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Abstract
Background

To address the gap in knowledge about how to design feasible and acceptable trainings for clinicians
that aim to mitigate implicit bias in clinical encounters, we report the early insights from the COmmuNity-
engaged SimULation Training for Blood Pressure Control (CONSULT) Trial.

Methods

We engaged academic and community stakeholders to design, pilot test and implement a training
program addressing healthcare disparities knowledge, bias awareness, and communication skills
focused on bias mitigation. A stepped wedge cluster randomized trial was developed to determine
intervention dose effects. We assessed the CONSULT training program through structured feedback using
online surveys, real-time comments, and individualized feedback from trainees, faculty and standardized
patients.

Results

The �rst training cohort completed the intervention (N = 64). Feedback prompted training program
revisions as follows: reducing overall time burden and the number of implicit bias assessments;
supplementing on-line learning with augmented in-person interactive sessions. Feedback also reinforced
the critical importance of having highly skilled facilitators versed in implicit bias.

Conclusions

Iterative stakeholder engagement is essential for developing and revising educational interventions aimed
at raising bias awareness and mitigating the effects of implicit bias.

Trial Registration

ClinicalTrials.gov, NCT 03375918. Registered December 18, 2017,
https://clinicaltrials.gov/ct2/show/NCT03375918?id=NCT+03375918&draw=2&rank=1

Background
Evidence suggests that healthcare professionals have negative explicit and implicit biases toward
minority and poor patients,1,2 which can adversely affect clinical decision-making3-6 and interpersonal
communication.7 Mitigating clinician bias through targeted training in bias awareness and interpersonal
communication skills is a promising strategy for decreasing healthcare disparities for racially, ethnically,
and socio-economically disadvantaged persons.8 Few rigorously designed trials of communication skills
target implicit bias as a factor contributing to health disparities.9,10
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To address this gap, we designed a theoretically-grounded, multi-component, training intervention trial
called “COmmuNity-engaged SimULation Training for Blood Pressure Control” (CONSULT-BP). The
primary aim of the trial is to improve patient outcomes. The training program combines knowledge
acquisition, bias awareness development, and simulation-based communication practice with racially
and ethnically diverse patients in order to better prepare clinicians for patient interactions in which
implicit bias may adversely affect healthcare outcomes. The clinical focus of the intervention is
hypertension management, as it represents a challenging public health priority11 with persistent
healthcare disparities and clinical outcomes mediated in part by the quality of clinician-patient
communication and implicit bias as a contributing factor.12

A unique feature of this trial is the use of participatory action research (PAR) for training program
development, implementation and modi�cation.13 PAR is an implementation research methodology used
to locally adapt evidence-based interventions tested in limited, controlled settings, to best meet the needs
of stakeholders, with applicability more broadly beyond the local setting.

The purpose of this report is to describe the PAR design-strategy, educational intervention, and clinical
trial methodology. We highlight early results-driven intervention revisions resulting from our use of the
PAR-based strategy. We summarize key elements of using PAR in the clinical trial with particular attention
to how its collaborative, re�ective approach allows for a complex adaptive system to re�ne core training
program components without compromising intervention content and study design. This report provides
a resource for others seeking to implement training interventions that mitigate implicit bias in clinician-
patient encounters.

Methods
The CONSULT-BP Educational Intervention

Core Educational Elements

The core elements of the educational intervention are: 1. National Institute of Minority Health and Health
Disparities-funded e-learning modules to build knowledge about health disparities, implicit bias, and
patient-centered communication skills;14 2. Implicit Association Tests (IAT)15 with results feedback to
develop personal bias awareness, along with strategies to mitigate bias developed by Devine et al16; 3.
high-�delity simulated clinical encounters with standardized patients (SPs) from the community for skills
practice17; and 4. evidence-based practice knowledge about hypertension management. We focused on
implicit bias given the evidence of its impact on interpersonal communication7 and patient outcomes,2,5

particularly in hypertension where it contributes to a complex interaction of suboptimal clinical decision
making and unsatisfactory patient experience of care.18 (Figure 1) 

Theoretical Framework



Page 5/17

The educational intervention and its delivery were designed to re�ect key features of an adaptation of
Bennett’s intercultural competency framework.19,20 (Figure 2) In this theoretical model, to overcome denial
about ones’ own implicit biases, learners need to �rst acquire knowledge and understanding about
implicit bias. Then, to help learners develop acceptance of the effect of implicit bias on healthcare
disparities, learners need to move toward integration and recognition of implicit bias within themselves
and their clinical encounters. The ultimate goal is to motivate learners to acquire and apply effective
skills in situations where implicit bias is likely to arise.

Applying the simulation-based model of repeated practice and feedback for skills acquisition and
progression to skill mastery21, the CONSULT training featured “mock” clinical encounters designed to
“activate” trainee biases in the clinical care setting. To replicate the “authentic” experience of implicit bias
in clinical care, the CONSULT intervention developed face-to-face simulated clinical encounters with
“acting” SPs recruited from local racial and ethnic communities as a foundational component of the
program. These face-to-face interactions provided a “contact-based educational intervention.”20 Contact
with groups for which one may hold biased attitudes may help reduce such bias.22,23 For those diverse
individuals participating as trained CONSULT SP’s, the simulation intervention created an opportunity for
empowerment and equity, as community SP’s provided direct skills feedback to healthcare trainees and
contributed their “voice” as equal partners in the team effort to  develop and re�ne the simulation
scenarios. We sought to understand whether this creative and novel approach to communication skills
training of healthcare professionals catalyzed the motivation of our learners to take their patient
communication skills to a higher level of mastery through direct, objective, and speci�c feedback from
individuals of color trained as SPs.20,24,25

PAR Stakeholder Engagement

To adapt the core educational elements and strategies into a feasible and acceptable educational
intervention, we used a PAR approach in which investigators collaboratively partnered with stakeholder
participants. The goal was to work together to address system-speci�c issues affecting program
operationalization.13 Community stakeholder partners for educational design and delivery were
racial/ethnic and socioeconomically diverse community leaders representing our local patient population.
A local community health organization served as the community member recruitment liaison. Key
academic stakeholder partners for educational design were School of Medicine and Graduate School of
Nursing faculty from our target healthcare system. A separate community-based transformational
change organization, with extensive experience in staff bias training, was engaged to help design in-
person facilitation around implicit bias. These partners worked together to design case simulation
scenarios, a trainee performance evaluation checklist, and SP training protocols that were integrated into
a cohesive, replicable training program. Community advisors also assisted with recruiting community
members representing the demographics of the medical center’s local service population to work as
community SPs. During the design process, we recruited faculty and trainees from the participating
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clinical training programs to pilot test the program in order to assess acceptability and clinical training
relevance.

Structure and Delivery of Educational Program - CONSULT 1.0

Our stakeholder-engaged design process resulted in an intervention that applies a blended learning
format to deliver information about implicit bias, communication skills, and hypertension management
via online modules, all of which precede clinical simulation practice. At the recommendation of faculty
stakeholders, program delivery occurred over two, in-person sessions, �ve weeks apart, to leverage a
spaced learning design.26 The sessions were designed to minimize the time burden of the intervention on
trainees outside of the classroom. As such, the in-person training sessions combined multiple
components that trainees completed individually, but as part of an onsite group session. In each
educational session, components included: “individual” online didactic modules, online IATs, face-to-face
clinical practice simulation with SPs; and “group-based” facilitated debrie�ng sessions. Skills to mitigate
the effects of implicit bias detailed by Devine et al16 were addressed as part of the group-based IAT
debrie�ngs. Each of the two, in-person sessions lasted three to four hours.

Trial Design

The educational intervention was integrated into the residency programs in Internal Medicine (IM) and
Family Medicine (FM), and into the curriculum for Doctor of Nursing Practice (DNP) students at our
institution. The impact of the CONSULT-BP training model is being tested through a stepped-wedge
cluster randomized trial. This trial design allows for all trainees in any given year to be assigned to the
intervention, which was a pre-condition for training program participation. The training intervention is a
program requirement. This design is statistically advantageous as all trainees have both control and
intervention periods, such that each individual serves as his/her own control, faciliating comparisons
both within and across participants. Our model randomizes training times to one of �ve start dates within
each academic year to accommodate pre-existing training schedules and to mitigate the effect of
temporal trends in clinical skill pro�ciency.

Trainee Enrollment and Data Collection

Training programs assign their own trainees to participate in the intervention. Eligibility criteria for
inclusion of trainee measures in the trial’s outcomes analysis are: 1. practice at a clinical site supported
by the medical center’s electronic medical record (EMR) to allow data collection for BP outcome
measurement; 2. a 10-week clinical look-back period; and 3. no prior completion of the CONSULT-BP
intervention. Trainees are provided a fact sheet and asked to opt-out of the study if they do not want their
data used for outcomes analysis.

Trainee Measures
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Trainee Implicit Association Tests (IAT), Explicit Bias Measures, Bias Awareness, and Reaction to the IAT.
In addition to completing online Race/Ethnicity IATs [Black/White, Latino/White]36 and Race/Ethnicity-
Medical Compliance IATs [Black/White, Latino/White]37, corresponding explicit questions are presented
as part of the online intervention. Trainees are asked about their own explicit beliefs and perceptions of
what “other health professionals” believe about race/ethnicity and race/ethnicity-related medical
compliance in order to assess trainees’ perception of their own bias as being “better than average".27 To
assess trainees’ reaction to the IAT, three questions are included from Howell & Ratliff, 2016,27 using a 4-
point scale (Strongly disagree, Disagree, Agree, Strongly Agree) to measure the trainees’ degree of
defensiveness to the IAT. Trainees also complete a 7-item Bias Awareness Scale, with items assessed on
a 6-point scale (strongly agree to strongly disagree) and higher scores indicating greater bias
awareness.28

Trainee Assessments by SPs. Community SPs complete standardized checklists of trainee performance
measuring communication skills, emotional response/concern, BP measurement technique, and global
performance.

Patient Measures

The primary trial outcome is the change in BP as reported in the EMR. Secondary outcomes include self-
reported adherence to visits, diet modi�cation and antihypertensive medication use as measured by the
BP Self-Care Scale,29 and quality of communication and trust measured in the Health Care Climate
Questionnaire30 and the trust sub-scale of the Primary Care Assessment Survey.31 These surveys are
administered in clinic o�ces of participating trainees in the 10-weeks before and after the educational
intervention. Following the stepped wedge design, all comparisons are before and after the intervention
within patients nested within trainee and across trainees.

Qualitative Feedback about the Educational Program

We planned for ongoing early feedback from community SPs and faculty through periodic informal
debrie�ng sessions, and from trainees via formal post-program online surveys. We also captured real-
time observations and comments in �eldnotes maintained by research staff. Further, we conducted
formal, individualized feedback meetings with groups of trainee representatives from the IM, FM and DNP
programs, CONSULT-BP program faculty, and community SPs in June and July 2019. Invitations for
individualized feedback was extended to all program faculty and SPs, and the 125 trainees who
completed the �rst-year CONSULT-BP program. A Masters’ level educational curriculum specialist
conducted all feedback sessions and took extensive �eldnotes to capture respondents’ comments.

The study protocol was reviewed and approved by the University of Massachusetts Medical School
Institutional Review Board (IRB). 

Preliminary Results
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Pilot Testing CONSULT 1.0 and Trial Status

For pilot testing, we recruited DNP students, MD/PhD students in the research phase of training, residency
and DNP program and simulation lab faculty. Because of scheduling demands, we were unable to recruit
trainees from either participating residency. Pilot testing elucidated the need for clear, skilled facilitation
of the IAT result debrie�ng discussion, and detailed instructions for how to guide trainees through onsite
sessions and simulation. Second round pilot testing evaluated the acceptability of the IAT debrie�ngs.
For the �rst cohort, 125 trainees were assigned to the CONSULT educational program, 97 completed both
sessions, and 64 (51%) enrolled in the trial.

Stakeholder Feedback:  CONSULT 1.0 

Fieldnote summaries, feedback from trainees during the onsite, group educational sessions and
informant interviews with learners revealed that the online delivery of knowledge content was suboptimal
because learners could choose not to engage with the material. For example, trainees who saw
themselves as having no implicit bias issues could skim through the content. Furthermore, asking
individuals to complete online modules in a group setting generated a perception of real-time peer
pressure to speed through the online modules. In particular, learners of color re�ected that they felt
“pressured” to rush through the online modules given that their non-person-of-color peers were “racing
through the content” and “calling it useless.” As a result, some learners-of-color expressed strongly the
need to create a “safe” setting in which to address implicit bias issues within their educational programs.
Learners also recommended changing the delivery of knowledge content, and particularly patient-
centered communication skills, to an in-person, small group, interactive session to promote relational
skill-building through direct interpersonal contact among group participants.  

Feedback about IAT completion in the group setting revealed further challenges. Learners re�ected that
receiving instantaneous IAT results could trigger feelings of disbelief that required time and safe space to
process. While the program provided a faculty-led IAT debrie�ng that included discussion and videos
about skills to mitigate bias,16 faculty facilitators expressed that these sessions were too abstract and
not clinically relevant. Learners further noted that the IAT debrie�ng sessions lacked su�cient time for
learners to integrate bias mitigation skills before engaging in the SP clinical simulation encounters
immediately afterward.     

Skilled facilitation was crucial to the learner experience, but the facilitation skills of the clinician-
educators leading the IAT debrie�ngs were variable, particularly in their ability to effectively facilitate safe
and meaningful discussions around race and bias. The most well-received facilitators were clinical
psychologists whose training skills promoted effective group-based processing and normalization of
emotionally challenging content such as racism. Both learners and facilitators recommended
augmenting facilitators’ skills with a speci�c focus on creating a safe space, and effectively facilitating
participant interaction and comfort. Essential recommended facilitation skills include, for example, how
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to support and not tokenize learners of color while not being reluctant to challenge defensiveness and
White privilege.

Tailoring CONSULT’s educational content to each training program emerged as an important
consideration. Building a ‘one size �ts all’ program for all learners resulted in learner feedback that
content should be relevant and customized to both the learners’ program and training level in order to
eliminate redundancy. For example, the DNP program had ample existing lectures on social determinants
of health and the FM program had ample communication-skills building sessions with behavioral health
educators.

Re�nement of the Educational Intervention:  CONSULT 2.0

Within the rubric of the PAR model, we used feedback to re�ne the CONSULT educational intervention
without forfeiting core educational elements. We continued to emphasize core elements of knowledge,
bias awareness, and skill-building practice, and continued spaced-learning design with two sessions over
a 5-week period. The resulting re�nements modi�ed the program structure to be more e�cient and
simpler, saving both time and effort for faculty and learners alike while preserving the same overarching
goal of acquiring and practicing skills to mitigate implicit bias in patient-clinician encounters. (Table 1)

Knowledge of Disparities, Bias and Hypertension Management

CONSULT 2.0 restructures the content of the two training sessions to be delivered predominantly in-
person. Session one focuses on knowledge-building didactics that include slide presentations, readings
and handouts about healthcare disparities, and adds an experiential exercise in which learners actively
participate in learning how implicit bias operates that was originally in the IAT debrie�ng in CONSULT 1.0.
This session is delivered by a multidisciplinary team that include clinician-educators, who deliver
healthcare disparities content, and clinical psychologists, who introduce bias and racism and facilitate
the experiential exercise. Hypertension management content is delivered either in-person by a clinician or
via online learning at the discretion of the training program.

Developing Awareness of Personal Bias

To address the learning objective of raising personal awareness of bias, we retained the IAT component
of the intervention in CONSULT 2.0, but with modi�cations. We reduced the number of IATs from four to
one overall to reduce time, perceived redundancy, and to minimize defensiveness. We shifted the
completion of the IATs from in-person, group learning sessions to individualized sessions completed on
the learner’s own time. Learners are provided with their IAT results online, in real time, after completion of
the test, and are provided the standard IAT debrief to help explain results.
(https://implicit.harvard.edu/implicit/faqs.html) CONSULT staff is made available to discuss IATs at the
learner’s discretion.

Learning and practicing skills to mitigate bias simulated clinical encounters
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In CONULT 2.0’s session two, the delivery of Devine’s skills to mitigate bias16 is modi�ed to be presented
in a framework anchored by a mnemonic proposed by Cooper32 -- RELATE (Respect, Empathize, Listen,
Ask, Talk, Engage). Devine’s skills were originally presented in CONSULT 1.0 in5the context of group-
based debrie�ngs of trainees’ IAT results. SPs provide learners with 1:1 directed feedback on the patient-
centeredness of the encounter. In this way, the experiential skill-building exercise with SP’s promotes an
individualized learning experience allowing learners to self-assess and improve their soft skills in, for
example, relationship building and interpersonal dynamics that convey empathy, active listening, and
non-judgmental attitudes.

Finally, the engagement of clinical psychologists in CONSULT 2.0’s sessions was expanded from just the
post-SP encounter debriefs to active participation in the entire program, including the knowledge-based
didactic component (session one) and skills building component (session two). The expanded role
promotes trust-building between trainees and facilitators, and augments the quality and consistency of
group facilitation. This results in  “safe space” to foster learner trust and comfort in examining individual
learning needs and to take steps to integrate and adapt to feedback, re�ect on self-awareness, and
progress from denial and defensiveness to adaptation and acceptance, as suggested by Bennett.19

Discussion
In approaching the task of implicit bias training in healthcare, a gap exists between what is theoretically
known to be effective21,33 and what is actually delivered in the course of program implementation.
Appreciation of evidence that implicit bias exists in healthcare professionals has arguably been one of
the most challenging aspects of addressing the persistent gaps in healthcare disparities. As modeled by
Bennett and others,19 recognition and self-awareness of bias are the critical �rst steps in implicit bias
training. Building on these priorities, the CONSULT program speci�cally targets these �rst stages in the
learning process of bias mitigation for healthcare professions. Our initial experience and preliminary
outcomes offer pragmatic insights into how to best design interventions to equip healthcare
professionals with skills training in bias awareness and mitigation. The impact of this educational
program on patient outcomes remains to be seen as our ongoing trial continues.

We leveraged the collaborative, cyclical, re�ective inquiry design of the PAR approach to enable
re�nement of our educational intervention. In this way, we were able to enhance curricular
implementation of IAT assessments; methodologic approaches to bias recognition, self-awareness and
acceptance; and communication skills practice in SPs scenarios designed to trigger intrinsic bias. The
modi�cations in CONSULT 2.0 addressed key stakeholder recommendations highlighting important
“operational” features of “acceptability” to satisfy both trainees and faculty. These include reduced time
burden; ensuring a “safe space” for teaching and learning about bias; developing face-to-face learning
formats that foster relational engagement and individualized attention to learners in a small group
setting; and engagement of expert facilitators, typically from clinical psychology, in the delivery of content
and hands-on skills building in bias self-awareness and bias mitigation.
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To best meet the overarching goal of the CONSULT educational program, the CONSULT 2.0 intervention
was explicitly redesigned to be a formative experience in which each learner can safely practice and
re�ne their communication and relationship building skills as part of an ongoing path to mastery. The
importance of recruiting and retaining highly skilled facilitators as part of this training process cannot be
overstated. For this study, we were fortunate to have access to clinical psychologists who became deeply
engaged as facilitators after we recognized the limited experience of most clinical faculty in managing
the personally charged and highly sensitive issues regarding racism and personal perceptions of bias.
This is not to say that this important work is solely dependent on the expertise of clinical psychologists,
but rather to highlight that the facilitation skills for this type of training program requires pro�ciency in
handling complex group dynamics, familiarity with trauma management skills, and experience in
competency development models as articulated by Bennett,19 which feature the advancement of learner
abilities from stages of denial and defensiveness to adaptation and acceptance. We learned that both
cognitive and affective mastery of the material as well as the working knowledge and experience of
highly-skilled clinical faculty were both essential for effective facilitation and learner training.

Our effort to implement theoretically sound and novel approaches to building clinician skills to mitigate
bias and enhance patient-clinician communication across intercultural differences holds important
implications for public health. While CONSULT-BP focuses on hypertension, the CONSULT model is readily
adaptable to other diseases, such as COVID-19, in which decisions for testing are emerging as being
subject to bias.34 This adaptability of the CONSULT model is an important feature as disparities in
healthcare access and outcomes for racial, ethnic and poor populations is a growing problem spanning
an increasing range of medical conditions and clinical services. Thus, the challenge of effectively
addressing the adverse impact of bias through awareness building and bias mitigation skills, as
recommended by the Centers for Disease Control and Prevention in the case of COVID-19, constitutes a
pressing need public health.35 To date, the domain of educational interventions for bias training remains
ripe for development and the preliminary �ndings from the CONSULT program contribute useful insights
into the design of bias training models for healthcare professionals. Our study provides a roadmap for
others who share these goals and offers lessons learned that others can use to advance their own efforts.

List Of Abbreviations
CONSULT-BP: COmmuNity-engaged SimULation Training for Blood Pressure Control

SPs: Standardized Patients

PAR: Participatory Action Research

IAT: Implicit Association Test

IM: Internal Medicine

FM: Family Medicine
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DNP: Doctor of Nursing Practice

EMR: Electronic Medical Record
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Figure 1

The CONSULT-BP intervention model
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Figure 2

Adaptation of Bennett’s intercultural competency theoretical framework19,20


