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Supplemental Digital Appendix 1 
Content and Timing of BRIM Breaking the Bias Habit Workshopa,b 

 
INTRODUCTION (28 MINUTES) 

• Brief introduction of presenters emphasizing credentials, title, or experience to establish their credibility. 
• Overview of workshop goals and format noting that there are breaks (one for the in-person version and two for virtual 

version). 
• Presentation of science and medicine workforce diversity data showing:1-10 

o Percentages for ethnic/racial groups underrepresented in medicine at all career stages, highlighting 
underrepresentation relative to U.S. population,  

o Gender parity at early pipeline stages since the passage of Title IX making quotas illegal, but loss at subsequent 
career stages toward leadership and sex segregation within subspecialties of internal medicine,  

o Well representation at early pipeline career stages of individuals from the multiple subgroups categorized as Asian 
with loss of talent with advancement toward leadership. 

• Paired 3-minute discussion on the benefits of increasing representation of groups that are currently underrepresented in 
one’s division or field. (To avoid instances of a single participant finding themselves in a virtual breakout room, trios 
rather than pairs used for the virtual workshop version.)  

• Large group report out followed by a brief summary of a large body of research supporting participants’ observations of 
the value of diversity in the multiple domains of science, medicine, teaching, and health care11-21 going into a bit of 
detail on two studies22, 23 to increase engagement of participants and enhance credibility of presenters.  

• Acknowledgment that explicit prejudice certainly exists followed by a statement derived from statements by AAMC, 
NIH, National Academy of Sciences, and others that unintentional bias arising from cultural stereotypes operates in 
personal interactions, institutional cultures, and evaluations processes to perpetuate inequities in science and medicine. 

MODULE 1. IMPLICIT BIAS AS A HABIT (32 MINUTES) 

• Noting that changing any habit is a multistep process and using smoking cessation as a metaphor of how change in the 
behaviors of individuals is fundamental to changes in policy and practices which collectively change culture.24-30 

• Difference between implicit and explicit bias clarified. 
• Group exercise using Shepard’s optical illusion of identical tables31 that appear to be of different sizes. These are shown 

on a slide with copies of transparencies passed around to let participants demonstrate to themselves that the tables are the 
same size. (This exercise was eliminated in the virtual workshop version.) 

• Stroop Color Naming Task32 as a group exercise to illustrate how implicit cognitive processes such as reading English 
can lead to behavioral errors when, for example, the word “red” is written in blue. 

• List of some of the research that has examined implicit bias in various workplace and academic settings, calling attention 
to the multiple different identity groups involved in these studies.33-50 

• An example of a study illustrating perceptual distortion occurring from implicit stereotype-based assumptions: Students 
heard more accented English when they thought a pre-recorded lecture in Standard American English was delivered by 
an Asian instructor vs. a White instructor.51 

• Interactive discussion of participants’ experience taking Implicit Association Tests (IAT)52 to which they were sent a link 
2-3 days before the workshop. 

• Distributions of IAT population data for the race IAT52 and gender and leadership IAT53, 54 shown, emphasizing that the 
goal of the workshop is not to change the score on an IAT but to change behavior. 

• Brief review of research on physician decision-making and IAT scores (generally little impact for decisions based on 
objective data, more impact for subjective decisions like pain or suicidal ideation, most impact on physician-patient 
communication). 55-67 

• Summary of module points and questions taken; 5-minute break. 
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(continued) 

MODULE 2: BECOMING BIAS LITERATE (82 MINUTES) 

• Introduced by noting that research on organizational change emphasizes the importance of having a common language in 
solving complex problems. 

• Five bias concepts labeled, defined, and illustrated with studies.  
o Expectancy bias (and competency bias as a type of expectancy bias) – expecting individuals to possess or exhibit 

characteristics or abilities stereotypically associated with the social group to which they belong. Expecting the 
workshop presenters who are from Wisconsin to like cheese, beer and the Green Bay Packers used as an illustrative 
example. To demonstrate that stereotypes are widely known even if not personally endorsed: 
 After acknowledging that gender does not exist as a binary but along a more nuanced continuum, participants 

asked to call out (or write on whiteboard in virtual version) stereotypes about men (followed by a list from 
research which always matches those generated by participants); repeat for women.68-71 

 Review of a study demonstrating that people living in the U.S. are also aware of stereotypes about different 
ethnic and racial groups and listing the stereotypes identified (acknowledging that these may make participants 
uncomfortable or even be triggering, but emphasizing that awareness of these stereotypes is pervasive).  

 Competency bias – a form of expectancy bias in which members of historically lower status groups are expected 
to be less competent than members of groups that have typically held positions of high-status or authority. 
Noting that in our culture, men and individuals with white skin are imbued with higher social status than women 
and individuals with darker skin. Patients expecting a brand new physician to know more than the nurse working 
in the clinic/ward for 10 years used as an example. 

 Pause for questions. 
 It is noted that stereotypes persist in the face of disconfirming data; are activated by trivial amounts of 

information (e.g., skin color, age, accent, dress); distort objective data even when they are not consciously 
endorsed; create stereotype-advantaged and stereotype-disadvantaged groups. 

 Posited that expectancy bias and competency bias may help explain the findings of gender or race differences in 
word descriptors in Medical Student Performance Evaluations,72 multiple studies showing salary differences by 
gender,73-75 physicians’ assumptions about education attainment of Black and White patients,76 or physicians’ 
assumptions about adherence to antihypertensive medications by body mass index.77 

o Role congruity/incongruity – the “fit” or lack of “fit” between group stereotypes and stereotypes about workplace 
roles. 
 Concept illustrated by showing that stereotypes about leaders are incongruent with stereotypes about women and 

Asian people and reflecting back to initial workforce data slides.43, 71, 78, 79 
 Point about stereotypes being resistant to disconfirming data illustrated by contrasting stereotypes about leaders 

with actual research findings on leadership effectiveness.69, 70, 80-83 
 Posited that role (in)congruity might contribute to research showing Asian and Black medical students are less 

likely than White students to be selected to AOA,84, 85 Black applicants less likely to have their R01s funded than 
White applicants,33, 86 female faculty receive lower teaching evaluations than their male counterparts,87, 88 and 
employment penalties for men who request family leave.89 

 Group exercise in which participants provide examples of role congruity/incongruity in their own workplace 
experiences (e.g., women physicians being mistaken for nurses; Black physicians being mistaken for 
housekeeping staff). 

o Reconstructing credentials - Unintentionally adjusting the value of specific credentials to favor an applicant from a 
stereotype congruent group. 
 From a list of studies demonstrating this concept,82, 90-94 a pair of experimental hiring studies in one paper are 

reviewed in more detail.94  
o Stereotype priming – exposure to pictures, words, or names that serve as reminders of group stereotypes can activate 

the entire set of stereotypes about a group and distort subsequent information processing.  
 From a list of studies demonstrating this concept,95-100 a more detailed presentation of the potential impact of 

multiple male gendered semantic primes on the outcome of the first NIH Director’s Pioneer Award and their 
subsequent removal.95, 96  

•     Questions taken. 
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(continued) 

MODULE 2: BECOMING BIAS LITERATE CONTINUED (82 MINUTES) 

• Case study – conducted as a reader’s theater with volunteers asked to read various parts of a conversation among faculty 
colleagues about a new chair of a large department. The conversation contains examples of the 5 bias concepts. 
Participants discuss the case and identify concepts in pairs or trios for 5 minutes and report back to the group for a 
facilitated discussion. 

• 5-minute break (moved to the end of Module 2 in virtual workshop). 
o Microaggressions (last bias concept in Module 2)– subtle but frequent or persistent comments, behaviors, or 

environmental cues that communicate hostile and unwelcoming messages towards members of underrepresented 
groups, even if unintentional.101-103 
 Characteristics described as being experienced frequently and persistently, not generally ill-intended but impact 

the target negatively, often informed by stereotypes and biases. 
 Examples from Sue102 given with emphasis on the message received (rather than intent). 
 Examples of microaggressions that might be experienced within academic medicine with instruction to imagine 

what message the target received (2-minute paired discussion for in person and as a whiteboard exercise in 
virtual workshop). After group report out of discussion, label and definition of the microaggression given: status 
leveling, failure to differentiate, attribution error, and invalidation. 

 Some recommendations on how to act in the moment or later for those who commit a microaggression, those 
who witness a microaggression, and those who experience a microaggression.104-108 

 Concluding emphasis that it is better to engage than avoid interacting with someone different from you out of 
fear of committing a microaggression. 
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(continued) 

MODULE 3. EVIDENCE-BASED STRATEGIES TO BREAK THE BIAS HABIT (34 MINUTES) 

• Introduced by noting that the recommended strategies to practice were selected from a review of a large body of research, 
are supported by at least one randomized controlled study, and prioritized to have behavioral outcomes. 

• Three strategies that do not work reviewed first; participant interaction encouraged before the first two by asking why 
they would not work before describing research indicating its ineffectiveness. 
o Accepting that everyone has bias – doing so normalizes bias and can lead to increased reliance on stereotyping.109 
o Believing oneself to be objective, nonracist, and/or nonsexist – those with such beliefs exhibit greater racial and 

gender bias than those who recognize the possible influence of bias.110, 111 
o Stereotype suppression – while potentially effective during brief moments when significant cognitive resources are 

devoted to the task, over the long term, when tight mental control is released or interrupted, stereotypes can rebound 
and exert stronger influence than if they had not been suppressed.112 

• Four strategies recommended for participants to practice: 
o Recognize, label, and challenge stereotypes – Become intentional in recognizing when you see or hear a stereotype at 

play, or when you make a stereotyped assumption; label this as a stereotype or as an example of one of the bias 
concepts discussed; and challenge the stereotype with data and accurate information. 
 Examples include those from the case study and also reference clinical decision-making with advice to avoiding 

generalizing from a social category rather than examining an individual patient’s clinical information. 
 Advice to tune one’s ear to listen for whenever someone says “members of some group are…” because the next 

word will be a stereotype. 
o Recite growth mindset (believing that with hard work and perseverance new behaviors can be learned) and internal 

motivation (believing that engaging in any behavior is a personal choice) messages – Remind yourself that most 
people who accept their potential to be influenced by bias and stereotypes commit to working hard to overcome this 
influence and that with hard work and conscious effort it is possible to overcome unconscious bias in your judgments 
and decision-making. Focus on your own internal motivation for engaging in this work.  
 Acknowledgement that many participants may have heard of growth mindset from the decades of elegant 

experimental research from Carol Dweck at Stanford and its relevance to medical education. 
 Brief review of research demonstrating the effectiveness of these strategies in reducing bias and how socially 

coercive messages increased bias.109, 113, 114 
 Example of message to practice drawn from studies provided: 

1) Growth mindset = The vast majority of people are working hard to overcome the influence of stereotypes 
and it can be achieved! 

2) Internal motivation = I want to practice bias-reducing strategies because working in an environment 
without bias is enjoyable and good for everyone! 

o Individuate and perceive variability – Practice seeing each person as a unique individual and focus on the existence 
of multiple subgroups within any social category.  
 Perceiving variability studies are reviewed in some detail because of the simplicity and effectiveness of the 

interventions.115 
1) Recalling the instruction to tune one’s ear, when one hears someone say “[members of some group] are…] 

they can practice perceiving variability by responding with “some [members of that group] are…others 
are…and still others are….” 

2) Example of hearing “women physicians want to work part-time” and responding with “some women 
physicians want to work part-time, some want to work full-time, some want to work 24/7” and perhaps 
adding “some men would like to work part-time but may be prevented from doing so by social stigma.” 

o Practice perspective-taking − Imagining in detail what it is like to walk in the shoes of another person and experience 
the world as they do. 
 Noted that a large body of experimental research supports the value of this cognitive exercise. 
 Participants reminded that the microaggression exercise focusing on what message is received by the target was 

an exercise in perspective-taking. 
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References cited within the BRIM workshop or included in the bibliography provided to participants 
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2012. https://www.aamc.org/media/9951/download.  

2. Association of American Medical Colleges. Table C-5: Residency Applicants from U.S. MD-Granting 
Medical Schools to ACGME-Accredited Programs by Specialty and Race/Ethnicity (Alone or In 
Combination), 2021-2022. Published 2017. https://www.aamc.org/download/321566/data/factstablec5.pdf.  

3. Association of American Medical Colleges. Table C-6: Residency Applicants from U.S. DO-Granting 
Medical Schools to ACGME-Accredited Programs by Specialty and Race/Ethnicity (Alone or In 
Combination), 2021-2022. Published 2017. https://www.aamc.org/download/321568/data/factstablec6.pdf.  

4. Association of American Medical Colleges. Table B-4: Total U.S. MD-Granting Medical School Graduates 
by Race/Ethnicity (Alone) and Sex, 2016-2017 through 2020-2021. Published 2017. 
https://www.aamc.org/download/321536/data/factstableb4.pdf.  

5. Association of American Medical Colleges. Table C-1: Residency Applicants to ACGME-Accredited 
Programs by Specialty and Sex, 2021-2022. Published 2017. 
https://www.aamc.org/download/321558/data/factstablec1.pdf.  

6. Association of American Medical Colleges. Table B-3: Total U.S. MD-Granting Medical School Enrollment 
by Race/Ethnicity (Alone) and Sex, 2017-2018 through 2021-2022. Published 2017. 
https://www.aamc.org/download/321534/data/factstableb3.pdf.  

7. Association of American Medical Colleges. Table C: Department Chairs by Department, Gender, and 
Race/Ethnicity, 2020. Published 2018. https://www.aamc.org/download/486590/data/supplementaltablec.pdf.  

8. Association of American Medical Colleges. Table 19: U.S. Medical School Faculty by Gender, 
Race/Ethnicity, Rank, and Department, 2020. Published 2018. 
https://www.aamc.org/download/486116/data/17table19.pdf.  

9. National Science Foundation. Table 14. Doctorate recipients, by broad field of study and sex: Selected years, 
1986- 2016. Doctorate recipients from U.S. universities, 2016. Published 2017. 
https://ncses.nsf.gov/pubs/nsf19301/assets/data/tables/sed17-sr-tab014.pdf  

(continued) 

MODULE 3. EVIDENCE-BASED STRATEGIES TO BREAK THE BIAS HABIT CONTINUED (34 MINUTES) 

 Review of a study showing that medical students engaging in a perspective-taking exercise before interacting 
with a standardized patient were rated significantly better than controls.116 

• The value of implementation intention (i.e., personal if-then scenarios) in helping individuals change behavior 
acknowledged.117-119 
o Participants engage in a “Commitment to action” in which they write about a specific setting in which they would use 

some of the bias-reducing strategies and specifically what strategies they would use. A summary of these 
Commitments to action is sent to all members of the division within a week of the division’s workshop. 

o For each division, these strategies were compiled and sent to all members of the division within one week of the 
workshop. 

• Group re-convenes for final words reminding them that breaking any habit requires hard work, but can be achieved and 
the tools provided should help participants be successful (collectively encouraging a growth mindset). 

• Evaluation of workshop requested (evaluation form in folder or via link). 

a For in person workshops participants received a folder with the consent form; the case study; a bibliography; a lexicon with 
definitions of the bias concepts; a resource list for microaggressions; an evaluation form; a pocket card with a list of bias 
concepts on one side and bias-reducing strategies on the other side; a BRIM pen; and a pad of sticky notes that repeated a 
growth mindset message, an internal motivation message, and reminders to engage in perspective taking and look for and 
remove stereotype primes in one’s work place. For virtual workshops participants were given links to the handouts from the 
agenda and in the chat window at the appropriate time during the workshop; pocket cards and sticky notes were sent to each 
site for distribution to participants. 
b Average module times combine timing for both in-person and virtual workshops, and include breaks that fall within a 
module.  Four minutes are lost due to starting late/ending early. 

https://www.aamc.org/media/9951/download
https://www.aamc.org/download/321566/data/factstablec5.pdf
https://www.aamc.org/download/321568/data/factstablec6.pdf
https://www.aamc.org/download/321536/data/factstableb4.pdf
https://www.aamc.org/download/321558/data/factstablec1.pdf
https://www.aamc.org/download/321534/data/factstableb3.pdf
https://www.aamc.org/download/486590/data/supplementaltablec.pdf
https://www.aamc.org/download/486116/data/17table19.pdf
https://ncses.nsf.gov/pubs/nsf19301/assets/data/tables/sed17-sr-tab014.pdf
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15. Woolley AW, Chabris CF, Pentland A, Hashmi N, Malone TW. Evidence for a collective intelligence factor 
in the performance of human groups. Science. 2010;330(6004):686-688. doi:10.1126/science.1193147 

16. Umbach P. The contribution of faculty of color to undergraduate education. Res High Educ. 2006;47(3):317-
345. DOI: 10.1007/s11162-005-9391-3  

17. Xie J, Sreenivasan S, Korniss G, Zhang W, Lim C, Szymanski BK. Social consensus through the influence of 
committed minorities. Phys Rev E. 2011;84(1):011130. https://doi.org/10.1103/PhysRevE.84.011130  

18. Nielsen MW, Andersen JP, Schiebinger L, Schneider JW. One and a half million medical papers reveal a link 
between author gender and attention to gender and sex analysis. Nat Hum Behav. 2017;1(11):791-796. 
https://doi.org/10.1038/s41562-017-0235-x  

19. Levine CS, Ambady N. The role of non-verbal behaviour in racial disparities in health care: implications and 
solutions. Med Educ. 2013;47(9):867-876. https://doi.org/10.1111/medu.12216  

20. Sullivan, Lewis W. Missing persons: Minorities in the health professions, A report of the Sullivan 
Commission on diversity in the healthcare workforce. 2004. https://doi.org/10.13016/cwij-acxl  

21. Smedley BD, Stith AY, Nelson AR. Unequal treatment: Confronting racial and ethnic disparities in health 
care. Washington (DC): National Academies Press; 2003. https://doi.org/10.17226/12875  

22. Freeman RB, Huang W. Collaboration: Strength in diversity. Nature. 2014;513(7518):305. 
doi:10.1038/513305a  

23. Saha S, Guiton G, Wimmers PF, Wilkerson L. Student body racial and ethnic composition and diversity-
related outcomes in US medical schools. JAMA. 2008;300(10):1135-1145. doi:10.1001/jama.300.10.1135   

24. Bandura A. Self-efficacy: toward a unifying theory of behavioral change. Psychol Rev. 1977;84(2):191-215. 
doi:10.1037//0033-295x.84.2.191  

25. Bandura A. Social cognitive theory of self-regulation. Organ Behav Hum Decis Process. 1991;50(2):248-
287. https://doi.org/10.1016/0749-5978(91)90022-L  

26. Devine PG, Brodish AB, Vance SL. Self-regulatory processes in interracial interactions. Social motivation: 
Conscious and unconscious processes. New York: Psychology Press; 2005:249-273. 

27. Devine PG, Plant EA, Buswell BN. Breaking the prejudice habit: Progress and obstacles. Reducing prejudice 
and discrimination. Mahwah, NJ: Lawrence Erlbaum Associates, Inc; 2000:185-208. 

28. Devine PG, Rhodewalt F, Sieminko M. Personality and prejudice in interracial interactions. Personality and 
Social Behavior. New York: Taylor & Francis; 2008:223-249. 

29. Prochaska JM, Prochaska JO, Levesque DA. A transtheoretical approach to changing organizations. Adm 
Policy Ment Health. 2001;28(4):247-261. doi:10.1023/a:1011155212811 

30. Carnes M, Handelsman J, Sheridan J. Diversity in academic medicine: The stages of change model. J 
Womens Health. 2005;14(6):471-475. doi:10.1089/jwh.2005.14.471  

31. Shepard RN. Mind Sights: Original Visual Illusions, Ambiguities, and Other Anomalies. New York: W.H. 
Freeman and Co.; 1990. 

32. Stroop JR. Studies of interference in serial verbal reactions. J Exp Psychol. 1935;18:643-662. 
33. Ginther DK, Kahn S, Schaffer WT. Gender, race/ethnicity, and National Institutes of Health R01 research 

awards: Is there evidence of a double bind for women of color? Acad Med. 2016;91(8):1098-1107. doi: 
10.1097/ACM.0000000000001278 

34. Kaatz A, Gutierrez B, Carnes M. Threats to objectivity in peer review: The case of gender. Trends Pharmacol 
Sci. 2014;35(8):371-373. doi: 10.1016/j.tips.2014.06.005 

https://www.medscape.com/features/slideshow/compensation/2016/public/overview#page=1
https://dx.doi.org/10.2139/ssrn.2871490
https://doi.org/10.2307/j.ctvc77c0h
https://doi.org/10.1103/PhysRevE.84.011130
https://doi.org/10.1038/s41562-017-0235-x
https://doi.org/10.1111/medu.12216
https://doi.org/10.13016/cwij-acxl
https://doi.org/10.17226/12875
https://doi.org/10.1016/0749-5978(91)90022-L


Supplemental digital content for Carnes M, Sheridan J, Fine E, Lee Y-G, Filut A. Effect of a Workshop to Break the Bias Habit 
for Internal Medicine Faculty: A Multisite Cluster Randomized Controlled Study. Acad Med. 
 

8 

35. Livingston RW, Rosette AS, Washington EF. Can an agentic black woman get ahead? The impact of race and 
interpersonal dominance on perceptions of female leaders. Psychol Sci. 2012;23(4):354-358. 
doi:10.1177/0956797611428079 

36. Rosette AS, Leonardelli GJ, Phillips KW. The white standard: Racial bias in leader categorization. J Appl 
Psychol. 2008;93(4):758-777. doi:10.1037/0021-9010.93.4.758 

37. Dovidio JF, Gluszek A, John M-S, Ditlmann R, Lagunes P. Understanding bias toward Latinos: 
Discrimination, dimensions of difference, and experience of exclusion. J Soc Issues. 2010;66(1):59-78. 
https://doi.org/10.1111/j.1540-4560.2009.01633.x  

38. Ewing VL, Stukas Jr AA, Sheehan EP. Student prejudice against gay male and lesbian lecturers. J Soc 
Psychol. 2003;143(5):569-579. doi:10.1080/00224540309598464 

39. Kang O, Rubin DL. Reverse linguistic stereotyping: Measuring the effect of listener expectations on speech 
evaluation. J Lang Soc Psychol. 2009;28(4):441-456. https://doi.org/10.1177/0261927X09341950  

40. Niedlich C, Steffens MC, Krause J, Settke E, Ebert ID. Ironic effects of sexual minority group membership: 
Are lesbians less susceptible to invoking negative female stereotypes than heterosexual women? Arch Sex 
Behav. 2015;44(5):1439-1447. doi:10.1007/s10508-014-0412-1 

41. Russ TL, Simonds CJ, Hunt SK. Coming out in the classroom…an occupational hazard?: The influence of 
sexual orientation on teacher credibility and perceived student learning. Commun Educ. 2002;51(3):311. 
https://doi.org/10.1080/03634520216516  

42. Segrest Purkiss SL, Perrewé PL, Gillespie TL, Mayes BT, Ferris GR. Implicit sources of bias in employment 
interview judgments and decisions. Organ Behav Hum Decis Process. 2006;101(2):152-167. 
https://doi.org/10.1016/j.obhdp.2006.06.005  

43. Sy T, Shore LM, Strauss J, Shore TH, Tram S, Whiteley P, et al. Leadership perceptions as a function of 
race–occupation fit: The case of Asian Americans. J Appl Psychol. 2010;95(5):902-19. 
doi:10.1037/a0019501 

44. Tilcsik A. Pride and prejudice: Employment discrimination against openly gay men in the united states. Am J 
Sociol. 2011;117(2):586-626. https://doi.org/10.1086/661653  

45. Weinberg J. Jane (formerly known as John): Labor market discrimination of transgender individuals. Oral 
presentation at: The Annual Meeting of the Law and Society Association; 2009; Denver, CO. 

46. Ameri M, Schur L, Adya M, Bentley S, McKay P, Kruse D. The disability employment puzzle: A field 
experiment on employer hiring behavior. ILR Review. 2017;71(2):329-362. 
https://doi.org/10.1177/0019793917717474  

47. Grunspan DZ, Eddy SL, Brownell SE, Wiggins BL, Crowe AJ, Goodreau SM. Males under-estimate 
academic performance of their female peers in undergraduate biology classrooms. PLoS One. 
2016;11(2):e0148405. doi:10.1371/journal.pone.0148405  

48. Hebl MR, Skorinko JL. Acknowledging One's Physical Disability in the Interview: Does "When" Make a 
Difference? J Appl Soc Psychol. 2005;35(12):2477-2492. https://doi.org/10.1111/j.1559-
1816.2005.tb02111.x  

49. Kolehmainen C, Brennan M, Filut A, Isaac C, Carnes M. Afraid of being “witchy with a ‘b’”: A qualitative 
study of how gender influences residents’ experiences leading cardiopulmonary resuscitation. Acad Med. 
2014;89(9):1276-1281. doi:10.1097/ACM.0000000000000372 

50. Moss-Racusin C, Dovidio JF, Brescoll VL, Graham MJ, Handelsman J. Science faculty's subtle gender biases 
favor male students. Proc Natl Acad Sci. 2012;109(41):16474-16479. 
https://doi.org/10.1073/pnas.1211286109  

51. Rubin DL. Nonlanguage factors affecting undergraduates' judgments of nonnative English-speaking teaching 
assistants. Res High Educ. 1992;33(4):511-531. https://doi.org/10.1007/BF00973770   

52. Greenwald AG, McGhee DE, Schwartz JLK. Measuring individual differences in implicit cognition: The 
implicit association test. J Pers Soc Psychol. 1998;74(6):1464-1480. doi:10.1037//0022-3514.74.6.1464  

53. Dasgupta N, Greenwald AG. On the malleability of automatic attitudes: Combating automatic prejudice with 
images of admired and disliked individuals. J Pers Soc Psychol. 2001;81(5):800-814. doi:10.1037//0022-
3514.81.5.800 

54. Filut A, Kaatz A, Carnes M. The impact of unconscious bias on women's career advancement. The Sasakawa 
Peace Foundation Expert Reviews Series on Advancing Women's Empowerment. 2017. 

https://doi.org/10.1111/j.1540-4560.2009.01633.x
https://doi.org/10.1177/0261927X09341950
https://doi.org/10.1080/03634520216516
https://doi.org/10.1016/j.obhdp.2006.06.005
https://doi.org/10.1086/661653
https://doi.org/10.1177/0019793917717474
https://doi.org/10.1111/j.1559-1816.2005.tb02111.x
https://doi.org/10.1111/j.1559-1816.2005.tb02111.x
https://doi.org/10.1073/pnas.1211286109
https://doi.org/10.1007/BF00973770


Supplemental digital content for Carnes M, Sheridan J, Fine E, Lee Y-G, Filut A. Effect of a Workshop to Break the Bias Habit 
for Internal Medicine Faculty: A Multisite Cluster Randomized Controlled Study. Acad Med. 
 

9 

55. Archambault ME, Van Rhee JA, Marion GS, Crandall SJ. Utilizing implicit association testing to promote 
awareness of biases regarding age and disability. J Physician Assist Educ. 2008;19(4):20. 
http://dx.doi.org/10.1097/01367895-200819040-00003  

56. Blair IV, Steiner JF, Hanratty R, Price DW, Fairclough DL, Daugherty SL, et al. An investigation of 
associations between clinicians’ ethnic or racial bias and hypertension treatment, medication adherence and 
blood pressure control. J Gen Intern Med. 2014;29(7):987-995. doi:10.1007/s11606-014-2795-z 

57. Burke SE, Dovidio JF, Przedworski JM, Hardeman RR, Perry SP, Phelan SM, et al. Do contact and empathy 
mitigate bias against gay and lesbian people among heterosexual first-year medical students? A report from 
the medical student change study. Acad Med. 2015;90:645-651. doi:10.1097/ACM.0000000000000661  

58. FitzGerald C, Hurst S. Implicit bias in healthcare professionals: a systematic review. BMC Med Ethics. 
2017;18(1):19. doi:10.1186/s12910-017-0179-8 

59. Green AR, Carney DR, Pallin DJ, Ngo LH, Raymond KL, Lezzoni LI, et al. Implicit bias among physicians 
and its prediction of thrombolysis decisions for black and white patients. J Gen Intern Med. 2007;22(9):1231-
1238. doi: 10.1007/s11606-007-0258-5 

60. Haider AH, Schneider EB, Sriram N, Scott VK, Swoboda SM, Zogg CK, et al. Unconscious race and class 
biases among registered nurses: Vignette-based study using implicit association testing. J Am Coll Surg. 
2015;220(6):1077-1086. doi:10.1016/j.jamcollsurg.2015.01.065  

61. Hall WJ, Chapman MV, Lee KM, Merino YM, Thomas TW, Payne BK, et al. Implicit racial/ethnic bias 
among health care professionals and its influence on health care outcomes: A systematic review. Am J Public 
Health. 2015;105(12):e60-76. doi: 10.2105/AJPH.2015.302903 

62. Maina IW, Belton TD, Ginzberg S, Singh A, Johnson TJ. A decade of studying implicit racial/ethnic bias in 
healthcare providers using the implicit association test. Soc Sci Med. 2017;199:219-229. 
doi:10.1016/j.socscimed.2017.05.009 

63. Ruiz JG, Andrade AD, Anam R, Taldone S, Karanam C, Hogue C, et al. Group-based differences in anti-
aging bias among medical students. Gerontol Geriatr Educ. 2015;36(1):58-78. 
doi:10.1080/02701960.2014.966904 

64. Sabin JA, Greenwald AG. The influence of implicit bias on treatment recommendations for 4 common 
pediatric conditions: Pain, urinary tract infection, attention deficit hyperactivity disorder, and asthma. Am J 
Public Health. 2012;102(5):988-995. doi: 10.2105/AJPH.2011.300621  

65. Sabin JA, Marini M, Nosek BA. Implicit and explicit anti-fat bias among a large sample of medical doctors 
by BMI, race/ethnicity and gender. PLoS One. 2012;7(11):e48448. doi:10.1371/journal.pone.0048448 

66. Sabin JA, Rivara FP, Greenwald AG. Physician implicit attitudes and stereotypes about race and quality of 
medical care. Med Care. 2008;46(7):678-685. doi:10.1097/MLR.0b013e3181653d58  

67. Schwartz MB, Chambliss HON, Brownell KD, Blair SN, Billington C. Weight bias among health 
professionals specializing in obesity. Obes Res. 2003;11(9):1033-1039. doi:10.1038/oby.2003.142 

68. Bem S. The measurement of psychological androgyny. J Consult Clin Psychol. 1974;42(2):155-162. 
69. Carli LL, Alawa L, Lee Y, Zhao B, Kim E. Stereotypes about gender and science: Women ≠ scientists. 

Psychol Women Q. 2016;40(2):244-260. https://doi.org/10.1177/0361684315622645  
70. Eagly AH, Sczesny S. Stereotypes about women, men, and leaders: Have times changed? In: Barreto M, 

Ryan MK, Schmitt MT, eds. The Glass Ceiling in the 21st Century: Understanding Barriers to Gender 
Equality. Washington (DC): American Psychological Association; 2009:21-47 https://doi.org/10.1037/11863-
002  

71. Ghavami N, Peplau LA. An intersectional analysis of gender and ethnic stereotypes: Testing three 
hypotheses. Psychol Women Q. 2013;37(1):113-127. https://doi.org/10.1177/0361684312464203  

72. Ross DA, Boatright D, Nunez-Smith M, Jordan A, Chekroud A, Moore EZ. Differences in words used to 
describe racial and gender groups in Medical Student Performance Evaluations. PLoS One. 
2017;12(8):e0181659. doi:10.1371/journal.pone.0181659  

73. Ash AS, Carr PL, Goldstein R, Friedman RH. Compensation and advancement of women in academic 
medicine: is there equity? Ann Intern Med. 2004;141(3):205-212. doi:10.7326/0003-4819-141-3-200408030-
00009 

74. Jagsi R, Griffith KA, Stewart A, Sambuco D, DeCastro R, Ubel PA. Gender differences in the salaries of 
physician researchers. JAMA. 2012;307(22):2410-2417. doi:10.1001/jama.2012.6183 

http://dx.doi.org/10.1097/01367895-200819040-00003
https://doi.org/10.1177/0361684315622645
https://doi.org/10.1037/11863-002
https://doi.org/10.1037/11863-002
https://doi.org/10.1177/0361684312464203


Supplemental digital content for Carnes M, Sheridan J, Fine E, Lee Y-G, Filut A. Effect of a Workshop to Break the Bias Habit 
for Internal Medicine Faculty: A Multisite Cluster Randomized Controlled Study. Acad Med. 
 

10 

75. Jena AB, Olenski AR, Blumenthal DM. Sex differences in physician salary in US public medical schools. 
JAMA Intern Med. 2016;176(9):1294-1304. doi:10.1001/jamainternmed.2016.3284 

76. van Ryn M, Burke J. The effect of patient race and socio-economic status on physicians' perceptions of 
patients. Soc Sci Med. 2000;50(6):813-828. doi:10.1016/s0277-9536(99)00338-x 

77. Huizinga MM, Bleich SN, Beach MC, Clark JM, Cooper LA. Disparity in physician perception of patients' 
adherence to medications by obesity status. Obesity. 2010;18(10):1932-1937. doi:10.1038/oby.2010.35 

78. Eagly AH, Karau SJ. Role congruity theory of prejudice toward female leaders. Psychol Rev. 
2002;109(3):573-598. doi:10.1037/0033-295x.109.3.573 

79. Schein VE. The relationship between sex role stereotypes and requisite management characteristics. J Appl 
Psychol. 1973;57(2):95-100. doi:10.1037/h0037128 

80. Eagly AH, Koenig AM. Gender prejudice: On the risks of occupying incongruent roles. In: Borgida E, Fiske 
ST, eds. Beyond Common Sense: Psychological Science in the Courtroom. Malden, MA: Blackwell 
Publishing; 2008:63-81. https://doi.org/10.1177/000183921983281  

81. Heilman M, Okimoto TG. Why are women penalized for success at male tasks?: The implied communality 
deficit. J Appl Psychol. 2007;92(1):81-92. doi:10.1037/0021-9010.92.1.81 

82. Heilman ME, Wallen AS, Fuchs D, Tamkins MM. Penalties for success: Reactions to women who succeed at 
male gender-typed tasks. J Appl Psychol. 2004;89(3):416-427. https://doi.org/10.1037/0021-9010.89.3.416  

83. Schein VE. A global look at psychological barriers to women's progress in management. J Soc Issues. 
2001;57(4):675-688. https://doi.org/10.1111/0022-4537.00235  

84. Boatright D, Ross D, O’Connor P, Moore E, Nunez-Smith M. Racial disparities in medical student 
membership in the Alpha Omega Alpha honor society. JAMA Intern Med. 2017;177(5):659-665. 
doi:10.1001/jamainternmed.2016.9623 

85. Wijesekera TP, Kim M, Moore EZ, Sorenson O, Ross DA. All other things being equal: Exploring racial and 
gender disparities in medical school honor society induction. Acad Med. 2019;94(4):562-569. 
doi:10.1097/ACM.0000000000002463  

86. Ginther DK, Schaffer WT, Schnell J, Masimore B, Liu F, Haak LL, et al. Race, ethnicity, and NIH research 
awards. Science. 2011;333(6045):1015-1019. doi:10.1126/science.1196783 

87. Fassiotto M, Li J, Maldonado Y, Kothary N. Female Surgeons as Counter Stereotype: The Impact of Gender 
Perceptions on Trainee Evaluations of Physician Faculty. J Surg Educ. 2018;75(5):1140-1148. 
doi:10.1016/j.jsurg.2018.01.011  

88. Morgan HK, Purkiss JA, Porter AC, Lypson ML, Santen SA, Christner JG, et al. Student evaluation of 
faculty physicians: Gender differences in teaching evaluations. J Womens Health. 2016;25(5):453-456. 
doi:10.1089/jwh.2015.5475 

89. Rudman LA, Mescher K. Penalizing men who request a family leave: Is flexibility stigma a femininity 
stigma? J Soc Issues. 2013;69(2):322-340. https://doi.org/10.1111/josi.12017  

90. Heilman ME, Wallen AS. Wimpy and undeserving of respect: Penalties for men’s gender-inconsistent 
success. J Exp Soc Psychol. 2010;46(4):664-667. https://doi.org/10.1016/j.jesp.2010.01.008  

91. Hodson G, Dovidio JF, Gaertner SL. Processes in racial discrimination: Differential weighting of conflicting 
information. Pers Soc Psychol Bull. 2002;28(4):460-471. https://doi.org/10.1177/0146167202287004  

92. Norton MI, Vandello JA, Darley JM. Casuistry and social category bias. J Pers Soc Psychol. 2004;87(6):817-
831. doi:10.1037/0022-3514.87.6.817  

93. Samson F. Multiple group threat and malleable white attitudes towards academic merit. Du Bois Review: 
Social Science Research on Race. 2013;10(1):233-260. doi:10.1017/S1742058X1300012X  

94. Uhlmann EL, Cohen GL. Constructed criteria: Redefining merit to justify discrimination. Psychol Sci. 
2005;16(6):474-80. 

95. Carnes M. Gender: Macho language and other deterrents. Nature. 2006;442(7105):868. 
https://doi.org/10.1111/j.0956-7976.2005.01559.x  

96. Carnes M, Geller S, Fine E, Sheridan J, Handelsman J. NIH director's pioneer awards: Could the selection 
process be biased against women. J Womens Health. 2005;14(8):684-691. doi:10.1089/jwh.2005.14.684 

97. Gaucher D, Friesen J, Kay AC. Evidence that gendered wording in job advertisements exists and sustains 
gender inequality. J Pers Soc Psychol. 2011;101(1):109. doi:10.1037/a0022530  

https://doi.org/10.1177/000183921983281
https://doi.org/10.1037/0021-9010.89.3.416
https://doi.org/10.1111/0022-4537.00235
https://doi.org/10.1111/josi.12017
https://doi.org/10.1016/j.jesp.2010.01.008
https://doi.org/10.1177/0146167202287004
https://doi.org/10.1111/j.0956-7976.2005.01559.x


Supplemental digital content for Carnes M, Sheridan J, Fine E, Lee Y-G, Filut A. Effect of a Workshop to Break the Bias Habit 
for Internal Medicine Faculty: A Multisite Cluster Randomized Controlled Study. Acad Med. 
 

11 

98. Gonzales PM, Blanton H, Williams KJ. The effects of stereotype threat and double-minority status on the test 
performance of Latino women. Pers Soc Psychol Bull. 2002;28(5):659-670. 
https://doi.org/10.1177/0146167202288010  

99. McConnell AR, Fazio RH. Women as men and people: Effects of gender-marked language. Pers Soc Psychol 
Bull. 1996;22(10):1004-1013. https://doi.org/10.1177/01461672962210003  

100. Steele CM, Aronson J. Stereotype threat and the intellectual test performance of African Americans. J Pers 
Soc Psychol. 1995;69(5):797-811. doi:10.1037//0022-3514.69.5.797  

101. Sue DW. Racial microaggressions in everyday life: Is subtle bias harmless? Psychology Today. Published 
October 5, 2010. https://www.psychologytoday.com/us/blog/microaggressions-in-everyday-
life/201010/racial-microaggressions-in-everyday-life  

102. Sue DW. Microaggressions in everyday life: Race, gender, and sexual orientation. Hoboken, NJ: John Wiley 
& Sons 2010. 

103. Pierce CM. Offensive mechanisms. In: Barbour FB, ed. The Black Seventies. Boston, MA: Porter Sargent; 
1970:265-282. 

104. Ashburn-Nardo L, Morris KA, Goodwin SA. The confronting prejudiced responses (CPR) model: Applying 
CPR in organizations. Acad Manag Learn. 2008;7(3):332-342. 
https://doi.org/10.5465/AMLE.2008.34251671  

105. Heilman ME, Haynes MC. No credit where credit is due: Attributional rationalization of women's success in 
male-female teams. J Appl Psychol. 2005;90(5):905-916. doi:10.1037/0021-9010.90.5.905 

106. Nelson JK, Dunn KM, Paradies Y. Bystander anti-racism: A review of the literature. Anal Soc Issues Public 
Policy. 2011;11(1):263-284. https://doi.org/10.1111/j.1530-2415.2011.01274.x  

107. Plous S. Responding to overt displays of prejudice: A role-playing exercise. Teach Psychol. 2000;27(3):198-
200. https://doi.org/10.1207/S15328023TOP2703_07  

108. Rattan A, Ambady N. How “it gets better”: Effectively communicating support to targets of prejudice. Pers 
Soc Psychol Bull. 2014;40(5):555-566. https://doi.org/10.1177/0146167213519480  

109. Duguid MM, Thomas-Hunt MC. Condoning stereotyping? How awareness of stereotyping prevalence 
impacts expression of stereotypes. J Appl Psychol. 2015;100(2):343-359. doi:10.1037/a0037908 

110. Monin B, Miller DT. Moral credentials and the expression of prejudice. J Pers Soc Psychol. 2001;81(1):33-
43. https://doi.org/10.1037/0022-3514.81.1.33  

111. Uhlmann EL, Cohen GL. “I think it, therefore it’s true”: Effects of self-perceived objectivity on hiring 
discrimination. Organ Behav Hum Decis Process. 2007;104(2):207-223. 
https://doi.org/10.1016/j.obhdp.2007.07.001  

112. Macrae CN, Bodenhausen GV, Milne AB, Jetten J. Out of mind but back in sight: Stereotypes on the 
rebound. J Pers Soc Psychol. 1994;67(5):808-817. https://doi.org/10.1037/0022-3514.67.5.808  

113. Carr PB, Dweck CS, Pauker K. "Prejudiced" behavior without prejudice? Beliefs about the malleability of 
prejudice affect interracial interactions. J Pers Soc Psychol. 2012;103(3):452-471. doi:10.1037/a0028849 

114. Legault L, Gutsell JN, Inzlicht M. Ironic effects of antiprejudice messages: How motivational interventions 
can reduce (but also increase) prejudice. Psychol Sci. 2011;22(12):1472-1477. 
doi:10.1177/0956797611427918 

115. Er-rafiy A, Brauer M. Increasing perceived variability reduces prejudice and discrimination: Theory and 
application. Soc Personal Psychol Compass. 2012;6(12):920-935. https://doi.org/10.1111/spc3.12000  

116. Blatt B, LeLacheur SF, Galinsky AD, Simmens SJ, Greenberg L. Does perspective-taking increase patient 
satisfaction in medical encounters? Acad Med. 2010;85(9):1445-1452. doi:10.1097/ACM.0b013e3181eae5ec 

117. Gollwitzer PM, Sheeran P. Implementation intentions and goal achievement: A meta-analysis of effects and 
processes. Adv Exp Soc Psychol. 2006;38:69-119. https://doi.org/10.1016/S0065-2601(06)38002-1  

118. Overton GK, MacVicar R. Requesting a commitment to change: Conditions that produce behavioral or 
attitudinal commitment. J Contin Educ Health Prof. 2008;28(2):60-66. doi:10.1002/chp.158 

119. Wakefield J, Herbert CP, Maclure M, Dormuth C, Wright JM, Legare J, et al. Commitment to change 
statements can predict actual change in practice. J Contin Educ Health Prof. 2003;23(2):81-93. 
doi:10.1002/chp.1340230205 

  

https://doi.org/10.1177/0146167202288010
https://doi.org/10.1177/01461672962210003
https://www.psychologytoday.com/us/blog/microaggressions-in-everyday-life/201010/racial-microaggressions-in-everyday-life
https://www.psychologytoday.com/us/blog/microaggressions-in-everyday-life/201010/racial-microaggressions-in-everyday-life
https://doi.org/10.5465/AMLE.2008.34251671
https://doi.org/10.1111/j.1530-2415.2011.01274.x
https://doi.org/10.1207/S15328023TOP2703_07
https://doi.org/10.1177/0146167213519480
https://doi.org/10.1037/0022-3514.81.1.33
https://doi.org/10.1016/j.obhdp.2007.07.001
https://doi.org/10.1037/0022-3514.67.5.808
https://doi.org/10.1111/spc3.12000
https://doi.org/10.1016/S0065-2601(06)38002-1


Supplemental digital content for Carnes M, Sheridan J, Fine E, Lee Y-G, Filut A. Effect of a Workshop to Break the Bias Habit 
for Internal Medicine Faculty: A Multisite Cluster Randomized Controlled Study. Acad Med. 
 

12 

Supplemental Digital Appendix 2 
Bias Awareness and Intentional Behavioral Change Outcome Variables 
 

Category Outcome variable Description Items in surveya 

Bias 
Awareness 

Personal bias 
vulnerability 

Perceived vulnerability to 
personally engage in biased 
thoughts or actions 

1. I could unintentionally behave in biased ways 
towards URMb 

2. I could unintentionally behave in biased ways 
towards women 

3. I could unintentionally behave in biased ways 
towards any minorityc 

Bias rejection 
Disbelief in concepts or 
effects of implicit bias on 
others 

1. URMb are overly sensitive about unintended 
offenses 

2. Women are overly sensitive about unintended 
offenses 

3. Any minorityc are overly sensitive about 
unintended offenses 

Denial of bias in 
personal decision-
making 

Belief in one’s personal 
objectivity 

1. Stereotypes rarely affect my clinical decision-
making in patient care 

2. Stereotypes rarely impact hiring decisions I make 
in my division 

Witnessing bias in 
others 

Awareness of implicit bias 
in others 

1. I notice when others exhibit bias towards URMb 
2. I notice when others exhibit bias towards women 
3. I notice when others exhibit bias towards any 

minorityc 

Societal benefit 
Perceived benefit to society 
for promoting bias 
reduction actions 

1. I consider discrimination against URMb to be a 
serious social problem 

2. I consider discrimination against women to be a 
serious social problem 

3. I consider discrimination against any minorityc to 
be a serious social problem 

Disciplinary bias 
Awareness of implicit bias 
in one’s field, division, or 
discipline 

1. Discrimination is a serious problem in my 
division 

2. Unintentional bias is a serious problem in my 
division 
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(continued) 

Category Outcome variable Description 1. Items in surveya 

Intentional 
Bias-
Reducing 
Behavioral 
Change 
 

General motivation Desire to engage in bias 
reduction activities 

2. I want to recognize when bias is occurring during 
an interpersonal interaction 

3. I want to speak about equity and diversity in my 
workplace to my colleagues 

4. I want to challenge a personnel decision if I think 
it has been influenced by stereotypes 

5. I want to challenge a clinical decision if I think it 
has been influenced by stereotypes 

6. I want to intervene if I witness a student, resident, 
fellow, or colleague being treated in a biased way 

7.  I want to assess my office décor, clinic décor, 
division website, and/or teaching materials for 
language or images the reinforce negative 
stereotypes 

8. I want to adopt the perspective of a 
student/resident/colleague who is a minority 
group member 

9. I want to become better acquainted with a person 
whose background is different from my own 

Internal motivation 
Motivation to promote bias 
reduction based on one’s 
internal beliefs 

1. When I promote equity in my division, I do so 
because of my personal values 

External motivation 

Motivation to promote bias 
reduction based on 
concerns of appearing 
biased to others 

1. I only go along with my division’s diversity goals 
because everybody else is 
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(continued) 

Category Outcome variable Description Items in surveya 

(Intentional 
Bias-
Reducing 
Behavioral 
Change) 
 

Bias reduction self-
efficacy 

Confidence in being able to 
enact bias-reducing 
behaviors 

1. I am confident I can recognize when bias is 
occurring during an interpersonal interaction 

2. I am confident I can speak about equity and 
diversity in my workplace to my colleagues 

3. I am confident I can challenge a personnel 
decision if I think it has been influenced by 
stereotypes 

4. I am confident I can challenge a clinical decision 
if I think it has been influenced by stereotypes 

5. I am confident I can intervene if I witness a 
student, resident, fellow, or colleague being 
treated in a biased way 

6. I am confident I can assess my office décor, 
clinic décor, division website, and/or teaching 
materials for language or images the reinforce 
negative stereotypes 

7. I am confident I can adopt the perspective of a 
student/resident/colleague who is a minority 
group member 
I am confident I can become better acquainted 
with a person whose background is different from 
my own 

Negative outcome 
expectations (risks of 
acting) 

Feeling it would be 
personally risky to engage 
in bias reduction activities 
in one’s division 

1. It would be risky for me to recognize when bias 
is occurring during an interpersonal interaction 

2. It would be risky for me to speak about equity 
and diversity in my workplace to my colleagues 

3. It would be risky for me to challenge a personnel 
decision if I think it has been influenced by 
stereotypes 

4. It would be risky for me to challenge a clinical 
decision if I think it has been influenced by 
stereotypes 

5. It would be risky for me to intervene if I witness 
a student, resident, fellow, or colleague being 
treated in a biased way 

6. It would be risky for me to assess my office 
décor, clinic décor, division website, and/or 
teaching materials for language or images the 
reinforce negative stereotypes 

7. It would be risky for me to adopt the perspective 
of a student/resident/colleague who is a minority 
group member 

8. It would be risky for me to become better 
acquainted with a person whose background is 
different from my own 
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(continued) 

Category Outcome variable Description Items in surveya 

(Intentional 
Bias-

Reducing 
Behavioral 

Change) 
 

Positive outcome 
expectations (benefits 
of acting) 

Feeling it would be 
personally beneficial to 
engage in bias reduction 
activities in one’s division 

1. It would benefit me to recognize when bias is 
occurring during an interpersonal interaction 

2. It would benefit me to speak about equity and 
diversity in my workplace to my colleagues 

3. It would benefit me to challenge a personnel 
decision if I think it has been influenced by 
stereotypes 

4. It would benefit me to challenge a clinical 
decision if I think it has been influenced by 
stereotypes 

5. It would benefit me to intervene if I witness a 
student, resident, fellow, or colleague being 
treated in a biased way 

6. It would benefit me to assess my office décor, 
clinic décor, division website, and/or teaching 
materials for language or images the reinforce 
negative stereotypes 

7. It would benefit me to adopt the perspective of a 
student/resident/colleague who is a minority 
group member 

8. It would benefit me to become better acquainted 
with a person whose background is different from 
my own 

Taking action to 
reduce bias 

Acting on a regular basis to 
promote bias reduction 
activities in one’s division 

1. I recognize when bias is occurring during an 
interpersonal interaction on a regular basis 

2. I speak about equity and diversity in my 
workplace to my colleagues on a regular basis 

3. I challenge a personnel decision if I think it has 
been influenced by stereotypes on a regular basis 

4. I challenge a clinical decision if I think it has 
been influenced by stereotypes on a regular basis 

5. I intervene if I witness a student, resident, fellow, 
or colleague being treated in a biased way on a 
regular basis 

6. I assess my office décor, clinic décor, division 
website, and/or teaching materials for language 
or images the reinforce negative stereotypes on a 
regular basis 

7. I adopt the perspective of a 
student/resident/colleague who is a minority 
group member on a regular basis 

8. I become better acquainted with a person whose 
background is different from my own on a 
regular basis 

aResponse Options 1-7: Strongly Disagree, Disagree, Slightly Disagree, Neither Disagree nor Agree, Slightly Agree, Agree, 
Strongly Agree 

bActual survey used the phrase “individuals from racial/ethnic minority groups”  (abbreviated that as “URM” in this table.) 
cActual survey used the phrase “individuals from any minority group as described above” (abbreviated that as “any minority” 

in this table.)  
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Supplemental Digital Appendix 3 
Division Climate Outcome Variables 
 

Outcome Variable Description Items in survey 

Satisfaction with climate 
in divisiona 

Satisfaction with division 
leadership’s management of 
climate and being a member 
of the division 

1. How often are you treated with respect by your division chief? 
2. How satisfied are you with your division head’s efforts to create a 

collegial and supportive environment? 
3. How satisfied are you with being a member of your division? 

Climate for 
underrepresented 
personsb 

How do members of 
specific underrepresented 
groups experience climate 
in the division 

1. In my division, the climate for women is … 
2. In my division, the climate for racial/ethnic minority group 

members is … 
3. In my division, the climate for lesbian, gay, bisexual, and/or 

transgender (LGBT) individuals is … 
4. In my division, the climate for persons with disabilities is very … 

Feeling work is valued 
in the divisionc 

Colleagues and others value 
my work in different areas 

1. How much do your colleagues value your research? 
2. How much do your colleagues value your clinical work? 
3. How much do your colleagues value your teaching? 

Feeling respected in the 
divisiona 

Colleagues and others in the 
workplace respect me 

1. How often are you treated with respect by colleagues? 
2. How often are you treated with respect by patients? 
3. How often are you treated with respect by others in the workplace? 

Priming for implicit bias 
in the workplacea 

The presence of images and 
language that reinforce 
stereotypes in the 
environment 

1. How often do you hear jokes or sarcastic comments about diversity 
and inclusion from your colleagues? 

2. How much do the images or words used in the common areas in 
your division, including clinical spaces, reinforce stereotypes? 

Burnouta Exhaustion related to work 
stress or environment 1. How often do you feel overwhelmed by your job? 

Respectful division 
meetingsa 

Respectful interactions in 
division meetings 1. How often are interactions in your division meetings respectful? 

Discussion of biasa 
Division openly discusses 
issues of bias within its 
practices and procedures 

1. How often has your division engaged in explicit discussion of 
potential biases in division processes, such as admissions, hiring, 
promotion, award nominations? 

Ideas valued in division 
meetingsa 

Feeling of ideas being 
valued when speaking in 
meetings 

1. How often are your ideas valued when you talk in meetings? 

Work/life balancec 
Comfort raising personal 
issues in work-related 
contexts 

1. How comfortable are you in raising personal and family 
responsibilities when scheduling division obligations? 

Feeling of “fit”c Feeling that one “fits” in 
one’s division 1. How well do you fit into your division? 

Overall climateb General sense of climate in 
the division 1. In my division, the overall climate is … 

aResponse Options 1-6:  Never, Rarely, Sometimes, Often, Very often, Not applicable 
bResponse Options 1-5:  Very negative, Negative, Neutral, Positive, Very positive 
cResponse Options 1-6:  Not at all, A little, Somewhat, Very, Extremely, Not applicable 
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Supplemental Digital Appendix 4 
Demographic Variables 
 

Variable Description Items in survey 

Female Female or woman-identified 
gender identity 

What gender do you identify with?  Male/Female/Prefer to self-
describe 

Any Minority 

Member of a “minority 
group” defined as:  “… a 
group that historically has 
not been well-represented in 
your division such as 
racial/ethnic 
underrepresented groups, 
LGBT persons, persons 
with disabilities, women or 
men in specific clinical 
areas or division roles, etc.” 

If you consider yourself to be a member of a “minority group” as 
defined earlier in this survey, please check all identity groups that 
apply: racial minority / ethnic minority / person with a disability / 
Non-U.S. citizen / LGBT / woman in male-dominated workgroup / 
man in female-dominated workgroup / religious minority / U.S. 
Veteran / prefer to self-identify 

MD Has an MD or DO 
credential 

Your credentials (check all that apply):  MD or DO / PhD / MD-PhD 
/ Other, Write-in 
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Supplemental Digital Appendix 5 
Intracluster Correlations Coefficients 
 

Dependent Variables 
Intracluster correlation coefficient (SE) 

[95% Confidence Interval] 
Bias Awareness  
  Personal bias vulnerability 0.054 (0.009) [0.040 to 0.074] 
  Witnessing bias in others 0.011 (0.005) [0.005 to 0.025] 
  Societal benefit 0.024 (0.006) [0.015 to 0.038] 
  Bias rejection 0.034 (0.007) [0.023 to 0.050] 
  Denial of bias in decision-making 0.026 (0.006) [0.017 to 0.040] 
  Disciplinary bias 0.069 (0.011) [0.051 to 0.092] 
Motivation  
  General motivation 0.035 (0.007) [0.024 to 0.051] 
  Internal motivation 0.004 (0.004) [0.001 to 0.024] 
  External motivation 0.016 (0.005) [0.008 to 0.029] 
Bias reduction self-efficacy 0.016 (0.005) [0.008 to 0.031] 
Negative outcome expectation 0.021 (0.006) [0.012 to 0.036] 
Positive outcome expectation 0.030 (0.006) [0.017 to 0.042] 
Taking action to reduce bias 0.020 (0.006) [0.012 to 0.036] 
Climate  
  Respectful division meetings 0.067 (0.010) [0.049 to 0.091] 
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Supplemental Digital Appendix 6 
Divisions Within Departments of Medicine Eligible for Randomization 
 
The labels in capital letters are the acronyms we used for randomization. The local name of the division 
varied (e.g., CAR may have been called Cardiology or Cardiovascular Medicine, ENDO may have been 
called Endocrinology or Endocrinology and Metabolism, and GASTRO may have been called 
Gastroenterology or Gastroenterology and Hepatology). The divisions represent the clinical subspecialties 
of internal medicine, but divisions also generally contained PhD scientists on their faculty and some 
included advanced practice providers on their faculty. All individuals designated by a division as faculty 
were surveyed and invited to the workshop. Some departments had divisions not uniformly found within 
departments of medicine such as Epidemiology, Medical Genetics, or Dermatology. In these cases, the 
divisions were not randomized. Their faculty were surveyed but their data were not included in the study. 
These divisions were offered workshops with divisions randomized to the waitlist control group after the 
experimental study was concluded (i.e., following the 3-month follow-up survey).  Workshops to these 
divisions and the waitlist control divisions were presented by individuals at the local site as part of the 
faculty development curriculum to prepare them to deliver the BRIM workshop.  

1. ALLERGY ‒ Designation for a distinct division of Allergy. If Allergy was combined with another 
division, it was included with the larger division. For example, if Allergy was combined with 
Pulmonary Medicine, we labeled the division PULM. 

2. CAR ‒ Division in which cardiologists were located. 
3. ENDO ‒ Division in which endocrinologists were located.  
4. GASTRO ‒ Division in which gastroenterologists were located. 
5. GERI ‒ Designation for a distinct division of Geriatrics; if Geriatrics was combined with General 

Internal Medicine, it was included with GIM. 
6. GIM ‒ Division of General Internal Medicine. If GIM also included Hospital Medicine, Geriatrics, 

and/or Palliative Care; the whole division was randomized as GIM. 
7. HEME ‒ Used for sites that had a separate division of Hematology in which hematologists were 

located. 
8. HOSP ‒ Division in which hospitalists were located.  
9. ID ‒ Division in which infectious disease physicians were located. 
10. NEPH ‒ Division in which nephrologists were located. 
11. ONC ‒ Division in which oncologists were located; usually combined with Hematology and 

sometimes with Palliative Care. 
12. PULM ‒ Division in which pulmonologists and critical care physicians were located. 
13. RHEUM ‒ Division in which rheumatologists were located.  
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Supplemental Digital Appendix 7 
Sites Participating in the Bias Reduction in Internal Medicine (BRIM) Study (Alphabetical) 
 

1. Beth Israel Deaconess Medical Center 
2. Boston University 
3. Brown University 
4. Indiana University 
5. Johns Hopkins University 
6. Northwestern University 
7. Tufts University 
8. University of Colorado-Denver 
9. University of Florida 
10. University of Illinois-Chicago 
11. University of Minnesota 
12. University of Pittsburgh 
13. University of Rochester 
14. University of Texas Southwestern 
15. University of Utah 
16. University of Virginia 
17. University of Washington 
18. University of Wisconsin-Madison 
19. Washington University in St. Louis 
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Supplemental Digital Appendix 8 
Additional Information on How Demographic Information Was Collected 
 
Collection of demographic information for randomization of clusters into intervention and control groups. 
Demographic characteristics of divisions were provided by the departments, who used their internal 
human resources systems to calculate the percentages of women, white people, MDs, non-tenure-track 
faculty, and junior faculty for each division.  Because different departments of medicine coded 
race/ethnicity, employment track, and rank differently, we used definitions that were most likely to be 
tracked by all departments (e.g., “white” would always be a racial/ethnic category, whereas a category 
such as “Hispanic” might be defined differently at different institutions.)   
 
Collection of demographic information for survey respondents.   
We ascertained self-reported respondent demographic characteristics with three items.  Using the terms 
gender and sex interchangeably in our survey, female sex was assigned if a respondent selected “female” 
gender identity or indicated a self-reported identity that was feminine/female/woman (e.g., trans woman.)  
“Any minority” status was assigned if a respondent identified in any of nine categories, including but not 
limited to racial/ethnic minority groups, that are typically underrepresented in academic medicine.  We 
did not ask respondents to report any specific racial/ethnic category in order to reduce the chances that 
respondents could be identified and therefore provide a sense of safety when filling out the surveys.  Our 
concern was underscored when we were repeatedly contacted by members of divisions who wanted to be 
assured of their inability to be identified before they competed the survey. MD status was noted if a 
respondent selected “MD or DO” as their credential. See Supplemental Digital Appendix 5 for detailed 
items. 
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Supplemental Digital Appendix 9 
Methods for Analysis of Primary Outcomes and Exploratory Analyses  
 
Model specifications 
To estimate the effect of workshop, we considered a general model specification (multilevel model or 
linear mixed-effect model) as follows: 
 
𝑌𝑌𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 =  𝛽𝛽1 + 𝛽𝛽2𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡 + 𝛽𝛽3𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 + 𝛽𝛽4𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡 ∗  𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 
 + 𝛽𝛽5𝐷𝐷𝐼𝐼𝐼𝐼𝐼𝐼𝐷𝐷𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡 +  𝛽𝛽6𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡 +  𝜎𝜎𝑡𝑡𝑡𝑡 +  𝜔𝜔𝑡𝑡 +  𝜖𝜖𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡     (1) 
 
where  𝑌𝑌𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 is a faculty member 𝐼𝐼 (𝐼𝐼 = 1, … ,𝐼𝐼)’s, in the 𝑗𝑗 (𝑗𝑗 = 1, … , 204) division of the 𝐼𝐼 (𝐼𝐼 =
1, … , 19) department, outcome measure at the pre- or post-survey (𝐼𝐼 = 1, 2).  𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡 indicates 
the intervention status of division (cluster; intervention group vs. control group).  𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 indicates the 
time point of outcome measurement (pre- or post-) that a faculty member responded. 𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡 ∗
 𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 is an interaction term of intervention status with time point, which indicates the workshop 
effect. 𝐷𝐷𝐼𝐼𝐼𝐼𝐼𝐼𝐷𝐷𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡 is a list of division-level (cluster) characteristics including the number of faculty, % 
female, % white, % MD, % non-tenure track faculty, and % Junior faculty. 𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡 is a list of 
individual-level characteristics including gender (male vs. female), race/ethnicity (majority vs. any 
minority), and credential (MD vs. non-MD). 𝜎𝜎𝑡𝑡𝑡𝑡 represents a division (cluster) random effect; 𝜔𝜔𝑡𝑡 
represents a department (university) random effect; 𝜖𝜖𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 represents the residual error term.  

In this specification, 𝛽𝛽2 and 𝛽𝛽3 are main effects for the intervention status and time. 𝛽𝛽4 indicates the point 
estimate of workshop effect, that is the outcome’s mean difference of division between intervention and 
control groups over time (pre- and post-), which were reported in Table 3. 𝛽𝛽5 and 𝛽𝛽6 are a list of estimated 
coefficients for covariates.  
 
Three-way interactions models 
To test if the workshop effect differs by the type of workshop (in-person vs. virtual), we specified three-
way interaction models by including a three-way interaction term − treatment status * time (pre- vs. post-) 
* type of workshop (in-person vs. virtual) − with relevant main effect and two-way interaction terms: 
main and interaction terms in model (1) above were replaced with main effect, two-way, and three-way 
interaction terms in model (2) as follows: 
 
𝑌𝑌𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 = ⋯+ 𝛽𝛽2𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡𝑡𝑡 + 𝛽𝛽3𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 +  𝛽𝛽4𝑊𝑊𝐼𝐼𝐼𝐼𝑊𝑊𝐷𝐷ℎ𝐼𝐼𝑜𝑜_𝑇𝑇𝑇𝑇𝑜𝑜𝐼𝐼𝑡𝑡 
  + 𝛽𝛽5𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡 ∗  𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡  +  𝛽𝛽6𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 ∗  𝑊𝑊𝐼𝐼𝐼𝐼𝑊𝑊𝐷𝐷ℎ𝐼𝐼𝑜𝑜_𝑇𝑇𝑇𝑇𝑜𝑜𝐼𝐼𝑡𝑡 
  + 𝛽𝛽7𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡 ∗  𝑊𝑊𝐼𝐼𝐼𝐼𝑊𝑊𝐷𝐷ℎ𝐼𝐼𝑜𝑜𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑡𝑡 + 𝛽𝛽8𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝑡𝑡 ∗  𝑇𝑇𝐼𝐼𝑇𝑇𝐼𝐼𝑡𝑡𝑡𝑡𝑡𝑡𝑡𝑡 ∗ 𝑊𝑊𝐼𝐼𝐼𝐼𝑊𝑊𝐷𝐷ℎ𝐼𝐼𝑜𝑜_𝑇𝑇𝑇𝑇𝑜𝑜𝐼𝐼𝑡𝑡  
  + …            (2) 
 
where 𝑊𝑊𝐼𝐼𝐼𝐼𝑊𝑊𝐷𝐷ℎ𝐼𝐼𝑜𝑜_𝑇𝑇𝑇𝑇𝑜𝑜𝐼𝐼𝑡𝑡 indicates the type of workshop (in-person vs. virtual).  𝛽𝛽2, 𝛽𝛽3, and 𝛽𝛽4 are the 
coefficients of main effects for intervention status, time, and the type of workshop, respectively. 𝛽𝛽5, 𝛽𝛽6, 
and 𝛽𝛽7 are the coefficients of two-way interaction terms among main effects. 𝛽𝛽8 represents a point 
estimate that tests if the workshop effect differs by the type of workshop (in-person vs. virtual).  
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Subgroup Analyses 
As exploratory analyses, we conducted a series of subgroup analyses to test differences in workshop 
effects between intervention and control groups by faculty gender (male vs. female), race/ethnicity 
(majority vs. any minority), credential (MD vs. non-MD), and the sector of institution (private vs. public). 
Model (1) was estimated in each sample of subgroups and the workshop effect for each subgroup was 
compared. Model (2) was utilized to test whether the workshop effect between intervention and control 
groups differ by each subgroup by replacing interaction terms in the model (2) with relevant interaction 
terms (e.g. Intervention * Time * Gender instead of Intervention * Time * Workshop_Type, etc).  
 
Intracluster correlations 
We used 20 imputed datasets created from a multiple imputation technique to estimate the workshop 
effect in models (1) and (2). There is not a clear consensus to calculate the intracluster correlation using 
multiply imputed datasets. Thus, here, we provide the intracluster correlation with SE and 95% 
confidence intervals calculated from the final dataset (20th dataset in the 20 datasets), rather than 
averaging it over imputed datasets.  
 
Missingness 
Most major outcomes’ missingness ranged from 4% to 9%, which is not unusual in any longitudinal 
survey. Internal motivation and a few divisions’ climate-related items had relatively larger number of 
missing cases (around 12–13%). This could be an item order effect on missingness with later items more 
likely to be skipped due to medical faculty’s time constraints. To test the robustness of our findings for 
variation in the missing responses across outcomes, we did supplementary analyses in which we repeated 
our major analyses with a sample of non-missing cases to the largest missing item (e.g., internal 
motivation; that is, we excluded non-respondents to internal motivation item from analyses on other 
outcome measures). We found no substantial change of our findings across analyses on our major 
outcomes. Thus, we believe that some variation in the number of missing responses across outcomes did 
not affect our major findings. 
For composite variables, we followed the ‘rowmean’ approach in which we calculated the (row) means of 
the items in the list, ignoring missing values. That is, if one item was missing in the list (e.g. 8 items), the 
(row) means were calculated from the remaining items (e.g. 7 items). Our supplementary analyses on the 
listwise deletion (excluding respondents with any missing item) found no substantial difference in our 
findings from the ‘rowmean’. While we included dependent variables in our multiple imputation (MI) 
models to create 20 complete datasets, imputed values (cases) for dependent variables were excluded in 
the analysis (von Hippel, Regression with Missing Ys: An Improved Strategy for Analyzing Multiply 
Imputed Data. 2007, Sociological Methodology, 37: 83–117. doi:10.1111/j.1467-9531.2007.00180.x) 
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Supplemental Digital Appendix 10 
Exploratory Dose-Response Analyses on Workshop Attendance Rate 
 
Our intervention was defined as a 3-hour workshop. Due to the nature of our experimental design, resources, and 
cost; it was not feasible to define a length of workshop (e.g., 1hr vs. 3hrs vs. 6hrs workshops) or the frequency of 
workshops as a dosage to our outcomes. Instead, we defined the workshop attendance rate as a dosage; that is, what 
proportion of faculty members within a division were directly exposed to the workshop, and examined the 
relationship between the workshop attendance rate and the outcome. However, there are major limitations for this 
approach due to the small number of divisions (clusters) in our study. Only 102 divisions in our intervention group 
were distributed across a continuous scale of workshop attendance rate (ranged from 3% to 86%), which would, 
inevitably, result in excessive extrapolation, large standard errors, and computational problems in some linear 
mixed regression models (i.e., subgroup analyses).  
 
Thus, rather than testing the significant dosage level by relying on inaccurate estimation, we descriptively explored 
the reasonable range of attendance rate that could lead to desirable workshop outcomes through two exploratory 
approaches. First, we illustrated the workshop effect by attendance rate − a consecutive range (eFigure 10.1). To do 
this illustration, we estimated each workshop effect from a series of subgroups (e.g., control group vs. intervention 
groups with attendance rate of 5-35%, 10-45%, …). For stable and smoothing effects, we set a range of workshop 
attendance rate by 30% for each subgroup (e.g. divisions with attendance rate of 5-35%) and did a series of 
subgroup analyses by 2% (e.g. 5-35%, 7-37%, 9-39%, 11-41%, …, 65-90%) using our major model specifications. 
Then, we visualized a series of workshop effects by these subgroups.  
 

 
eFigure 10.1. Workshop effects on bias reduction self-efficacy by a range of attendance rate  
 
In eFigure 10.1, we present the predicted workshop effect on bias reduction self-efficacy by subgroups with a 
consecutive range of attendance rate. The horizontal line x indicates the average point-estimate of workshop effect 
(b = 0.097) and dotted lines indicate the lower and upper bounds of the 95% confidence interval [0.010 to 0.184] 
(see Table 3 Bias reduction self-efficacy). While the workshop effect fluctuated a bit across the attendance rate, it 
generally increased as more faculty members within a division attended the workshop. In particular, the workshop 
effects for divisions whose attendance rate was higher than 20-30% were very close to the average workshop effect 
in this study. In addition, there was a big leap for divisions in which more than 50% of faculty members attended 
our workshop.  
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Second, we also estimated the predicted difference in pre- and post-survey outcomes across divisions’ workshop 
attendance rates (eFigure 10.2). In this approach, we estimated a linear mixed regression of outcomes on the 
interaction of attendance rate with time (pre, post) and relevant covariates - we found a linear relationship between 
attendance rate and time was significant while a quadratic relationship was not significant.  
 

 
eFigure 10.2. The contrast of predictive margins of pre- and post-surveys on bias reduction self-efficacy by 
workshop attendance rate  
 
 
Y-axis indicates the score difference in outcome (bias reduction self-efficacy) between pre- and post-survey. The 
score difference (the contrast of predictive margins) and 95% confidence intervals at the attendance rate = 0 
indicate the difference between pre- and post-survey for divisions in the control group (no workshop), which are the 
reference difference and confidence intervals to compare with divisions in the intervention group (attendance rate > 
0). Similar to eFigure 10.1, score differences increased as the attendance rate was increasing. In particular, the score 
difference and 95% confidence intervals overlapped less with those of control groups when divisions’ attendance 
rate reached at 30 - 40%.  
 
Results of personal bias vulnerability and taking action to reduce bias were similar to bias reduction self-efficacy, 
while respectful division meetings (climate) showed no clear pattern. Even though we could not implement a 
rigorous dose-response analysis due to the limitations of research design and data in our study, these exploratory 
analyses suggest that an attendance rate of approximately 30% or more is recommended for an effective workshop 
and more than 50% would be ideal for the best outcome of the workshop.  
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