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A vast literature examines the role of contextual cues in signaling identity safety for
stigmatized group members in potentially threatening contexts. Yet, to date, a striking
lack of research has utilized this literature to improve stigmatized populations’ experiences in health care settings. This review discusses how identity cues embedded in
medical contexts may signal safety or potential threat to varied stigmatized group
members, including those with visible or concealable stigmas. We propose that identity
safety cues have the potential to improve patient⫺provider communication and comfort
and, moreover, rates of health care utilization and adherence to medical suggestions.
We discuss factors that may promote or hinder the efficacy of such cues and the relative
power of different identity safety cues in past research. Finally, we review limitations
of the cue implementation approach and describe suggestions for implementation
within medical contexts.
What is the significance of this article for the general public?
Varied stigmatized group members, for example, people who are overweight, those
with chronic illnesses, and racial and sexual minorities, utilize health care services
at lower rates and often have poorer physical and mental health than do their
majority counterparts. Extending the psychological literature on identity safety cues
to the medical context may improve stigmatized group members’ health care
utilization, visit satisfaction, adherence, and subsequent health.
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Members of many stigmatized populations,
that is, those who are socially devalued, stereotyped, or discriminated against (Goffman, 1963;
Link & Phelan, 2001), are at higher risk for
early mortality and comorbidity when compared to their majority counterparts (Hatzenbuehler, Phelan, & Link, 2013; Lick, Durso, &
Johnson, 2013; Muehrer, 2002). Poorer overall
health of stigmatized groups is linked to cultural
and structural impediments (Hatzenbuehler,
2017; Quinn & Chaudoir, 2009), discrimination
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(Gee, 2008; Lick et al., 2013; Williams, Neighbors, & Jackson, 2003), psychological processes in coping with stigma (Major &
Schmader, 1998; Miller & Kaiser, 2001), and
poor health behaviors (Berrigan, Dodd,
Troiano, Krebs-Smith, & Barbash, 2003; McCabe, Hughes, Bostwick, West, & Boyd, 2009).
Although members of many stigmatized
groups experience poorer health throughout
their lifetimes (Chaudoir, Earnshaw, & Andel,
2013; Mak, Poon, Pun, & Cheung, 2007) and
could benefit from medical intervention, they
often seek out health care at lower rates than do
their majority counterparts (Burgess, Ding, Hargreaves, Van Ryn, & Phelan, 2008; Dovidio et
al., 2008; Phelan et al., 2015). Disparities in
health care utilization are seen among individuals with visible stigmas, for example, race,
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weight, or physical disability, and those with
nonvisible or concealable stigmas, for example,
sexual orientation, mental illness history, or
chronic illness (Byrne, 2008; Dovidio, Penner,
Calabrese, & Pearl, 2017; Fujisawa & Hagiwara, 2015). Research has suggested that some
health disparities among stigmatized groups can
be reduced by improving stigmatized group
members’ experiences within health care settings, their health care utilization, and their adherence to medical advice (Dovidio et al., 2017;
Farley, Dalal, Mostashari, & Frieden, 2010).
In this article, we review the psychological
literature on identity safety and highlight ways
that identity cues in medical contexts may influence the quality of medical interactions between stigmatized group members and medical
providers. We propose that identity safety cues
embedded in medical contexts may have the
potential to reduce health disparities of stigmatized group members by improving (a) health
care utilization intentions, (b) visit expectations,
(c) patient⫺provider communications, and (d)
adherence to medical advice. Last, we discuss
the limitations of identity cue interventions
within medical settings and areas for future
research.
Identity Threat in Health Care Settings
Past Experiences and Expectations
Because of their historical maltreatment, stigmatized group members may experience heightened apprehension about seeking heath care
(Brandon, Isaac, & LaVeist, 2005; Love, 2015).
For example, knowledge of the internment of
the mentally ill, conversion centers, and the
gross maltreatment of African American men
during the Tuskegee syphilis experiment, may
increase perceptions that medical providers at
large hold negative biases toward varied stigmatized groups. Furthermore, previous discriminatory experiences within health care settings
contribute to poor future visit expectations, an
effect that has been seen extensively throughout
past literature (Byrne, 2008; Hausmann et al.,
2011; Hausmann, Jeong, Bost, & Ibrahim,
2008; Lee, Ayers, & Kronenfeld, 2009; Trippet
& Bain, 1992).
In a variety of populations, patient evaluations of a provider as discriminatory reduces
visit satisfaction ratings, future utilization inten-

tions, and adherence to that provider’s medical
advice (Burgess et al., 2008; Dovidio et al., 2008;
Gudzune, Bennett, Cooper, & Bleich, 2014; Hausmann et al., 2008; Phelan et al., 2015; Van Houtven et al., 2005). However, patients’ expectations of medical community bias before visiting
a provider have been shown to affect both selfreport and the objective medical visit quality.
As evidence, in racially discordant patient⫺provider visit, racial minority patients who anticipated provider bias displayed greater negative
affect during the visit and were less engaged in
the conversation, for example, asked fewer
questions, compared to those who had lower
expectations of bias (Hausmann et al., 2011).
Taken together, historical knowledge, experiences within health care settings, and expectations of providers can incite identity threat in
medical contexts (Burgess, Warren, Phelan,
Dovidio, & van Ryn, 2010).
Identity Threat and Safety Cues
The literature on social identity threat has
suggested that certain contexts can arouse threat
concerns about the value of one’s stigmatized
identity, such as the threat of confirming stereotypes, being excluded, or being discriminated
against (Steele, 1997; Steele, Spencer, & Aronson, 2002). Moreover, when stigmatized group
members encounter identity threat they may
have an increase in vigilance toward cues indicative of stigma (Kaiser, Vick, & Major, 2006;
Pinel, 1999). Across a range of settings and
populations, experiences of identity threat have
been tied to (a) cognitive impairments and poor
performance (Sekaquaptewa & Thompson,
2003; see Nguyen & Ryan, 2008, for a metaanalysis), (b) low feelings of belonging (C.
Good & Inzlicht, 2006), (c) low levels of willingness to engage with outgroup members
(Wout, Murphy, & Barnett, 2014), and (d) context disengagement (Major & Schmader, 1998).
Research on identity safety has examined
when identity cues that signal low levels of
stigma can reduce the negative effects of identity threat in traditionally threatening contexts
(Davies, Spencer, & Steele, 2005). For example, identity safety cues, such as minority representation and expressions of allyship, have
been shown to increase women’s anticipated
belonging at a science, technology, engineering, and mathematics (STEM) company
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(Murphy, Steele, & Gross, 2007; Pietri, Johnson, & Ozgumus, 2018) and African Americans’ organizational trust and comfort within
corporate settings (Purdie-Vaughns, Steele,
Davies, Ditlmann, & Crosby, 2008).
Within medical contexts, the impact of identity threats may explain a part of stigmatized
group members’ poor experiences during medical visits. Within medical settings, stereotypes
of varied stigmatized groups, such as those depicting African Americans as lazy and unintelligent (Ghavami & Peplau, 2013) or those assuming that individuals who are overweight are
unwilling to change their behavior (Puhl &
Heuer, 2009), may be salient and elicit identity
threat. Indeed, the threat of confirming stereotypes may make patients less willing to discuss
their health behaviors and symptoms with their
providers (Burgess et al., 2010). Impeded communication may be especially damaging for
those with concealable stigmatized identities,
who may need to feel comfortable to disclose
their identity to their provider to receive culturally competent care (Butler et al., 2016) and
effective (Petroll & Mosack, 2011; Ruben &
Fullerton, 2018) health suggestions.1
Moreover, the threat of confirming stereotypes or being subject to prejudice within a
medical setting may reduce a patient’s cognitive
resources, as empirically demonstrated within
other evaluative domains like academic settings
(C. Good & Inzlicht, 2006; Sekaquaptewa &
Thompson, 2003; Steele, 1997). Such impairments can reduce a patient’s ability to recall
questions for the medical provider or to remember treatment regimens (Aronson, Burgess,
Phelan, & Juarez, 2013; Burgess et al., 2010).
The potential effects of identity threat on medical visit communication may be especially important for individuals with chronic illnesses,
who may need to recall more information during and after their medical visits. Thus, disparities in the quality and efficacy of obtaining
medical care may be influenced by social identity threats.
We suggest that identity safety cues within
medical contexts may reduce expectations of
stigma from the medical provider and improve
stigmatized group members’ experiences within
health care settings. Below we review the extant
literature on identity safety cue research and
discuss applications to the medical setting.
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Representation Cues
Research across a range of settings has shown
the positive effects of increased minority representation on stigmatized minority group members’ sense of belonging and performance in
potentially threatening intergroup contexts (C.
Good & Inzlicht, 2006; Sekaquaptewa &
Thompson, 2003). When a context lacks representation, minority group members’ desire to
engage within such settings decreases due to a
heightened experience of identity threat
(Purdie-Vaughns et al., 2008). Conversely,
women’s interest in attending a STEM conference has been shown to increase if the conference consisted of equal gender representation
rather than low female representation (Murphy
et al., 2007). In another domain, minority representation on a company brochure improved
African American participants’ perception of
the organization as fair and welcoming (PurdieVaughns et al., 2008). As such, within medical
spaces, the diversity of an office’s clientele or
people present within the waiting room may
influence stigmatized group members’ feelings
of belonging and identity safety at that office.
According to past research, both stigmatized
group members within a context, for example,
students in a classroom, and the evaluators in
those contexts, for example, teachers, may serve
as identity safety cues. Past psychological research has suggested that ingroup evaluators
can serve as identity safety cues by reducing the
probability and expectations that stereotypes
will be used (Chaney, Sanchez, & Remedios,
2018; Wout, Shih, Jackson, & Sellers, 2009).
Within medical settings, ingroup medical providers or office staff may, similarly, signal identity safety. An abundance of research has supported this claim. For example, sharing a racial
identity with one’s medical provider was related
to higher utilization of health services and comfort and to greater medical visit satisfaction
among racial minorities (Cooper et al., 2003;
LaVeist, Nuru-Jeter, & Jones, 2003). Similarly,
lesbian, gay, and bisexual (LGB) patients reported more trust in their provider and were
more likely to disclose their sexual orientation if
1
Concealing a stigmatized identity causes greater identity-related thoughts, which can reduce cognitive resources
(Pachankis, 2007; Smart & Wegner, 1999).
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they shared an LGB identity with the medical
provider (Petroll & Mosack, 2011). Moreover,
some research has suggested that stigmatized
group members receive identity safety from
stigmatized evaluators that do not share their
stigmatized identity (Chaney et al., 2018). As
such, within medical contexts, seeing a medical
provider who also has a stigmatized identity
may serve as an identity safety cue and improve
visit outcomes. This suggestion is supported by
reported higher levels of comfort and trust between LGB patients and their heterosexual female providers compared to heterosexual male
providers (Petroll & Mosack, 2011).
Stigmatized group members may also have
better experiences in health care settings with
similarly stigmatized providers because those
providers serve as a role model. Counterstereotypical role models, for example, women in
high-status positions in male-dominated fields,
can signal identity safety to other women because they reduce the expectation that stereotypes will be viewed as rules (J. Good, Woodzicka, & Wingfield, 2010). Research has shown
that presenting a successful stigmatized group
member on a poster in a potentially threatening
context can significantly improve the engagement of stigmatized group members within such
spaces (Marx, Ko, & Friedman, 2009). Within
the medical context, exposure to medical providers with stigmatized identities may also improve patients’ feelings of identity safety
through reducing expectations that stereotypes
will be pervasive during the medical visit.
Anticipated levels of stigma from a medical
provider can also be signaled by the diversity of
the staff at the medical office. Research on
social networks as identity safety cues has suggested that college minority students’ expectations of racially discordant interactions are influenced by the racial diversity of the majority
students’ social network (Wout, Murphy, &
Steele, 2010). Indeed, social network diversity
is viewed as an indicator of beliefs toward others with stigmatized identities. Along this vein,
having a diverse staff may improve other staff
members’ comfort and confidence in discussing
issues central to stigmatized groups (Stevens,
Plaut, & Sanchez-Burks, 2008). Thus, diversity
of staff members can improve not only perceptions of the office as welcoming but potentially
the quality of care can be had within them.

Diversity Philosophy Cues and Policies
Across different domains, varied types of diversity statements have been used in attempts to
increase stigmatized group members’ participation and comfort. Statements that recognize the
value of having a collective with diverse identities that seeks to acknowledge group differences are typically characterized as multicultural approaches (Plaut, Thomas, & Goren,
2009; Stevens et al., 2008). Other statements
that emphasize the value of multiple viewpoints
but suggest that each person (e.g., employee,
student, patient) shall be treated equally, regardless of the person’s group identity, minimize the
importance of acknowledging diversity and are
referred to as a colorblind approach. If viewed
in conjunction with other types of identity
safety cues, for example minority representation, multicultural messages can predict minority group members’ trust, comfort, and sense of
belonging (Purdie-Vaughns et al., 2008), suggesting that diversity messages need to be
viewed in conjunction with a diverse setting to
be effective.
Past research on the efficacy of multicultural
and colorblind statements in promoting identity
safety has been mixed. Some research has identified individual beliefs that influence preferences for one type of statement over another
(Apfelbaum, Grunberg, Halevy, & Kang, 2017),
whereas others have suggested that generally,
minority group members prefer a multicultural
strategy to a colorblind one (Ryan, Hunt,
Weible, Peterson, & Casas, 2007; Trawalter &
Richeson, 2008). Moreover, other research has
suggested that multicultural strategies have the
potential to increase feelings of being under a
minority spotlight (Crosby, King, & Savitsky,
2014). This research has suggested that a tailored approach that recognizes the importance
of discussing group differences but acknowledges the unique obstacles faced by different
groups may be needed to elicit identity safety
(Davies et al., 2005; Stevens et al., 2008). As
such, cues that signal a medical provider’s willingness to promote minority group involvement
and perspectives, or that express allyship, may
be better suited to improve stigmatized patients’
perceptions of trust in medical settings.
Multicultural and colorblind messaging can
be found within a provider’s mission statement
and during conversations with patients. Re-
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search has documented that medical providers
prefer a colorblind strategy to a multicultural
one (Burgess et al., 2010). Although not tested
empirically in this context, this preference can
interfere with the provider’s ability to provide
care. Specifically, providers who utilize a colorblind strategy may be more cognitively taxed,
due to suppressing race-related thoughts, and
have fewer resources to process information
discussed within their encounters compared to
providers who use a multicultural strategy (see
West & Schoenthaler, 2017, for review). Thus,
it is important for providers to be aware of how
their diversity philosophy on office statements
and within their delivery of care can influence
the quality of their care and patients’ feelings of
identity safety.
Other visual symbols of diversity, such as
rainbow flags or interlocking hands representative of different races, can also be used on
recruitment flyers or websites to display an organization’s inclusive diversity philosophy.
However, sometimes visual diversity cues on
recruitment materials are viewed negatively by
stigmatized group members when the image
appears to be staged (Roediger, 2005). Instead,
policy changes that display the organization’s
philosophy in a more concrete fashion may be
preferable. For instance, having a genderneutral bathroom and including inclusive questions on patient intake forms may improve the
comfort of populations who do not fit into traditional gender-binary models. Further, having
office decor and furnishings suitable for individuals from varied groups, such as waiting
room chairs and wheelchair-accessible examination beds for people who are overweight or
for people with a physical disability (Iezzoni &
O’Day, 2006; Phelan et al., 2015), is another
step toward facilitating identity safety in medical spaces.
Transferring Cues
There is an expanding literature on how identity safety cues can transfer across identity dimensions (Chaney, Sanchez, & Remedios,
2016). This work has suggested that identity
cues signal the underlying philosophy of an
organization, and thus, perceivers infer the attitudes that the organization has toward other
stigmatized groups. For example, a company
that advertised receiving an award for being a
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top company for working mothers was perceived as being a more trustworthy office by
African American and Latino men (Chaney et
al., 2016). Within a medical practice, diversityrecognizing awards or posted accomplishments
for a staff member with a stigmatized identity
may similarly signal identity safety to a patient
from either a similar or a different stigmatized
group. Further studies in this line of research
have revealed that gender-neutral bathrooms
improved nonqueer women and racial minorities’ anticipated comfort and trust in an organization that had such bathrooms (Chaney & Sanchez, 2018). Thus, safety cues in medical spaces
directed toward one stigmatized group may
have expansive effects, altering feelings of
identity safety for other stigmatized groups as
well.
Discussion
We suggest that the presence of identity
safety cues in medical settings has the potential
to reduce stigmatized patients’ expectations of
encountering stereotypes and prejudice, ultimately improving their feelings of belonging
and expectations of medical visits. Identity
safety cues can be used both within medical
settings and before patients schedule appointments, via brochures or websites, to improve
health care utilization. Specifically, we propose
that identity safety within medical visits can
promote future health care utilization; improve
patient⫺provider communication quality, including disclosure of concealable stigmatized
identities; and adherence intentions. Last, we
suggest that identity safety may reduce vigilance to identity threat cues and free up cognitive resources during medical visits to improve
recall of medical information and, consequently, adherence ability. Thus, identity safety
cues within medical spaces may have an important impact on reducing stigmatized group
members’ disparities in medical visit quality
and utilization (Farley et al., 2010). Because
quality of medical care is implicated in health
outcomes (Betancourt & King, 2003; Fujisawa
& Hagiwara, 2015; Stewart, 1995), we suggest
that identity cues that improve health care quality may also indirectly improve poor health
outcomes experienced by varied stigmatized
groups (Gee, 2008; Hatzenbuehler, 2017; Hat-
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zenbuehler et al., 2013; Muehrer, 2002; Williams et al., 2003).
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Limitations of Approach and
Future Directions
Provider bias and conflicting cues. Despite the benefits of diversity cues in promoting
identity safety among stigmatized individuals,
they should be viewed as only one avenue
through which providers can express genuine
motivations to generate an inclusive medical
setting. Critically, discrimination against and
bias in treating stigmatized group members persist and hinder medical care quality (Balsa &
McGuire, 2001; Van Ryn, Burgess, Malat, &
Griffin, 2006). For example, provider bias has
been shown to influence medical visit quality
and treatment decisions for women, racial, and
sexual minorities (Chapman, Kaatz, & Carnes,
2013; Sabin, Riskind, & Nosek, 2015). In discriminatory environments, identity safety cues
can cause harm by setting false expectations of
safety and by reducing the perception of bias
(Kirby, Kaiser, & Major, 2015). Identity cues
can be helpful in the recognition of identity safe
contexts and promoting identity safety, but interactions with medical providers will ultimately determine whether patients feel safe and
receive quality care. Thus, identity safety cue
interventions should be implemented only when
they match the intentions and behaviors of office staff. Indeed, prior to providers’ implementing identity safety cues within an office, efforts
should be made to increase knowledge of how
to best serve stigmatized group members, to
create a diverse staff, and to increase the inclusivity goals of office staff.
Research has suggested that the efficacy of
varied diversity-valuing cues and practices depends on other cues present, such as the perceived inclusivity of office staff (Downey, van
der Werff, Thomas, & Plaut, 2015). As such,
one might expect that a solo identity safety cue
will not be enough to signal identity safety
within a medical context and that the presence
of threatening cues may override the positive
effects of identity safety cues, as they have in
past research (Purdie-Vaughns et al., 2008;
Wout et al., 2014, 2009). Moreover, because it
is self-protective to anticipate and prepare for
prejudice encounters (Feldman Barrett & Swim,
1998), patients may be more likely to adapt a

zero-miss strategy when interpreting conflicting
identity safety and threat cues within a medical
context.
Implementation. Future research should
include fieldwork that examines the presence of
identity safety cues within medical spaces to
examine how a lack of safety cues may be
related to increased anticipation of stereotypes,
patient discomfort, and dissatisfaction with
medical visits.2 Moreover, future work should
examine preferences for types of identity cues
within medical settings among individuals with
different stigmatized identities. For instance,
certain populations may generally prefer diversity philosophy messages that bring attention to
group differences, whereas others might find
this approach threatening. For example, although survey respondents who are overweight
recommended teaching medical providers about
weight stigma as an effective way to reduce
stigma encountered by their group (Puhl, Himmelstein, Gorin, & Suh, 2017), it is unknown
how this group would feel about highlighting
weight stigma within medical offices.
Whereas some literature would suggest that
safety cues transfer across identity dimensions
(Chaney et al., 2016), other findings have suggested that not all safety cues transfer. Specifically, identity cues may be more likely to transfer between stigmatized groups that share
similar stereotypes, when compared to groups
that do not share stereotype content (Chaney et
al., 2018; Sanchez, Chaney, Manuel, & Remedios, 2018). As such, the transferability of cues
within medical settings may rely on the underlying stereotype content or perceived shared
fate of the two groups. Moreover, more research
needs to be done to expand the transfer of safety
cues literature from racial and gender minority
groups especially to those with other types of
stigmas, for example, sexual minorities or persons with physical disability or who are overweight.
Additional research is needed to examine
the effect of individual differences in influencing the receipt of, and preference for, varied identity safety cues. For example, individual differences such as stigma consciousness
2
See Hall, Schmader, Aday, Inness, and Croft (2018) for
a sample field study of identity safety cues in science,
technology, engineering, and mathematics settings.
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(Pietri et al., 2018; Pinel, 1999), perceived
intentionality of racial discrimination (Apfelbaum et al., 2017), and identity centrality
(Sellers, Rowley, Chavous, Shelton, & Smith,
1997) may influence receipt of safety cues
within medical settings and are a fruitful area
for future research. Moreover, those with concealable identities may not be able to pick up
on group representation within the medical
setting, because, for the most part, their identities are not visible. Therefore, promoting
identity safety for those with concealable
stigmatized identities may need to come from
diversity philosophy messages, policy
changes, or transferable cues; however, this
has yet to be explored. Lastly, individuals
with varied multiple stigmatized identities,
such as a Latinx bisexual woman, have reported greater expectations of discrimination
and stereotypes than have individuals with
one stigmatized identity (Remedios & Snyder, 2018). As such, future research on safety
cues within medical contexts should take an
intersectional approach when designing interventions to promote identity safety within
medical spaces.
Conclusion
Although in other contexts stigmatized group
members may be able to disengage or disassociate themselves from the context after experiencing identity threat (Major & Schmader,
1998), disengagement from the health care setting would be difficult for many groups who
need long-lasting provider relationships and is
detrimental to health outcomes (Byrne, 2008).
Identity safety cues can be used as an intervention to improve health outcomes of stigmatized
groups, by reducing identity threat experienced
within medical visits. We suggest that identity
safety cues, including information about the
medical provider and staff, the office’s diversity
philosophy, and inclusive policies in place,
have the potential to improve stigmatized group
members’ quality of health care, utilization, and
some consequent health outcomes.
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