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ABSTRACT
Background and Objectives: This study sought to quantify the anecdotally reported
experience of decredentialing in the profession ofmedicine, specifically as it applies
to gender. Decredentialing is defined as the experience of being addressed by first
name without permission or being mistaken as a nonphysician provider.

Methods: Eight questions regarding decredentialing microaggressions and resul-
tant stress reactions were submitted as part of the 2023 Council of Academic Family
Medicine Educational Research Alliance general membership survey.

Results:Womenphysicians reported significantly higher rates of unauthorized first
name use by patients (15% vs 3% for men patients; 7% vs 3% for women patients).
Women physicians also reported significantly higher rates of decredentialing by
beingmistaken as a nonphysician by patients (39.8% frequent vs 1.1%), clinical staff
(13.0% frequent vs 0.7%), and other physicians (10.9% frequent vs 1.1%). Women
respondents reported more substantial stress responses after unauthorized first-
name use (36.9%more stressful vs 6.3%) andmistaken roles (47.7%more stressful
vs8.4%). Subgroupanalysis of self-identifiedunderrepresented inmedicine (URiM)
populations showed significantly higher rates of microaggressions among URiM
women physicians compared to men physicians and in total URiM respondents
versus non-URiM respondents.

Conclusions:Women physicians experience the gender microaggression of decre-
dentialing via unauthorized first-name use by patients and being mistaken for a
nonphysician more frequently than men physicians. Women physicians also more
frequently experience a stress response from these microaggressions. Decreden-
tialing, long acknowledged anecdotally by women physicians, is a valid gender
microaggression disproportionately affecting women physicians.

INTRODUCTION
Nearly 200 years after Elizabeth Blackwell graduated from
Geneva medical school in 1849, women physicians continue to
endure a spectrum of prejudices from overt sexism to gender
microaggressions. 1,2 According to Association of American
Medical Colleges data, women represent only 16% of medical
school deans, 25% of full professors in medicine, and 18%
of department chairs. 3 Many large social, structural, and
economic forces contribute to the gender pay/leadership gap
in medicine, but unconscious bias has been described as
contributing to ongoing inequities.4,5

Microaggressions are subtle verbal or nonverbal behaviors
that often arise from unconscious biases, prejudices, or under-
lying hostility toward others based on race, ethnicity, gender,
sexual orientation, religion, or other personal characteristics. 1

They are often brief,may be intentional or unintentional, often

are unacknowledged by the recipient, and occur in a large
variety of settings.Microaggressions are a crucial phenomenon
for medical learners to understand to provide appropriate
clinical care. For example, gendered racial microaggressions
experienced bypatients of color during obstetric care have been
associated with elevated postpartum blood pressure.6

Furthermore, learners also aredirectly affectedbypersonal
experiences of microaggressions in clinical and educational
environments. Experiencing microaggressions of any kind
has been shown to be associated with depressive symptoms
in medical students, and medical students who identify as
underrepresented in medicine (URiM) have reported higher
rates of microaggressions, which have correlated with feelings
of burnout and compromised learning.7–9 Studies also have
shown that women physicians experience gender microag-
gressions during both training and in the residency interview
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process. 1,10,11 For example, women residents perceive that they
receive less attention from nurses, get less assistance with
tasks, and are evaluated more harshly thanmen residents. 11

One form of microaggression is decredentialing. For the
purposes of our study, the term decredentialing is used to
encompass the previously described phenomena of untitling
women physicians(ie, not addressing them with their profes-
sional title) andmisidentifying women physicians as nurses or
other staff. 12–15 Decredentialing is often done without malice
but can reflect unconscious bias and adversely affect the
perceived authority and credibility of the target. 13 Harvey
and colleagues examined the use of physicians’ first name
specifically within the electronic medical record written cor-
respondences. They found that women physicians had more
than twice the odds as their male counterparts to be addressed
by their first name, even after adjusting for age, degree, and
specialty. 15 However, the incidence of physician experience
with decredentialing in a broader clinical context in the field
of family medicine has not been formally studied, nor has the
stress impact of decredentialing been examined.

In this nationwide survey of practicing family physicians,
we attempted to build on the existing literature regarding the
gender microaggression of decredentialing as experienced by
women versus men physicians. We also sought to understand
whether being self-identified as URiM made decredentialing
more likely and whether this experiencemore often resulted in
a negative emotional response.

METHODS
Eight questions focusing on decredentialing microaggressions
and resultant stress reactions were submitted as part of the
2023Council of Academic FamilyMedicine (CAFM)Educational
Research Alliance (CERA) generalmembership survey of family
medicine educators and practicing physicians. CAFMmembers
were invited to propose survey questions for inclusion in the
CERA survey. Approved projects were evaluated and questions
reviewed for consistency with the overall subproject aim,
readability, and existing evidence of reliability and validity.
During pretesting, conducted with family medicine educators
who were not included in the sampling frame, questions
were evaluated for flow, timing, and readability. The study
was approved by the American Academy of Family Physicians
Institutional Review Board in November 2023.

Participants were selected based on membership type and
credentials, with the goal of selecting only active medical
clinicians belonging to one of the CAFM organizations and
having an address in the United States. The pool was limited
by excluding residency program directors, clerkship directors,
and department chairs; these sample groupswere excluded due
to their participation in other, more specialized survey panels.
Data were collected through SurveyMonkey (SurveyMonkey
Inc).

The survey was distributed to 3,879 potential participants.
Of these, 155were returnedwithundeliverable email addresses,
and 49 who had previously opted out of receiving surveys from

SurveyMonkey also were excluded. The survey was delivered to
a final sample of 3,675 members of the CAFM organizations.
The survey contained qualifying questions for participation in
the survey. Seventy-seven people failed to meet qualifications
and were removed from the sample pool, leaving a sample size
of 3,598. The survey was conducted between November 20,
2023, and December 22, 2023. Self-reported demographics of
the sample pool are based onmembership data from the Asso-
ciationofDepartmentsof FamilyMedicine, theNorthAmerican
Primary Care Research Group, and the Society of Teachers of
Family Medicine, including geographic region, degree earned,
gender, age, race/ethnicity, and self-identification as URiM. 16

The main outcomes measured were the average frequency
of self-reported incidents of decredentialingmicroaggressions
and the amount of stress these incidents produce. Six questions
focused onmicroaggression frequency:

1. How often are you addressed by your first name only
(without your professional title or permission) by
patients who are men?

2. How often are you addressed by your first name only
(without your professional title or permission) by
patients who are women?

3. How often do clinical or hospital staff address you by
your first name only (without your professional title or
permission)?

4. How often have patientsmistaken you for a nonphysician
provider, such as a nurse?

5. How often have other physicians mistaken you for a
nonphysician provider?

6. How often have clinical or hospital staffmistaken you for
a nonphysician provider?

Two questions focused on a negative stress response resulting
from decredentialing:

1. Is it stressful to be addressed by your first name without
permission in a professional setting?

2. Is it stressful to bemistakenas anonphysician in a clinical
setting?

Frequency was measured with Likert-scale questions from
0=never to 4=always. Level of stress produced by these inci-
dents also was measured with Likert-scale questions from
0=not at all to 3=extremely stressful.

Statistical Analysis
We computed descriptive analyses (frequencies and percent-
ages) for demographics, practice setting, and responses to
questions regarding decredentialing and the resultant stress
reaction. We used χ2 comparisons to examine differences in
response patterns to questions 1 through 8 based on the key
demographic variables such as gender, self-identification as
URiM, age, size of community, and practice setting. Data were
aggregated into dichotomous categories. For microaggression
frequency, we compared the category of “seldom” (comprised
of the never, rarely, and sometimes combined) to “frequent”
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(comprised of often and always). For the resultant stress
reaction analysis, we compared the dichotomous categories
of “less stressful” (comprised of not at all stressful and
minimally stressful) to “more stressful” (comprised ofmoder-
ately stressful and extremely stressful). All data analyses were
performed using SPSS version 26.0 (IBM) andMicrosoft Excel.

RESULTS
Participants

The total number of responses to the overall survey was
972. Accounting for the 77 people who did not meet the
qualifications for the survey, the number of responses was
reduced to 895. Additionally, 62 people who answered only
qualifying questionswere removed from the responses, but not
from the sample pool. The overall response rate for the survey
was 23.15% (833/3,598), which is typical for online surveys. 15

More than half of respondents (n=500, 61.3%) identified as
women, and 312 respondents (38.2%) identified as men. Less
than 1%of respondents identifiedasgenderqueer ornonbinary.
Respondents were allowed to self-identify as URiM, and 155
respondents (18.8%) replied“yes” to identifying asURiMwhile
671 respondents (81.2%) replied “no” to identifying as URiM.
Relevant demographics are summarized in Table 1.

Decredentialing inWomen Versus Men Physicians

Womenphysicians reported significantlyhigher rates of decre-
dentialing by first name use without permission by both men
and women patients. For patients that presented as men, 15%
of women physicians reported frequent first-name decreden-
tialing vs 3% of men physicians (χ2=24.47, P<.001, RR=5.03,
95% CI=2.46–10.32). For patients that presented as women,
7% of women physicians reported frequent first-name decre-
dentialing vs 3% of men physicians (χ2=4.5, P=.034, RR=2.35,
95% CI=1.10–5.05). The differences between men and women
physicians in response to first-name use by clinical staff was
not significant. For decredentialing by mistaken role (being
identified as a nonphysician), women physicians also reported
significantly higher rates of microaggressions with patients
(women respondents 39.8% frequent vsmen respondents 1.1%,
χ2=130.63, P<.0001, RR=35.66, 95% CI=11.51–110.52), clinical
staff (women respondents 13.0% frequent vs men respondents
0.7%, χ2=31.00, P<.001, RR=17.4, 95% CI=4.28–70.68), and
other physicians (women respondents 10.9% frequent vs men
respondents (1.1%, P<.001, RR=9.77, 95% CI=3.07; Figure 1).

Women physicians reported significantly higher stress
responses after decredentialing by first name use without
permission and bymistaken roles. For 36.9% of women physi-
cians, unauthorized first-name use was reported as “more
stressful” versus 6.3% of men physicians (χ2=80.97, P<.001,
RR=5.84, 95% CI=3.63–9.40). Similarly, for 47.7% of women
physicians, being labeled in a mistaken role was reported as
“more stressful” versus 8.4% of men physicians (χ2=113.58,
P<.001, RR=5.71, 95% CI=3.78–8.61; Table 2).

Decredentialing in URiMWomen Versus Non-URiMWomen
Physicians

We found no statistically significant differences between URiM
and non-URiMwomen in terms of unauthorized first name use
or mistaken roles. However, URiM women physicians reported
significantly higher stress responses after decredentialing
by mistaken roles versus non-URiM women physicians. Of
URiM women respondents, 59.3% reported decredentialing as
“more stressful” vs 44.8% of non-URiM women respondents
(χ2=5.52, P=.019, RR=1.32, 95% CI=1.07–1.62).

Comparisons between URiMwomen and URiMmen physi-
cians revealed that mistaken roles by patients and increased
stress response to unauthorized first-name use and mistaken
roles were the only stastitically significant results, dispro-
portionately affecting women physicians. Of the comparisons
between all URiM and all non-URiM respondents, mistaken
roles by patients and staff, and subsequent stress response
for both first-name use and mistaken roles were significantly
higher in URiM participants.

DISCUSSION
The role of gender in the use of professional address has
been highlighted by two recent studies of speaker introduction
at conferences and grand rounds. Studies in both 2017 and
2019 showed that women speakers were less likely to be
addressed by their professional title then men at grand rounds
and at an international oncology conference. 17,18 Harvey et
al more recently reported that women physicians were more
likely than men physicians to be greeted by their first name
in patient portal messages. 15 However, that study did not
account for whether physicians had given prior permission
for first-name use or whether first-name use had been set
as precedent in prior in-person visits. Furthermore, whether
or not physicians also viewed these incidents in a negative
light was unaddressed. Our study looked specifically at first-
name use without physician consent and being mistaken for
a nonphysician in a broader clinical context than previously
reported. Additionally, we examined the stress response from
decredentialing microaggressions.

Overall, our results showed that women physicians were
significantlymore likely tobe referred tobyfirst-namewithout
permission by patients of both genders and were more fre-
quently beingmistaken for nonphysicians thanmenphysicians
by patients, staff, and physician colleagues. The greatest risk of
decredentialingwas seenwith patients assigning nonphysician
roles to women physicians (RR=35.66, 95% CI=11.51–110.52).
Moreover, the bias of viewing women physicians as less than
their professional title is unrestricted: It comes from patients,
coworkers, and physician colleagues. Of note, both men and
women patients decredential women physicians by mistaken
roles, suggesting that this implicit bias exists regardless of
patient gender.

Patients who identified as men were significantly more
likely to use a woman physician’s first name without per-
mission (RR=5.03, 95% CI=2.46–10.32) compared to women
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patients, though women patients were still sigificantly more
likely todosowithwomenphysicians thanwithmenphysicians
(RR=2.35, 95% CI=1.10–5.05). Unauthorized first-name usage
by staff, while higher for women physicians absolutely, did
not reach statistical significance either between groups or by
RR (RR=1.55, 95%CI=1.01–2.38). Both local work/office culture
and/or explicit permission for first-name use may mitigate
the occurrence of decredentialing from staff, although further
studies are needed.

One explanation for first-name decredentialing is the
assumption of traditional binary gender expression, which
suggests that women are warmer, more approachable, and
more accepting of a less formal address. Another hypothesis
explaining the observed difference is that title usage is not as
accurate a reflection of patients’ perception of role as other
verbal cues, such as asking a physician for their medications
or a bedpan. Finally, a possibility is that being mistaken for
a nonphysician is more memorable than first-name usage,
leading to increased reporting (recall bias).

Women physicians reported higher resultant stress from
both mislabeling and unauthorized first-name use microag-
gressions. To our knowledge, this study is the largest survey of
family doctors specifically that reports a greater stress impact
on women physicians than on men physicians. These results
support similar studies demonstrating an association between
microaggressions amongmarginalized populations and poorer
mental health outcomes. 19–21

The phenomenon of decredentialing by mistaken roles
exemplifies previously described implicit bias about women in
several categories: assumptions of inferiority, assumptions of
traditional gender roles, and expectations of appearance.22 The
cause of mistaken roles cannot be directly determined in this
study, but one could postulate that a woman in the role of a
physician challenges traditional expectations of gender, even
in the 21st century. A 2024 observational study published in
JAMA showed that hospitalized patients cared for by women
internists had fewer readmissions and lower mortality than
patients cared for by men physicians.23 Despite this indirect
evidence that women physicians provide equal (if not better)
care than theirmencounterparts, our study reveals thatwomen
are repeatedly subjected to microaggressions from others that
imply otherwise.

We attempted to determine the role, if any, that URiM sta-
tushadondecredentialingmicroaggression.Examiningseveral
subgroup comparisions (URiMwomenwithnon-URiMwomen,
URiM women with URiM men, and all URiM vs all non-URiM
respondents), we observed these trends: URiM status was not
a significant risk factor for decredentialing when comparing
URiM women to non-URiM women; when comparing URiM
women to URiM men, gender for several microaggressions
persisted to disproportionately affect women more than men
physicians. This finding implies that gender is a more robust
risk factor for decredentialing when compared to URiM status
amongwomen physicians. However, when comparing all URiM
to non-URiM respondents, we found that mistaken roles by

patients and staffdidoccur significantmore frequently inURiM
participants. Taken as a whole, our data suggest that while
gender is the strongest predictor of decredentialing, URiM is
also a significant risk factor. The role of URiM and race in the
context of professional decredentialing should be the focus of
further research.

Strengths

Through our survey questions, we sought to specifically define
the potential differences between decredentialing behavior
patterns inpatient-physiciandyadswheregenderwasmatched
versus mismatched. To our knowledge, our study is one of
the first to objectively demonstrate a gender disparity with
misidentification as a nonphysician between men and women
family physicians. Our study also involved a survey of predom-
inantely postresidency physicians, unlike other studies that
included primarily trainees. 12,13

Wealso showeda relationshipbetweendecredentialingand
amore frequent resultant stress reaction inwomen physicians,
making a strong argument for this type of decredentialing
being classified as a validated gender microaggression. While
other studies have examined the first-name use disparity
between men and women physicians, we explicitly examined
usage without permission and the emotional response from
these behaviors.

Limitations

The response rate for our survey was 23%; the CERA com-
mittee cited a lower response rate to its general membership
survey postpandemic thatmirrored national trends. Therefore,
whether the respondents represented a generalizable sample
of practicing family physicians is unclear. Furthermore, this
was a study exclusively of family physicians within CAFM;
therefore, whether these results can be applied to physicians in
other specialties is unknown. Additionally, statistical analyses
comparing URiM men to some other subpopulations was
impossible due to expected cell values falling below required
frequency thresholds, making ~2 results unreliable.

Resident physicians were excluded from this survey
because they are surveyed separately by CERA; this limited our
ability to query younger physicians. Additionally, in the year
of this CERA survey cycle, unfortunately no resident-focused
survey was distributed. Only four respondents identified as
genderqueer/gender-nonconforming or nonbinary, making
this sample too small to analyze statistically.

Given the cross-sectional design of our study, these data
are subject to possible recall bias, and we were unable to
longitudinally analyze the effects of decredentialing microag-
gressions. However, our study design and use of questionnaires
is consistent with other studies published on racial and gender
microaggression. 1,22 Future experimental designs would fur-
ther establish a causal relationship between decredentialing
and stress or negative emotions.
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CONCLUSIONS
Our study showed that decredentialing is a gender
microaggression experiencedmore often bywomenand results
in a stress response. Addressing gender microaggressions—
including decredentialing, both in residency curriculum and
whenobserved clinically—is important topromote an inclusive
environment that will result in retention of women physicians
in the field of medicine. This study demonstrated that what
is often anecdotally described by women physicians—being
referred to by first name without explicit permission or being
mistaken for a nonphysician provider—is a quantifiable gender
disparity. Self-identified status as a URiM physician was not
a significant risk factor for decredentialing when comparing
women physicians in this study. However, when examined
as a whole, URiM physicians did experience a greater risk of
mistaken roles by patients and staff compared to non-URiM
physicians. This finding indicates that URiM status is also an
independent risk factor for decredentialing microaggressions.

Decredentialing is both a reflection bias (conscious or
unconscious) and a microaggression that perpetuates gender
inequity in the profession of family medicine. Based on the
findingsof our study, decredentialing shouldbe recognized and
addressed by family medicine educators. Further research is
needed to elucidate other contributory risk factors for decre-
dentialing and ways that organizations and our profession
can move toward eliminating this oft-discussed but relatively
understudied gender-disparity for women physicians.
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TABLE 1. Demographics

Demographic Count (valid %*)

Gender

Women 500 (60.1)

Men 312 (37.5)

Other identity 20 (2.3)

URiM / not URiM

Total 155 (18.8) / 671 (81.2)

Women 107 (22) / 390 (78)

Men 45 (15) / 265 (85)

Other identity 3 (16) / 16 (84)

Age

<46 388 (55.3)

>47 313 (44.7)

Setting

Outpatient only 294 (59.3)

Inpatient or combination 202 (40.7)

*Due to missing data, the valid percentage for each
category is based on the total for that item, not the
total sample.
Abbreviation: URiM, underrepresented in medicine

FIGURE 1. Decredentialing by First-Name Use andMistaken Role
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