
this end, appropriate training, beginning in medical school 
and continuing in residency, in confronting racist patients is 
needed to ease the too often felt sense of discomfort among 
providers.7,26

Medical school, although rightly placing patient comfort at 
the center of dialogue, too often drowns out the personality 
of the student in the name of professionalism, which becomes 
a problem as a young physician struggles to reconcile his or 
her personality with the newly ingrained teaching to remain 
professional. This internal conflict can lead to frustration. A 
necessary prerequisite to beginning dialogue is that the physi-
cian recognizes his or her own emotional baggage from prior 
racially charged events and continues to remain professional. 
Airing the issue can help establish dialogue that can identify 
underlying causes of the patient’s misplaced anger. An illness 
and its subsequent hospitalization can make a patient feel vul-
nerable and helpless, and in those with poor coping mecha-
nisms, misdirection of emotion is not uncommon. 

In more difficult scenarios where attempts at dialogue reach 
an impasse, an ethics team should be consulted. Most institu-
tions have such help available. Their expertise and experience 
can help in addressing the needs of the patient judiciously. 
Some institutions have dedicated multidisciplinary teams to 
help providers deal with dangerous and difficult patients. The 
implementation of the teams has reduced confrontation and 
litigation.28 If the impasse remains despite intervention, the 
physician should step aside after the patient’s care is transi-
tioned to a provider that satisfies the needs of the patient.

 In clinically emergent scenarios, ethics consultation or 
prolonged discussion may not be feasible. In such cases, the 
patient’s wishes should be honored and attempts should be 
made to receive permission for life-saving or limb-saving in-
tervention. At large tertiary care centers, the wishes of the 
patient can be more easily granted than at an outlying facility 
or rural clinic. If the patient’s wishes cannot be respected in a 
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life-or-death scenario and the patient continues to refuse care, 
the principle of patient autonomy dictates that no care can 
be provided. Much in the same way Jehovah’s Witnesses can 
refuse transfusion of blood products based upon their belief 
system, any patient can and should be allowed to freely refuse 
care from a provider. 

Racism is a societal disease that is complex and multilay-
ered, and it can be deeply entrenched in the minds of those 
afflicted and, thus, difficult to eradicate. The manifestations of 
bigotry in medical settings are only one example of a mindset 
that likely exists in multiple aspects of life. Hospitals and clin-
ics can become a place to establish dialogue between racially 
intolerant patients and their providers, but they are not the 
venue where firmly held racist views can be expected to be 
wholly reversed. Having the objective to reverse prejudiced 
beliefs prior to providing care is discordant to the practice 
of medicine and can harm a patient if an unnecessary delay 
ensues. Although hospitals should try to avoid offending staff 
members, there should be an understanding that appropriate 
and timely patient care is the primary goal in medicine.29 As 
we move to a more multicultural society, it is the hope of the 
authors that these already infrequent racist encounters will 
continue to diminish, and that medical schools and residency 
programs will train physicians who are highly understanding 
and culturally competent. 

Dr. Singh is Orthopaedic Surgery Resident, and Dr. Sivasubrama-
niam is Resident, Vanderbilt University Medical Center, Nashville, 
Tennessee. Dr. Ghuman is Resident, New York University, New York, 
New York. Dr. Mir is Director of Orthopaedic Trauma Research, 
Florida Orthopaedic Institute; and Associate Director of Orthopaedic 
Residency and Associate Professor, University of South Florida, 
Tampa, Florida. 

Address correspondence to: Hassan R. Mir, MD, MBA, FACS, 
Florida Orthopaedic Institute, 5 Tampa General Circle, Suite 710, 
Tampa, FL 33606 (tel, 813-253-2068; fax, 813-254-4113; email, 
hmir@floridaortho.com). 

Am J Orthop. 2015;44(12):E477-E479. Copyright Frontline Medical 
Communications Inc. 2015. All rights reserved.

References
1.	 Dimick J, Ruhter J, Sarrazin MV, Birkmeyer JD. Black patients more likely 

than whites to undergo surgery at low-quality hospitals in segregated re-
gions. Health Aff (Millwood). 2013;32(6):1046-1053.

2.	 Kelaher MA, Ferdinand AS, Paradies Y. Experiencing racism in health care: 
the mental health impacts for Victorian Aboriginal communities. Med J Aust. 
2014;201(1):44-47.

3.	 Johnson RL, Roter D, Powe NR, Cooper LA. Patient race/ethnicity and 
quality of patient-physician communication during medical visits. Am J 
Public Health. 2004;94(12):2084-2090.

4.	 US Public Health Service Syphilis Study at Tuskegee. Centers for Disease 
Control and Prevention website. http://www.cdc.gov/tuskegee. Updated 
December 30, 2013. Accessed October 27, 2015.

5.	 Fact Sheet on the 1946-1948 US Public Health Service Sexually Transmitted 
Diseases (STD) Inoculation Study. US Department of Health and Human 
Services website. http://www.hhs.gov/1946inoculationstudy/factsheet.

html. Accessed October 27, 2015.
6.	 Inoue M, Tsukano K, Muraoka M, Kaneko F, Okamura H. Psychological 

impact of verbal abuse and violence by patients on nurses working in psy-
chiatric departments. Psychiatry Clin Neurosci. 2006;60(1):29-36.

7.	 Jain SH. The racist patient. Ann Intern Med. 2013;158(8):632.
8.	 Chen PW. When the patient is racist. New York Times. July 25, 2013. 

http://well.blogs.nytimes.com/2013/07/25/when-the-patient-is-racist/?_
php=true&_type=blogs&_php=true&_type=blogs&_r=1. Accessed October 
27, 2015.

9.	 Castillo-Page L. Diversity in Medical Education: Facts & Figures 2012. Wash-
ington, DC: Association of American Medical Colleges; 2012:26-32. https://
members.aamc.org/eweb/upload/Diversity%20in%20Medical%20Educa-
tion_Facts%20and%20Figures%202012.pdf. Accessed October 27, 2015.

10.	 The patient-physician relationship. Opinion 10.015. Code of Medical Eth-
ics. American Medical Association website. http://www.ama-assn.org/
ama/pub/physician-resources/medical-ethics/code-medical-ethics/opin-
ion10015.page?. Issued December 2001. Accessed October 27, 2015.

11.	 Civil Rights Act of 1964, 42 US Code § 2000e (1964). US Government Print-
ing Office website. http://www.gpo.gov/fdsys/pkg/USCODE-2011-title42/
html/USCODE-2011-title42-chap21.htm. Accessed October 27, 2015.

12.	 Some hospitals grant patients’ racist requests. Houston Chronicle. February 
23, 2013. http://www.chron.com/life/healthzone/article/Some-hospitals-
grant-patients-racist-requests-4302145.php. Accessed October 27, 2015.

13.	 Prichard O. Three workers sue Abington Hospital over racist incident; su-
pervisors obliged a 2003 demand for only white staff in a delivery. The 
suits follow a federal ruling. Philadelphia Inquirer. September 16, 2005. 
http://articles.philly.com/2005-09-16/news/25429798_1_nursing-racial-
slur-obstetrical-resident. Accessed October 27, 2015. 

14.	 Nurses told not to touch white patient. WNEM website. http://www.wnem.
com/story/22911660/nurses-told-not-to-touch-white-patient. Published 
July 23, 2013. Updated August 20, 2013. Accessed October 27, 2015. 

15.	 Kipnis K. Quality care and the wounds of diversity. In: Mappes T DD, ed. 
Biomedical Ethics. 6th ed. Boston, MA: McGraw-Hill; 2006. 

16.	 Moghal N. Allowing patients to choose the ethnicity of attending doctors is 
institutional racism. BMJ. 2014;348:g265.

17.	 Saha S, Taggart SH, Komaromy M, Bindman AB. Do patients choose physi-
cians of their own race? Health Aff (Millwood). 2000;19(4):76-83.

18.	 Malat J, van Ryn M. African-American preference for same-race healthcare 
providers: the role of healthcare discrimination. Ethnicity Dis. 2005;15(4): 
740-747.

19.	 LaVeist TA, Carroll T. Race of physician and satisfaction with care among 
African-American patients. J Natl Med Assoc. 2002;94(11):937-943.

20.	 Saha S, Komaromy M, Koepsell TD, Bindman AB. Patient-physician racial 
concordance and the perceived quality and use of health care. Arch Intern 
Med. 1999;159(9):997-1004.

21.	 Cooper-Patrick L, Gallo JJ, Gonzales JJ, et al. Race, gender, and partner-
ship in the patient-physician relationship. JAMA. 1999;282(6):583-589.

22.	 Cooper LA, Roter DL, Johnson RL, Ford DE, Steinwachs DM, Powe NR. 
Patient-centered communication, ratings of care, and concordance of pa-
tient and physician race. Ann Intern Med. 2003;139(11):907-915.

23.	 Garcia JA, Paterniti DA, Romano PS, Kravitz RL. Patient preferences for 
physician characteristics in university-based primary care clinics. Ethnicity 
Dis. 2003;13(2):259-267.

24.	 Padela AI, Schneider SM, He H, Ali Z, Richardson TM. Patient choice of 
provider type in the emergency department: perceptions and factors re-
lating to accommodation of requests for care providers. Emerg Med J. 
2010;27(6):465-469.

25.	 Paul-Emile K. Patients’ racial preferences and the medical culture of ac-
commodation. UCLA Law Rev. 2012;60(2):462-504.

26.	 Selby M. Eth ica l d i lemma: deal ing with racist pat ients. BMJ. 
1999;318(7191):1129.

27.	 Warshafsky RJ. Lack of support for staf f to combat racism. BMJ. 
2014;348:g1716.

28.	 Carlson MJ, Baker LH. Difficult, dangerous, and drug seeking: the 3D way 
to better patient care. Am J Public Health. 1998;88(8):1250-1252.

29.	 Lane-Fall M. A piece of my mind. Accommodating bigotry. JAMA. 
2014;311(2):139-140.

 
This paper will be judged for the Resident Writer’s Award.


