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BACKGROUND AND OBJECTIVES: Patient identifiers are used in the open-
ing lines of case presentations and written documentation in health care and
medical education settings. These identifiers can reflect physicians’ implicit bi-
ases, which are known to impact patient care. Yet, no clear recommendations
for the use of patient identifiers to reduce bias and stigma in patient care
and medical education learning environments currently exist. We describe a
process and outcomes for articulating such recommendations.

METHODS: The University of Washington School of Medicine convened a
group of diverse stakeholders to create patient identifier recommendations
for use in the undergraduate medical education program. After a literature
review, 22 recommendations for the use of patient identifiers were articu-
lated. These underwent public comment periods reaching 11,150 potential
respondents across our 5-state institution. Feedback from 437 respondents
informed modifications to the recommendations. We used consensus meth-
odology with three rounds of surveys and an expert group of 27 stakehold-
ers to adopt recommendations with an a priori threshold of 90% agreeing
the recommendation should be used.

RESULTS: We adopted 12 recommendations for patient identifiers for age,
gender/sex, race/ethnicity, sexual orientation, ability, size, and stigma; nine in
round one, three in round two, and none in the third round.

DISCUSSION: Our institution vetted these patient identifier recommenda-
tions via public comment and consensus methodology. Next steps include
implementation across the undergraduate medical education program, includ-
ing classroom and clinical settings. Other institutions could consider similar
processes as key steps to reduce bias and stigma in their medical educa-
tion programs.
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hysicians use patient identi-
P fiers in the opening lines of

case presentations and writ-
ten documentation to efficiently
communicate information about the
patient’s identity that may be salient
to their care. Identifiers allow recipi-
ents of patient information to rapidly
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engage in clinical reasoning about
potential diagnoses and treatment
plans. Patient identifiers can rein-
force or dismantle implicit and ex-
plicit biases. Medical students learn
professional skills through memori-
zation and modeling of clinical pre-
ceptors, including case presentation

formats; the importance of this edu-
cational process should not be un-
derestimated. 115

The process that allows physicians
to quickly diagnose patients can ac-
tivate implicit bias, especially if
identifiers used for patients are not
thoughtfully selected. This can re-
sult in disparities in care along a va-
riety of axes of identity. Differences
in health-seeking behavior between
heterosexual and sexual minority in-
dividuals result from fear of discrim-
ination in the health care system.617
Implicit bias about race among pe-
diatricians is associated with differ-
ences in treatment for asthma, pain,
and attention-deficit/hyperactivity
disorder.'82°

At the University of Washington
School of Medicine (UWSOM), stu-
dents and faculty noted inconsis-
tency in identifier use within the
preclinical curriculum that might
promote bias and raised this con-
cern to the UWSOM governance
committee. This committee charged a
faculty-led workgroup to create rec-
ommendations for the use of patient
identifiers across the undergraduate
medical education program, in both
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classroom and clinical settings, with
a goal of decreasing bias.

Methods
The Identifier Workgroup (IW) re-
cruited 22 members from across
Washington, Wyoming, Alaska, Mon-
tana and Idaho (WWAMI) sites, all
4 years of medical students, and dif-
ferent faculty and staff roles with
an emphasis on diversity in lived
and clinical experience. Subgroups
performed a literature review with
the aid of a health sciences librar-
ian and drafted 17 identifier recom-
mendations for the following areas:
age, gender, race/ethnicity, sexual ori-
entation, and disability status The
literature search included patient
perspectives to ensure the recom-
mendations were patient centered.
The IW gathered feedback on the
recommendations through a public
comment process open to all mem-
bers of the institution based on a
similar approach used by the US
Preventive Services Task Force.
To obtain public comment, the IW
emailed an online survey and the
draft recommendations to a list-
serv for students, and faculty and
staff affiliated with UW Medicine.
The survey was open for this group
(total potential respondents=2,555)
between July 10, 2018 and July 31,
2018. At the recommendation of
the governance committee the IW
expanded the population asked to
provide public comment through

distribution of the recommenda-
tions and survey to a listserv of all
adjunct, affiliated, emeritus, and
acting faculty, including fellows.
The survey was open for this group
(8,595 total potential respondents)
between August 13, 2018 and Au-
gust 20, 2018. Initial public comment
indicated the need for recommenda-
tions about patient size and stigma
and a set of five recommendations
was created for these areas which
underwent comment in the second
round. We qualitatively organized
feedback from the comments into
themes that the IW used to modi-
fy the identifier recommendations.
The final revised set comprised 22
unique identifier recommendations
across seven areas of age,'%??° gen-
der,3,4,16,17,22,24,34»36 race/ethnicit}GZ,G,S,ZG,SZ
sexual orientation, #1223 disability
status,? size,®® and stigma.*®

To ensure the recommendations
reflected the needs of the entire me-
dial education program, the IW used
a consensus approach with a group
of key stakeholders (KS) made up
students (7), staff (3), faculty (10),
and deans (7), that reflected diver-
sity in lived experience, clinical ex-
perience, and role in the medical
education program across WWA-
MI.%° The KS were approved by
the governance committee chairs
and invited to participate in the
consensus process. The consensus
process involved three rounds of
online surveys regarding inclusion,
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exclusion, and potential improve-
ments for each of the 22 identifier
recommendations. In each survey
round, stakeholders received a doc-
ument with all the identifier recom-
mendations and explanatory text.
KS were instructed to: “Indicate if
you think each should be excluded
or included. If you exclude or feel
neutral about an identifier recom-
mendation, please comment in the
space provided.” Each recommedna-
tion was rated on a 5-point Likert
scale from definitely include, possi-
bly include, neutral, possible exclude,
definitely exclude. The IW set an a
priori adoption threshold at 90% of
respondents rating an identifier ei-
ther definitely or possibly include.
After survey rounds one and two,
stakeholders were given a list of
recommendations they had adopted
and the edited document with modi-
fied recommendations based on their
feedback. Figure 1 outlines the pro-
cess for patient identifier recommen-
dation drafting and review. Figure
2 describes the different groups in-
volved in this work. The UW Human
Subjects Division deemed this study
exempt from review.

Results

The public comment resulted in 437
responses(275 from period one and
162 from period two), and respon-
dents took an average of 31-39 min-
utes to complete feedback.

Figure 1: Drafting and Review Process for Patient Identifier Recommendations
at the University of Washington School of Medicine, 2017-2019

Initial
Drafting

* Two comment periods

o Literature review and 22 member workgroup
* 17 recommendations for 5 domains: age, gender/sex, race/ethnicity, sexual orientation, ability

* Responses: UW Medicine 275/2555 and UW School of Medicine 162/8595
* Recommendations modified based on comments, 22 recommendations for 7 domains (adding size and stigma)

27 stakeholders: students (7), staff (3), faculty (10) and deans (7)
* Round 1, 9 adopted, Round 2, 3 adopted, Round 3, 0 adopted

* 12 recommendations about age, gender/sex, race/ethnicity, sexual orientation, ability, size, and stigma
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Figure 2: Groups Involved in the Process of Creating Nine identifier recommendations

and Vetting the Identifier Recommendations were adopted after round one of the

) . consensus process (Table 1). After
Governance Committee: Elected by School of Medicine round two, three identifier recom-
to oversee all aspects of the medical education program mendations were adopted (Table 1),

one of which was a composite recom-

Identifier Workgroup (n=22): Students, faculty, staff charged by menfia.tllon generated by .comblnlng
Governance Committee to make patient identifier recommendations two initial I‘E%commendatlons based
on feedback in round one. No iden-

tifier recommendations were adopt-
Consensus Key Stakeholders (n=27): Students, R
faculty, and staff with diverse viewpoints for ed in round three. Table 2 shows
the medical educati . ) .
@ medical education program the recommendations for identifi-
ers that should always be included,

faculty, and staff affiliated UWSOM

Public Comment (n=11,150): All students,

Table 1: Identifier Recommendations Adopted and Not Adopted During the Consensus
Process at the University of Washington School of Medicine, 2019

Adopted Round 1

Age should be included in every case presentation (unless it is not known or you are talking about a group rather than an
individual).

Refer to the patient in the ID/CC using their preferred (personally-articulated) gender identity term.

Information on sexual behaviors should be included in the ID/CC if it is relevant to the presenting concern. If unrelated to
presenting concern, sexual behaviors and history should be listed in the sexual history.

Ask for and use the patient’s (personally-articulated) term for their sexual orientation identity.

Patient-first or person-first language should be used when a medical diagnosis or disability needs to be included in the ID/
CC.

Information about ability or disability status should be included when it pertains to medical decision-making for the
presenting concern. Otherwise the information should be captured in the problem list or past medical history.

Understanding a patient’s possibly conflicting goals, priorities and resources can assist the team in collaboratively creating
a treatment plan. This information may be recorded in the HPI, PMH, problem list, or social history as appropriate.

Patient-centered, nonjudgmental, strengths-based and collaborative language can help engage patients, improve outcomes
and avoid stigma. Avoid nonpreferred terms such as compliance, adherence and refusal. Instead describe facts, strengths,
goals, barriers.

References to body size should not be made in the opening lines of written and oral case presentations unless pertinent
(presenting concern is weight, size is pertinent to the patient care, deviation from expected weight trajectories).

Adopted Round 2

Include additional information regarding gender identity/sex assigned at birth in the social history, and information re:
history of or plans for gender affirming care in the PMH or social history, as appropriate.

Information on a patient’s personally-articulated sexual orientation identity should be listed in the social or sexual history.

Racial and ethnic identifiers should not be included in the opening lines of written and oral case presentations, unless
there is a clear, compelling, evidence-based reason for doing so (Composite recommendation from round 1).

Not Adopted

Opening line identifiers need to be used with caution. Those described below should be used throughout the medical
school curriculum including as it relates to assessment and evaluation.

Acknowledgement should be made that despite the use of these identifiers from the UWSOM curriculum there will
continue to be the use identifiers that are not congruent with these recommendations within the medical institution and
society as a whole.

When discussing patient populations, less specific identifiers about age may be included with caution but should not be a
substitute for age.

Promote gender identity/natal sex information to the ID/CC only if relevant to the chief concern.

(Continued on next page)
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Race/ethnicity should be self-identified by the patient and placed in the social history that focuses more on the patient’s individual
socioeconomic, cultural, behavioral, and occupational characteristics.

Diagnoses associated with known genetic or chromosomal disorders consistent with the patient’s presenting signs and symptoms
should be the focus instead of race or ethnicity.

Stigma and marginalization are risk factors for disease and can influence interaction with and experience of the health care field
and can be recorded in the social history.

Limit description of body size in the physical exam to situations when clinically relevant. When describing body size in the
physical exam, use objective measures of body size (such as BMI, weight/height/length, percentile).

Use of size-based diagnoses should be clearly connected to their impact on the health or the care of the patient.

Notes: ID/CC (identification/chief concern): The one sentence opening line that includes information that identifies the patient and their reason for
seeking health care. HPI (history of present illness): The narrative that describes the details of the current health concern.

PMH (past medical history): A list of diagnoses, events, or procedures the patient has experienced. Social history: The narrative that describes the
details of the patient’s social context. Problem list: The list of current health issues and diagnoses. For recommendations related to presenting concerns,
examples of this include pelvic or abdominal pain in a patient who is transgender, or infectious disease concerns for patients with spinal cord injuries.
If the clinical reasoning for presenting concern will not be modified with the inclusion of the identifier, it does not need to be part of the of the ID/CC.

Table 2: Consolidated Recommendations for Inclusion in the Chief Concern by
Identifier Area at the University of Washington School of Medicine, 2019

Always Include

Age

The patient’s personally-articulated gender identity term

Include if Pertinent to Presenting Concern

Information on sexual behaviors

Body size

Information about ability or disability status

Do Not Include Unless Clear Compelling Reason

e Racial and ethnic identifiers

Preferred Locations and Terms for Other Patient Identifier Information

appropriate.

facts, strengths, goals, barriers.

Sexual behaviors and history should be listed in the sexual history.
Personally-articulated sexual orientation identity should be listed in the social or sexual history.
Ability/disability should be listed in the problem list or past medical history.
Gender identity/sex assigned at birth should be listed in the social history, and information regarding history of or plans

for gender affirming care in the PMH or social history.
e Understanding a patient’s possibly conflicting goals, priorities and resources can assist the team in collaboratively
creating a treatment plan. This information may be recorded in the HPI, PMH, problem list, or social history as

e Patient-centered, nonjudgmental, strengths-based and collaborative language can help engage patients, improve
outcomes and avoid stigma. Avoid nonpreferred terms such as compliance, adherence, and refusal. Instead describe

Abbreviations: PMH, past medical history; HPI, history of present illness.

be included if pertinent, and not in-
cluded unless there is a compelling
reason. It also outlines preferred lo-
cations and terms for identity-based
information in the medical database
if this information is not included in
the chief concern.

Discussion

This is the first set of patient identi-
fier recommendations that combined
the approaches of literature review,
institutional public comment period,
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and consensus methodology. As this
set reflects our school, it may not
be broadly applicable to other set-
tings. However, our institution spans
five states offering broad ideological
and geographic representation. Next
steps include implementation guid-
ance for preclinical and clinical set-
tings including faculty development.
A document outlining approaches for
preclerkship implementation was
drafted and widely distributed via
list-serves to faculty responsible for

this part of the medical education
program. A similar document is be-
ing drafted for the faculty respon-
sible for the clinical elements (such
as required and elective clerkships).

Strengths of this study include
grounding the initial identifier rec-
ommendations in a literature review,
the large number of individuals in-
vited for public comment, and the
use of consensus methods with key
stakeholders. Weaknesses include a
single institution and the low public
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comment response rate. This process
did not address all possible patient
identifiers. This study focused on pa-
tient identifiers, and although the
work generated preferred locations
for information that conveys impor-
tant social and cultural information
about the patient, this requires more
study and elucidation. Respectful use
of patient identifiers is evolving with
the national conversation on issues
related to these domains and use of
these identifiers will require inten-
tional revisiting and evolution over
time.

Health inequities along the lines
of identity persist. Identifiers used
in medical education can perpetu-
ate bias of health care providers that
negatively impacts health outcomes.
Informing students of practices to
reduce bias and stigma can pro-
mote conscious habits to use when
addressing patients.'#232 Physicians
have an obligation to ensure the lan-
guage used to describe patients is
thoughtful and works to minimize
instead of replicate bias. Elucida-
tion of patient identifier recommen-
dations for medical education is an
important step for any institution,
and this study provides an approach
that can be replicated to build con-
sensus.

PRESENTATIONS: Kost A, Lindo E. How Pa-
tients Identifiers Are Used in Medical School
Curricula: Minimizing Bias and Stigma. So-
ciety of Teachers of Family Medicine Annual
Spring Conference. April 30, 2019. Toronto,
ON, Canada.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Amanda Kost, Health Sci-
ences Center (E-304), Box 356390, Seattle,
WA 98195. 206-543-9425. Fax: 206-543-3821.
akost@uw.edu.
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