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Abstract

Purpose: To recognize and address various sources of bias essential for algorithmic fairness and
trustworthiness and to contribute to a just and equitable deployment of AI in medical imaging,
there is an increasing interest in developing medical imaging-based machine learning methods,
also known as medical imaging artificial intelligence (AI), for the detection, diagnosis, prog-
nosis, and risk assessment of disease with the goal of clinical implementation. These tools are
intended to help improve traditional human decision-making in medical imaging. However,
biases introduced in the steps toward clinical deployment may impede their intended function,
potentially exacerbating inequities. Specifically, medical imaging AI can propagate or amplify
biases introduced in the many steps from model inception to deployment, resulting in a system-
atic difference in the treatment of different groups.

Approach: Our multi-institutional team included medical physicists, medical imaging artificial
intelligence/machine learning (AI/ML) researchers, experts in AI/ML bias, statisticians, physi-
cians, and scientists from regulatory bodies. We identified sources of bias in AI/ML, mitigation
strategies for these biases, and developed recommendations for best practices in medical imaging
AI/ML development.

Results: Five main steps along the roadmap of medical imaging AI/ML were identified: (1) data
collection, (2) data preparation and annotation, (3) model development, (4) model evaluation,
and (5) model deployment. Within these steps, or bias categories, we identified 29 sources of
potential bias, many of which can impact multiple steps, as well as mitigation strategies.

Conclusions: Our findings provide a valuable resource to researchers, clinicians, and the public
at large.
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1 Introduction

Artificial intelligence and machine learning (AI/ML) in medical imaging provide important
methods for leveraging large amounts of data to build models to detect disease and provide
diagnosis, prognosis, and risk assessment tools to support decision-making in medicine. The
development and deployment of AI/ML models in a wide variety of fields have grown substan-
tially in the past decade, broadening considerations for more careful evaluation of the algorithms.
Researchers and developers note that there are persistent challenges in generalizability and bias
along the model development and deployment pipeline, including the characteristics of data used
in training models and testing them. These issues have been noted and studied in fields, such as
economics and sociology1 as well as the natural sciences.2 Efforts to understand and address bias
in the broader AI/ML literature involve expanding fairness metrics and definitions to include
additional factors3 and the development of mitigation strategies. These concerns are especially
important in healthcare and medicine broadly4 and have been an area of study in medical
imaging by several groups and initiatives, including studies which demonstrate the potential for
bias in medical imaging of COVID-19.5 Recently, a three-part series6–8 published in Radiology:
Artificial Intelligence presented methods and insights for mitigating bias in AI/ML for medical
imaging through considerations for data handling,6 model development,7 and performance
metrics.8

The capabilities of AI/ML in medical imaging are especially relevant for addressing the
COVID-19 crisis, for which there exist crucial needs in distinguishing COVID-19-related dis-
ease from other similar clinical presentations, finding incidental disease, and developing medical
imaging protocols and tools for addressing long COVID-19. The Medical Imaging Data and
Resource Center (MIDRC9) is a multi-institutional effort supported by the National Institute
of Biomedical Imaging and Bioengineering of the National Institutes of Health, which aims
to develop a carefully curated imaging data commons and to gather and produce resources
to foster and accelerate clinical translation of AI/ML models, with fairness, trust, and equity
as guiding principles. MIDRC seeks to (1) provide an open, unbiased, representative health data
resource for all, lowering the possibility of statistical fallacies and representational errors and
(2) to develop and share tools, machine learning algorithms, and analytical methods for discov-
ery, visualization and understanding of diverse data sets. MIDRC is committed to the principles
of equity and inclusion and actively promotes diversity within the MIDRC leadership and
research teams, as noted in Ref. 10. A diverse data collection and curation strategy, as well as
the mitigation of bias in data analysis within the MIDRC commons, are crucial to yield ethical AI
algorithms that produce trustworthy results for all groups. MIDRC aims to collect imaging data
that are representative of the population and actively seeks data contributions from rural and
underrepresented community hospitals and smaller healthcare systems. It has been collecting
a large, diverse, and representative open data set for the development of fair and equitable
medical imaging AI/ML models to help combat the ongoing and evolving COVID-19 pandemic.
To date, more than 150,000 imaging studies (mainly chest radiographs and CTs) and associated
metadata have been collected and are being curated and harmonized, with more than 100,000
imaging studies currently freely downloadable from the MIDRC user portal hosted on the Gen3
data commons platform.11 The diversity of the data is tracked, and tools are shared for under-
standing performance metrics and various biases, allowing all investigators to access data and
resources.

The bias “library” provided in this manuscript is a foundational contribution by the MIDRC
Bias and Diversity Working Group, to support investigators in their use of the MIDRC data and
medical imaging data in general. The purpose is to share resources for the identification, char-
acterization, and mitigation of bias in AI/ML along steps in the pipeline for AI/ML in medical
imaging. The types of biases coalesced around five main areas: (1) data collection, (2) data
preparation and annotation, (3) model development, (4) model evaluation, and (5) model deploy-
ment (Figs. 1 and 2). The biases studied and presented here were identified within the context of
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COVID-19 imaging as a part of the aims of MIDRC and are relevant for medical imaging
broadly. For each bias identified, we reviewed the literature and collected available information
for the quantification and mitigation of biases. This resource provides a comprehensive overview
of bias that will serve researchers, clinicians, and the public at large in their efforts to identify,
measure, and mitigate bias in AI/ML in medical imaging.

2 Bias Categories and Potential Biases

Figure 1 provides a summary of the identified potential biases along the medical imaging AI/ML
pipeline and the main bias categories, or stages, coding the potential sources of bias by color and
indicating with dark shades the most likely stage at which a given bias might arise. The lighter
shades along each row make clear that a given source of bias might enter the process at more
than one stage. Another representation is provided in Fig. 2, which emphasizes the overlaps in
membership of bias categories for each potential bias.

3 Bias Category I: Data Collection

Nine sources of bias mainly related to data collection were identified (Table 1) and are
discussed below.

Fig. 1 Overview of potential biases and where they are most likely to occur along the medical
imaging AI/ML pipeline. The dark shading with white dot indicates the most likely occurrence and
lighter shading indicates additional potential occurrences.
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3.1 Data Acquisition and Aggregation Bias

Imaging data are often collected from one acquisition source (single hospital, clinic, and imaging
provider) or a limited number of image acquisition sources, thus not covering a representative range
of image acquisition modalities, manufacturers, scanner models, or protocols, resulting in data gen-
eration bias. If AI/MLmodels are trained or tested with only one or a limited number of acquisition
types, they may not generalize to all acquisition types. Data acquisition and aggregation bias4 can
occur, e.g., when the training data for an AI/ML model comes from different CT scanner manu-
facturers than those that will be used in testing the algorithm (related to training data bias). It can
also occur when data from a single or a few CT scanner manufacturers are used in training and in
testing of an AI/ML model, a situation that is not representative of the real-world conditions the
algorithmwill encounter once deployed (related to deployment bias). As the name implies, this type
of bias is focused on to how data are generated, and it is not limited to real patient data. Many
contemporary AI/MLmodels use synthetic data, and if the synthetic data are generated in a way that
limits its representation of the intended data acquisition devices, then its use will also result in data
acquisition bias. Data generation bias can lead to equity concerns when there are systematic cor-
relations between devices and patient demographics, e.g., systematic differences in medical imaging
acquisition devices and modalities across continents, especially compared to the global south. Other
related types of biases, such as population bias (focused on the characteristics of the population in
the training, test, and clinical use situations) and training data bias (inclusive of data generation
bias, but with a broader range of characteristics), are discussed in different sections below.

Another potential cause of data acquisition and aggregation bias is the use of multiple public
datasets (or a single public set aggregated from multiple datasets), which may result in inclusion
of partially the same data labeled with different identifiers (resulting in so-called Frankenstein
datasets) so that training and test sets may unknowingly not be independent. Mitigation strategies
for data acquisition and aggregation bias include the collection of enough cases from all relevant
acquisition types and, for public datasets, the use of GUIDs (globally unique identifiers) so that
the data source can be traced and duplicate use of the same case(s) with different identifiers
can be avoided. Datasheets12 can also be used for transparency of the data sources, and to clarify
use-cases that might require more care.

Fig. 2 Venn diagram of the identified potential biases and main bias categories (Fig. 1). Biases
associated with a single category are listed under the applicable category. For biases associated
with multiple categories, colored dots indicate which category each bias belongs to.
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3.2 Biased Synthetic Data

Synthetic data are often offered as a mitigation technique to reduce bias that may be present in
real datasets13 and have been successfully used for this purpose.14,15 Carefully crafted synthetic
data can indeed be used to mitigate bias, but one should not assume that synthetic data generation
will automatically remedy biased data collection and data bias. Since many types of synthetic
data are generated using a procedure or algorithm that itself needs to be trained, the biases
present in a real data set may creep into the synthetic data. For example, if the synthetic data
generation is based on too few samples, and those samples all contain a particular type of bias,
then the bias will be incorporated into the generated synthetic data. In addition, the procedures
used for generating synthetic data, both for methods that need to be trained and for models that
are based on knowledge or physics, may introduce additional bias. For example, for a physics-
based model, inaccuracies in the data generation pipeline could lead to a bias. Biased synthetic
data, when it contains demographic biases, can exacerbate downstream equity concerns. Careful
study, design,16 and testing are needed to determine if synthetic data are helpful in mitigating bias
for each individual task and does not introduce new biases.

3.3 Exclusion Bias

Population groups may be systematically excluded and hence underrepresented in the training of
an AI/ML model, which results in exclusion bias.17 This exclusion effect is even more profound
when patients with a particular condition are excluded differently for different types of
outcomes.18 For example, this can occur when patients negative for the condition of interest
with a certain co-morbidity are excluded but patients positive for this condition with the same
co-morbidity are included in the sample. Another example of exclusion bias might be the exclu-
sion of portable chest radiographs from the data set for a certain task. Since patients imaged with
portable radiography are likely to be sicker, this may result in distortion of the patient population
with more severe disease. Consequently, the AI/ML model may not be able to perform accurately
in a subset of a population that is excluded from the data collection, resulting in a biased model if
exclusion bias happens in the training data, and/or in biased performance estimates if exclusion
bias happens in the test data. Thus if inclusion and exclusion criteria are not carefully described
and justified, severe bias may occur both in model training and testing. Exclusion bias may also
arise in data preparation and annotation as well as model evaluation. Exclusion bias may be
mitigated by better data sampling and clear data description, including possible limitations.

3.4 Institutional/Systemic Bias

There may be established practices in an institution that result in different social groups being
managed differently.19 These practices may sometimes not be conspicuous unless a special effort
is made to highlight them. This need not be the result of any conscious prejudice or discrimi-
nation but rather stemming from simply following existing rules or norms. This bias can be
introduced in data collection and in model development, especially when the reference standard
is defined by how cases are managed by the institution. For example, consider a situation in
which data are being collected to develop a prediction model for patient admission to an
ICU. The model is trained and validated with the reference standard defined as “patient admit-
ted/not admitted to ICU.” If there is a bias in admitting patients to the ICU, this bias will taint the
reference standard and then be propagated to the developed model. Thus one needs to carefully
review patient management at all institutions that provide data to minimize institutional bias.

3.5 Popularity/Patient-Based Bias

Popularity bias is often noted with AI/ML systems that recommend products, movies, books, and
other media based upon their popularity with similar users.20 Humans tend to make decisions
based not only on facts but also based on perceptions and influence. Popularity bias may cause
changes in the data collected based on the trends of the day. Such could happen in medical
imaging AI/ML if the available data or selection of models is influenced by trends rather than
careful consideration of scientific evidence. If findings and statistics are skewed based on current
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trends, long-term analyses may give biased findings and require temporal correction. For
example, the decision for women to undergo screening mammography has been known to
be influenced by positive or negative articles in the popular press. When different population
groups are influenced differently by the press or trends, the bias in available data will result in
an especially disparate impact of AI/ML models.

3.6 Population Bias

Population bias occurs when the characteristics of a training data population are different from
the characteristics of a testing data population.21 The characteristics may include biological
differences, demographic differences, social differences (such as the impacts of socioeconomic
differences on access to health care) or technical differences in image acquisition that correlate to
demographic differences. Population bias is similar to training data bias discussed later in this
manuscript, but it only includes differences related to population characteristics, whereas train-
ing data bias is more comprehensive, including other types of differences such those in image
acquisition that may not correlate with demographic differences or dataset shifts. Algorithms can
be overtrained to one group, reducing their ability to be applied in a useful way to other groups,
due to bias in data collection that are consequently reflected in model development and model
evaluation. It may also foster a lack of confidence in the algorithm’s utility for some populations
and discourage further development and resourcing. For example, more significant and serious
outcomes from COVID-19 have been observed in some age ranges, races, and/or ethnicities than
others.22,23 Some socioeconomic groups may not have sought care for COVID-19 as soon as
some other groups, and this may have resulted in their illness being more advanced before im-
aging was conducted. Or some populations may not have had CT scanning as a part of their care
(or be referred for CT later in the disease process compared to other groups), and thus their data
may not be included when training models.24 Population bias can be measured through cross-
population modeling.22,23 The results of cross-population modeling can help researchers identify
if a data harmonization procedure is needed to account for systematic differences in the pop-
ulations that are relevant to AI/ML modeling and testing.

3.7 Temporal Bias

Temporal bias is common and has far-reaching implications. It can arise from differences in
populations and behaviors over time, from the collection of development/validation data that
is not representative of future real-world clinical data, or from the correlation of reader perfor-
mance and state of knowledge of the disease at the time of clinical validation. Temporal bias also
occurs when out-of-date data are used to train an AI/ML model. Data used for training an AI
system can be different from current data for many reasons. Clinical practice changes over time.
Data acquisitions also evolve and improve over time. These are problematic because algorithms
may not be generalizable over time due to changes in disease process, differences in individual
patient trajectories, and advances in the state of clinical knowledge. It is important to ensure that
datasets for model development and evaluation are relevant to current clinical practices. Clinical
practice changes over time. Data acquisitions also evolve and improve over time. If an AI/ML
system is trained on out-of-date data, the performance of the algorithm may degrade when
applied to current data. This bias can be measured by assessing differences in algorithm per-
formance between testing on historical and current datasets. For example, in the early days of
the COVID-19 pandemic, effective treatments were limited or not available. Using imaging and
other patient data from 2020 to develop AI/ML models intended to predict hospitalization and
outcomes might not be accurate for predicting patient outcomes for current COVID-19 patients
in 2022 and beyond. Also since a disease, such as COVID-19, is known to evolve over time,
a dataset can include subjects with different variants of the disease or different vaccination
statuses. Vaccinated subjects with COVID-19 could potentially have different disease features
than unvaccinated subjects, including the period of their disease trajectory and outcome.

Clinicians, whether practicing clinical care or participating in reader studies, may have differ-
ent skills and abilities in assessing the novel disease earlier in the course of the disease than those
same clinicians (or others) later. This can potentially affect the reference standard for model
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development and model evaluation, which in turn can affect model performance at deployment.
Temporal bias can additionally inflate observed associations and effect sizes. It is important to be
aware of ways, in which data may have shifted over time. Temporal bias can be assessed through
temporal validation (e.g., applying the model to a set of more recent cases after development
using earlier cases),25 temporal validation plots,26 and intraclass correlation coefficients.27 Yuan
et al.28 described several mitigation strategies for case-control study designs, including clear
definition of baseline dates in cohort studies.

3.8 Sampling/Representation/Selection Bias

Sampling/representation/selection bias occurs when patient data used for training/tuning/testing
an AI/MLmodel is not representative of the patient population to which the algorithm is intended
to be applied. For example, if data collection is based on convenience and availability, without
sufficiently considering the clinical task and patient population, this may result in sampling/rep-
resentation/selection bias. Thus the collected biased dataset may lead algorithms astray in at least
two ways: (a) shortcut over signal: because of incorrect sampling the algorithm may be prone to
learning from confounding factors instead of the pathology of interest (e.g., an AI/ML model
learns to identify breathing tubes rather than the COVID-19 opacities for which it was
intended).29 (b) Data drift: the algorithm learns from the pathology of interest, but because
of data drift, the performance on the intended population has systematic deviations from esti-
mates on study samples. Such data collection bias results in performance estimates that are not
generalizable to the intended patient population of the AI/ML model, resulting in questionable
effectiveness and trustworthiness of AI/ML. Selection bias can arise, for example, when data
selection correlates with disease severity or when a single institution serves as data source for a
particular task. Data collection from multiple sources can help mitigate this bias, as can curation
by matching key characteristics of the intended patient population.

3.9 Activity Bias

High-income regions are more likely to have the equipment, infrastructure, and personnel to
enable data collection, research, and development of AI/ML models. Activity bias may occur
when the collection of training data is biased toward regions that are rich in clinical activities
involving use of certain modalities/equipment and rich in research activities involving archiving
data and developing models.30 Caution must be taken when such models are deployed to regions
that lack such activities. When models are deployed to such regions (e.g., low-income regions)
that are not active in archiving patient data for AI/ML development, performance may be lower
than expected. This bias can be measured by comparing metrics usually used in AI/ML perfor-
mance assessment (such as area under the ROC curve, sensitivity, and specificity) on indepen-
dent datasets from different regions (e.g., high-income regions that contributed training data
versus low-income regions that did not), together with a comparison of patient characteristics.

4 Bias Category II: Data Preparation and Annotation

Data preparation and annotation are key elements of the supervised learning AI/ML chain.
Annotators can be the source of substantial bias, e.g., content production bias and presentation
bias listed in this section (Table 2) but also reference standard bias, institutional/systemic bias,
historical bias, etc. (described in other sections) in their annotations.

4.1 Annotator Bias

Are AI/ML models learning the “truth” or modeling annotators? Every annotator has habits,
experience, and elements of subjective judgment that impact data labeling and may lead to bias.
Annotators will inevitably project such biases to their annotations. Prior rater experience, train-
ing, historic context, image preparation and presentation, annotation system user interface, and
others, all contribute to a degree of subjectiveness in annotator judgment when presented with a
case. This may lead to intra- and interannotator variability and bias. As such, the term “reference
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standard” is preferred over “ground truth;” in practice, nothing as absolute exists as the word
truth would suggest. If the reference standard is tainted, noisy, inconsistent, or biased by anno-
tator bias (through individual, historic, training, experience, content production-, presentation-,
and reporting bias etc., see below) algorithms developed with such biased data are likely to
reproduce, spread, and even increase existing bias, with lower accountability. Measures of
intra- and interrater variability are one way of quantifying annotator bias at the entry point of
model development. Synthetic or phantom images and image datasets may be used to probe the
impact of annotator bias in algorithmic output. Best annotation practices should include multiple
annotators, intra- and interannotator comparisons; annotator pools should be inclusive, diverse,
multi-institutional, and—depending on the desired endpoint—include annotators with different
levels of experience. Moreover, to mitigate bias, real-world testing of algorithmic performance
should not only focus on testing against diverse independent datasets but also, when possible,
involve testing against an independent pool of annotators. That is, to establish a reference stan-
dard for model performance testing, the use of annotators independent of those for the training
data is helpful to avoid self-consistency bias. Annotator instructions and deployed tools should
be carefully documented and preferably standardized. For spatial information [e.g., regions of
interest (ROIs)], methods, such as simultaneous truth and performance level estimation and other
similar methods, may be used as mitigation.31

4.2 Content Production Bias

Content production bias arises from systematic distortions in behavior across platforms, con-
texts, or different datasets that are expressed as lexical, syntactic, semantic, and structural
differences in the content generated by users. Note that in this context a “user” is not an inves-
tigator but rather an individual who has generated data used in an AI/ML pipeline, e.g., an
annotator or a patient. The use of language(s) varies across and within countries, populations,
cultures, and professional domains. This variation includes influences from the type, level, and
era of the users’ education, training, and experiences. Content production biases can affect the
external validity (or generalizability) of research.32 Further, these biases raise additional concerns
as they can affect several popular tasks, such as user classification, language identification, data
characterization, and content filtering, and may also impact users’ exposure to a variety of infor-
mation types (that is, these biases may influence users’ experience, or lack of experience, with
particular types of data).1 For example, suppose a group of annotators with different professional
backgrounds is asked to characterize a set of CT scans based on various acquisition factors with
only minimal guidance. Some may refer to a characteristic such as dose modulation by its
generic name, others may refer to it by the different trademarked names used by vendors, and

Table 2 Overview of biases mainly associated with data preparation and annotation.

Bias source Definition Potential mitigation

Annotator
bias

Occurs when human annotators, or human–
computer assisted systems, apply subjective,
selective, and/or biased labels in the annotation
process

Inclusion of multiple annotators with
different levels of experience; inclusive,
diverse, multi-institutional annotator
pools; intra- and interannotator
comparisons

Content
production
bias

A form of behavioral bias that is expressed
as lexical, syntactic, semantic, and structural
differences in the content generated by users.
These differences may impact the
generalizability of research that utilizes
user-generated content like annotations or
patient-reported information

Seek diverse input from the appropriate
populations (cultural, professional,
geographic, etc.) based on the type of
data collected to better understand how
the content was (or will be) generated

Presentation
bias

Results from the way in which images, AI/ML
output, or other data are presented to the user or
the annotator

Careful design of user interfaces and
order of presentation for images and data.
Quantitative comparison of different
presentations schemes
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some may not refer to it at all. Another example could be the annotation of findings observed in
imaging exams, again with minimal guidance. Some may use the term “tumor” only for cancers,
whereas others may use it more generically (benign as well as malignant). Factors like these
could lead an investigator to misinterpret the generated annotation data. Thus there is a clear
need for well-defined annotation guidance and the use of standardized lexicons when available.
It is important to seek diverse input from the appropriate populations (cultural, professional,
geographic, etc.) based on the type of data collected to better understand how the content was
(or will be) generated. It is also helpful to make the guidance and lexicons used by annotators
available to the investigators who will use the data.

4.3 Presentation Bias

AI systems interact with users in complex ways.33 Likewise, in data preparation or annotation
generation for AI systems, there are complex interactions between the human and the computer.
During data preparation and annotation, data may be presented to the human in a way that sys-
tematically affects their input or annotations compared to the true state of the data or patient.
Likewise, during model evaluation in a reader study, data may be presented to the human in a
way that may systematically alter their decision compared to how the device would be used in the
clinic. These systematic differences will result in a bias. Presentation bias during the data prepa-
ration stage may result in biased annotations that limit the training and, therefore, the effective-
ness of the AI/ML system and could also result in systematic differences between different
subpopulations. Presentation bias during model evaluation may result in a difference between
the measured and true (clinical) performance of the AI system. Moreover, it is important to note
that the magnitude or impact of presentation bias may depend on the level of expertise of the
human reader and on their subspecialty.

Consider a scenario for data collection to train an AI/ML system for detection and classi-
fication of COVID-affected regions of the lung. The developer has already developed a prescre-
ening technique to detect ROIs and now wishes to collect training data to help design a classifier
to classify these ROIs as positive or negative. In training data collection for this classifier, two
ROIs are shown to an expert, who is tasked with selecting the ROI that is more likely to be
diseased. The user interface for this data collection method is designed such that the ROI that
received a higher score from the prescreening stage is always presented on the right-hand side of
the screen. The human user is likely to realize this design peculiarity and may consciously or
unconsciously rate the ROI on the right-hand side to be more likely to be diseased compared to a
condition where the two ROIs are placed randomly on the right or the left. The AI method trained
with this biased training set may not be able to reach the level of attainable performance. This
type of bias may be hard to detect or measure during data preparation/annotation because the
downstream effects may be difficult to pinpoint and compare. If a particular contributing factor
for presentation bias is suspected during data preparation/annotation, one can design an experi-
ment with/without the contributing factor to study the effect, using the same metrics that would
be appropriate for the evaluation of the final AI/ML model. Experts in human–computer inter-
faces may be consulted to minimize this type of bias. For detecting or measuring this bias in
model evaluation, differences in performance during the evaluation versus clinical use may be
used. There may be several factors contributing to such differences, and presentation bias should
be kept in mind as a contributing factor.

5 Bias Category III: Model Development

We identified six potential sources of bias mainly associated with the development of an AI/ML
model (Table 3).

5.1 Inherited/Error Propagation Bias

This type of bias occurs when machine learning models are used to generate inputs for other
machine learning algorithms or trained incrementally, and bias is inherited by the subsequent
algorithms in the pipeline. It is quite common that machine learning models are used to generate
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inputs for other machine learning algorithms. In clinical practice, a typical medical image analy-
sis pipeline involves multiple sequential steps, such as image preprocessing, image registration,
segmentation, and classification. AI/ML models are increasingly used for each of these steps,
and the propagation of output from one step to the next can lead to an accumulation of errors, i.e.,
error propagation bias, that may affect performance for the clinical task at hand, such as lesion
classification for malignancy or assessment of patient response to therapy, not only for human
observers but also for downstream AI/ML models. Recent research has been done to investigate
the mitigation of this bias and it has been demonstrated how uncertainty estimates can be used to
improve downstream model performance. A general framework for propagating uncertainties
across different classes of inference steps has been proposed for this purpose.34 For such a
downstream improvement in performance to occur, each model in the chain needs to output
its uncertainty estimates. Very few models used in the clinic provide uncertainty estimates. One
should also note that models can be “confidently wrong,” in which case uncertainty estimates
may be of little use (Sec. 7.4).

Propagation of errors is also possible when models are trained incrementally as in transfer
learning; this time not because of errors/bias in AI/ML output, but due to the “freezing” of part of
the model weights and architecture as it is trained and fine-tuned in consecutive steps using
different datasets. Along this pipeline, potential biases in the datasets as well as any errors
in the model weights may propagate into the final trained model. This approach is often used
in progressing transfer learning or curriculum learning where the first step is often to train on a
large set of natural images like ImageNet35,36 and then progressively fine-tuned on more relevant,
usually smaller, medical image datasets. For example, when an AI/ML model was developed
for the diagnosis of COVID-19 on chest radiographs, a model pretrained on ImageNet was
used and then subsequently fine-tuned on the NIH Chest-Xray1437 and the RSNA pneumonia
chest radiograph datasets37 before further fine-tuning on an in-house COVID-positive versus

Table 3 Overview of biases mainly associated with model development.

Bias source Definition Potential mitigation

Inherited/error
propagation bias

Occurs when machine learning models are
used to generate inputs for other machine
learning algorithms or trained incrementally

Under- or oversampling of training data
used along the pipeline to mitigate any
biases introduced earlier on and/or
training with different random seeds

Reference
standard bias

Occurs when there are inconsistent
reference test methods, inconsistent
procedures in which a given test is
performed, inconsistent ways in which
results are interpreted, or ignoring
indeterminate findings

Use the highest possible level of
reference standard that correlates with
patient outcomes

Membership bias Occurs when membership in particular
groups present systemic differences that
do not necessarily correspond with to the
outcome of prediction being pursued in
the target population

Optimization of model parameters and
training size. Balancing the difficulty of
the classification task relative to the
difficulty of groupmembership recognition

Historical bias Arises from systemic societal, institutional,
and individual, engrained biases and impacts
prioritization of problems to pursue

Construction of a more inclusive research
community and consultation with social
researchers and other subject matter
experts

Training data bias Occurs when there is a mismatch between
the training set and the intended use

Adequate assessment of the diversity,
or lack thereof, of one’s data

Cognitive bias Arises when a system of belief, typically
built upon data of limited validity and sets
of heuristic, subjective assessments of
physical quantities or outcomes, used to
reduce the complexity of tasks produces
systematic bias/errors in judgement of
the underlying reality

Awareness of the bias introduced by
the human operator is needed; develop
clear knowledge of the applicability and
limitations of the AI/ML model
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COVID-negative set of chest radiographs.38 Any potential biases introduced in any of these steps
could have been propagated into the final trained model. Potential mitigation strategies include
under- or oversampling of training data used along the incremental learning pipeline to mitigate
any biases introduced earlier on.

5.2 Reference Standard Bias

A reference standard refers to the best available method for establishing the presence or absence
of a condition of interest or extent of disease. When validating an AI/ML model, there needs to
be a consistently high standard for the data used during assessment and it is essential to have a
high-quality reference standard against which the new technology can be assessed.39 AI/ML
models require unique considerations for the evaluation of potential optimal clinical utility,
including retrospective or prospective validation in representative clinical settings, as well as
establishing benchmarks against reference standards. When the reference standard comprises
human expert annotations (see “annotator bias” above), the reference standard may not corre-
spond to real-world clinical outcomes. When this happens, the AI/ML is developed and/or vali-
dated using a specific clinician or group’s assessments, not a generally applicable patient level
outcome. But reference standard bias is broader than human annotator bias. It is a well-known
problem that reference standards may be “fuzzy” or lacking; several reference standards may
exist for a given condition, often with a “hierarchy” from high-level (more expensive, perhaps
not widely available) to lower level (less expensive, more widely available but perhaps not as
accurate). Thus problems with establishing a reference standard include inconsistent test meth-
ods, inconsistent procedures in which a given test is performed, inconsistent ways in which
results are interpreted, or ignoring indeterminate findings.

When possible, AI/ML should be trained with the highest possible level of reference standard
and, in testing, AI/ML outputs must likewise be compared to a rigorous standard that correlates
with patient outcomes to get an accurate assessment of the safety, efficacy, and equity of the AI.

5.3 Membership Bias

Membership bias occurs when membership in particular groups present systematic differences
that do not necessarily correspond with the outcome of the prediction of interest in the target
population. When race or other specific demographic memberships are used as an explicit pre-
dictor or covariant in an AI/ML model, it could lead to bias if not applied properly. Patients of a
given membership could collectively experience different factors that lead to their data having
a systemic difference compared to another membership, but these factors may not be inherently
related to health status and outcome alone. Certain members of a group could experience a
systematic bias in the predictions made from a model that possesses membership bias, and this
could impact decision-making made from those models. For example, if there is a correlation
between race and access to health care, this could result in patients of one race membership
having health data that is systemically different than the data of another race membership.
This could result in models having a bias in terms of race that is more reflective of socioeco-
nomic status, and it could also have a negative impact on the predictions made for test subjects of
that race membership. Such bias may be amplified in AI/ML models’ predictions.40 Mitigation
strategies for this bias include optimization of model parameters and training size41 and balanc-
ing the difficulty of the classification task relative to the difficulty of group membership
recognition. If the classification task is more difficult than recognizing group membership, the
AI/ML may learn to recognize group membership rather than perform the classification task of
interest and bias is amplified. On the other hand, if the classification task is easier than recog-
nizing group membership, bias is dampened in the early stages of training.

5.4 Historical Bias

Historical bias is a systemic bias, arising from societal, institutional, and individual, engrained
biases, impacting prioritization of the relevant problems to pursue (model development), yet
transversal to all bias categories (data collection, data preparation, model evaluation, and model
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deployment). Historical bias (as all systemic bias) is pervasive and insidious, often present in the
“state of the art” of medical practice through legacy and discriminatory practices (e.g., so-called
racial correction in pulmonary function tests, estimated glomerular filtration rate, and x-ray
dose).5,42,43 Historical bias is also reflected in unequal access healthcare; for example, in
COVID-19, and likely in other diseases, groups with less access to healthcare and or historical
grievances related to healthcare, present a higher disease severity at first encounter with care.
Historical bias also impacts the geographic heterogeneity of pollution exposure, housing quality,
reliable access to high-quality food, and other factors that significantly impact health and out-
comes. Historic bias is separated from temporal bias, as it is distinct from the natural evolution of
biomedical knowledge, underlying technology, population changes, and medical education.
It arises from historical and present systemic racism, gender stereotyping, and discrimination
that sometimes clearly, often inconspicuously, is present in data collection, prioritizing of
research, preparing data, and determining the reference standard and outcomes.

Exclusion of protected characteristics was sometimes proposed as a partial solution to
historical bias; recent work has shown AI ability to infer withheld information (e.g., gender,
age, and self-reported race),44,45 so this approach is not viable. Acknowledging and understand-
ing the presence of historical and systemic biases and their impacts is the preferred mitigation
tactic. The creation of a more inclusive research community will certainly contribute to a fairer
prioritization of research and technologies to pursue. Similarly, collaboration with social
researchers and other subject matter experts may contribute to minimize historical bias by under-
standing and correcting for how historical factors may shape data distributions for specific
groups and by understanding and correcting for how a “tainted” reference standard and external
factors may affect data and algorithmic performance.

5.5 Training Data Bias

Training data bias occurs in AI/ML when the data used to train the AI/ML does not represent the
population for which it is intended, i.e., there is a mismatch between the training set and the
intended use, and the populations of interest are not adequately represented.46 When training bias
occurs, an AI/MLmodel may skew its output based on the prevalence of disease(s) in the training
data, potentially over or underrepresenting the prevalence in the target population on which the
AI/ML will be deployed. Data generation bias for AI/ML training can be seen as a subset of
training data bias. In data generation bias, the emphasis is on how the images are generated, i.e.,
equipment, acquisition conditions, and sites. Training data bias includes these biases but also
includes differences in populations, e.g., inadequately represented subpopulations. Note that
training data bias is related to data shift since data shift will result in a different represented
population distribution during deployment when compared to training. Training data bias may
yield an AI/ML model that gives prejudiced results due to erroneous assumptions on the data,
and the real-world AI/ML model’s performance may be lower than expected. A commonly used
example is racial discrimination in facial recognition technology.47 In medical imaging, exam-
ples include AI/ML trained on single institution data, single acquisition data, or on populations
of different races. Another relevant example is if only one person generates annotations to
provide a reference standard for training (see annotator bias above). Training data bias can be
detected/measured when different performance levels are obtained on different populations.

5.6 Cognitive Bias

Integrating the real world and making decisions is a burdensome task for the human brain and
AI/ML alike; reverting to simpler approximations and heuristics may “automate” several
decisions.48 Cognitive bias occurs when automated “simplifications” take over a decision
process. For medical imaging, heuristics of representativity (“this case looks like the textbook
case,” hence it must be), availability (“I remember one just like this”), and adjustment anchoring
(“I have an idea that I will use as a starting point and adjust from there”) are relevant examples.
Cognitive bias has the potential to bias reference standard labels (e.g., in directed annotation
tasks), while also carrying the potential for over-reliance on (and/or dismissal of) algorithmic
output. Cognitive bias potentially impacts multiple levels of imaging AI/ML, from setting a
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reference standard in supervised learning, impacting model development, to model deployment,
especially in systems where AI/ML is assisting human experts in complex tasks. Well-designed
experiments can account for and quantify cognitive bias; testing priming/anchoring, for example,
including preselected sets of examples with deliberate different primers in an AI-assisted
diagnosis task can provide a measure of cognitive bias.

6 Bias Category IV: Model Evaluation

Four potential sources of bias were identified, mainly associated with AI/ML model evaluation
(Table 4).

6.1 Evaluation Bias

AI algorithms are often evaluated, and sometimes selected for deployment, based on evaluation
datasets. Ideally, a public benchmark dataset is available and used for evaluation, but many algo-
rithms are also evaluated on proprietary datasets, or a combination of benchmark and proprietary
datasets. Although the problems of representativeness are similar whether one has a benchmark
dataset or a proprietary dataset, a benchmark dataset allows for algorithm comparison among
investigators at large. It is important to note that if you are using a benchmark dataset for the
selection of a model among multiple candidates, you should consequently use an independent
evaluation dataset to evaluate the performance of the selected model in an unbiased manner.

Evaluating a system in isolation without understanding and modeling its real-world use may
create unrealistic notions of its benefits and consequences. Thus the performance of the AI algo-
rithm on the evaluation dataset may or may not be a good indicator of their performance on
clinical tasks and for all subpopulations, depending on how the evaluation dataset was curated
and whether the evaluation dataset was used for model selection. Evaluation bias can occur
when the evaluation dataset is not representative of the use population or if the metrics used
for the task are not representative of performance in the use task.49 Algorithms selected based
on a nonrepresentative dataset may to lead to models that “perform well only on the subset of
the data represented by the evaluation dataset.” As noted in Ref. 49, historical, representation,
or measurement biases can be particularly problematic if they exist in the data. Algorithms are
typically selected based on aggregate measures on the entire dataset and performance on sub-
groups is often not considered when evaluating benchmarks. For example, evaluation datasets
for COVID-19 were established early in the pandemic and were not necessarily very diverse.

Table 4 Overview of biases mainly associated with model evaluation.

Bias source Definition Potential mitigation

Evaluation bias Arises through improper benchmark
datasets, improper use of data or
performance metrics

Use well-curated up to date benchmark
datasets; proper data stratification and
performance assessment

Detection bias Refers to systematic differences between
different groups in the detection rate or
severity evaluation for a disease or
condition

Use clinical knowledge and/or tightly
controlled studies to uncover and quantify
this type of bias. Then let the evaluators
know about it so that they may use
statistical techniques to appropriately
compare the model performance for
different groups

Amplification bias Occurs when an AI/ ML algorithm learns
to predict output/classes with a greater
disparity than what is in the underlying
ground truth

(i) Use appropriately balanced training
sets or (ii) conduct influenced-directed
feature removal

Statistical bias Is the average difference between a
quantity we estimate from data and
the actual value of the quantity

Provide references or analytical
expressions for the estimation method
and a rationale for the choice of estimator.
Sharing of data
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There have been numerous variants since the original with potentially different characteristics on
chest radiographs, and vaccinations have modified the associations between outcomes and risk
factors. Models selected using evaluation datasets from early in the pandemic may not be optimal
for later variants or for all subgroups.

Another cause of evaluation bias is duplication of data in the training, validation and test sets
due to improper stratification. For instance, if stratification is not performed on the patient level
but on the imaging study, or even on the level of an individual image or image patch, then not all
information of a patient is kept together. All information pertaining to a given patient needs to
end up either all in the training or all in the validation or all in the test set, respectively, or else
performance will be substantially overestimated.

Along similar lines, evaluation bias may also occur based on the choice of performance
metrics/figures of merit, e.g., when there are systematic differences between metrics in model
development and deployment.

6.2 Detection Bias

Detection bias refers to systematic differences between different groups in the detection rate or
severity evaluation for a disease or condition.50 Detection bias typically occurs because of
differences between groups in how the disease is detected or evaluated. For example, if a very
accurate detection method is very costly and therefore is not covered by low-cost insurance, this
may result in a difference in disease detection rate between more and less affluent social groups.
Detection bias may mask existing biases or may falsely lead investigators to conclude that there
is bias. For example, prostate size is larger among overweight and obese men as compared to
normal weight men, and as a result, the detection rate in biopsies for prostate cancer is lower in
overweight and obese men.51 If the difference in the detection rate between normal weight and
obese patients is not considered in epidemiologic studies, one may underestimate the association
between obesity and overall prostate cancer risk, resulting in a biased estimate of cancer risk for
obese patients. Another example is that in low-resource areas, COVID-19 tests may not be
adequately calibrated or controlled such that the false-negative rate at these clinics may be higher
than the average, and only very sick patients are diagnosed. An unbiased AI/ML model for the
detection of COVID-19 on medical images may appear to have a sensitivity that is biased in
favor of patients from low resource clinics because the detection rate for these patients is low, and
only sicker patients whose images are easier for COVID-19 detection are included as actual
positives. Detection bias can be assessed as the difference in disease detection rate or disease
severity between different groups using studies, as tightly controlled as possible, that either
consider/minimize some of the known factors affecting the bias in detection rate, and/or using
technologies, approaches, and methods that have different (and ideally less) bias.

6.3 Amplification Bias

Amplification bias refers to the occurrences of erroneous output from AI/ML that amplifies
already existing biases present in the training data (see training data bias).52 When a model
amplifies bias, it makes certain predictions at a different rate for a subgroup than expected based
on training data prevalence. Amplification bias occurs when an AI/ML model learns to predict
output/classes with a greater disparity than what is in the underlying ground truth (e.g., class
imbalance in the training set or training using biased features). This may occur, for example,
if certain computer-extracted features, which are very specific to a subpopulation, dominate
the predictive modeling. Amplification bias can lead to under- or overdiagnosis diagnosis in
subpopulations, e.g., in the diagnosis of chest radiographs in underserved populations.53 It can
be measured by evaluating the trained AI/ML model on different subpopulations or by training
it with data with different prevalence. Mitigation of amplification bias can occur (i) using
appropriately balanced training sets (avoiding training data bias) or (ii) conducting influ-
enced-directed feature removal.52 Relevant to the latter, one can attempt to mitigate amplification
due to features by enforcing parity in features across the classes, i.e., ordering features by their
influence on the AI/ML’s output and remove features from the dominant class until parity is
reached.40
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6.4 Statistical Bias

Statistical bias is a broad term referring to a systematic tendency for there to be a difference
between the true value of a parameter being estimated and the expected value of the parameter’s
estimates. This systematic tendency can be either for the estimates or measurements to be above
or below their true values. Statistical bias is often understood to be the result of an incorrect
analytic estimator, e.g., the well-known difference between the sample variance and the popu-
lation variance.54 However, there are many additional, often subtle and complex, sources of stat-
istical bias that might enter into the development and evaluation of an AI/ML model. Statistical
biases arise from systematic as opposed to random error and can occur in the absence of preju-
dice, partiality, or discriminatory intent. Statistical bias occurs when estimates of algorithm per-
formance are systematically impacted by errors in data collection or analysis owing to incorrect
statistical models. Practitioners may use a statistically biased estimator for practical reasons
(perhaps an unbiased estimate of a parameter is not tractable). In other cases, practitioners may
choose to use a biased estimation method because it has other desirable characteristics (non-
negative estimates of a known-to-be nonnegative parameter, or desirable bias-variance trade-off
characteristics). Statistical bias can result in over- or underestimates of an AI/ML model’s per-
formance, leading to algorithms being believed to be more effective than they are in some cases
and not appreciated for the value they might provide in others. For example, performance levels
of an AI/ML model in medical imaging are often estimated on units that are not independent,
e.g., per lesion, per region of interest, and per lung lobe, as the ones from the same patient are
likely to be correlated. Variance estimates are often biased if such correlations are not accounted
for, thereby leading to incorrect (often overly optimistic) inference.55 The potential for bias in
an estimation procedure can be known through simulation studies and assessed, e.g., through
the difference between the mean of the parameter’s estimates and the true mean.

7 Bias Category V: Model Deployment

Model deployment is the final step in the medical imaging AI/ML pipeline. After all the work
from data collection to thorough model evaluation, it is time to prospectively evaluate perfor-
mance in the real world and perhaps even clinical practice. Seven potential sources of bias
mainly associated with model deployment were identified (Table 5).

7.1 Deployment Bias

Deployment bias arises when there is a mismatch between the intended use of a system or algo-
rithm and the way it is used in practice. For example, when a system not intended as a decision
aid (e.g., a quantitative imaging tool or a segmentation tool) is used as a decision aid by human
operators or interpreters, this practice will result in deployment bias. It is also referred to as the
“framing trap.”49 Most systems will inevitably be ultimately deployed within complicated
institutional structures and utilized by human decision-makers. The human intermediary may
act on predictions in ways that are not included in the original intended use of the system; these
differences may lead to misinterpretation or misuse of the output of the system. Misinterpretation
or misuse of a system by the ultimate users, via phenomena like confirmation bias or automation
complacency bias (see below), may lead to harmful decisions.56 Improper use or interpretation
by end users can take many different forms, and it may be intentional or unintentional. For
example, suppose a system has been developed that analyzes images from brain MRI scans and
provides numeric assessments of various features. These features are known to have clinical
utility and the system was trained, validated, and tested in the laboratory on a large database
of images acquired from a variety of 1.5T MRI units. The system has now been deployed in
a clinical setting. A simple technical misuse could be a radiologist utilizing the system to
analyze images from both 1.5T and 3T MRI units. The system was only trained and validated
with images from 1.5T units, and it is not known if it will maintain its performance with images
from 3T units. Similar misuse might include utilizing the system to analyze images from
different anatomy (e.g., abdominal or breast images instead of the brain) or even a different
modality (e.g., brain CT images instead of brain MR images). In each case, this misuse could
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be unintentional (the radiologist may not be aware of the intended use of the system or of
its documented limitations) or intentional (the radiologist is aware of the system’s intended use
but has explicitly decided to proceed anyway, analogous to “off label” use). Misuse could also
manifest as an improper interpretation or utilization of the system’s output. The use of the sys-
tem’s output as a proxy for predictions or courses of action that have not been modeled (again,
analogous to “off label” use) is problematic as the system’s performance in this context is
unknown. To prevent this bias, AI/ML developers should consult with relevant stakeholders
(radiologists or other physicians, medical physicists, department administrators, etc.) to under-
stand how the model or system may be used when deployed. Technical safeguards should be in
place to ensure only appropriate data is imported and analyzed by the system when possible. The
AI/ML system should be designed so that the output of the system is human-interpretable.
Similarly, user interfaces should be designed to help users understand the limitations of the
system and effectively interpret system output. Finally, it is critical to monitor the deployment
of the algorithm to understand its use in practice.57

7.2 Concept Drift/Emergent Bias

Concept drift occurs when the relationship between the input (e.g., images and clinical features)
and the output (e.g., diagnosis and prognosis) changes over time due to data drifts, such as
changes in image acquisition devices/protocols, disease prevalence, changes in the gold-standard
technology, and virus mutation. For example, the COVID-19 pandemic is evolving over time,

Table 5 Overview of biases mainly associated with model deployment.

Bias source Definition Potential mitigation

Deployment bias Arises when there is a mismatch between
the intended use of a system or algorithm
and the way it is used in practice. This
misuse may cause harmful decisions or
consequences.

Systematically monitor and continually
evaluate the model’s usage; consider
a formal assessment (like a clinical trial
or observer study) to evaluate usage
outcomes

Concept drift/
emergent bias

Occurs when the performance of machine
learning models estimated in the
laboratory setting degrades over time in
the real world when the image acquisition
equipment, clinical conditions, and patient
population characteristics change

Retraining and reassessment with more
recent data, which can be demanding in
data collection

Behavioral bias Arises through systematic distortions in
user behavior across platforms or
contexts, or across users represented in
different datasets

Education and information, as well as
directly addressing misinformation.
Increasing access to healthcare and
promoting a just, equitable, diverse, and
inclusive healthcare experience for all

Uncertainty
bias/epistemic
uncertainty

Is the influence of both reducible
(epistemic) and irreducible (aleatoric)
uncertainty on decision making drawn
from AI/ML models

Consider retraining a classifier or network
with different or additional data.

Funding/
publication bias

Arises through selective reporting of
results

Transparency in reporting, publicly
available data, open-source code

Automation
complacency/loss
of situational
awareness bias

Caused by over-reliance on automation Emphasize human accountability in
machine–human interaction; awareness
of the limits of applicability of algorithms

User interaction
bias

Can occur when users interact with
data and algorithmic outputs based on
their inherent biases or a biased
user-interface, impacting end user
choices and decisions

Thorough design and testing at the level
of the user interface
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probably more rapidly and drastically than other diseases such as cancer. It has been shown that
AI/ML models using blood tests to predict COVID-19 diagnosis are affected by this.58 Concept
drift or emergent bias is usually measured by monitoring model performance metrics (e.g., area
under the ROC curve, sensitivity, and specificity) over time.

7.3 Behavioral Bias

Behavioral bias refers to systematic distortions in user behavior across platforms or contexts,
or across users represented in different datasets.32 Prior experience, stigmatization, exposure to
misinformation, limited access to healthcare, and historic context all conjure to produce sub-
jectiveness and irrationally driven behavior of users in relation to healthcare, medical imaging,
data sharing, etc., with transversal impact across the development process. Behavior bias has the
potential to impact all levels of imaging AI/ML from data collection to model deployment. It has
the potential to skew cohorts, produce missing information, and increase the uncertainty of
outcomes, while also carrying the potential for dismissal of algorithmic-assisted medical advice.
For example, in the COVID-19 pandemic behavior bias is introduced through self-selection
(inclusion or exclusion, impacting availability of data), missing or misleading information
(vaccine status, co-morbidities, prior COVID-19, smoking status, etc.), and increasing uncer-
tainty in outcome measures (through lack of follow-up, disregard, or inability to pursue pre-
scribed care, etc.). Data on self-reported vaccination may be impacted by behavior bias, as
well as prior COVID-19 exposures through self-exclusion. Smoking status is another classical
example. Self-selection through inclusion and/or exclusion is also a potentially significant source
of bias in existing datasets. More importantly, for communities historically discriminated against
interactions with healthcare, severity of COVID-19 at the time of the first encounter with health-
care may be biased toward higher severity, and less severe cases may be underrepresented.
Specific components of behavior bias can be assessed through thoughtfully crafted sociologic
experiments indirectly,59 through severity of disease at time of presentation, and via differences
observed between distributions (e.g., census versus data collected or seropositivity versus self-
reported COVID-19, vaccine status). Targeted community outreach, when behavior bias is iden-
tified in specific groups, may be used as a mitigating factor toward behavioral bias, e.g., relating
to self-exclusion. Acknowledging the presence of behavior bias allows for strategies that are
common to other mitigation strategies, such as cohort balancing, standardized reporting, and
documentation on the limitations of developed algorithms, including the representativity of the
training dataset and real-world test of claims against independent, representative, dataset(s)
(sequestered data).

7.4 Uncertainty Bias/Epistemic Uncertainty

Uncertainty bias is the influence of both reducible (epistemic) and irreducible (aleatoric) uncer-
tainty on decision-making drawn from AI/ML models. Characterizing and estimating/measuring
uncertainty is essential to robust AI/ML model evaluation and transparent reporting. However,
human observer decisions made based on AI/ML model output and reported uncertainty thereof
can be overly swayed by the uncertainty in model output. For example, it is known that AI/ML
models can be “confidently wrong,” i.e., they can produce incorrect outputs with high
confidence.60 If this occurs, humans may place more value on a prediction that has high certainty,
even if it is incorrect, than on one that has low certainty but is correct. This could influence how
an AI/ML model is used for subsequent decision-making, either for further algorithmic work or
clinical implementation.61 Some research has been done to develop “reliability maps” (which are
not actually spatial maps but rather a measure of “reliability” across the posterior probability
output).62 It is a measure of uncertainty using variance and a “calibration map,” based upon
a measure of prevalence.

7.5 Funding/Publication Bias

Researchers tend to accentuate the positive—whether motivated by expectations of a funding
agency, an employer, colleagues, or for any other reason.63 By picking and choosing what to
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publish/report on, a bias is introduced that can lead to bad science. Funding bias refers to selec-
tively reporting results to support or satisfy the expectations of the funding agency or financial
supporter of a research study. Publication bias, similarly, and more generally, refers to the selec-
tive publication of results based on the outcomes found. Different subtypes of biases fall under
publication bias: (i) outcome reporting bias refers to publishing only the results in a study that
appear positive, while failing to report those that appear negative (cherry-picking of results),
(ii) spin refers to using language to make negative results appear positive, and (iii) citation bias
refers to the fact that articles mentioning positive results tend to be cited more frequently than
those reporting negative results. For good science, it is important to know when something does
not work or how many failed attempts resulted in a success (false-discovery rate, p-hacking),
which is especially important in medical imaging AI/ML studies where often many hypotheses
are investigated simultaneously. Mitigation strategies include accurate and transparent publica-
tion of all methods, protocols, and results, regardless of findings, and development of—and
adherence to—rigorous standards for publication.

7.6 Automation Complacency/Loss of Situational Awareness Bias

Automation complacency occurs when humans over-rely on automation, or automation leads to
humans being unaware of their situation such that, when control of a system is given back to
them in a situation where humans and machines cooperate, the skill of humans are attenuated,
and they are unprepared to assume their duties. This can include a loss of awareness over what
automation is and is not taking care of and its limitations.64 Attention plays a major role in this
bias; it is worsened when multiple-task overload (emergency), complexity, and/or fatigue is
present in the human expert. Human attention being finite, overreliance on automated or
semiautomated decision support, particularly in repetitive tasks, under pressure, or in complex
situations, may lead to errors both of omission and commission.65 Typical examples are linked to
aviation, where automation bias and automation complacency have been found to be the direct
cause of accidents. In our context, automation bias, automation complacency, and loss of situa-
tional awareness bias is relevant at any interface where algorithmic output and human interaction
is present, namely in decision support and automation. It is more relevant in model deployment,
potentially also in algorithmic-assisted annotation. It has the potential to lead to erroneous deci-
sions and relevant omissions, directly impacting individual patient health. More generally, as
with many other biases, consequences of this bias may undermine public trust in algorithmic
decision-making support systems (at the deployment level) and may bias new and existing data-
sets when used in the process of annotations and establishing a reference standard for training.
It can be quantified with controlled experiments where ground truth and confounders are well
established or characterized. These studies also allow for comparison of mitigation measures.
Awareness of the bias by the user is a key, as it is training and knowledge specific to the algo-
rithmic process, its known limitations, and limits of applicability. Other mitigation strategies
include emphasizing human accountability in algorithmic assisted processes, as well as com-
munication and design changes with algorithmic output labeled as “information” (as opposed
to “recommendation” or “decision,” for example) and user interfaces highlighting “raw data”
rather than the algorithmic output, as well as adding confidence intervals to algorithmic outputs.
User experience is also important, as well as individual differences linked to confidence
and trust.

7.7 User Interaction Bias

User interaction bias may arise when a user imposes self-selected biases and behavior during
interaction with data, output, results, etc. It also arises or can be driven by the interface between
the user and the automated system (related to presentation bias, such as inadequate graphic user
interface, systematic bias in presentation, and ranking of the information presented).1,32,66 In
contexts when the user is the “end user” with ability to make unconstrained choices, user inter-
action bias is also referred to as “consumer bias.” Humans impose their own set of biases on
interaction with data and outputs. This can lead to a self-reinforcing loop: bias being reproduced
and augmented by algorithms, which in turn will reinforce existing bias. Typical examples are

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-19 Nov∕Dec 2023 • Vol. 10(6)



linked to presentation bias and ranking bias (what is shown first “must” be more important), both
of which are self-reinforcing. User interaction bias has the potential to undermine trust in algo-
rithmic decision at the deployment level, and more perversely, it may produce actions and/or new
data tainted with bias, which will in turn reinforce existing bias while masking responsibility and
the origin of bias through algorithmic complexity. For example, in a graphical user interface
where COVID-19 positive/negative outcomes of an AI/ML model are prominently displayed,
users may miss other relevant information contained in the image, such as the presence of other
markers of respiratory or cardiorespiratory disease. In a different example gender, race, age,
scanner type, local circumstances, etc., inferred or explicitly displayed when analyzing medical
images may, combined with the user’s pre-existing bias, amplify the human bias. User inter-
action bias is hard to measure and awareness of this potential bias by the user is a key. In the
consumer space, clear communication and education, including the use of role models and
trusted channels, have been shown to mitigate user interaction bias. Components of user inter-
action bias can be measured and then mitigated through well-crafted controlled experiments,
where the information displayed, ranks, presentation, and graphical user interfaces should be
deliberately manipulated to test the impact on the end user.

8 Discussion

With the increased popularity of modern AI tools in medical imaging and the public availability
of many (often pretrained) AI/ML models for (mostly) natural images, the threshold for devel-
oping a medical imaging AI/ML model has been lowered substantially. This is advantageous
since it allows for relatively easy translation and adaptation of techniques developed in other
research domains to medical imaging analysis. However, a lack of domain knowledge may result
in nonexistent or faulty early data discovery analysis, inappropriate study design, and incorrect
performance evaluation, which likely lead to a multitude of biases and lack of generalizability of
the end result.

Federated learning is sometimes thought to solve many of the potential biases described in
this paper. It has been proposed as a class of techniques used to build more robust models by
allowing models to learn from multi-institutional data without the need for data sharing.67–69 The
idea is that models built from a diverse dataset representing many populations with data acquired
on different systems may be less biased than models built from a single site, may be able to
handle differences in labeling practices,70,71 and generate models that are more consensus-based
compared to models trained on single institution data. However, federated learning may have
similar concerns to centrally hosted repositories in terms of challenges with data heterogeneity.
Many of the biases discussed here can occur even in federated learning scenarios.69 Deep learn-
ing models can still be brittle and may not extrapolate or generalize well, i.e., they may still not
work well on data that are not represented in the training dataset. Moreover, depending on the
technical approach to federated learning, models may be “biased” toward data from sites that
contributed more data.71 Federated learning may also introduce bias because, among other fac-
tors, (1) the technical requirements to set up federated learning may prevent sites without suf-
ficient IT support from participating in the activity, (2) lack of standardization may exist in data
acquisition protocols and labeling practices between sites may vary between sites, and (3) noisy
or discordant labels between sites may reduce the overall performance of the models and/or
introduce bias. Thus although federated learning has the potential to reduce some of the biases
related to data heterogeneity, it is not necessarily a solution to many of the concerns raised here.

The work presented in this paper is complementary to existing efforts, such as those by
National Institute of Standards and Technology (NIST),2 intended to provide a standard for iden-
tifying and managing bias in AI/ML in general. The NIST bias list in the glossary of Ref. 2 is
extensive and comprehensive, but at times not directly applicable or translatable to medical im-
aging. Thus we note that the list developed by NIST includes additional sources of biases that
may not apply to medical imaging and, in some cases, we rephrased their language for a medical
imaging audience. Specific to medical imaging research, a few notable efforts have been under-
taken within the last few years to promote better quality research studies and publications within
the medical imaging AI/ML research domain.6–8,39,72–78 These publications provide recommen-
dations, frameworks, and/or checklists to define a minimum desired quality standard when it
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comes to medical imaging research study data, methods (including statistics), and transparency
in reporting. One such effort is the idea of “dataset nutrition label,”79 where curation, including
quality, representativity, and qualitative factors can be provided as a fact sheet for AI developers
to understand the dataset, acceptable uses, and limitations, at the point of problem definition.

Our work is synergistic with these prior efforts by (i) providing an overview of biases tailored
to medical image analysis AI/ML, (ii) identifying their occurrence in one or more of the five
steps along the AI/ML pipeline from data collection to clinical translation, and (iii) providing
detailed bias descriptions including similarities, nuanced differences, and recommendations for
mitigation. Some sources of bias might only occur in the process at a single stage, while others
have the potential to arise in almost every stage (Figs. 1 and 2). Membership bias is a notable
example of this; members of a certain group might be underrepresented in the data collection
process, might be more subject to annotation or truthing errors, might be more likely to be sub-
consciously subjected to bias in the selection of features or other aspects of model development,
and might experience bias in the way a model is evaluated or deployed. Therefore, membership
bias is a particularly important area for bias awareness as it can be a multiplicative source of bias
in AI/ML models designed for medical image analysis. Membership bias is also an example of
our comprehensive approach. Other authors might have chosen to merge certain sources of bias
into a single category to yield a shortened list. We chose to be comprehensive and distinguish
between subtypes to ensure that bias categories familiar to a given reader would be found within
our presentation and nuances could be explained. Thus we provided explicit listings and def-
initions for exclusion bias and institution/systemic bias while these could be argued to be mem-
bership biases. We believe that it is useful to specifically define these sources of potential bias so
that they are more likely to be accounted for and mitigated.

In summary, we have provided a comprehensive list of potential biases that can arise during
one or more of the steps of the medical imaging AI/ML pipeline, from data collection to clinical
model deployment. We also discussed mitigation strategies. Fairness and equity issues may arise
for all these biases when there are systematic correlations between the data biases and any feature
of equity concern e.g., demographics, socio-economic factors, geography. The work presented
here is being translated into an interactive online tool available to researchers at large80 and
fairness and equity will be one of the foci of the future work.

Disclosures

The mention of commercial products, their sources, or their use in connection with material
reported herein is not to be construed as either an actual or implied endorsement of such products
by the Department of Health and Human Services. K.D. receives royalties from Hologic. J.G. has
received funding support from the US National Science Foundation (Grant No. 1928481) from
the Division of Electrical, Communication and Cyber Systems. J.K.-C. has no funding to report
for this manuscript but funding for other work unrelated to what is presented here includes
a research grant from GE, research support from Genentech, Consultant/stock options from
Siloam Vision, LLC and technology licensed to Boston AI. S.K. has received funding support
(Award Nos. NSF IIS 2205329 and NSF IIS 2046795). K.M. works as an independent technical
and regulatory consultant as principal for Puente Solutions LLC. Other co-authors have no
conflicts of interest. M.L.G. is a stockholder in R2 technology/Hologic and QView, receives
royalties from Hologic, GE Medical Systems, MEDIAN Technologies, Riverain Medical,
Mitsubishi, and Toshiba and was a cofounder in Quantitative Insights (now consultant to
Qlarity Imaging). It is the University of Chicago Conflict of Interest Policy that investigators
disclose publicly actual or potential significant financial interest that would reasonably appear to
be directly and significantly affected by the research activities.

Acknowledgments

The research reported is part of MIDRC and was made possible by the National Institute of
Biomedical Imaging and Bioengineering (NIBIB) of the National Institutes of Health
(Contract Nos. 75N92020C00008 and 75N92020C00021). R.C.S. is supported by NIH through
the Data and Technology Advancement (DATA) National Service Scholar program.

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-21 Nov∕Dec 2023 • Vol. 10(6)



References

1. N. Mehrabi et al., “A survey on bias and fairness in machine learning,” ACM Comput. Surv.
54(6), 115 (2021).

2. R. Schwartz et al., “Towards a standard for identifying and managing bias in artificial
intelligence,” (2022).

3. S. Verma and J. Rubin, “Fairness definitions explained,” in IEEE/ACM Int. Workshop On
Softw. Fairness (Fairware), IEEE, pp. 1–7 (2018).

4. N. Norori et al., “Addressing bias in big data and AI for health care: a call for open science,”
Patterns-N. Y. 2(10), 100347 (2021).

5. J. W. Gichoya et al., “AI recognition of patient race in medical imaging: a modelling study,”
Lancet Digit. Health 4(6), e406–e414 (2022).

6. P. Rouzrokh et al., “Mitigating bias in radiology machine learning: 1. Data handling,”
Radiol. Artif. Intell. 4(5), e210290 (2022).

7. K. Zhang et al., “Mitigating bias in radiology machine learning: 2. Model development,”
Radiol. Artif. Intell. 4(5), e220010 (2022).

8. S. Faghani et al., “Mitigating bias in radiology machine learning: 3. Performance metrics,”
Radiol. Artif. Intell. 4(5), e220061 (2022).

9. The Medical Imaging and Data Resource Center, homepage, https://www.midrc.org.
10. The Medical Imaging and Data Resource Center Bias and Diversity Working Group,

Equity Diversity Inclusion, https://www.midrc.org/diversity.
11. The Medical Imaging and Data Resource Center Data Portal hosted by Gen3, https://data

.midrc.org.
12. T. Gebru et al., “Datasheets for datasets,” Commun. ACM 64(12), 86–92 (2021).
13. R. J. Chen et al., “Synthetic data in machine learning for medicine and healthcare,”

Nat. Biomed. Eng. 5(6), 493–497 (2021).
14. N. Jaipuria et al., “Deflating dataset bias using synthetic data augmentation,” in Proc. IEEE/

CVF Conf. Comput. Vis. and Pattern Recognit. Workshops, pp. 772–773 (2020).
15. A. Kortylewski et al., “Analyzing and reducing the damage of dataset bias to face recog-

nition with synthetic data,” in Proc. IEEE/CVF Conf. Comput. Vis. and Pattern Recognit.
Workshops (2019).

16. E. Barbierato et al., “A methodology for controlling bias and fairness in synthetic data
generation,” Appl. Sci. 12(9), 4619 (2022).

17. M. Delgado-Rodríguez and J. Llorca, “Bias,” J. Epidemiol. Community Health 58(8),
635–641 (2004).

18. R. I. Horwitz and A. R. Feinstein, “Exclusion bias and the false relationship of reserpine
and breast cancer,” Arch. Intern. Med. 145(10), 1873–1875 (1985).

19. D. Chandler and R. Munday, A Dictionary of Media and Communication, Oxford
University Press (2011).

20. G. L. Ciampaglia et al., “How algorithmic popularity bias hinders or promotes quality,”
Sci. Rep. 8(1), 15951 (2018).

21. N. A. Obuchowski et al., “Quantitative imaging biomarkers: a review of statistical methods for
computer algorithm comparisons,” Stat. Methods Med. Res. 24(1), 68–106 (2015).

22. K. C. Santosh, “AI-driven tools for coronavirus outbreak: need of active learning and cross-
population train/test models on multitudinal/multimodal data,” J. Med. Syst. 44(5), 93
(2020).

23. S. A. Harmon et al., “Artificial intelligence for the detection of COVID-19 pneumonia on
chest CT using multinational datasets,” Nat. Commun. 11(1), 4080 (2020).

24. A. B. Ross et al., “The influence of patient race on the use of diagnostic imaging in United
States emergency departments: data from the National Hospital Ambulatory Medical Care
survey,” BMC Health Services Res. 20(1), 1–10 (2020).

25. D. G. Altman et al., “Prognosis and prognostic research: validating a prognostic model,”
BMJ 338, b605 (2009).

26. G. Rapacciuolo et al., “Climatic associations of British species distributions show good
transferability in time but low predictive accuracy for range change,” PLoS One 7(7),
e40212 (2012).

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-22 Nov∕Dec 2023 • Vol. 10(6)

https://doi.org/10.1145/3457607
https://doi.org/10.1145/3194770.3194776
https://doi.org/10.1145/3194770.3194776
https://doi.org/10.1016/j.patter.2021.100347
https://doi.org/10.1016/S2589-7500(22)00063-2
https://doi.org/10.1148/ryai.210290
https://doi.org/10.1148/ryai.220010
https://doi.org/10.1148/ryai.220061
https://www.midrc.org
https://www.midrc.org
https://www.midrc.org
https://www.midrc.org/diversity
https://www.midrc.org/diversity
https://www.midrc.org/diversity
https://data.midrc.org
https://data.midrc.org
https://data.midrc.org
https://doi.org/10.1145/3458723
https://doi.org/10.1038/s41551-021-00751-8
https://doi.org/10.1109/CVPRW50498.2020.00394
https://doi.org/10.1109/CVPRW50498.2020.00394
https://doi.org/10.1109/CVPRW.2019.00279
https://doi.org/10.1109/CVPRW.2019.00279
https://doi.org/10.3390/app12094619
https://doi.org/10.1136/jech.2003.008466
https://doi.org/10.1001/archinte.1985.00360100139023
https://doi.org/10.1038/s41598-018-34203-2
https://doi.org/10.1177/0962280214537390
https://doi.org/10.1007/s10916-020-01562-1
https://doi.org/10.1038/s41467-020-17971-2
https://doi.org/10.1186/s12913-020-05698-1
https://doi.org/10.1136/bmj.b605
https://doi.org/10.1371/journal.pone.0040212


27. N. Obuchowski et al., “Statistical issues in the comparison of quantitative imaging bio-
marker algorithms using pulmonary nodule volume as an example,” Stat. Methods Med.
Res. 24(1), 107–140 (2015).

28. W. Yuan et al., “Temporal bias in case-control design: preventing reliable predictions of
the future,” Nat. Commun. 12, 1107 (2021).

29. A. J. DeGrave, J. D. Janizek, and S. I. Lee, “AI for radiographic COVID-19 detection selects
shortcuts over signal,” medRxiv (2020).

30. W. Chen et al., “A novel hybrid linear/nonlinear classifier for two-class classification:
theory, algorithm, and applications,” IEEE Trans. Med. Imaging 29(2), 428–441 (2010).

31. S. K. Warfield, K. H. Zou, and W. M. Wells, “Simultaneous truth and performance level
estimation (STAPLE): an algorithm for the validation of image segmentation,” IEEE Trans.
Med. Imaging 23(7), 903–921 (2004).

32. A. Olteanu et al., “Social data: biases, methodological pitfalls, and ethical boundaries,”
Front. Big Data 2, 13 (2019).

33. R. Baeza-Yates, “Bias on the web,” Commun. ACM 61(6), 54–61 (2018).
34. R. Mehta et al., “Propagating uncertainty across cascaded medical imaging tasks for

improved deep learning inference,” IEEE Trans. Med. Imaging 41(2), 360–373 (2022).
35. O. Russakovsky et al., “ImageNet large scale visual recognition challenge,” Int. J. Comput.

Vis. 115(3), 211–252 (2015).
36. A. Krizhevsky, I. Sutskever, and G. E. Hinton, “ImageNet classification with deep convolu-

tional neural networks,” Commun. ACM 60(6), 84–90 (2017).
37. X. Wang et al., “Chestx-ray8: hospital-scale chest x-ray database and benchmarks on

weakly-supervised classification and localization of common thorax diseases,” in IEEE
Conf. Comput. Vis. and Pattern Recognit. (CVPR), pp. 3462–3471 (2017).

38. Q. Hu, K. Drukker, and M. Giger, “Role of standard and soft tissue chest radiography
images in deep-learning-based early diagnosis of COVID-19,” J. Med. Imaging 8, 014503
(2021).

39. S. S. Al-Zaiti et al., “A clinician’s guide to understanding and critically appraising machine
learning studies: a checklist for ruling out bias using standard tools in machine learning
(ROBUST-ML),” Eur. Heart J. Digit. Health 3(2), 125–140 (2022).

40. M. Hall et al., “A systematic study of bias amplification,” arXiv, 2022.
41. E. J. Hegedus and J. Moody, “Clinimetrics corner: the many faces of selection bias,” J. Man

Manip. Ther. 18(2), 69–73 (2010).
42. I. Bavli and D. S. Jones, “Race correction and the x-ray machine: the controversy over

increased radiation doses for black Americans in 1968,” N. Engl. J. Med. 387(10), 947–952
(2022).

43. D. A. Vyas, L. G. Eisenstein, and D. S. Jones, “Hidden in plain sight: reconsidering
the use of race correction in clinical algorithms,” N. Engl. J. Med. 383(9), 874–882
(2020).

44. E. Korot et al., “Predicting sex from retinal fundus photographs using automated deep
learning,” Sci. Rep. 11(1), 10286 (2021).

45. A. Karargyris et al., “Age prediction using a large chest x-ray dataset,” Proc. SPIE 10950,
468–476 (2019).

46. A. Z. Jacobs and H. Wallach, “Measurement and fairness,” in Proc. ACM Conf. Fairness,
Accountability, and Transparency, Virtual Event, Canada (2021).

47. J. Buolamwini and T. Gebru, “Gender shades: intersectional accuracy disparities in com-
mercial gender classification,” in Conf. Fairness, Accountability and Transparency, PMLR,
pp. 77–91 (2018).

48. D. Kahneman, Thinking Fast and Slow, Farrar, Straus and Giroux (2011).
49. H. Suresh and J. Guttag, “A framework for understanding sources of harm throughout

the machine learning life cycle,” in Equity and Access in Algorithms, Mechanisms, and
Optimization, pp. 1–9, ACM (2021).

50. M. Viswanathan et al., “Assessing risk of bias and confounding in observational studies of
interventions or exposures: further development of the RTI item bank” (2013).

51. A. Rundle et al., “Larger men have larger prostates: detection bias in epidemiologic studies
of obesity and prostate cancer risk,” Prostate 77(9), 949–954 (2017).

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-23 Nov∕Dec 2023 • Vol. 10(6)

https://doi.org/10.1177/0962280214537392
https://doi.org/10.1177/0962280214537392
https://doi.org/10.1038/s41467-021-21390-2
https://doi.org/10.1109/TMI.2009.2033596
https://doi.org/10.1109/TMI.2004.828354
https://doi.org/10.1109/TMI.2004.828354
https://doi.org/10.3389/fdata.2019.00013
https://doi.org/10.1145/3209581
https://doi.org/10.1109/TMI.2021.3114097
https://doi.org/10.1007/s11263-015-0816-y
https://doi.org/10.1007/s11263-015-0816-y
https://doi.org/10.1145/3065386
https://doi.org/10.1109/CVPR. 2017.369
https://doi.org/10.1109/CVPR. 2017.369
https://doi.org/10.1117/1.JMI.8.S1.014503
https://doi.org/10.1093/ehjdh/ztac016
https://doi.org/10.1179/106698110X12640740712699
https://doi.org/10.1179/106698110X12640740712699
https://doi.org/10.1056/NEJMms2206281
https://doi.org/10.1056/NEJMms2004740
https://doi.org/10.1038/s41598-021-89743-x
https://doi.org/10.1117/12.2512922
https://doi.org/10.1145/3442188.3445901
https://doi.org/10.1145/3442188.3445901
https://doi.org/10.1002/pros.23350


52. K. Leino et al., “Feature-wise bias amplification,” arXiv:1812.08999 (2018).
53. L. Seyyed-Kalantari et al., “Underdiagnosis bias of artificial intelligence algorithms applied

to chest radiographs in under-served patient populations,” Nat. Med. 27(12), 2176–2182
(2021).

54. L. V. Hedges and C. H. Rhoads, “Correcting an analysis of variance for clustering,”
Br. J. Math. Stat. Psychol. 64(1), 20–37 (2011).

55. N. A. Obuchowski, M. L. Lieber, and K. A. Powell, “Data analysis for detection and
localization of multiple abnormalities with application to mammography,” Acad. Radiol.
7(7), 516–525 (2000).

56. A. D. Selbst et al., “Fairness and abstraction in sociotechnical systems,” in Proc. Conf.
Fairness, Accountability, and Transparency, pp. 59–68 (2019).

57. A. Rajkomar et al., “Ensuring fairness in machine learning to advance health equity,” Ann.
Internal Med. 169(12), 866–872 (2018).

58. T. Roland et al., “Domain shifts in machine learning based covid-19 diagnosis from blood
tests,” J. Med. Syst. 46(5), 1–12 (2022).

59. H. J. Miller et al., “‘Blissfully happy’ or ‘ready tofight’: varying interpretations of emoji,” in
Tenth Int. AAAI Conf. Web and Social Media (2016).

60. R. Challen et al., “Artificial intelligence, bias and clinical safety,” BMJ Quality Saf. 28(3),
231–237 (2019).

61. E. Hüllermeier and W. Waegeman, “Aleatoric and epistemic uncertainty in machine
learning: an introduction to concepts and methods,” Mach. Learn. 110(3), 457–506 (2021).

62. M. Kull and P. A. Flach, “Reliability maps: a tool to enhance probability estimates and
improve classification accuracy,” Lect. Notes Comput. Sci. 8725, 18–33 (2014).

63. A. E. Carrol, “Congratulations. Your study went nowhere,” in New York Times, 24
September 2018, https://www.nytimes.com/2018/09/24/upshot/publication-bias-threat-to-
science.html (accessed April 2023).

64. K. Goddard, A. Roudsari, and J. C. Wyatt, “Automation bias: a systematic review of
frequency, effect mediators, and mitigators,” J. Am. Med. Inf. Assoc. 19(1), 121–127 (2012).

65. R. Parasuraman and D. H. Manzey, “Complacency and bias in human use of automation:
an attentional integration,” Hum. Factors 52(3), 381–410 (2010).

66. B. van Giffen, D. Herhausen, and T. Fahse, “Overcoming the pitfalls and perils of algo-
rithms: a classification of machine learning biases and mitigation methods,” J. Business
Res. 144, 93–106 (2022).

67. S. Gupta et al., “Collaborative privacy-preserving approaches for distributed deep learning
using multi-institutional data,” Radiographics 43(4), e220107 (2023).

68. E. Darzidehkalani, M. Ghasemi-Rad, and P. M. A. van Ooijen, “Federated learning in
medical imaging: part I: toward multicentral health care ecosystems,” J. Am. Coll. Radiol.
19(8), 969–974 (2022).

69. E. Darzidehkalani, M. Ghasemi-Rad, and P. M. A. van Ooijen, “Federated learning in
medical imaging: part II: methods, challenges, and considerations,” J. Am. Coll. Radiol.
19(8), 975–982 (2022).

70. A. Hanif et al., “Federated learning for multicenter collaboration in ophthalmology: impli-
cations for clinical diagnosis and disease epidemiology,” Ophthalmol. Retina 6(8), 650–656
(2022).

71. H. R. Roth et al., “Federated learning for breast density classification: a real-world imple-
mentation,” Lect. Notes Comput. Sci. 12444, 181–191 (2020).

72. I. El Naqa et al., “AI in medical physics: guidelines for publication,” Med. Phys. 48(9),
4711–4714 (2021).

73. D. A. Bluemke et al., “Assessing radiology research on artificial intelligence: a brief guide
for authors, reviewers, and readers—from the Radiology Editorial Board,” Radiol. Soc.
North Am. 294, 487–489 (2020).

74. J. Mongan, L. Moy, and C. E. Kahn Jr., “Checklist for artificial intelligence in medical
imaging (CLAIM): a guide for authors and reviewers,” Radiol. Artif. Intell. 2(2), e200029
(2020).

75. R. F. Wolff et al., “PROBAST: a tool to assess the risk of bias and applicability of prediction
model studies,” Ann. Intern. Med. 170(1), 51–58 (2019).

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-24 Nov∕Dec 2023 • Vol. 10(6)

https://doi.org/10.1038/s41591-021-01595-0
https://doi.org/10.1111/j.2044-8317.2010.02005.x
https://doi.org/10.1016/S1076-6332(00)80324-4
https://doi.org/10.1145/3287560.3287598
https://doi.org/10.1145/3287560.3287598
https://doi.org/10.7326/M18-1990
https://doi.org/10.7326/M18-1990
https://doi.org/10.1007/s10916-022-01807-1
https://doi.org/10.1136/bmjqs-2018-008370
https://doi.org/10.1007/s10994-021-05946-3
https://doi.org/10.1007/978-3-662-44851-9_2
https://www.nytimes.com/2018/09/24/upshot/publication-bias-threat-to-science.html
https://www.nytimes.com/2018/09/24/upshot/publication-bias-threat-to-science.html
https://www.nytimes.com/2018/09/24/upshot/publication-bias-threat-to-science.html
https://www.nytimes.com/2018/09/24/upshot/publication-bias-threat-to-science.html
https://www.nytimes.com/2018/09/24/upshot/publication-bias-threat-to-science.html
https://doi.org/10.1136/amiajnl-2011-000089
https://doi.org/10.1177/0018720810376055
https://doi.org/10.1016/j.jbusres.2022.01.076
https://doi.org/10.1016/j.jbusres.2022.01.076
https://doi.org/10.1148/rg.220107
https://doi.org/10.1016/j.jacr.2022.03.015
https://doi.org/10.1016/j.jacr.2022.03.016
https://doi.org/10.1016/j.oret.2022.03.005
https://doi.org/10.1007/978-3-030-60548-3_18
https://doi.org/10.1002/mp.15170
https://doi.org/10.1148/radiol.2019192515
https://doi.org/10.1148/radiol.2019192515
https://doi.org/10.1148/ryai.2020200029
https://doi.org/10.7326/M18-1376


76. K. G. Moons et al., “PROBAST: a tool to assess risk of bias and applicability of prediction
model studies: explanation and elaboration,” Ann. Intern. Med. 170(1), W1–W33 (2019).

77. P. M. Bossuyt et al., “STARD 2015: an updated list of essential items for reporting
diagnostic accuracy studies,” Clin. Chem. 61(12), 1446–1452 (2015).

78. S. Jayakumar et al., “Quality assessment standards in artificial intelligence diagnostic
accuracy systematic reviews: a meta-research study,” NPJ Digit. Med. 5(1), 1–13 (2022).

79. K. S. Chmielinski et al., “The dataset nutrition label (2nd Gen): leveraging context to
mitigate harms in artificial intelligence,” arXiv:2201.03954 (2022).

80. The Medical Imaging and Data Resource Center Bias and Diversity Working Group,
Bias Awareness Tool, https://www.midrc.org/bias-awareness-toll.

Karen Drukker received her PhD in physics from the University of Amsterdam. She is
a research associate professor of radiology at The University of Chicago, where she has been
involved in medical imaging research for 20+ years. Her research interests include machine
learning applications in the detection, diagnosis, and prognosis of disease, focusing on rigorous
training/testing protocols, generalizability, performance evaluation, and bias and fairness of AI.
She is a fellow of SPIE and AAPM.

Weijie Chen received his PhD in medical physics in 2007 from The University of Chicago. He is
a research physicist in the Division of Imaging, Diagnostics, and Software Reliability, Office of
Science and Engineering Laboratories, CDRH, US FDA, where he conducts research and pro-
vides consults to regulatory review of medical devices. His research interests include perfor-
mance characterization and assessment methodologies for medical imaging and AI/ML/CAD
devices.

Judy Gichoya is an assistant professor at Emory University in interventional radiology and
informatics. Her career focus is on validating machine learning models for health in real clinical
settings, exploring explainability, fairness, and a specific focus on how algorithms fail. She is
heavily invested in training the next generation of data scientists through multiple high school
programs, serving as the program director for the Radiology: Artificial Intelligence Trainee
Editorial Board and the medical students’ machine learning elective.

Nicholas Gruszauskas received his MS and PhD degrees in biomedical engineering from the
University of Illinois Chicago, where he is investigated computer-aided diagnosis and artificial
intelligence methods for breast imaging. His team is currently responsible for facilitating
clinical trial medical imaging at the same university. He is currently the technical director of
the University of Chicago’s Human Imaging Research Office and a faculty member in the
Department of Radiology’s Clinical Imaging Medical Physics Residency Program.

Jayashree Kalpathy-Cramer is the chief of the Division of Artificial Medical Intelligence in
the Department of Ophthalmology at the University of Colorado. Previously, she was an asso-
ciate professor of radiology at Harvard Medical School where she was actively involved in
data science activities with a focus on medical imaging. Her research spans the spectrum
from innovative algorithm development to clinical deployment. She has authored more than
200 peer-reviewed publications and has written more than 12 book chapters.

Sanmi Koyejo is an assistant professor in the Department of Computer Science at Stanford
University. His research interests are in developing the principles and practice of trustworthy
machine learning, including fairness and robustness. Additionally, he focuses on applications
to neuroscience and healthcare. He has received several awards, including a best paper award
from the conference on uncertainty in artificial intelligence, a Skip Ellis Early Career Award, and
a Sloan Fellowship.

Kyle Myers received her PhD in optical sciences from the University of Arizona in 1985. She
served as a research scientist and a manager at the FDA’s Center for Devices and Radiological
Health for more than 30 years. She coauthored Foundations of Image Science, winner of the First
Biennial J.W. Goodman Book Writing Award from OSA and SPIE. She is a fellow of AIMBE,
Optica, SPIE, and a member of the National Academy of Engineering.

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-25 Nov∕Dec 2023 • Vol. 10(6)

https://doi.org/10.7326/M18-1377
https://doi.org/10.1373/clinchem.2015.246280
https://doi.org/10.1038/s41746-021-00544-y
https://www.midrc.org/bias-awareness-toll
https://www.midrc.org/bias-awareness-toll
https://www.midrc.org/bias-awareness-toll


Rui C. Sá is an assistant professor of physiology at the University of California, San Diego. His
research focuses on functional imaging of the human lung in health and disease. As a data and
technology advancement (DATA) National Service Scholar at NIBIB/NIH, he supported the first
2 years of MIDRC and other NIH medical imaging data-centric initiatives.

Berkman Sahiner received his PhD in electrical engineering and computer science from the
University of Michigan, Ann Arbor. He is a senior biomedical research scientist in the Division
of Imaging of Diagnostics and Software Reliability at the Center for Devices and Radiological
Health of the U.S. FDA. His research is focused on the evaluation of medical imaging and
computer-assisted diagnosis devices, including devices that incorporate machine learning and
artificial intelligence. He is a fellow of SPIE and AIMBE.

Heather Whitney is a research assistant professor of radiology at The University of Chicago.
Her experience in quantitative medical imaging has ranged from polymer gel dosimetry to radi-
ation damping in nuclear magnetic resonance to radiomics. She is interested in investigating
the effects of the physical basis of imaging on radiomics, the repeatability and robustness of
radiomics, the development of methods for task-based distribution, and bias and diversity of
medical imaging datasets.

Zi Zhang is an assistant professor of radiology at Sidney Kimmel Medical College of Thomas
Jefferson University. She completed her Imaging Informatics Fellowship and Breast Imaging
Fellowship at the University of Pennsylvania. She is a member of the Bias and Diversity
Working Group at the Medical Imaging and Data Resource Center. She also serves as a com-
mittee member of the RSNA Asia/Oceania International Advisory Committee and the Society of
Breast Imaging Social Media Committee.

Maryellen Giger is the A.N. Pritzker Distinguished Service Professor at The University of
Chicago. Her research involves computer-aided diagnosis/machine learning in medical imaging
for cancer and now COVID-19 and is contact PI on the NIBIB-funded Medical Imaging and
Data Resource Center, which has published more than 100,000 medical imaging studies for
use by AI investigators. She is a member of the NAE, a recipient of the AAPM Coolidge
Gold Medal, SPIE Harrison H. Barrett Award, and RSNA Outstanding Researcher Award, and
is a Fellow of AAPM, AIMBE, SPIE, and IEEE.

Drukker et al.: Toward fairness in artificial intelligence for medical image analysis. . .

Journal of Medical Imaging 061104-26 Nov∕Dec 2023 • Vol. 10(6)


