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Seeing Tech Work: A Conversation with the Authors of Ghost Work, 2019 McGannon Book Award 
Speaker Bios 

Mary L. Gray 
Author, Ghost Work; Senior Principal 
Researcher, Microsoft Research 
 
MARY L. GRAY is a Senior Principal Researcher 
at Microsoft Research. She is also an E.J. Safra 
Center for Ethics Fellow and Berkman Klein 
Center for Internet and Society Faculty Affiliate 
at Harvard University. Mary maintains a faculty 
position in the School of Informatics, 
Computing, and Engineering with affiliations in 
Anthropology, Gender Studies, and the Media 
School, at Indiana University. She trained in 
anthropology before earning her PhD in 
Communication from the University of 
California at San Diego in 2004, under the 
direction of sociologist Susan Leigh Star. 
 
Mary studies how technology access, material 
conditions, and everyday uses of tech transform 
people’s lives. Her most recent book, Ghost 
Work: How to Stop Silicon Valley from Building a 
New Global Underclass, co‐authored with 
computer scientist Siddharth Suri, explores the 
lives of people who are paid to train artificial 
intelligence and, increasingly, serve as “humans 
in the loop” delivering on‐demand information 
services. Her other books include In Your Face: 
Stories from the Lives of Queer Youth, Queering 
the Countryside: New Directions in Rural Queer 
Studies, a Choice Academic Title for 2016, and 
Out in the Country: Youth, Media, and Queer 
Visibility in Rural America, which explored how 
young people in the rural United States use the 
Internet to craft their identities, local belonging, 
and connections to broader queer communities. 
 
Mary is a leading expert in the emerging field of 
AI and ethics, particularly research methods at 
the intersections of computer and social 
sciences. She sits on the editorial boards of 
Cultural Anthropology, Television and New 
Media, the International Journal of 
Communication, and Social Media + Society. 
Mary’s research has been covered by popular 

press venues, including The Guardian, El Pais, 
The New York Times, The Los Angeles Times, 
Nature, The Economist, Harvard Business 
Review, The Chronicle of Higher Education, and 
Forbes Magazine. She served on the Executive 
Board of the American Anthropological 
Association and was the Program Chair for the 
Association’s 113th Annual Meeting. Mary 
currently sits on several boards, including the 
Executive Board of Public Responsibility in 
Medicine and Research (PRIM&R) and Stanford 
University’s One‐Hundred‐Year Study on 
Artificial Intelligence (AI100) Standing 
Committee, commissioned to reflect on the 
future of AI and recommend directions for its 
policy implications. 
 
Lilly Irani 
Associate Professor, Communication, Science 
Studies, Computer Science, Critical Gender 
Studies, Design Lab, UC Sandiego 
 
Lilly Irani is an Associate Professor of 
Communication & Science Studies at University 
of California, San Diego. She also serves as 
faculty in the Design Lab, Institute for Practical 
Ethics, the program in Critical Gender Studies, 
and sits on the Academic Advisory Board of AI 
Now (NYU). She is author of Chasing Innovation: 
Making Entrepreneurial Citizens in Modern 
India (Princeton University Press, 
2019). Chasing Innovation has been awarded 
the 2020 International Communication 
Association Outstanding Book Award and the 
2019 Diana Forsythe Prize for feminist 
anthropological research on work, science, or 
technology, including biomedicine. Her research 
examines the cultural politics of high‐tech work 
and the counter‐practices they generate, as 
both an ethnographer, a designer, and a former 
technology worker. She is a co‐founder and 
maintainer of digital labor activism tool 
Turkopticon. Her work has appeared at ACM 
SIGCHI, New Media & Society, Science, 
Technology & Human Values, South Atlantic 



Quarterly, and other venues. She sits on the 
Editorial Committee of Public Culture and on 
the Editorial Advisory Boards of New 
Technology, Work, and Employment and Design 
and Culture. She has a Ph.D. in Informatics from 
University of California, Irvine. 
 
Kimani Paul‐Emile 
Professor of Law, Fordham Law School 
 
Kimani Paul‐Emile is a Professor of Law; 
Associate Director and Head of Domestic 
Programs and Initiatives at Fordham Law 
School’s Center on Race, Law & Justice; and 
faculty co‐director of the Fordham Law 
School Stein Center for Law & Ethics.  Dr. Paul‐
Emile specializes in the areas of law & 
biomedical ethics, health law, anti‐
discrimination law, and race and the law. 
 
Dr. Paul‐Emile’s scholarship has been published 
widely in such journals as the Virginia Law 
Review, Georgetown Law Journal, UCLA Law 
Review, George Washington Law Review, New 
England Journal of Medicine, Journal of the 
American Medical Association (JAMA), and 
Annals of Internal Medicine, among others.  For 
her article, Blackness as Disability?, Dr. Paul‐
Emile received the Law and Society 
Association’s 2019 John Hope Franklin Prize, 
awarded for “exceptional scholarship in the 
field of Race, Racism and the Law.”  Her co‐
authored article on the clinical, ethical, and 
legal challenges attendant to dealing with racist 
patients in the hospital setting has been viewed 
over 144,000 times, placing it in the 99th 
percentile of articles published in the New 
England Journal of Medicine, and 99th 
percentile of all medical journals. Dr. Paul‐
Emile’s scholarship has appeared in or been 
covered by over 40 national and international 
news organizations and other outlets, including 
the New York Times, Wall Street Journal, 
Washington Post, National Public Radio, CBS 
News, MSNBC, CNN, Al Jazeera America, 
and The Guardian.  
 

In 2020, Dr. Paul‐Emile was selected to serve as 
a Law and Public Affairs (LAPA) Fellow at 
Princeton University for the 2020‐2021 
academic year.  She is also currently a member 
of the National Academies of Sciences, 
Engineering and Medicine’s Committee on 
Science, Technology, and Law.  In 2017, Dr. 
Paul‐Emile was awarded a Making a Difference 
in Real World Bioethics Dilemmas Grant by the 
Greenwall Foundation for 2017‐2019; and in 
2013, the foundation chose her to receive a 
Faculty Scholars Award in Bioethics: an award 
intended to enable outstanding junior faculty 
members to conduct original research to help 
resolve important policy and clinical dilemmas 
at the intersection of ethics and the life 
sciences.   In 2012, she was awarded a Public 
Health Law Research Grant from the Robert 
Wood Johnson Foundation, the nation’s leading 
philanthropy on health and health care. 
 
Prior to pursuing her doctoral degree, Dr. Paul‐
Emile served as Associate Counsel at the 
Brennan Center for Justice at New York 
University School of Law, and practiced civil 
rights law at the Center for Constitutional 
Rights, where she was a National Association 
for Public Interest Law (now Equal Justice 
Works) Fellow and later the William Moses 
Kunstler Fellow for Racial Justice. Dr. Paul‐Emile 
also served as Senior Faculty Development 
Consultant at the New York University Center 
for Teaching Excellence. 
 
Sarah Roberts 
Assistant Professor of Information Studies, 
UCLA 
 
Sarah T. Roberts is an Assistant Professor in 
the Department of Information 
Studies (Graduate School of Education & 
Information Studies) at UCLA. She holds a Ph.D. 
from the iSchool at the University of Illinois at 
Urbana‐Champaign. Prior to joining UCLA in 
2016, she was an Assistant Professor in the 
Faculty of Information and Media Studies at 
Western University in London, Ontario for three 
years. On the internet since 1993, she was 



previously an information technology 
professional for 15 years, and, as such, her 
research interests focus on information work 
and workers and on the social, economic and 
political impact of the widespread adoption of 
the internet in everyday life. 
 
Professor Roberts is internationally recognized 
as a leading scholar on the emerging topic of 
commercial content moderation of social media 
(or CCM, for short) a term she coined to define 
the field study around the large‐scale, industrial 
and for‐pay practice of social media user‐
generated content adjudication. In December of 
2017 she hosted All Things in Moderation on 
the UCLA campus, a first‐of‐its‐kind conference 
to bring researchers, civil society advocates, 
workers, journalists and industry 
representatives together to discuss issues 
pertaining to social media moderation. Her 
book on commercial content moderation, 
entitled Behind the Screen: Content Moderation 
in the Shadows of Social Media, is forthcoming 
in 2019 from Yale University Press. 
 
She served as consultant to and is featured 
in the award‐winning documentary, The 
Cleaners, which debuted at Sundance 2018 and 
airs on PBS in the United States in November 
2018. 
 
Roberts is frequently consulted by the press and 
others on issues related to social media, society 
and culture. She has been interviewed on these 
topics in print, on radio and on television 
worldwide including: The New York Times, 
Associated Press, Le Monde, The Economist, the 
BBC, the CBC, The Los Angeles Times, Rolling 
Stone, Wired, The Washington Post, News Corp 
Australia, Asahi Shimbun, and CNN, among 
others. Dr. Roberts was recently elected to the 
board of IEEE Annals of the History of 
Computing. 
 
She is a 2018 Carnegie Fellow and a 2018 
recipient of the EFF Barlow Pioneer Award for 
her groundbreaking research on content 
moderation of social media. 

 
Samuel K. Roberts 
Associate Professor of History and of 
Sociomedical Sciences, Mailman School of 
Public Health, Columbia 
 
Dr. Samuel Kelton Roberts, Jr., PhD, is Associate 
Professor of History (Columbia University School 
of  the  Arts  and  Sciences)  and Sociomedical 
Sciences (Columbia University’s Mailman School 
of Public Health), and is also a former Director of 
Columbia  University’s Institute  for  Research  in 
African  American  Studies (IRAAS).  Dr.  Roberts 
writes, teaches, and  lectures widely on African‐
American  urban  history,  especially  medicine, 
public health,  and  science  and  technology. His 
widely acclaimed book, Infectious Fear: Politics, 
Disease,  and  the  Health  Effects  of 
Segregation (University of North Carolina Press, 
2009), is an exploration of the political economy 
of race and the modern American public health 
state between  the  late nineteenth century and 
the  mid‐twentieth  century,  a  period  which 
encompasses  the  overlapping  and  mutually‐
informed  eras  of  Jim  Crow  segregation  and 
modern  American  public  health  practice. 
 
Roberts  currently  is  researching  and writing  a 
book‐length  project  on  the  United  States’s 
troubled history of race and recovery, examining 
the  social  and  political  history  of  heroin 
addiction treatment from the 1950s to the early 
1990s.  This  project  traces  urban  policy  at  the 
beginning of  the postwar heroin epidemic,  the 
emergence  of  therapeutic  communities,  the 
politics  of  state‐run  addiction  rehabilitation 
facilities,  the  adoption  of  methadone 
maintenance treatment in the 1960s and 1970s, 
the emergence of “radical recovery” movements 
and harm reduction and syringe exchange in the 
1980s and 1990s. 
In 2013‐14, Dr. Roberts was the Policy Director 
of  Columbia  University’s  newly  inaugurated 
Justice  Initiative  (now  the  Columbia University 
Center  for  Justice)  and  was  the  editor  of  the 
Center’s  first  research  publication Aging  in 
Prison:  Reducing  Elder  Incarceration  and 
Promoting Public Safety (2015). At the Columbia 



University  Center  for  Science  and  Society,  he 
leads  the  Research  Cluster  for  the Historical 
Study of Race, Inequality, and Health. He also is 
the  co‐editor  of Columbia  University  Press’s 
book  series  in  Race,  Inequality,  and  Health. In 
2018,  Dr.  Roberts  launched  the  podcast 
series People  Doing  Interesting  Stuff 
(PDIS) (available on iTunes and other podcasting 
platforms)  in  which  he  speaks  with  people 
working  in  public  health  and  social  justice, 
especially  harm  reduction,  HIV/AIDS  work, 
reproductive justice, and criminal justice reform. 
 
Siddharth Suri 
Author, Ghost Work; Principal Researcher, 
Microsoft Research 
 
Siddharth Suri is a Principal Researcher at 
Microsoft Research ‐ AI.  Sid is a computational 
social scientist whose work lies at the 
intersection of computer science, behavioral 
economics, crowdsourcing and the gig 
economy.  His early work analyzed the 
relationship between network topology and 
human behavior.  Since then he became one of 
the leaders in designing, building, and 
conducting "virtual lab" experiments using 
Amazon's Mechanical Turk.  He used this 
methodology to study cooperation, honesty, 
group problem solving, and display advertising. 
Most recently, he has been studying the gig 
workers who power many modern apps, 
websites, and AI systems which culminated in a 
book he coauthored with Mary L. Gray titled 
Ghost Work: How to Stop Silicon Valley from 
Building a New Global Underclass, published in 
May 2019. 
 
Sid earned his Ph.D. in Computer and 
Information Science from the University of 
Pennsylvania in 2007 under the supervision of 
Michael Kearns. After that he was a 
postdoctoral associate working with Jon 
Kleinberg in the Computer Science department 
at Cornell University and then he moved to the 
Human & Social Dynamics group at Yahoo! 
Research led by Duncan Watts. Sid was a 
founding member of Microsoft Research ‐ New 

York City and he recently joined Microsoft 
Research – AI in Seattle. 
 
Olivier Sylvain 
Professor, Fordham Law School; Director, 
McGannon Center 
 
Olivier is a Professor of Law at Fordham 
University. His research and writing is in 
communications law. His most recent legal 
scholarship examines artificial intelligence in 
communications technologies, social media 
liability under the civil rights laws, broadband 
internet governance, and data protection. He is 
a principal investigator in an interdisciplinary 
National Science Foundation grant project that 
is prototyping a community‐administered 
computing network in West Harlem. 
 
At Fordham, Olivier teaches Legislation & 
Regulation, Administrative Law, Information 
Law, and information law related courses. He is 
the Director of the McGannon Center for 
Communications Research He is also affiliated 
with the Center for Law and Information 
Policy and the Center on Race, Law, and Justice. 
Before entering academia, Olivier was a 
Karpatkin Fellow in the National Legal Office of 
the American Civil Liberties Union in New York 
City and a litigation associate at Jenner & Block, 
LLC, in Washington, D.C. He is on the Executive 
Committee of the board of directors for 
the New York affiliate of the American Civil 
Liberties Union and the Academic Advisory 
Board for Open Markets Institute. He teaches a 
class on modern American literature for local 
incarcerated men. 
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FURTHER READING

Grieving families, social distancing, economic disruption: In many respects, coronavirus has changed the world. But it also has
exposed the startlingly consistent toll that catastrophe exacts from black communities. The old adage that “when white America
catches a cold, black America gets pneumonia” has become a chilling reality.

Recent data coming out of New York, Chicago, and Louisiana indicate that deaths from Covid-19 are disproportionately high
among communities of color — black and Latino patients in particular. Though blacks are only 22% of New York City’s
population, as of mid-April they constituted 28% of fatalities from the virus. In Chicago, where blacks are 30% of the population,
they comprise 70% of those killed by Covid-19. In the state of Louisiana, blacks are 32% of the population but 70% of those dead
from the disease.

As some states move to reopen against the advice of public health professionals, these numbers are likely to get even worse. As we
prepare for this, we should also begin asking another, interrelated question: What impact will this growing death toll have on black
health care providers, particularly black doctors and nurses?

As a sociologist who studies the experiences of black health care
workers, I fear that one unanticipated consequence of the
coronavirus might be a setback of the modest advances the medical
industry has made towards improving racial diversity among
practitioners. Currently, despite being approximately 13% of the
U.S. population, blacks constitute only 5% of all doctors
and 10% of nurses. Both professions have come to realize that
more racial and gender diversity is essential for providing care for

a multiracial society — especially given dataindicating black patients’ health outcomes improve when matched with a same-race

Coronavirus: Leadership and Recovery

Book 
22.95

View Details

https://www.buzzfeednews.com/article/danvergano/coronavirus-black-americans-covid19
https://www.washingtonpost.com/health/2020/04/22/reopening-america-states-coronavirus/
https://www.census.gov/quickfacts/fact/table/US/PST045218
https://www.aamc.org/data-reports/workforce/interactive-data/figure-18-percentage-all-active-physicians-race/ethnicity-2018
https://minoritynurse.com/nursing-statistics/
https://hbr.org/2018/08/research-having-a-black-doctor-led-black-men-to-receive-more-effective-care
https://store.hbr.org/product/coronavirus-leadership-and-recovery-the-insights-you-need-from-harvard-business-review/10449?referral=02560
https://hbr.org/2020/05/the-disproportionate-impact-of-covid-19-on-black-health-care-workers-in-the-u-s#


provider. But conversations with black health care workers about their daily experiences exposes the possibility that Covid-19 could
be a breaking point, both physically and mentally.

The Physical Dangers Black Health Care Workers Face
In a recent study, I investigated the choices that black practitioners made about where they wanted to work and what specialty of
medicine they wanted to pursue. The 60 respondents in my study hailed from a range of specialties including ob-gyns, geneticists,
and anesthesiologists. Across specialties, I found that many were motivated to go into health care by a desire to help those who
were least likely to access high-quality, compassionate care. For instance, Annette, a geneticist, told me that she wanted to use her
skills and training to help black populations who might not otherwise have access to genetic testing. Jackson, a physician assistant,
described being motivated early on to pursue a career in health care so that he could give back to poor black communities like the
one in which he was raised. Specifically, they wanted to provide respectful, effective health care to black populations for whom this
is rarely the norm. (All names used here are pseudonyms.)

This commitment led many of my respondents to seek out employment at facilities in urban areas where most patients were black,
Latinx, and often low income and/or uninsured. As Mindy, a nurse I spoke with for my research, told me, “Blacks are culturally a
higher percentage of the poor, and so I just feel I take personal responsibility in making a difference. I’m really focusing on the
culture who needs it the most and figuring out ways to reach them.” For health care workers like Mindy, this choice means being on
the front lines for patients who can’t afford primary care physicians, use the emergency room for medical care, and often have
extensive pre-existing conditions.

The data about who is most affected by the coronavirus is still coming out, but the kind of patients Mindy went into nursing to treat
are likely those who are the hardest hit by Covid-19. This makes black health care workers’ intentional decisions to go where they
saw the most need fraught with frightening implications.

https://www.ucpress.edu/book/9780520300347/flatlining


Respondents in my study told me that the hospitals where they worked were frequently understaffed and under-resourced, and in
the best of times often lacked equipment and personnel. Joel, an emergency medicine doctor in a public hospital, told me, “There
are places where private emergency departments can get MRIs that aren’t for emergency reasons…We can get other scans involved,
but if this hospital had the resources like [other private facilities], we could get more staff support, CAT scans, etc. We could better
serve patients. [We’re] city funded, so we feel the effects.” If coping with a lack of staffing and resources was the norm during
before the pandemic, it’s not hard to imagine how devastated many of these facilities — and the hospital staff who work in them —
must be now, given the widespread shortage of masks, gowns, and other protective gear.

We do not yet have precise data reflecting how many of the health care professionals infected with coronavirus are black, but it’s
possible that these practitioners are at risk of repeated exposure to this virus. It’s also likely that the dangers don’t stop at
contracting the disease.

The Mental Health Dangers Black Health Care Workers Face
My research indicates that the conditions under which many black health care providers are working produces a specific kind of
burnout, stress, and exhaustion. Frequently, this happens not only because many are working in under-resourced public facilities,
but because they are also dealing with the racial implications of their work — caring for low-income patients of color whom even
many of their white colleagues view through a racially stereotyped lens as drug abusers, noncompliant patients, or irresponsible
parents. As Eric, an anesthesiologist, told me with visible frustration, “There were many times I saw patients shunned simply
because of their skin color and problems they presented with that may or may not be present in our community…There’s all sorts of
anecdotal conversation [from white doctors] about, ‘I know how those people are when you give them medication,’ or ‘I see that all
the time with this population.’”

Repeatedly hearing these accounts from colleagues presents a special challenge to these black health care professionals: In addition
to providing care to vulnerable populations, they are also put in a position of defending them from often unfounded stereotypes.

https://www.nytimes.com/2020/03/19/health/coronavirus-masks-shortage.html


Further, black patients reminded the black practitioners in my study of their friends, family members, and sometimes themselves. In
some cases, these patients were actually neighbors and community members — people with whom black doctors and nurses shared
a connection. Hearing white colleagues label and prejudge these patients creates stresses, but many black health care workers
conceal their resulting frustration to avoid being seen as “complainers” or “troublemakers.”

As Suzanne, a cardiologist, described race-related stress associated with her work, “I’ve become more jaded…I used to be very,
incredibly open, and now I’m just a lot more guarded.” Suzanne told me that her response to overhearing or confronting racial
biases from colleagues was starting to leave her numb and disengaged, stating, “It’s not even [that my feelings are] hurt, it’s just that
you tend to become apathetic about it.” Being the only black woman in her workspace often meant bottling up feelings of
frustration and anger in response to repeated racial incidents, a process that researchers suggest heightens stress and diminishes
well-being.

How to Support Black Health Care Workers
These comments suggest that, at best, being a black health care worker comes with specific difficulties that can easily go unnoticed.
In a pandemic where black populations are among the hardest hit, these difficulties are likely being magnified exponentially. Health
care systems are undoubtedly taxed, but in the interest of their workers, they should consider ways they can support black health
care providers to offset the kinds of burnout and stresses research indicates they are likely experiencing right now. These efforts
need to go beyond the basics of providing personal protective equipment (PPE), though that’s certainly a necessary start. In this
national emergency, health care systems may need to think past providing health care just for patients and consider the health of
their workers, perhaps through counseling and support groups, heeding employees’ suggestions for how systems can be improved,
and partnering with other institutions when helpful.

https://www.npr.org/2017/10/28/560444290/racism-is-literally-bad-for-your-health
https://www.statnews.com/2020/04/30/suicides-two-health-care-workers-hint-at-covid-19-mental-health-crisis-to-come/


Additionally, it’s essential not to forget the needs of black nurses, technicians, and other staff who are a key part of the health care
infrastructure. These workers are often similarly motivated to work with underserved patients, but with less power and visibility
than doctors. The emotional, financial, and physical strains they face can go overlooked. And finally, wealthy donors who want
to support health care systems should consider donating their resources to the facilities that serve patients — and the providers —
who have long been overlooked.

Over the long term, medicine needs to accelerate its diversity efforts. Currently these efforts include — but are not limited to
— fellowships and training programs, organizations’ and professional associations’ formal commitmentto increasing racial
diversity and cultural competence, and “pipeline programs” that are intended to attract underrepresented minority students into
medicine.

Programs like these will become all the more crucial if black doctors and nurses are hit as hard by coronavirus as many of the
patients they treat. But hospital administrators should also consider other ways to address the issues that adversely affect black
health care practitioners’ work — the routine gender discrimination black women doctors face, for example, and the
unevenly implemented and enforced diversity policies. Medical schools should push back against pressures to cease using race as a
factor in admissions so they can ensure a racially diverse student body of future doctors. Hiring committees must re-think the
weight they place on professional connections and networks in deciding who to hire, particularly since this method can perpetuate
hiring discrimination.

Finally, some health care policymakers have argued for shifting to a value-based care model that accounts for social factors. This
model would reward doctors by assessing patient outcomes, but could also consider the efforts involved in improving outcomes for
patients whose social and economic circumstances can make medical care that much more challenging. By recognizing the
additional challenges that social conditions create in attaining good health, medical systems could shift to reward health care

https://www.nytimes.com/2020/04/26/nyregion/coronavirus-new-york-university-hospital.html
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workers who make sure the most underserved patients, who are usually black, don’t slip through the cracks. These changes could
help offset the burdens black doctors and nurses shoulder in normal times, and could draw future black health care workers into the
field in the future.

Describing the downside of being a black woman doctor in a public facility that served mostly low-income patients of color, a
surgeon named Jenna told me, “funding gets cut, we don’t have the things we need, but [administrators] know we’ll still come in
and work to get our patients what they need…It makes me feel exploited. It makes me feel like Mammy, honestly. Because we
empathize — no one has more empathy than black women. But that’s not rewarded in the structure of how medicine works. So we
just keep on working and working with less and less.”

Jenna’s comments describe a reality that isn’t a model for building a sustainable base of black health care providers over the long-
term. And with the coronavirus pandemic taxing these health care workers on the front lines, her words should be an urgent call to
future action.



Who Is Most Likely to Die From the Coronavirus?
By Yaryna SerkezJune 4, 2020

Months into the coronavirus pandemic, scientists have identified some
clear patterns in which people who suffer from Covid-19 are most likely to
die. Pre-existing medical conditions are one important factor. As of June 3,
roughly nine in ten New Yorkers and Chicagoans who died of Covid-19
suffered from underlying chronic conditions. But those underlying
conditions don’t affect everyone equally. They are much more prevalent
among lower-income workers, according to researchers at the Centers for
Disease Control and Prevention. Rates of chronic obstructive pulmonary
disease, kidney disease and diabetes, for example, among the poorest 10
percent of New Yorkers are estimated to be more that 40 percent higher
than the median rate.
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This pattern holds true in many cities, not just those that are very densely
populated like New York. In cities across the United States, people with the
lowest incomes have considerably higher rates of diabetes, obesity, asthma,
high blood pressure, and kidney and pulmonary disease — conditions that
put Covid-19 patients at a higher risk of severe illness.

Prevalence of health conditions among top and bottom 10% of income earners in the largest U.S. cities

Chronic obstructive pulmonary disease Asthma Hypertension Diabetes Obesity Kidney disease

https://www.cdc.gov/mmwr/volumes/69/wr/mm6913e2.htm?s_cid=mm6913e2_w#T2_down


Poorest 10%Richest 10%

50%
more

city's
median

50%
less

New YorkNew York Los AngelesLos Angeles HoustonHouston ChicagoChicago San AntonioSan Antonio PhoenixPhoenix PhiladelphiaPhiladelphia San DiegoSan Diego DallasDallas San Jose, Calif.San Jose, Calif.

Poorest 10%Richest 10%

50%
more

city's
median

50%
less

Austin, TexasAustin, Texas Columbus,
Ohio

Columbus,
Ohio

HonoluluHonolulu Fort Worth,
Texas

Fort Worth,
Texas

IndianapolisIndianapolis Charlotte, N.C.Charlotte, N.C. Jacksonville,
Fla.

Jacksonville,
Fla.

San FranciscoSan Francisco Oklahoma CityOklahoma City Louisville, Ky.Louisville, Ky.

Poorest 10%Richest 10%

50%
more

city's
median

50%
less

El Paso, TexasEl Paso, Texas Memphis,
Tenn.

Memphis,
Tenn.

Portland, Ore.Portland, Ore. SeattleSeattle DetroitDetroit DenverDenver WashingtonWashington BostonBoston Nashville,
Tenn.

Nashville,
Tenn.

Las VegasLas Vegas

Poorest 10%Richest 10%

50%
more

city's
median

50%
less

BaltimoreBaltimore Albuquerque,
N.M.

Albuquerque,
N.M.

MilwaukeeMilwaukee Tucson, Ariz.Tucson, Ariz. Fresno, Calif.Fresno, Calif. Sacramento,
Calif.

Sacramento,
Calif.

Kansas City,
Mo.

Kansas City,
Mo.

Mesa, Ariz.Mesa, Ariz. Raleigh, N.C.Raleigh, N.C. Colorado
Springs, Colo.

Colorado
Springs, Colo.

Note: Prevalence estimates are based on 2016 and 2017 data. Only cities with populations over 500,000 people are shown | Sources: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Division of Population Health (disease prevalence); American Community Survey (household income)



Why does this occur? Wealthy people enjoy a range of advantages that lead
to better health. They can afford better diets, and better housing and
working conditions; they are less exposed to dangerous environments; they
experience less stress and engage in more physical activity; and they have
better access to health care services. This all adds up to what researchers
call a “socioeconomic gradient in health” — wealthier people experience
better health than those making less money, at every point on the income
scale.

In recent decades, the wealthy and the poor have become increasingly
segregated from each other. In 1970 only 15 percent of the urban
population lived in neighborhoods that were predominantly poor or rich.
This number had more than doubled by 2009. As a result, the physical
environments of the neighborhoods in which lower-income and affluent
Americans are most likely to live are very different. Poor areas have limited
access to healthy food and a higher density of convenience stores and fast-
food outlets. They usually have less green space and areas for recreation,
which deprives residents of opportunities to exercise regularly. Low-
income communities are also more likely to be closer to industrial facilities,
so people who live there are more exposed to hazardous pollutants. The
latter is particularly troubling, as a new nationwide studyshowed a strong
association between long-term exposure to air pollution and higher Covid-
19 death rates.

Decades of systematic racism have also left their marks on health
inequality. In low-income communities that are also deeply concentrated
with people of color, the prevalence of health conditions that are risk
factors for Covid-19 is two to three times higher than the median.

Prevalence of health conditions across census tracts, by median household income and race
Share of black population
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Note: Prevalence estimates are based on 2016 and 2017 data. | Sources: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Population Health (disease
prevalence); American Community Survey (household income, race)

Researchers have a term for this — “health justice.” It’s a measure of the
correlation of health outcomes with income, race/ethnicity and sex, and it
has gotten worse over the past few decades. A recent U.C.L.A. study of 25
years of C.D.C. data showed that growing income inequality in the United
States has deepened the health gap between the rich and poor.

“What we now know about population health is that it is determined largely
by social and economic policy factors,” Frederick Zimmerman, an author of
the study, told me. “Because our current policy environment works best for
those with social and economic power, it is no surprise that the outcomes of
this process, including health outcomes, favor those with power. Those
with less power, who are outside of the decision-making process, have been
squeezed and their health has suffered.”

There are many policies that would make a difference: investments in early
childhood education, school-based health centers, after-school programs,
cognitive-behavioral therapy for adolescents, home-based nursing care,
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peer-group sessions for pregnant women, better and more affordable
housing as well as transportation infrastructure, among others, Mr.
Zimmerman said. “When our politics starts to work better for those left
behind, then their health will improve.”



Abstract
Some patients degrade, belittle, or harass clinicians and students based on their social identity characteristics, such as their race, gender, ethnicity, or religion.
Some patients even refuse care. While this kind of behavior is difficult for all health care workers, it presents unique challenges for trainees. This article offers
concrete protocols for supporting trainees when such patient encounters occur, including assessment, debriefing with affected staff, convening team meetings,
event tracking, data collection, and initiating organizational cultural changes.

Introduction

A resident physician enters a patient’s room to introduce herself, but before she can do so the patient turns to the nurse and declares, “I don’t want any black
doctors!” How should the health care organization respond? This question is on the minds of many, as a 2017 survey found that 59% of responding physicians
had been degraded, belittled, or harassed by patients based on their social identity characteristics, such as their race, gender, sexual orientation, religion, or
ethnicity.  In addition, 47% of the surveyed physicians had a patient request reassignment (https://journalofethics.ama-assn.org/article/how-should-physicians-respond-patient-

requests-religious-concordance/2019-06) because of such social identity characteristics.  Black and Asian physicians were most likely to experience patient bias,
which affected 70% of black physicians and 69% of Asian physicians.  More than simply rude or disruptive, this patient behavior can include inappropriate
conduct, comments, jokes, and innuendo as well as epithets, slurs, negative stereotyping, displays of offensive materials, unwelcome physical contact or verbal
abuse, and reassignment demands. While this behavior is difficult for all health care professionals, it presents unique challenges for frontline workers, particularly
trainees. This article outlines the problem of patient bias and offers concrete protocols for supporting trainees based on grand rounds that I have conducted since
2016 at medical organizations throughout the United States, which have sparked a broader conversation on this issue.

Overview of Challenges Posed by Patient Bias

Patients who engage in biased behavior pose multiple clinical challenges. Such behavior can undermine the relationship between patient and health care worker
necessary to provide high quality care, disrupt team harmony and the learning environment, and take an emotional and psychological toll.  As I will explain, this
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behavior also has significant legal, ethical, and policy implications for health care workers’ employment rights, patients’ informed consent rights, and health care
organizations’ obligations to safeguard patient health while protecting employees from workplace discrimination.

Determining how to balance these often-competing interests presents a difficult dilemma, particularly in hospital emergency departments, which have an
obligation to screen and stabilize, if necessary, all patients who seek treatment in accordance with the Emergency Medical Treatment and Active Labor Act
(EMTALA).  Patients also have informed consent rights, which encompass the right to refuse wanted treatment from an unwanted physician. Health care workers
have employment rights, including the right to a workplace free from certain types of discrimination, such as discrimination based on race, sex, ethnicity, and

religion.  Health care organizations, on the other hand, not only must meet EMTALA requirements but also are obliged to safeguard the employment rights of
their workers.

While this may all seem quite straight forward, determining how to weigh these conflicting rights can be difficult for health care organizations. If they accommodate
a patient’s wishes for a physician of a different race or ethnicity, they might be discriminating against the assigned physician and opening themselves up to legal
liability.  But if they don’t accommodate the patient’s demands, they may be violating laws against informed consent and battery by forcing the patient to be
treated by an unwanted doctor without consent.  And, conversely, if they don’t screen and stabilize the patient, they may be liable for violating EMTALA.

I have explored elsewhere how to effectively balance all of these concerns, including the legal ramifications of accommodating hospital patients’ race-based
reassignment requests.  And in a subsequent article, my co-authors and I offered 5 ethical guidelines to inform physicians’ decision making when such cases
arise: evaluating the patient’s medical condition; assessing the patient’s decision-making capacity; and determining the patient’s reasons for the request, the
physician’s options for responding, and the effect on the physician.  These guidelines can inform health care workers as they engage with the patient through
negotiation, persuasion, and, if necessary, accommodation.

As beneficial as these guidelines are, “one-size-fits-all” policies are unlikely to provide the guidance needed to completely manage these challenging patient
encounters for all health care professionals, who differ with respect to their risk of experiencing identity-based patient bias, their ability to protect themselves when
these situations arise, and the legal implications of their organization’s response. Trainees, for example, as frontline workers, are more likely to be targets of
patient bias than attending physicians.  Recent studies show that 93% of trainees have experienced disruptive patient behavior, including racial bias
(https://journalofethics.ama-assn.org/article/prejudiced-patient/2014-06),  and 63% have been the object of discriminatory verbal abuse.  Fifteen percent of residents have
personally experienced or witnessed mistreatment.  Trainees’ vulnerability could be due to the frequency with which they interface with patients and their
relative lack of decision-making autonomy. Attending physicians, by contrast, have more clinical autonomy and thus more options for responding, such as trading
out biased patients. The increasing diversity of the trainee workforce could also contribute to trainees’ heightened risk of experiencing patient bias, as at least 44%
of medical students are people of color  and 50% of medical students are women.

Despite the startling statistics regarding patients’ treatment of trainees, data and overwhelming anecdotal evidence show that organizations are not adequately
supporting their trainees in dealing with these abusive patient encounters. Indeed, 50% of surveyed residents who experienced or witnessed patient discrimination
didn’t know how to respond, while 25% believed that nothing would be done if hospital leadership were notified.  Inaction on the part of trainees may be
attributable to fear that reporting will negatively affect their evaluations or professional standing. Organizational inaction may be more complicated, due in part to
uncertainty about the legal implications of responding. Residents operate in a legal limbo with respect to their rights relating to sex discrimination, for example.
S i it t h h ld th t id t b th t d t d l d th bl t b i l i f di i i ti d b th
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Some circuit courts have held that residents are both student and employees  and are thus able to bring claims for sex discrimination under both
employment  and education  antidiscrimination laws. This ability to sue offers residents access to a broad array of legal remedies, from punitive damages
available under employment law to termination of the organization’s federal funding under education law.

Protocols for Frontline Trainees

In light of these challenges, organizations must go beyond guidelines by developing protocols that support trainees and safeguard their rights with an eye towards
crafting an appropriate future response. These protocols should include assessment, debriefing with affected staff, convening a team meeting, tracking and
collecting data, and initiating organizational cultural change, if necessary. These 5 protocols constitute a point of departure for the development of an effective
organizational response.

Assessment. When an incident occurs, if a supervisor is present, he or she should acknowledge the impropriety of the patient’s conduct and assess whether the
trainee wishes to handle the situation himself or herself. If the trainee doesn’t, then the supervisor must intervene to inform the patient that the trainee is qualified
to treat patients and that bigoted conduct will not be tolerated. After conferencing with the trainee, it is imperative that, whatever is decided, the supervisor model
appropriate behavior and not force the trainee to accede to the patient’s biased demands, as this may violate both employment and education antidiscrimination
laws.

Debriefing. After the event, there should be follow-up and debriefing with the affected trainee so that he or she has an opportunity to talk about the bias incident
(https://journalofethics.ama-assn.org/article/how-should-clinicians-and-trainees-respond-each-other-and-patients-whose-views-or-behaviors-are/2019-06), preferably with a trusted point person.
The objective is to take the trainee’s difficult experience seriously, giving him or her time to vent. It’s also important that supervisors and the organization not
minimize the encounter and instead commit to understanding how the trainee may have experienced the harassment or rejection with an eye towards crafting a
meaningful future response.

Team meeting. In addition, organizations should address the fact that bias incidents can have a corrosive effect on onlookers, who may not know what to do or
how to respond. Organizations should, therefore, convene a meeting of the entire clinical team to allow members to share their experiences and discuss possible
means of addressing or defusing these situations. Preparedness is imperative because prevention is impossible. Patients’ biased behavior and rejections can be
based on any number of identity attributes—from race and sex to disability status, religion, gender presentation, or age. Other team members, therefore, will likely
experience bias or rejection at some point in their careers, and, even if they are not the object of such behavior, they will witness someone else experiencing it.
Thus, the team must learn the skills necessary to handle bias incidents effectively. Another reason for a team meeting is that some staff may be unaware that their
colleagues are having these experiences. Bringing these incidents to light can not only inform the team but also help prevent affected staff from internalizing the
bias; since these encounters can feel like an assault, internalizing the experience is more likely to happen if staff feel alone in the experience, that they won’t be
supported, or that they will be accused of being overly sensitive.

Tracking and data collection. Organizational responses may also be based on collected data. A cross-disciplinary entity within the organization dedicated to
providing support and assistance to patients and staff could be charged with tracking and collecting data on these bias incidents to get baseline information on
how often they occur, the organization’s response, the ultimate resolution of the incident, the effect on the targeted health care professional and other staff, how
affected personnel are supported, and how affected personnel feel about the encounter itself and the organizational response. The cross-disciplinary entity could
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also make a prevalence map and identify the departments in which bias incidents are happening. These actions could all form the basis of a systematic
understanding and response because more information results in better solutions.

Organizational culture change. To be most effective, organizational responses must include organizational culture change. As we have seen with the recent tide of
sexual harassment allegations and the #TimesUp and #MeToo movements, many of those who brought claims worked at organizations that had sexual
harassment policies.  However, there wasn’t a norm of coming forward.  These workers might have felt unsafe reporting or that their claims wouldn’t be
taken seriously, or they might have feared that their claims would somehow come back to bite them by negatively affecting their career trajectories. The same can

be said with respect to how health care workers, particularly trainees, might feel about reporting their treatment by patients. Even with the best policies in place, a
culture of nonreporting will undermine meaningful change. Norms play an important role in shifting behavior because conduct is governed less by formal rules
than by patterns of behavior that have accumulated normative power over time. Supervisors must be sensitive to this dynamic and work with the organization to
create a norm of reporting and a culture of supporting staff members who have experienced discrimination.

Conclusion

Although not new, the problem of patients expressing their identity-based biases in hospitals has received significant recent media attention  And while
bias in the provision of health care goes both ways, as data show that physician bias towards patients remains an enduring and more common problem,
relatively little has been done to address the problem of patients’ discriminatory behavior towards health care professionals, which disproportionately affects
people of color—particularly frontline workers, such as trainees. So long as this group continues to bear the brunt of patients’ identity-based bias, the 5 proposed
protocols discussed here—assessment, debriefing, team meeting, event tracking, data collection, and organizational cultural change— constitute a clinically,
ethically, and legally appropriate means of supporting trainees while protecting the interests of patients and health care organizations.
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The Centers for Disease Control and Prevention (CDC) is working on
a   to massively scale-up testing and contact tracing to tackle the
COVID-19 crisis. This effort will involve identifying all of those infected
with the coronavirus and notifying everyone they have encountered in the
weeks prior to their illness. The scope and scale of this effort is daunting:

 people in the U.S. are infected and the number of
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exposed may be 10 times more. “ ,” Dr. Robert
Red�ield, CDC director, noted.

Tech companies such as  want to help individuals take
contact tracing into their own hands. They, and many others, want to
equip anyone with a cell phone to anonymously text their COVID-19
infection status or receive text alerts if they come close to someone
infected with the virus. As two computer scientists and a physician who is
involved in standing up the contact tracing program in Massachusetts, we
share deep reservations about the effectiveness and equity of this
particular tech approach to contact tracing. 

Cell phone data may help, but it is only a partial solution. It will miss, for
example, data from an infected person who leaves their cell phone behind
when they go grocery shopping. It will also miss the millions of Americans
who don’t have their own cell phones or live in rural parts of the country
with limited cellular or internet access. More crucially, cell phone tracking
alone cannot accurately report the nature of contacts. High risk contacts
range from being within six feet of an infected person without a mask for
longer than 15 minutes to touching the same surface many hours or even
days apart. Successful contact tracing involves patiently helping people
recall with whom they have interacted in the preceding weeks and
assessing the risk associated with each of these interactions. Irrelevant
contact data will needlessly consume precious human contact tracer
time. 

Most problematic, however, is assuming that locating people is all that
contact tracing requires. To succeed, contact tracing programs require
that people trust the entity to whom they are reporting. Trust is built on
empathy, patience and the ability to help someone who has just been
exposed to a life-threatening disease. Human contact tracers need to
guide a rattled parent to think through who their child might have played
with at a neighborhood potluck a two weeks ago or an undocumented
immigrant �ind support and care should they fall ill. They also need to
understand and help people marshal the resources they will need to
sustain a 14-day quarantine after they have been exposed. Thus, contact
tracing hinges on deeply human exchanges. There is no app for that. 

Digital technologies do have a role to play. They will be crucial to
successful contact tracing programs. But they must be intentionally built
to assist, rather than replace the people in the health care loop vital to
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success. Here are a few suggestions, drawn from computer science and
engineering research, that point us to the assistive technologies that a
newly recruited army of contact tracers will need to attack COVID-19
head-on: 

Dynamic electronic reference tools that help tracers offer accurate,
consistent responses when asked something they are not sure how to
answer; 

Secure, shared databases and local area networks to support
networked tracing teams doing intakes; 

Coordination tools for initial calls, particularly to vulnerable, hard-to-
reach groups, so that people with the necessary language and cultural
background can reach out multiple times;

Shared contact records that enable tracers to marshal resources for
someone who needs support during quarantine; and 

Provide health workers and their agencies across private-public
partnerships with trustworthy, secure, centralized data storage that
shares information at the local, state and federal levels. 

Ultimately, the best technological interventions to �ight COVID-19 will be
the ones designed in collaboration with contact tracers to enable them to
do their best work and integrated into the planning processes of these
programs. Human-centered tech can combine the power of data with the
irreplaceable compassion of frontline contact tracers to help us keep
COVID-19 at bay until we have a vaccine. In fact, doing anything less
misses the opportunity of our lifetimes to unleash the deeply social
potential of technologies.
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