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Despite efforts to embrace diversity, women and members of racial, ethnic, and gender minority groups continue
to experience bias, inequities, microaggressions, and unwelcoming atmospheres in the workplace. Specifically,
women in oncology have lower promotion rates and less financial support and mentorship, and they are less likely
to hold leadership positions. These experiences are exceedingly likely at the intersection of identities, leading to
decreased satisfaction, increased burnout, and a higher probability of leaving the workforce. Microaggressions
have also been associated with depression, suicidal thoughts, and other health and safety issues. Greater
workplace diversity and equity are associated with improved financial performance; greater productivity,
satisfaction, and retention; improved health care delivery; and higher-quality research. In this article, we provide
tools and steps to promote equity in the oncology workplace and achieve cultural change. We propose the use of
tailored approaches and tools, such as active listening, for individuals to become microaggression upstanders; we
also propose the implementation of education, evaluation, and transparent policies to promote a culture of equity
and diversity in the oncology workplace.

Over the last few years, events in our social environ-
ment and context—like the COVID-19 pandemic,
public acts of overt racism, and the crisis of police
brutality—have highlighted longstanding inequities in
health care.1,2 These inequities are seen directly in
patient care, as health care disparities and structural
barriers to care, and in the workplace environment,
affecting the health care workforce. Despite increas-
ing representation of women in medical education
and health care, and despite increasing attention to
diversity, equity, and inclusion efforts that promote the
recruitment and inclusion of racial minority groups in
medicine, individuals in these groups continue to expe-
rience inequities and bias in formal and informal work-
place settings.3–5 Women, gender-minority groups, and
individuals who belong to nonracial majority groups
(e.g., those groups underrepresented in medicine and
Asian individuals) continue to face barriers when
advancing through academic and nonacademic medi-
cine that majority individuals (e.g., men and non-His-
panic White individuals) do not.6–8

With the changes in clinical volume, limited access to
supportive resources, and transition to remote learning
and work (i.e., telehealth) that resulted and learning
that resulted from the COVID-19 pandemic, inequities
among the health care workforce are likely to widen.9,10

These new challenges are compounded by underlying
stressors from busy clinical practice; research funding

challenges; productivity and documentation require-
ments; administrative burden; inequities in workload,
salary, and opportunity; and other factors that contribute
to increasing dissatisfaction and burnout rates among
the health care and oncology workforces.11 The U.S.
Bureau of Labor Statistics estimates that the health care
sector has lost nearly half a million workers during the
COVID-19 pandemic since February 2020.12,13 Surveys
estimate that 18% of health care workers quit and 12%
were laid off.14 The long-term effects of these changes
on the oncology workforce and workplace environment
are unknown. In this article, we highlight the importance
of equity in the workplace, and we provide tools to
achieve equity in our oncology environment.

EQUALITY OR EQUITY: WHAT IS THE GOAL?

The terms equality and equity are often mistaken
and used interchangeably. Although they are
related, equality and equity are distinct terms with
different implications (Fig. 1). The Equality and
Human Rights Commission defines equality as the
distribution of the same resources and opportuni-
ties to every individual across a population.15,16 In
the workplace, equality means providing all employ-
ees with the same rules, privileges, and benefits. By
not tailoring to specific individual needs, workplace
equality can result in unfairness in the workplace
environment.
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Equity, on the other hand, is defined by the World Health
Organization as the “the absence of unfair, avoidable or
remediable differences among groups of people, whether
those groups are defined socially, economically, demo-
graphically, or geographically or by other dimensions of
inequality (e.g., sex, gender, ethnicity, disability, or sexual
orientation).”17 Therefore, equity requires that the distri-
bution of resources and opportunities is customized
across a group or population to ensure no subsets of the
group are at a disadvantage in achieving their maximum

potential.15 Equity in the workplace environment strives to
identify the specific requirements of the employee, includ-
ing particular needs that can be related to the intersection of
personal identities such as race, ethnicity, age, gender iden-
tity, sexual orientation, disabilities, and religion. Therefore,
institutions, oncology practices, and societies should set
equity and justice (fixing the systems in a way that leads to
long-term, sustainable, equitable systems for future genera-
tions)16 in their workplace as primary goals. Understanding
the differences between equity and equality is critical; in
Table 1, we outline examples of equity and equality in the
oncology workplace.

IS THERE EQUITY IN THE ONCOLOGY WORKPLACE?

Multidisciplinary care is the cornerstone to providing care
for patients with cancer. The oncology workforce encom-
passes diverse clinicians, providers, and staff from various
subspecialties, practice settings, and cultural back-
grounds.18,19 Despite the diversity of providers who encom-
pass our workforce, inequities persist in the representation of
women and racial and ethnic minority groups in health care
and oncology.20,21 As of 2021, only 35.2% of practicing
oncologists identified as female; 4.7% self-identified as
Hispanic or Latinx, 3.0% as Black or African American,
and 0.1% as American Indian or Alaska Native.22 Similar
trends prevail among radiation oncologists; only 3.0% of
practicing physicians in this oncology specialty identify as
Black, 4.0% as Hispanic or Latinx, and 25.5% as women.21

These inequities prevail across the spectrum of our work-
force and are similarly reflected in leadership roles and
advancement opportunities.23,24

Understanding the landscape of inequities encountered by
providers and staff in the health care and oncology workplace
is imperative to promoting equity. Women in oncology and
academic medicine are promoted at slower and lower rates,
are paid lower salaries, and receive less research funding.25–33

Despite having levels of engagement and leadership aspiration
similar to those of men, women are less likely to hold leader-
ship positions or to be members of editorial boards or senior

PRACTICAL APPLICATIONS

� Equity refers to the absence of avoidable or
remediable differences among groups of
people; equity requires a customized distri-
bution of resources and opportunities to
ensure no subsets of the group are at a dis-
advantage in achieving their maximum
potential in the workplace.

� Gender, racial, and ethnic inequities prevail
in the health care workforce, limiting the
income, retention, and promotion of women
and members of underrepresented groups
in medicine to leadership positions in
oncology.

� Diversity and equity in the workplace
improve health care delivery and patient
care; research quality and innovation; indi-
vidual satisfaction, performance, and pro-
ductivity; and institutional growth and
financial performance.

� Women and members of underrepresented
groups in medicine are commonly the recipi-
ents of microaggressions and discrimination
from colleagues and patients; to reduce
microaggressions in oncology, we must edu-
cate health care workers on the negative
effects of microaggressions, recruit allies,
and create policies for institutional
accountability.

� To achieve cultural change, cancer centers
and health care systems must invest in
resources and staff to perform internal
measures of institutional culture and equity;
ensure diversity, equity, and inclusion are
centered in all activities; provide bias train-
ing for all staff; create and implement safe
reporting mechanisms; and adopt transpar-
ent policies and procedures.

FIGURE 1. Understanding Equality Versus Equity

Microaggressions, Bias, and Equity in the Oncology Workplace
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authors of clinical trials.34–42 Women and minority individuals
report less mentorship and sponsorship, both of which are
important to career advancement and promotion.43–45 In addi-
tion, women are more likely to report sexual harassment from
both colleagues and patients and to have increased rates of
burnout; both of these metrics are directly related to workplace
satisfaction.46–49 Victims of sexual harassment are more likely
to report decreased mental health, workplace safety, and work
satisfaction and are more likely to have intentions to change
their current employment.46,50 Added to these, providers from
racial and ethnic minority groups are more likely to experience
microaggressions and discrimination from patients, colleagues,
and supervisors.51–54 These experiences are commonly com-
pounded at the intersection of identities (e.g., gender, race, and
ethnicity), leading to increased distress and burden among
individuals with multiple minoritized or stigmatized identities.
For example, men, irrespective of race or ethnicity, are less
likely thanwomen to report stress resulting from subtle discrimi-
nation than are women of color (including Asian women),
who are uniquely affected by discrimination.55 Academic insti-
tutions have failed to create and sustain environments where
women and racial and ethnic minority individuals feel fully
accepted and supported to succeed, leading to decreased sat-
isfaction with the academic workplace and a higher probability
of leaving academics early in their careers compared with male
andWhite colleagues.29,34,55,56

VALUE OF EQUITY IN THE ONCOLOGY WORKPLACE

Workplace equity is critical for health care systems, oncology
practices, and cancer centers to provide high-quality care and
for oncology professionals to find satisfaction and joy within their
work environments. The lack of gender, racial, and ethnic diver-
sity within the oncology workforce has considerable implications
for health care delivery and research. Diversity in the workplace
increases the range of perspectives, lived experiences, and
expertise available to inform innovative questions and solve
problems and challenges.57,58 Research shows that engaging
a more diverse team of investigators translates into higher qual-
ity and more impactful research.59,60 A diverse workforce also
improves health care delivery by helping to bridge cultural gaps
and improve access, quality, and patient safety.61–65 Data from
science, technology, engineering, and mathematics fields have
shown that a diverse workforce can also improve work perfor-
mance and engagement, reduce conflict in the workplace, and
promote innovation and growth.61,66–68 An excellent example
of the benefits of equity in the health care workplace and
workforce are the business-resource groups of Robert Wood
Johnson University Hospital.69 The business-resource
groups are employee-affinity groups (i.e., groups of individu-
als with shared identity characteristics) that provide employee
support, foster career development, and contribute cultural
sensitivity to the workplace environment. Since their incep-
tion, these business-resource groups have evolved into a

TABLE 1. Examples of Equality Versus Equity in the Workplace Environment
Example Equality Equity

Needs of Breastfeeding Providers All health care providers have standardized
clinic schedules, with 30-minute patient
visits during work hours; new nursing
mothers must find time between patient
visits, cut visits short, or risk delaying
their schedule to breastfeed or pump

Clinic schedules are adapted to individual
needs; protected nursing time is
blocked between patient visits and built
into the provider’s schedule; nursing
time is accounted equal to patient care
toward productivity goals

Employee Workspace Needs All employees have equal resources and
office space at the workplace; all staff
should perform work-related tasks from
the workplace

As their roles and tasks allow, employees
may (partially or fully) work remotely to
accommodate specific needs

Provider Promotion and Advancement Advancement and/or promotion for all
providers is based on clinical productivity
metrics; a provider who leads the quality
and safety monitoring efforts of the
practice is not promoted when their
clinical productivity is inferior to that of
their peers

Advancement and/or promotion metrics
account for the diversity of roles and
tasks within the practice (e.g., clinical
productivity, research, leadership or
management roles; teaching;
community outreach; quality; and
safety); these metrics are reevaluated
periodically

Negative Patient Experiences A provider receives derogatory and/or racist
comments from a patient and/or
caregiver; leadership responds that
practice policies state patients cannot
switch providers within the same practice
and specialty, and asks all providers to
handle disagreements or encounters with
patients by themselves

Leadership listens and provides support to
the provider, establishes patterns and
prevalence with data from the practice,
reviews and revises current policies to
prevent future events, and addresses
the event with the patient and/or
caregiver

Velazquez et al
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sought-after organizational resource that develops and leads
innovative projects on organizational financial performance
and employee and patient engagement.69

Greater diversity also promotes a more equitable work
environment and lowers employee turnover.70–74 Work-
place environment and climate have been associated with
employee satisfaction, productivity, retention, and burn-
out.47,75–77 Studies evaluating employee perceptions of
the workplace environment identified that women and
racial and ethnic minority individuals are more likely to report
and experience microaggressions, discrimination, sexism,
and unwelcoming workplace environments than their non-
Hispanic White or male counterparts.4,50,54,78,79 Similarly,
compared with men, women more frequently report negative
experiences in the workplace as a result of gender and/or
race, and a higher frequency of negative experiences was
associated with an 83% increase in the odds of burnout.80

Burnout itself is associated with increased costs resulting
from malpractice claims, reduction in clinical hours, and
increased physician turnover.81–85 Amid the current physi-
cian burnout and health care workforce exodus crisis,12 con-
certed efforts to achieve equity in the workplace are
necessary; these efforts are imperative to creating welcoming
workplace environments that increase health care workers’
satisfaction and trust, and that decrease stress and turnover.

In addition to the aforesaid benefits of equity in the work-
place (summarized in Fig. 2), greater workplace equity
and diversity have been associated with improved finan-
cial performance in both business and academia.86,87

Organizations with women in leadership roles perform better
financially.87–90 From a health care systems perspective, lack
of diversity in leadership can result in policies that do not
adequately address the needs of diverse populations; this
results in loss of potential revenue and perpetuates health
care disparities.91 Equity and diversity in leadership provide
multiple other potential benefits including reducing implicit
bias; allowing for diversity of thought and perspectives in insti-
tutional-level decisions; increasing value alignment between
physicians and leaders; and improving professionalism,
humanism, and cultural competency.92–95 Importantly, lead-
ers who promote and support diversity and equity can spon-
sor faculty and staff underrepresented in medicine who are
frequently overlooked and underrepresented in leadership
positions.96

MICROAGGRESSIONS AND MARGINALIZATION IN MEDICINE
AND ONCOLOGY

The following are only some of the examples of the multi-
ple ways in which bias and microaggressions affect our
oncology workforce on a day-to-day basis.

“In 2021, I submitted my packet for promotion to full pro-
fessor. If successful, I would be the first female to advance
from assistant professor to full professor in my division.

I had published 54 papers, received $10 million in funding,
but most importantly, I had developed a national Veterans
Affairs clinical trials consortium for men with prostate cancer
(2019 to present). The progress in this venture demanded
collaboration, communication, and program building. My
mentor of 16 years completed the 2020-2021 Annual Profi-
ciency for my promotion packet. I had given myself 4s for all
but Program Management, and my mentor gave me 3s in
Program Management, Communication, Collaboration, and
Program Vision and Development. Notably, the form states
that a 3 is where most faculty fit. When I received his
responses, I signed the form and immediately sent it off to

FIGURE 2. Benefits of Promoting Equity in the Workplace

Microaggressions, Bias, and Equity in the Oncology Workplace
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the promotion and tenure committee because the form was
overdue, and I did not want to miss my opportunity for pro-
motion. Furthermore, I did not want to exacerbate my mental
health issues or take any time away from my kids, whom I
single-parent. This microinvalidation ultimately led me to
leave his program.” —Julie Graff, MD

“‘Your husband must be scared you’ll go all angry Latina
on him’; these were the words a man in a leadership role
told me, laughing, as I disagreed with him over a subject.
This incident occurred in a small group setting with only a
handful of other women present and him as the only man,
and he was our supervisor. I was shocked, angry, and par-
alyzed; I sat in silence. The other women looked at me
with expressions of disbelief. Afterward, we all debriefed
and discussed how inappropriate the comment was, yet
none of us felt empowered to call it out. His comment
made me question how I communicate and portray
myself, my identity, and my future. How can I be a physi-
cian leader if I’m perceived as ‘angry Latina’? That interac-
tion made me filter my words, be quiet, be hypervigilant of
how I express my emotions. It brought up the stereotype
threat.” —Ana I. Velazquez, MD, MSc

“‘You are so exotic’ were the words coming from a col-
league’s mouth after meeting me for the first time. The
words got into my head and immediately made me feel
like I did not belong because I was different from the rest,
different from the majority group in medicine. Luckily, this
was not my first time facing a microaggression. These
have been part of my daily life as a physician-scientist. I
am reminded often that there are not many Latinas in
medicine and oncology and that I do not look or sound
like the majority group. In the instance described above, I
was able to stop the microaggression by asking, ‘What do
you mean by that?’, a phrase that helps me stop or break a
microaggression and helps the aggressor understand the
negative connotations of their comments or actions.” —Narjust
Florez Duma, MD

To facilitate creating welcoming workplace environments
centered on equity, we will review in the upcoming sec-
tions what microaggressions are and the tools to combat
them and promote cultural change.

What Are Microaggressions?

These are brief verbal, behavioral, and environmental
indignities that convey hostile or derogatory slights based
on racial, gender, sexual orientation, religion, skin color, or
education, occurring independently of intent. These indig-
nities insult a target person or group that already experien-
ces marginalization. Compared with full-out aggressions,
microaggressions usually do not involve physical confron-
tations and are conducted during everyday living.97,98

Microinvalidations, a subcategory of microaggressions, involve
communications that exclude, negate, or nullify the psychological

thoughts, feelings, or experiential realities of individuals who expe-
riencemicroaggressions. These are commonly seen in hierarchic
workplaces like thosewithin the health care system.98

Microaggressions stem from implicit bias and occur at an
interpersonal level. Implicit bias refers to unconscious
stereotypes, assumptions, and beliefs about an individu-
al’s identity. In medicine, microaggressions and implicit
bias may be encountered throughout medical training and
clinical practice in interactions with colleagues, superiors,
patients, and families.98 Examples of microaggressions in
medicine include demeaning comments, nonverbal disre-
spect, generalizations of social identity, assumption of non-
physician status, role- or credential-questioning behavior,
explicit epithets, rejection of care, questioning or inquiries of
ethnic or racial origin, and sexual harassment.3,97

Microaggressions can lower productivity and problem-
solving abilities in all settings in medicine.3 Although micro-
aggressions may be unconscious and unintentional by the
offender, the negative ramifications are notable. Microag-
gressions have been associated with depression, a sense of
isolation, increased burnout, sleep disturbances, and sui-
cidal thoughts.99 Repetitive microaggressions are harmful
to the health and safety of medical students, residents,
physicians, other providers, and patients who are women or
belong to other groups underrepresented in medicine.100

They frequently devalue and question an individual’s contri-
butions, qualifications, and credentials based on identity.
These behaviors cultivate unwelcome and hostile work and
learning environments that are stressful and polarizing for
the recipient.3,101

How Can We Reduce Microaggressions in Oncology?

Tominimize the harmful effects of microaggressions, interven-
tion strategies must be implemented that reduce the likelihood
of the occurrence of microaggressions and challenge the ster-
eotypes that undergird implicit bias. Three components are
essential for reducing or eliminating microaggressions in
oncology:

1. Educate oncology providers, staff members, patients,
and family members about the negative repercussions
of microaggressions and the value of cultural humility
when interacting with all team members.

2. Recruit allies who will serve as upstanders when team
members or patients are facing microaggressions.

3. Implement institutional accountability for creating an
inclusive work environment and taking action when
team members or patients are discriminated against.

We will expand further on the role of the upstander. Data show
that microaggressions negatively affect all team members,
not just the person facing the microaggression. Other team
members can feel marginalized or excluded, even if the com-
ment or action was not directed toward them. The concept of
an upstander derives from the need to have active allies in

Velazquez et al
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medicine. An ally—typically from a privileged social group—is
someone who supports and advocates for marginalized indi-
viduals. An active ally understands the challenges faced by
minority groups, actively provides a safe environment, and
acts when an minority individual is discriminated against or
excluded. The upstander is an active ally who addresses
microaggressions directed toward a team member, colleague,
patient, or family member to break the cycle associated with
these negative comments or actions. Table 2 summarizes
effective tools to become amicroaggression upstander.

How To Effectively Intervene and Become an Upstander

1. Actively listen. Active allies understand thatmicroaggressions
can happen in any setting, so active listening is key
for identifying microaggressions. Responding to a
microaggression can be complicated, because it is not
always apparent to a bystander whether harm occurred or
was intended; listening to the comment and to the
response by the individual facing the microaggression will
help us understand whether harm occurred and whether
an intervention is needed.

2. Tailor your approach to the situation. Microaggressions
can take several forms, ranging from explicit and
intentional microassaults (e.g., racist jokes) to more
subtle microinsults and microinvalidations, which tend
to be unintentional. Situational factors, such as the type

of microaggression and the relationship between the
bystander, target, and perpetrator, can help determine
what approach will be most effective.98

3. Learn phrases that could be used in any situation. One
strategy to disarm a microaggression includes voicing
disapproval with phrases like, “Not okay,” “That comment
is not appropriate,” or, “I do not agree with what you just
said.” Another approach is to call attention to subtle or
invisible microaggressions behind the perpetrator’s
comment. That could take the form of a statement such
as, “Not all Asian Americans are good at math,” or a
question such as, “Do you have evidence to back that
up?” or, “Is this person’s race, religion, or identity relevant
to this conversation?”98

4. Speak for yourself. Whichever response you choose
should reflect your perspective and feelings about the
microaggression. Please do not presume that other
people are offended, hurt, or debilitated by the
microaggression or state that you are speaking on their
behalf. Speaking on behalf of others without their
approval can be seen as a microaggression. Instead,
speak in first-person language and refer to your own
emotions or perceptions.

5. Target the behavior, not the person. Regardless of
the circumstances, bystanders should avoid calling a
perpetrator racist or otherwise attacking their character,

TABLE 2. Tools for Becoming a Microaggression Upstander
Action Example Response

Actively listen Observe and listen to interactions with all team members; this will help you
understand when and how microaggressions appear and how to act after
the harmful comment or action

Tailor your approach to the situation Microaggressions can appear at any time during rounds and interactions with
family members; understanding that each situation is different will allow the
upstanders to tailor their actions

Learn phrases that could be used in any situation “What do you mean by that?”
“Can you help me understand your comment?”
“I do not feel comfortable with comments like that”

Speak for yourself Please do not speak on behalf of the victim or perpetrator; using phrases
in first-person language will assure others it is your opinion, and you are
not making assumptions about someone else’s feeling or perceptions
Phrases like these can be used:
“What you said made me feel uncomfortable”
“I find that action harmful and exclusionary”

Target the behavior, not the person Avoid describing the person; address the behavior that can be improved
Phrases like these can be used:
“That statement was hurtful, and I felt that it reflected some racial bias”
“Your actions excluded certain members of the team; let us discuss how
that can be improved”

Consider circling back Certain situations are not ideal for addressing microaggressions because
they can disrupt team dynamics or negatively affect patient interactions
Phrases like these can be used:
“Let us circle back after rounds”
“I would like to discuss a comment you made earlier today”

Seek outside support Informing leadership about pervasive behavior is necessary for institutional
accountability and incident documentation

Microaggressions, Bias, and Equity in the Oncology Workplace
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which tends to trigger defensiveness and diminish the
rapport that leads to growth and understanding. Target
the harmful comment or action.

6. Consider circling back. An immediate and public
response to a microaggression is an effective way to
model appropriate behavior for other bystanders, but
such a direct approach is not always possible; if you
anticipate that an in-the-moment response could lead
to defensiveness or hostility, circle back with the individual
for a follow-up discussion.

7. Seek outside support. As discussed, institutional
accountability is essential for creating an inclusive workplace
environment; in some instances, it is necessary to involve
outside support—supervisors, inclusion officers, or human
resources—particularly in cases of repetitive behavior from
the aggressor.

WHY SHOULD WE PROMOTE CULTURAL CHANGE IN
ONCOLOGY?

Bias, inequities, and exclusion would not exist at the levels they
do if our culture did not tolerate and propagate them.102–105 If
we hope for a better future, we must change the culture.
But what is culture? In this context, key elements include
norms with regard to how we interact with one another,
what behavior is acceptable or unacceptable, how resour-
ces are allocated, what is valued with regard to outcomes
and metrics, which voices are elevated or privileged, and
who is represented in leadership positions.97 In the work-
place specifically, culture refers to shared values, attitudes,
and assumptions among individuals. Workplace culture is
shaped by individuals, leadership, management, and orga-
nizational values.106 A positive workplace culture that is
inclusive of all identities improves teamwork and job satis-
faction; decreases stress; increases collaboration, produc-
tivity, and efficiency; and enhances retention.106

HOW DO WE CREATE CULTURAL CHANGE IN ONCOLOGY?

An easy place to start is identifying who is included and who
is excluded. When we form groups or teams, when we
choose people to fill positions, and when we look for leaders,
which identities are represented and which are absent? One
of the first steps toward cultural change is starting to notice
who is and who is not present.24 Our longstanding culture
celebrated the “wall of portraits” of White male leaders.105 A
changed culture asks, “Where are the women and underrep-
resented minority groups?” In oncology, this applies to which
medical students and residents we mentor and sponsor, who
is accepted into fellowship programs, who is hired as faculty,
whose career development and advancement are supported,
who is invited to speak or collaborate, and whose leadership
potential is recognized.

A second key issue is how we treat one another. As
described, microaggressions and other forms of biased
behavior are painfully common in health care and result

in measurable harm.107–109 Our longstanding culture tol-
erated this and offered little, if any, training for recognizing
or responding to such behaviors. A changed culture
empathizes with those affected by microaggressions and
other forms of bias and strives to develop initiatives and
programs to reduce the frequency of such behaviors and
to prepare individuals to recognize them and respond
when they occur. A changed culture stops invalidating the
experience of those subjected to bias and starts listening
to them and supporting them. A different but related issue
is whether, when rules or policies are violated, similar
behaviors have similar consequences irrespective of
gender, race, and other individual characteristics.

A culture broadcasts its values when it distributes its
resources. When we invest more heavily in developing
new treatments than in ensuring that the treatments we
have are implemented equitably, we make a statement
about our values, given the well-documented disparities in
cancer diagnosis, treatment, and outcomes.110 Discrepan-
cies in pay, funding for research, and administrative and
clinical support for oncologists have been normative in
medicine.25,111–114 An equity-centered culture does not
accept different pay or support for individuals with differ-
ent identities.

The values of a culture are also broadcast by what and
how it chooses to measure and by which outcomes are
prioritized. A community that is genuinely committed to
developing a just culture will ask about every decision:
“How will this affect diversity, equity, and inclusion?” It will
measure progress in diversity, equity, and inclusion and
demand accountability generally and during performance
reviews. Just as we ask leaders to be accountable for reve-
nue and budgets, we can also hold them accountable for
the level of diversity in their departments or teams and for
whether they are fostering a just, equitable, and inclusive
culture. There are also more informal metrics that matter:
in a group or team, do we pay attention to who does most
of the talking and who is quiet? Do we invite everyone’s voice,
and do we create systems and structures that facilitate every-
one’s participation? Do we give individuals credit for their
ideas and contributions irrespective of their identities? Notic-
ing and measuring disparities is a key early step. Practical
steps for cultural change include the following:

1. Learn about and measure your current culture. A
central premise of quality improvement is that you
cannot change what you do not measure. Surveys of
members of your organization can help determine the
baseline from which you are starting and can be used
to measure change over time. A variety of surveys have
been developed for this.115,116 Additional strategies
should be pursued to create opportunities to listen to
and learn about the experiences of individuals of color,
women, those with disabilities, and those with other
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identities that put them at risk for bias. People whose
identities give them privilege often fail to understand
how different their experience is from those with
marginalized identities.

2. Make diversity, equity, and inclusion standing agenda
items. Regularly addressing racism, sexism, and other
forms of bias is a crucial step in acknowledging and
responding to the experience of those subject to such
bias. Research shows that bias remains present in the
practice of medicine; acknowledging the reality that we do
not, in fact, treat everyone the same regardless of their
race, ethnicity, gender, or other identity not only validates
the experience of those affected by bias, but also prepares
us to build a better andmore just future.110,117–122

3. Make education about bias a required part of faculty
development and continuing education. Given the
heavy impact of discrimination on both patients and
individuals working within the health care system, it is
incumbent upon all of us to educate ourselves about
the ways in which bias plays out and about strategies to
mitigate and overcome it. There are abundant data
showing that most of us carry implicit bias and that this
can influence how we behave and treat others.123–125

Learning about our own biases is essential if we are to
manage them. There is also a role for skills practice.
Racism, sexism, and other forms of discrimination are
emotionally fraught topics, and many people find them
difficult to discuss. We may find ourselves hijacked by
anger, sadness, defensiveness, or other strong reactions.
We may witness incidents of bias and have no idea what
to say or how to respond constructively. All of this can be
learned if we make it a priority.

4. Notice and respond to bias. To change our culture, we
must recognize and respond to microaggressions, bias,
and other forms of discrimination in the workplace.

Organizations often fail to notice bias until it is pointed out
by others. Paying attention, and learning to perceive bias
when it occurs, prepares us for the work of creating a
more just culture. We should consistently ask ourselves
who is being included and excluded, who is being
considered or not considered for opportunities, and what
assumptions we are making about others that may reveal
our own implicit (or explicit) biases. When we have
systems, processes, or procedures that result in low levels
of diversity and inclusion, we should question whether our
structures are perpetuating bias and therefore require
revision.

5. Standardize and create transparent policies and procedures
to make it easier to determine when we are treating
individuals differently based on their identities.

CONCLUSION

Workplace equity is fundamental to creating welcoming
environments in which all individual identities are cele-
brated and accepted, delivering high-quality cancer care,
and developing innovative and high-quality research ideas.
Equity in the workplace can increase employee satisfaction,
decrease burnout, and decrease physician turnover. However,
the lack of racial and ethnic diversity and the persistence of
gender, racial, and ethnic inequities, biases, and microaggres-
sions within the oncology workforce and its leadership are sys-
temic issues that require concerted efforts to promote
longstanding cultural and systemic change. To achieve cul-
tural change, cancer centers and health care systems must
invest in resources and staff to perform internal measures of
institutional culture and equity; ensure diversity, equity, and
inclusion are centered in all activities; provide bias training for
all staff; create and implement safe reporting mechanisms;
and adopt transparent policies and procedures.
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