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Abstract
Background  Microaggressions, subtle and often unintentional acts of hostility, have been recognized as a 
significant issue in healthcare, adversely affecting learners’ emotional and physical well-being. Current strategies for 
addressing microaggressions are broad frameworks without empirical substantiation that leave learners without 
a clear direction for intervention. This study introduces a novel scripted, succinct, bystander intervention tool 
to combat microaggressions. The intervention tool developed by the research team, named I-RANT, follows the 
script of introduction, role naming, affirming the target, negating the microaggression, and transitioning within 
patient encounters. The study goal was to assess the ability of a training session to impact learners’ recognition of 
microaggressions, confidence in intervening, and competency in applying the I-RANT tool.

Methods  A pre-experimental study was conducted with 97 second-year medical students at a large academic center 
in the Southeast United States. The I-RANT tool was taught through a 90-minute training session. The session included 
an introduction lecture, small group discussions, and role-play scenarios. Pre- and post-intervention surveys assessed 
microaggression recognition via a multiple-choice questionnaire (MCQ) and self-reported confidence in intervening 
on a Likert scale. Differences were compared via paired T-test. Role-play scenarios were observed by trained faculty 
and graded for competence using a rubric.

Results  Participants showed significant improvement in microaggression identification with increase in MCQ 
score from 4.17 (SD 0.75) pre-intervention to 4.74 (SD 0.42) post-intervention (p < .001) and increased self-reported 
confidence from 3.2 (SD 1.0) to 4.2 (SD 0.63) (p < .001). Trained faculty evaluated a random sampling of students’ role-
play scenarios (n = 30) revealing that 97% of sampled students demonstrated competence in utilizing the I-RANT tool.

Discussion  The I-RANT training session empowered learners to address microaggressions. Learners demonstrated a 
statistically significant improvement in recognition of microaggressions and confidence in intervening. The majority 
of learners demonstrated competency in utilizing the I-RANT tool by the end of the training session.

Conclusions  This study supports the effectiveness of our training session in enhancing medical students’ ability to 
recognize and address microaggressions. I-RANT empowers learners with a tool to intervene against microaggressions 
within patient encounters.
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Background
Microaggressions, described as commonplace verbal 
communications, behavioral cues, or environmental 
insensitivities that can be intentionally or unintentionally 
negative or hostile towards individuals from marginal-
ized groups [1–3] have gained widespread recognition as 
a pressing issue that causes emotional and physical harm 
to learners [4–7]. The most extensive study of the experi-
ences and influences of microaggression among medical 
students in the United States found that 61% of partici-
pants experienced microaggressions at least once weekly 
and 98% at least once during medical school [8]. Harass-
ment and discrimination during medical training found 
patients and patients’ families to be a common source 
[9]. The prevalence of microaggressions perpetrated by 
patients is unknown but likely results in underreport-
ing of the total microaggressions experienced by medical 
students [8]. Despite this acknowledgment, a critical gap 
exists regarding effective strategies for addressing micro-
aggressions from patients and maintaining the patient-
physician therapeutic relationship. Existing frameworks 
often rely on theoretical foundations or personal experi-
ences. For example, Wheeler et al. presented twelve rec-
ommendations for responding to microaggressions when 
a patient offends a learner [3]. These recommendations 
include establishing a culture of openness, recognizing 
microaggressions, addressing them with unconditional 
positive regard, repeating the patient’s statement, using 
objective statements, and sharing your response to the 
microaggression [3]. However, these suggestions lack 
thorough empirical substantiation. Medical students have 
suggested the need for “the establishment of a toolkit for 
tackling future encounters” where microaggressions are 
experienced in response to the twelve recommendations 
[10]. Similarly, other studies discuss general interventions 
when patients request to be treated by physicians of a 
specific ethnicity, gender, or religion, yet they are rooted 
in personal experiences and offer broad, non-specific 
frameworks (11–12).

A scoping review has been conducted to focus on cur-
rent recommendations for training healthcare provid-
ers to respond to patient microaggressions [13]. This 
review identified twenty-seven relevant studies, with 
only seven specifically addressing training approaches. 
Among these, the ERASE framework stands out, pro-
posing that attending physicians anticipate, recognize, 
address, support, and foster a positive culture to combat 
mistreatment [14]. Other methods, such as the OWTFD 
approach, the ACTION model, and the stop, talk, and 
roll communication tool share a common framework of 
pausing, reflecting, addressing, and debriefing [2, 7, 15, 

16]. A detailed comparison of the features of existing 
microaggressions intervention tools with the proposed 
novel I-RANT tool is presented in Table 1.

A notable limitation of these existing approaches is 
their open-ended nature, requiring learners to make 
choices regarding what to say. This can create significant 
stress for unprepared learners, leading to potential moral 
injury [18]. Our research aims to address this limitation 
by introducing a novel intervention tool, I-RANT, that 
is structured, succinct, and scripted, contributing to the 
existing body of knowledge on addressing microaggres-
sions from patients effectively. We hypothesized that an 
educational session for second-year medical students on 
this novel intervention tool could increase recognition of 
microaggressions, confidence in addressing microaggres-
sions with patients, and ability to apply the intervention 
tool in a role-play scenario.

Methods
Procedures
The study design is a pre-experimental study (one group 
pre-post design) conducted in November 2023. Par-
ticipants were second-year medical students who were 
enrolled in the Integrative Practice of Medicine course at 
a large academic institution in the southeastern United 
States. Ninety-seven students gave informed consent to 
participate in the study after an informative introduc-
tion session. A total of eighty-five students completed 
both the pre- and post- intervention surveys. The study 
was evaluated by the institutional IRB and designated as 
exempt.

The study intervention was a training session on a 
novel microaggressions intervention tool created by 
the research team called I-RANT. The structure of 
the I-RANT tool is based on Wheeler’s twelve tips for 
responding to microaggressions [3]. These recommenda-
tions were refined into a developed I-RANT tool through 
an iterative, collaborative process involving a modified 
Delphi method, which included multiple stages of discus-
sion, creation, and refinement. Initially, faculty members 
met several times to discuss and define the overarching 
goals of the microaggressions intervention tool. These 
discussions focused on identifying key components that 
would make the tool both practical and effective in real-
world scenarios. Following these meetings, each faculty 
member worked independently to create examples and 
draft potential elements of the tool. These drafts were 
then brought back to the group, where faculty members 
re-convened to review and formalize the tool’s struc-
ture, ensuring that it aligned with the intended objec-
tives. After achieving consensus, the tool was shared 
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with institutional experts for additional feedback and 
validation. A total of 13 h of meeting time was spent on 
the I-RANT tool development. This feedback was instru-
mental in refining the I-RANT tool further, ultimately 
resulting in a robust, scripted intervention that was ready 
for implementation in the training session.

The I-RANT tool is a bystander intervention tool 
designed to be utilized by healthcare team mem-
bers when addressing microaggressions from patients 
against members of the healthcare team. The I-RANT 
is scripted, brief, and can be applied to a wide variety of 
microaggressions. The components of the I-RANT tool 
include five features: Introduction, Role, Affirm, Negate, 
and Transition (Table 2).

The 90-minute training session consisted of three sec-
tions: introduction lecture (20  min), small group dis-
cussions (30 min), and role play scenarios (40 min). The 
introduction lecture focused on defining microaggres-
sions, providing examples of microaggressions, and 
introducing the I-RANT tool. The students then divided 
into groups of 9–10 for small group discussions with a 
trained faculty moderator. Discussion topics included 
personal experiences with microaggressions, barriers 
to microaggressions intervention, and thoughts on the 
I-RANT tool. Students then participated in role play 
scenarios with the goal of demonstrating competence in 
applying the I-RANT tool.

The training was led by two Integrated Practice of Med-
icine (IPM) faculty members who played a key role in the 
development of the I-RANT tool. For more information 
on the faculty members’ backgrounds and perspectives, 
please refer to the positionality statement. The faculty 
members involved in evaluating the students during the 
role-play scenarios were IPM faculty members. These 
individuals were chosen based on their roles within the 
medical education framework, and while not all had 
prior experience with justice work, they were deeply 
committed to the educational mission of the study. Each 
faculty member underwent a debriefing and training ses-
sion on I-RANT the week prior and was provided with 
preparatory materials in advance to ensure they were 
well-equipped to support the session. The faculty training 
included role-play exercises, discussions on the nuances 
of microaggression intervention, and detailed instruc-
tions on using the assessment rubric. We acknowledge 
that the lack of prior justice work experience among all 
faculty members could be a limitation. However, the fac-
ulty’s dedication to medical education and their involve-
ment in the IPM course is a strength. Importantly, these 
faculty members had pre-existing relationships with the 
students as small group instructors throughout the entire 
year. This established rapport helped create a safe and 
supportive space for the students, fostering trust and 
openness, which is important for engaging in this type of 
sensitive work.

Measures
Outcomes were assessed based on surveys completed 
both pre-intervention and post-intervention as well as 
role play scenario grading rubric scores assessed by fac-
ulty. A single multiple-choice questionnaire was admin-
istered both before and after the intervention to assess 
students’ ability to recognize microaggressions. The 
questionnaire consisted of five true/false items, each 
equally weighted at one point. Each questionnaire item 
was a theoretical statement from a patient to a health-
care team member. Learners were tasked with identifying 
whether or not that statement represented a microag-
gression. Scores ranged from 0 to 5. A paired two-sam-
ple t-test was performed to compare the mean pre-test 
and post-test scores within the group, allowing for an 
analysis of the intervention’s impact on microaggression 

Table 1  Comparison of microaggressions interventions tools/frameworks characteristics
Tool I-RANT ERASE [14] ACTION [17] Stop, Talk, and Roll [15] OWTFD [16]
Type Scripted Tool Framework Framework Communication Guide Communication Tool
Implementation Direct and quick 

application
Requires ongoing 
implementation

Involves dialogue 
and reflection

Immediate action and 
follow up

Involves questioning 
and dialogue

Scripted Yes (fully scripted) No No No No
Key Components Introduction, Role, Affirm, 

Negate, Transition
Expect, Recognize, Ad-
dress, Support, Establish

Ask, curiosity, tell, 
impact, own, next

Stop encounter, talk to 
supervisor, roll

Observe, why, think, 
feel, desire

Table 2  I-RANT microaggressions intervention tool
Steps Example

I - Introduction Uniform across all en-
counters: “You might not 
have meant it this way, 
but some people would 
find that comment 
hurtful.”

You might not have 
meant it this way, but 
some people would find 
that comment hurtful.

R - Role Clearly state the role of 
the recipient

Dr. X will be the physician 
taking care of you today.

A - Affirm Affirm the recipient She is an excellent board-
certified physician.

N - Negate Negate the offensive 
comment

Her age does not have 
anything to do with her 
ability to care for you.

T - Transition Transition the conver-
sation back towards 
relevant patient care

Now, let’s focus on your 
care and helping you feel 
better
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recognition. The multiple choice questionnaires were 
evaluated by five attending physicians to provide expert 
judgment on content validity. Students’ change in their 
self-reported confidence level in addressing microaggres-
sions was assessed via paired t-test of a 5-point Likert 
scale pre- and post-intervention. The role-play obser-
vation assessment rubric evaluated six aspects of the 
students’ ability to address the microaggression in the 
role play scenario to assess for competency in using the 
I-RANT tool. Each section was scored on a 4-point scale. 
Rubric outcomes were measured in the following ranges: 
superior 23–24 points, competent 18–22 points, nearing 
competency 12–17 points, and incompetent 6–11 points. 
The observation grading rubric is included in the supple-
mentary material.

The role-play scenario rubric for the I-RANT train-
ing was developed through an iterative process involv-
ing independent drafting and collective refinement by 
the research team. Each scoring criterion was directly 
linked to specific assessment objectives, ensuring the 
rubric’s appropriateness and coverage of all key com-
petencies [19]. Content validity was further established 

by seeking feedback from institutional DEI experts and 
experienced medical educators, which was incorpo-
rated into the final rubric. The range for competency 
was established through expert consensus. Each scenario 
was independently evaluated by a single faculty member, 
precluding the assessment of inter-rater reliability due to 
logistical constraints. Limited resources and the absence 
of recorded scenarios prevented multiple faculty mem-
bers from evaluating the same scenario.

Results
Complete self-reported demographics of the participat-
ing students can be found in Table  3. Participants were 
mostly female, white, and between ages 20–25.

Analysis revealed statistically significant improvements 
in both microaggression identification and self-reported 
confidence levels among participants. Students’ micro-
aggression identification scores on the multiple-choice 
questionnaires increased from 4.17 (SD 0.75) pre-inter-
vention to 4.74 (SD 0.42) post-intervention ( p < .001). 
Participants reported an increase in their self-reported 
confidence levels in addressing microaggressions, with 
the mean confidence score rising from 3.2 (SD 1.0) pre-
intervention to 4.2 (SD 0.63) post-intervention (p < .001).

Faculty members conducted evaluations using the 
role-play scenario observation grading rubric, randomly 
selecting a representative sample of 30 out of 85 students 
for assessment. Ten faculty members participated in the 
evaluation process, each assessing three distinct sce-
narios. Faculty members completed a one-hour training 
session on the I-RANT tool and role play grading rubric 
the week before the intervention. The results, displayed 
in Fig. 1, reveal that 97% of students demonstrated com-
petence in utilizing the I-RANT tool.

A post-training feedback survey was completed by 
participants. The most well-liked aspect of the training 
session was the role-playing scenarios and the ability to 
practice the I-RANT tool. Several participants requested 
expansion of the training to include instruction on how 
to intervene on microaggressions between team mem-
bers or from superiors. The few negative comments pri-
marily expressed a fundamental disagreement with the 
premise that addressing microaggressions is necessary.

Discussion
The I-RANT training session demonstrated a statistically 
significant improvement in learners’ MCQ scores, under-
scoring the training session’s effectiveness in enhancing 
participants’ ability to correctly identify microaggres-
sions. Additionally, the statistically significant improve-
ment in self-confidence suggests that the I-RANT 
training session not only equips students with knowl-
edge but also empowers them to feel more prepared for 
addressing microaggressions in healthcare settings. The 

Table 3  Demographics of participants
Category Count Percentage (%)
Age
20–25 60 72.29%
26–30 21 25.30%
31–35 2 2.41%
Prefer not to answer 2 2.41%
Gender Identity
Female 42 50.60%
Male 38 45.78%
Non-Binary 2 2.41%
Prefer not to answer 3 3.53%
Race/Ethnicity
White or Caucasian 50 58.82%
Asian or Pacific Islander 12 14.12%
Black or African American 11 12.94%
Hispanic 9 10.59%
Other 1 1.18%
Prefer not to answer 1 1.18%
Sexuality
Straight 68 81.93%
Bisexual 6 7.23%
Gay 4 4.82%
Asexual 3 3.61%
Prefer not to answer 2 2.41%
Political Tendencies
Socially/Fiscally Liberal 36 43.37%
Socially/Fiscally Conservative 14 16.87%
Socially Liberal/Fiscally Conservative 7 8.43%
Socially Conservative/Fiscally Liberal 6 7.23%
Other 3 3.61%
Prefer not to answer 16 19.28%
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I-RANT microaggressions intervention training is a way 
to empower our learners to intervene on microaggres-
sions. Therefore, learners support each other to promote 
inclusive learning environments. By fostering a culture 
of mutual support and resilience, we can create a more 
inclusive learning environment where all learners feel 
valued, respected, and safe.

This study’s limitations include its single-center design, 
which may not generalize across different institutional 
contexts, including regional and political differences. 
Additionally, the study did not evaluate the applica-
tion of learned skills in clinical settings, a gap that needs 
addressing to understand the real-world efficacy of the 
I-RANT training. The absence of longitudinal data limits 
our understanding of the long-term retention of knowl-
edge and skills imparted by the training session. Logisti-
cal constraints prevented multiple faculty members from 
evaluating the same scenario, precluding the assessment 
of inter-rater reliability for the observation role-play 
scenarios. Furthermore, despite an extensive literature 
search across multiple databases limited research exists 
on the impact of microaggression interventions on the 
patient-healthcare team therapeutic relationship. Val-
dez et al. note that healthcare professionals often face a 
dilemma when responding to microaggressions due to 
potential risks to the therapeutic alliance and patient 
satisfaction ratings [20]. They recommend developing 
institutional support to help clinicians navigate these 
encounters without compromising professional rapport, 
although this has not been studied. The I-RANT tool’s 

influence on this relationship was not assessed in this 
study.

Future studies should focus on adapting the I-RANT 
training to encompass strategies for addressing inter-pro-
fessional and team member microaggressions especially 
traditional hierarchical relationships with supervisors 
and learners in the clinical environment. Additionally, 
assessing knowledge retention and application of the 
I-RANT tool in clinical settings is needed. Lastly, the 
impact of addressing microaggression and the impact 
on the patient-physician relationship needs to be evalu-
ated. Plans are underway to expand the training sessions 
to include faculty development, graduate medical educa-
tion, nursing disciplines, and ancillary healthcare staff, 
aiming to broaden the scope and impact of the I-RANT 
tool across various healthcare sectors. By address-
ing these limitations and expanding the scope of the 
study, future research can further validate and refine the 
I-RANT tool, ensuring it meets the diverse needs of the 
healthcare community and effectively contributes to the 
creation of inclusive and respectful learning and working 
environments.

Conclusions
The findings of this study support the hypothesis that 
an educational session utilizing the I-RANT microag-
gressions intervention tool can contribute to enhancing 
medical students’ recognition of and preparedness for 
handling microaggressions. These training sessions can 
empower medical students with the tools and training 

Fig. 1  Role play scenario scores
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necessary to intervene on behalf of their colleagues 
against microaggressions and help mitigate the negative 
effects.

Ultimately, our goal is to prepare healthcare profes-
sionals who are not only clinically proficient but also 
culturally empathetic and capable of navigating the chal-
lenges posed by microaggressions. The I-RANT micro-
aggressions intervention tool training session is a step in 
the right direction towards fostering more inclusive, sup-
portive, and safe learning, training, and working environ-
ments for all members of the healthcare team.
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