Recognizing and Mitigating Gender Bias in
Medical Teaching Assessments

Jessica C. Babal, MD
Sarah Webber, MD
Carrie L. Nacht, MPH
Kirstin A.M. Nackers, MD

Introduction

Gender bias in graduate medical education (GME) is
well-documented.'® Research and mitigation strate-
gies are largely directed at gender bias within resident
performance assessments. However, evidence suggests
that gender bias also appears in faculty teaching
assessments™> and that long-standing gender inequi-
ties in academic medicine may persist in part because
of the “culmination of countless ‘small’ differences” in
how faculty are assessed.® Therefore, to mitigate
gender bias in GME, we must recognize bias
throughout the educational hierarchy and modify
structures that facilitate its impact. Here, we draw
attention to gender bias in GME teaching assessments
and propose several bias mitigation strategies.

Intent Versus Impact

Teaching assessments are fundamental to medical
education and ideally facilitate faculty professional
development. Assessments may bring attention to
outstanding teaching to reward and problematic
teaching to address.” However, despite intent or desire
for objectivity, teaching assessments may harbor
biases and may speak more to a faculty person’s
ability to adhere to normative or expected behavior
for gender rather than to their teaching skills.®

Gender Bias and Expectations

Gender biases are assumptions or perceptions one
holds about gender. Gender biases may be implicit
(implied, intuited) or explicit (identified, expressed).'
Biases enable mental shortcuts and may become
deeply ingrained. Consequently, persons of all
genders hold gender biases. Many gender biases are
unconscious and may substantially differ from self-
identified beliefs about gender. Biases persist despite
generational progress in gender equality.’

Gender biases are informed by long-standing
cultural expectations for how individuals should act.
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Traditional expectations suggest that gender is binary
(man/woman) and that gender expression of mascu-
linity or femininity should align with social expecta-
tions for sex assigned at birth.” Traditionally,
masculinity evokes expectations of assertiveness,
leadership, and technical skills, while femininity
evokes expectations of caregiving, relationship build-
ing, and teamwork."

When an individual’s gender expression does not
align with expectations of masculinity or femininity,
they may face backlash. For example, cisgender
women (whose gender aligns with sex designated at
birth) who demonstrate stereotypically masculine
traits (eg, assertiveness) commonly face criticism,
particularly in specialties with low representation of
women."*'% Similarly, men may face social reprisal
for displaying stereotypically feminine traits (eg,
emotional expressiveness).! Although cisgender men
physicians in women-predominant specialties still
outperform women counterparts in promotion and
pay, ~ men in these specialties may face interper-
sonal bias for working in specialties viewed as
feminine.'* Transgender and gender diverse (TGD)
individuals experience additional scrutiny’ that re-
mains underexplored to date.

Intersectionality

Gender bias cannot be disentangled from other
social biases. When we encounter others, we do
not simply recognize gender, but rather the intersec-
tion of identities, including race, ethnicity, religion,
sexuality, disability, and body type, all of which may
elicit additional biases.” In particular, cisgender
women, cisgender men, and TGD individuals whom
identify as Black, Indigenous, (and) People of Color
(BIPOC), or other historically marginalized identi-
ties face immense bias and discrimination in and

outside of medicine.'*1®

Gender Bias and Implications for Success

The FIGURE shows 3 hypothetical teaching assessments
demonstrating gender bias. In the examples, all 3
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Dr. Harris

» Cisgender White man
¢ Mid-career internist

“He is knowledgeable and a clear leader
on the wards. Dedicated physician. A
role model in challenging situations.
Teaching points were high yield.”

Dr. Robinson

» Cisgender Black
woman
¢ Mid-career internist

“Committed physician. Patients like her.
She is extremely knowledgeable.
However, she is less approachable than
other attendings.”

Dr. Gray

« Transgender
Indigenous man
» Mid-career internist

“Committed to patients and learners.
Had some good teaching points.”

FIGURE

Hypothetical Examples of Gender Bias in Faculty Teaching Assessments

internists were praised for being committed physicians.
However, the resident primarily emphasized the
cisgender man’s agency (leadership) and the cisgender
woman’s communality (relationships)." Additionally,
doubt-inducing language (“however”) directly
followed praise for the cisgender woman’s agentic
quality (“knowledgeable”), introducing uncertainty
about performance success.'” For the transgender
internist, we see no explicit discrimination language;
however, the brevity and relatively lukewarm response
may indicate uncertainty about approaches to
assessing a person who challenges the gender
binary.”'8

Traditional views of leadership in medicine treat
masculine traits as primary markers of success.
Therefore, traditionally feminine descriptors in
teaching assessments may elicit unconscious assump-
tions that a person has lesser performance poten-
tial.'” This may not only have implications for
professional advancement but may also impact
professional identity formation and self-evaluation
(eg, imposter syndrome).”'® Moreover, gender-based
microaggressions and discrimination in assessments
may intensify harm by reinforcing stereotype
threats—concerns about conforming to negative
stereotypes about one’s social group—negatively
affecting performance and perpetuating equity

gaps."”’
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How Can GME Mitigate Gender Bias in
Teaching Assessments?

Strategy 1: Implement Individual Behavior Change
by Using Language That Treats Gender as a
Spectrum

By continuing to describe gender as binary, instead of
the continuum that it is, we perpetuate gender bias.”
Seeking to understand inequities across the gender
spectrum instead of inequities between men and
women, serves to disrupt the current frameworks
many of us have built into our mindsets.” Examples
include using correct terminology to describe patient
self-identified gender in case presentations (eg, cis-
gender male). Similarly, systematically treating gender
as a spectrum influenced by identity intersectionality
will bring attention to the impact of gender bias on a
broader range of identities.

Strategy 2: Broaden Institutional Understanding of
Problematic Assessment Tactics

Several assessment approaches perpetuate gender bias
by tapping into intuitive parts of the evaluator brain
where potential biases reside. Nonspecific and trait-
based questions are particularly problematic (eg,
What are this teacher’s strengths?)'® Such questions
encourage residents to rely on intuition about who
makes a good teacher and how that teacher should
conduct themselves based on gender expectations.'’
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TABLE
Example Behavior-Based Teaching Assessment Questions

PERSPECTIVES

Teaching Skill*®

During the rotation, how often did the attending. ..

Example Behavior-Based Question®

Teaches medical or surgical condition
management

. use teaching strategies that advanced your understanding of medical
(surgical) condition management?

Supports procedural skill development

. provide clear explanations of proper procedural techniques?

Grants appropriate autonomy

. allow for your autonomy in medical decision-making to an extent that was
appropriate for your skill level?

Provides patient care or procedural
support when needed

. provide you with patient care assistance when needed (eg, when having
difficulty in communication with a patient)?

Provides effective feedback

. provide actionable feedback on improving your patient care plans?

Ensures supportive learning environment

. demonstrate patience when you asked questions about treatment plans?

Demonstrates professionalism

. arrive on time for rounds?

2 Response options: More than 75% of the time; 51%-75% of the time; 25%-49% of the time; less than 25% of the time; not applicable.?’

Note: Although free-response questions are potentially subject to greater bias than frequency-based questions due to their open-endedness,'® each
question could be developed to elicit free-text responses by asking what behaviors the attending used effectively to demonstrate each teaching skill and
to elicit recommendations for teaching skill development. For example, during this rotation, what strategies did the attending use that advanced your

understanding of medical condition management?

Similarly, bias likelihood increases after brief teaching
interactions because these interactions provide fewer
concrete examples of teaching behaviors.'® Bias
likelihood also increases when significant time passes
following a teaching interaction, because memories of
specific teaching behaviors degrade over time, en-
couraging reliance on intuition.'” In contrast, timely,
specific, and behavior-based questions (TABLE)
following more extensive interactions encourage
residents to draw on concrete examples of teaching
behaviors. Educational workshops®* may broaden
institutional understanding of assessment tactics that
may perpetuate bias.

Strategy 3: Develop Institutional Procedures to
Evaluate Assessments

Creating institutional procedures that encourage best
assessment practices could systematically reduce
bias.”® This might include developing a stakeholder
workgroup that evaluates performance assessments
and advises institutional leaders on assessment
development. Specifically, workgroups might evaluate
the validity, reliability, and utility of assessments,**
asking:

= Does this question more effectively assess the
teacher’s skills or adherence to gender expecta-
tions?

= Would this question be answered similarly for a
cisgender woman, a cisgender man, and a TGD
individual?

= What purpose does this question serve? In
pursuit of its intended aim, might this question
perpetuate gender inequities?

If an assessment question presents gender bias
concerns, revision should be considered. Because even
optimized questions may not eliminate bias, institu-
tions might use an electronic prompt at the beginning
of teaching assessments reminding residents about
gender bias risk.?> All changes should then be
evaluated®® to ensure that efforts intended to support
gender equity do not overlook issues relating to
intersectionality identities or create new equity
challenges.*’

Strategy 4: Address Gender Discrimination and the
Leaky Pipeline Within and Across Institutions

Mitigating gender bias will require more than
assessment template changes. Implementing anti-
sexism and anti-discrimination programs and policies
may challenge gender expectations and inequities
perpetuated over generations.'® Moreover, repairing
the leaky pipeline that has particularly excluded
BIPOC women and men and TGD persons in
academic medicine may reduce gender bias.*® In-
creasing representation of BIPOC individuals and
TGD persons within leadership may help shift
cultural perceptions about gender/identity and per-
formance capabilities™'? and contribute to ongoing
progress in developing equitable systems.

Conclusion

Gender bias in GME is a pervasive influencer of
gender inequities. The influence of gender on teaching
assessments warrants further attention. Concerted
action that aims to recognize and address gender bias
in teaching assessments may be a starting point in
reducing inequities.
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