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Abstract

In the practice of applied behavior analysis (ABA) treatment, implicit bias, which can be
defined in behavioral terms, needs to be addressed as it may inadvertently lead to overt forms of
discrimination on the basis of race. While little research has been conducted within the field of
ABA on racial implicit bias, information gathered from related fields can provide insight as to
how behavior analysts can promote positive change in this area. Drawing from existing
literature, recommendations are provided regarding assessment and administration of
interventions to reduce racial implicit bias for clinicians. The purpose of this paper is to provide
strategies that behavior analysts can implement immediately to assess and reduce behaviors
related to implicit bias exhibited by practitioners, thereby reducing racial discrimination with

clients and staff.
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Guidance for Behavior Analysts in Addressing Racial Implicit Bias

Systemic racism has been a part of our society for generations. However, over the past
decade, the conversation around implicit bias has grown in corporate settings and in the
mainstream (Kempf, 2020). Most notably, the deaths of Breonna Taylor and George Floyd in
2020 ignited protests, discourse, and movements (i.e., Black Lives Matter) around both explicit
and implicit racism in the United States. These egregious acts, however, are unfortunately not the
only ones that have occurred recently. In a report released by the FBI, hate crimes in the United
States were found to increase by 3% in 2019 and the majority of these crimes (57.6%) were
targeting individuals because of race or ethnicity (U.S. Department of Justice, Federal Bureau of
Investigation, 2020). While these overt acts of racism are horrific and urgently need to be
addressed, this paper focuses on a more subtle form of racism known as implicit bias, which is
prevalent across societal institutions-including behavioral health care services. This paper
suggests that the field of applied behavior analysis (ABA) has immediate interventions that can
be used to reduce implicit biases within our practice.

Implicit bias has traditionally been considered an unconscious process where underlying
attitudes and stereotypes cause outward behaviors that are not intended by the individual to be
biased. However, as asserted by De Houwer (2019), implicit bias is a behavioral phenomenon,
defined as behavior that is influenced by cues of another’s membership in a particular social
group (e.g., race) in a manner that is quick, unintentional, or difficult for the individual to

control. An analysis of direct contingencies (e.g., respondent conditioning, operant condition,
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observational learning, stimulus generalization) can explain the presence of racism and bias
(Matsuda et al., 2020). Additionally, a growing body of work in the area of relational frame
theory (RFT) has led to a behavior analytic explanation of bias and racism based on derived
relational responding (DRR). As discussion of RFT is beyond the scope of this paper, the
interested reader is referred to Critchfield and colleagues (2018) for a description of DRR and to
Dixon and colleagues (2003) for an analysis of terrorism and prejudice from an RFT perspective.
When viewed as an unconscious or unintentional process, implicit bias may not only negate
personal accountability, but it seems to be outside the scope of ABA. However, analyzing
implicit bias through a behavioral lens has the potential to lead to socially meaningful behavior
change, which may be harnessed by ABA clinicians.

In the provision of medical services, racial biases held by clinicians may impact patient
care. Some studies in the medical field indicate that implicit bias on the part of the clinician can
lead to negative effects for patients; however, more research is needed to confirm this impact
(Zestcott et al., 2016). Specifically, in a study with children with autism spectrum disorder
(ASD) and other developmental disabilities, Magafia and colleagues (2012) found that Black and
Latino children were more likely to score lower on caregiver reports of health care quality.
Furthermore, ethnic minority children with ASD receive their diagnosis and start intervention at
an older age than white children, and they less frequently receive interventions that are evidence
based (Roche et al., 2018). While more research is needed to identify why this delay occurs for
BIPOC (Black, Indigenous, and people of color) children, the lack of a biological or genetic
diagnostic test results in the need for clinicians to heavily rely on observations, clinical
judgment, and clinical interviews, which can be influenced by implicit bias on the part of the

clinician. Additionally, the ability to build rapport between clinician and client can be harmed by
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implicit bias on the part of the clinician, even in the absence of explicit bias (Kanter et al., 2020);
ostensibly this rapport would be harmed by implicit bias on the part of the client as well.

Clinicians implementing ABA are likely also influenced by implicit bias. In fact, a
systematic review completed by FitzGerald and Hurst (2017) indicated that physicians and
nurses demonstrated implicit bias at levels similar to the general population. Ignoring implicit
bias does not mean it does not exist; given this information about physicians and nurses,
clinicians working in the field of ABA cannot assume that they do not hold implicit biases.
Specifically, being present in an environment where one culture dominates decision making
(which in the United States is the Anglo-European culture) can lead to a lack of awareness of the
surrounding cultural and racial contingencies, which can result in potentially unintentional
“behavioral missteps” (Tagg, 2020). While culture and race are not synonymous, they are
interrelated (Capell & Sevon, 2020). However, it is critical to avoid assumptions that all
individuals who identify of the same race share the same cultural practices. At the same time, it
is important to recognize that race is one of the most salient visual characteristics of an
individual.

Demaographic data collected by the Behavior Analyst Certification Board (BACB, n.d.)
indicate that several racial groups (i.e., Black, American Indian/Alaska Native, Hispanic/Latinx)
are underrepresented as Board Certified Behavior Analysts (BCBAs) and Board Certified
Behavior Analysts-Doctoral (BCBA-Ds) when compared to the general population (U.S. Census
Bureau, 2019). Thus, it is likely that BIPOC clients will be served by white clinicians. In order to
provide the best care for all individuals, a better understanding of the extent and impact of
clinicians’ implicit bias is needed. The Professional and Ethical Compliance Code for Behavior

Analysts (BACB, 2014) contains several items supporting the need for clinicians to address
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implicit bias in their practice (i.e., 1.01 “reliance on scientific knowledge,” 1.02 “boundaries of
competence,” 1.05 “professional and scientific relationships™).

By focusing on observable, measurable behaviors related to implicit bias, ABA
interventions have the potential to change what people do in order to improve client outcomes.
De Houwer (2019) described implicit bias as “something that people do rather than something
that people possess;” when implicit bias is discussed as an “unconscious” process, it can be
viewed as something that cannot be changed or lead to defensiveness on the part of the
individual. Viewing implicit bias from a behavior analytic perspective could lead to reduced
controversy and increased openness to addressing it-on the part of clinicians. Committing to
providing the best care for clients involves assessing the presence of racist behavior, including
overt actions and private behaviors, and addressing any that exists.

The purpose of this paper is to offer practical tools that clinicians can implement
immediately in order to address implicit bias and reduce resulting discrimination as it relates to
race. First, this paper addresses the assessment of implicit bias. Existing literature is reviewed,
and recommendations are provided for assessing a clinician’s implicit bias during client,
caregiver, and staff interactions. Next, interventions to target the reduction of implicit bias are
discussed. As there is limited relevant work in the field of ABA, information is drawn from
existing literature, and methods to reduce biased behaviors. Regardless of setting (e.g., clinic,
community, home, school, group homes, residential facilities), the strategies discussed involve
common activities that a behavior analyst may engage in.

Assessment of Implicit Bias

Literature Review
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While the study of implicit bias has not yet been widely adopted within the field of ABA
interventions, other related fields have developed measurement tools. One such assessment tool
is the Implicit Association Test (IAT), which was derived from a social-cognitive perspective,
has been cited over 10,000 times, and has been the focus of multiple meta-analyses (Kurdi et al.,
2018). Currently, the primary form of the IAT is a computerized task, which can target
comparison of associations by measuring response latencies and accuracy. A word or image
flashes (e.g., picture of a Black woman, picture of a white woman) and the respondent presses
the key corresponding to one of two categories (e.g., good, bad); the duration of time to respond
to various presentations of comparisons is scored. Stronger associations between two constructs
are demonstrated by shorter latencies and fewer errors on the test (Kurdi et al., 2018). Since it
was first created, the IAT has been used across a number of fields to determine the strength
between presented associations of constructs, such as physical size, sexual orientation, and
gender because these biases are otherwise potentially obscured by self-report (Steffens, 2004).
The IAT has most notably been used for determining racial biases due to the social impact of this
particular type of bias.

A newer measurement tool, the Implicit Relational Assessment Procedure (IRAP), was
developed within the fields of social science and behavior analysis (Barnes-Holmes et al., 2010).
The IRAP measures implicit bias as a relational behavior rather than an associative activity.
Therefore, it looks at stimulus equivalence as a way to link the history of conditioning of cultural
norms to derive implicit biases. Like the IAT, the unit of measure can be latency or accuracy.
However, these are measured between “blocks” that are either consistent or inconsistent with

cultural norms, rather than between dyads of constructs such as "Black and white" or "good or
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bad." The IRAP therefore relates a behavior (response time) to previous exposure to the
particular equivalences or social constructs that are being presented.

In determining which of these measurement tools may be useful in data collection for
ABA clinicians, it is beneficial to look at their respective strengths and weaknesses. The IAT has
not demonstrated strong sensitivity at detecting individual attempts to hide biases, unless the
participants have been specifically told to go slower (Kim, 2003). While the participants may
skew their results leading to higher errors, they are not able to obscure the shorter latencies as a
result of their implicit associations (Steffens, 2004). However, when participants have had
previous exposure and experience with the IAT, skewing of results is both more likely and leads
to a higher effect size (Steffens, 2004). This should be of concern if used as a repeated measure
to determine if an intervention, when applied, may have an effect on the implicit biases of the
participants. While the IAT may provide researchers a way to infer biases based on the
associations that are recorded from the participant’s responses, it fails as a measurement tool in
its lack of information on the directionality of the associations (Power et al., 2009). This limited
information provided by the IAT is therefore not sufficient in providing a baseline for identifying
behaviors to target for change in decreasing implicit bias.

The IRAP, while not yet as widely used, was born from a behavior analytic explanation
of cognition, RFT (Barnes-Holmes et al., 2010). It has been studied to confirm both its validity
and reliability in evaluation of race-based implicit biases (Drake et al., 2015). The IRAP can
provide more nuanced and complete information in comparison to the IAT. For example, Drake
and colleagues (2015) suggest differences in biases between in-group (Black responses for pro-
or anti-Black options) and out-group responses (Black responses for pro- or anti-white options),

a finding that was not captured with the IAT. This points to implicit biases as a reflection of
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preference for the group that the individual belongs to, rather than a reflection of negative beliefs
towards the group to which they do not belong. The additional information that the IRAP
provides, such as the bidirectionality of the associations, may be of particular interest to behavior
analysts. However, it is also important to consider that further research is needed. For example, a
recent study has identified a "generic pattern,” which points to weak stimulus control from the
category stimuli over response times. This suggests that the IRAP may not be as sensitive to the
learning histories that it claims to measure (Hussey & Drake, 2020). Therefore, the IAT and
IRAP alone do not provide information on how to intervene or change behaviors related to
implicit bias.
Recommendations for Clinicians

While the IAT and IRAP may be used by clinicians to identify training needs, neither are
currently sufficient as stand-alone measures and repeated presentations are problematic. While
research does not point to the predictability of behavior as a result of scores on the IAT or IRAP
(Meissner et al., 2019), analysis of situations in which implicit bias is common can help to
identify behaviors for change. Racially biased behaviors are those that occur as a result of an
individual's race and they are considered implicit when they occur unintentionally. Due to the
unconscious nature of these behaviors, ABA clinicians would likely be unaware of any
occurrence. Therefore, collecting data on specific behaviors can help clinicians identify
situations in which they are responding quickly and effortlessly on the basis of the social cue of
race or, in other words, in-.an implicitly biased manner. Focusing on specific, socially significant
behaviors may provide more valuable information to a clinician in assessing implicit bias than

the results of the IAT or IRAP.
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Data collected during clinicians’ interactions with clients, caregivers, and staff of
different races may be used to identify underlying implicit bias. In this section, methods to
administer evaluations of implicit bias are discussed. In addition, examples of measurable
behaviors that may indicate implicit bias are provided.

Administration

Evaluations of implicit bias may be carried out by another clinician (as peer or supervisor
feedback) or by the clinician themselves during their own. interactions with clients or staff (as a
self-evaluation). Self-evaluation has the benefit of not requiring others for administration and
enables private events to be addressed (e.g., anxious, avoidant, or stereotypic thoughts in various
situations with those of other races). Additionally, less empirical reflection may be beneficial.
For example, self-reflection on one’s own culture, values, beliefs, characteristics, preconceived
notions, and background experience can be an important step in assessing one’s potential sources
of bias (Fong et al., 2016); this identification is the first step towards ensuring that those factors
are not pushed onto others unconsciously or inappropriately. In addition to potential self-
assessment tools presented by Fong and colleagues (2016; i.e., “Diversity Self-Assessment,”
“How Do You Relate to Various Groups of People in Society,” “Multicultural Sensitivity
Scale”), Tagg (2020) describes the ADDRESSING framework, which is a model for assessing
one’s own culture as well as the culture of others, one part of which addresses race and ethnicity.
After self-reflection, discussion with those from backgrounds other than one’s own can help gain
additional perspectives to aid further self-evaluation. This should be an ongoing, iterative process
approached with a flexible, open-to-change mindset.

Whether assessments are performed by other clinicians or via self-evaluation, collected

data can be compared across client, caregiver, and staff interactions to assess any differences in
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clinician behavior across individuals of different races, which could indicate a functional
relationship between the individual’s race and the clinician’s behavior. However, it should be
noted that in order to provide equitable services, that may mean the provision of a given behavior
in differing rates across clients; for example, some clients/caregivers may need more or less of a
given strategy in order to meet their individual needs.
Measurable Behaviors

In the below sections, examples of behaviors potentially influenced by race are detailed
to support clinicians in operationally defining, measuring, evaluating, and intervening on them
(potential intervention methodologies are detailed in a later section). This is not intended to be a
comprehensive measurement of implicit bias, but rather a list of behaviors that may be measured
and analyzed on an individual basis, with a clinician selecting one or two behaviors at a time to
assess. Specific emphasis is given below to behaviors that could be measured in the natural
environment, to address a limitation of tests such as the IAT and IRAP. Specific operational
definitions should be developed for each context in which they are used. Additionally, as culture
and race are often intertwined, to address the individualized nature of ABA services, culture is
included in some of the below examples as an identification of individualized expressions that
may be related to race. When working with individuals, thinking in terms of individual culture
instead of broader race forces practitioners to ask questions instead of making assumptions.
However, clinicians should consider both culture and race to avoid missing critical parts of an
individual’s identity and experience. Examples are provided across contexts in which clinicians
interact with clients and staff during the provision of services, including: (a) intake; (b) direct
client interactions; (c) caregiver interactions; and (d) staff interactions. See Table 1 for specific

information regarding contexts, operational definitions, and examples for each.
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Intake. The first introduction to a client (and their caregiver, in the case of a minor or
conserved individual) is typically during an intake or initial assessment meeting (this may be
named differently depending on the setting, for example, in the school setting this may be a
parent-teacher conference). This intake process is an ideal time to gather data and lay the
foundation for an appropriate working relationship that considers the individual’s race and
culture. Implicit biases held by clinicians may impact their behavior during this intake process
that can have repercussions throughout intervention. Specific areas in which data can be
collected during the intake process to reveal potentially implicitly biased behavior include: (a)
gathering detail regarding race/culture on intake/assessment paperwork; (b) asking relevant
questions about cultural preferences; (c) acknowledging and incorporating the response
regarding the client’s preferences; and (d) incorporating a behavior into a treatment plan.

Intake assessments and related paperwork could be assessed in relation to the detail they
provide regarding the family’s race and cultural preferences (i.e., using permanent product data
collection). In the absence of this information, clinicians are unable to assess differences in their
behavior based on the race and culture of their client and are potentially more likely to engage in
behaviors controlled by salient visual cues (e.g., assumed racial group) as opposed to
individualized client needs. Data could be collected on the number of items/questions that
address racial/cultural differences included in the intake paperwork. Another critical way of
gathering information is by asking questions about cultural preferences (either of the client
directly or of the client’s caregiver). For example, knowledge of a family’s preferred sleeping
practices (e.g., co-sleeping, bedtime) can inform culturally relevant interventions for sleep
problems. There are several components that could be operationally defined in this area, such as

avoiding making assumptions, asking open-ended questions instead of close-ended questions that
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lead the family to a specific response, and asking questions that are directly related to relevant
aspects of the family’s culture. The number of questions asked by a clinician meeting these
criteria during an intake meeting could be tracked as well. Differences in these clinician
behaviors across clients of different races could indicate implicit bias.

Acknowledging the information provided by the client/caregiver can aid in building
rapport and communicating understanding of the client’s needs and concerns. Some key
components of this skill include avoiding making statements of judgement, responding with
supportive acknowledgement, and following up on concerns stated by the client/caregiver. The
intake process typically ends with the completion of a treatment plan. The first step of
incorporating a behavior (whether targeted for increase or decrease) into a treatment plan is to
identify if it is appropriate for treatment. BCBAs are ethically bound to incorporate clients into
the “planning of and consent for behavior-change programs” (BACB, 2014). Taking this a step
further to explicitly ask about the client’s cultural preferences is an additional step toward
reducing bias. Data could be collected on the frequency with which the clinician seeks input
from the client/caregiver regarding inclusion of a goal or strategy within the treatment plan. Race
and culture can play a part in many potential goal areas, including sleeping, dressing, feeding,
making eye contact, greeting others, observing holidays, toileting, and behavior intervention
plans. Gathering detailed input from the client/caregiver can aid the clinician in avoiding making
implicitly biased treatment decisions and ensuring that all clients receive individualized
treatment plans regardless of their race.

Direct Client Interactions. Implicit bias has been studied in direct client care, with
evidence indicating that “white providers who score higher on measures of implicit bias, but not

explicit bias, speak faster, dominate conversations, have shorter visits, display fewer positive



Implicit Bias 15

nonverbal cues and less warmth, and use more first-person plural pronouns and anxiety related
words when interacting with Black patients” (Kanter et al., 2020). This previous research
provides insight into potential behaviors related to implicit bias that could be operationally
defined and tracked. Categories of potential data collection include: (a) vocal behavior, (b)
nonvocal behavior, (c) stimuli, (d) language of instruction, and (e) response to explicit racial
challenges.

A clinician’s choice of words with a client can reflect implicit bias and has the potential
to lead to differential care on the basis of race. Frequency data could be collected on these verbal
behaviors such as statements of praise and corrections/redirections during direct sessions with
clients. Rate of speech and tone of voice are additional vocal behaviors that may be indicative of
implicit bias that may be more challenging to operationally define and/or record; however, there
may be situations where taking the time to define and develop a data collection system for these
behaviors would yield meaningful information.

Nonvocal behavior is also critical to our social interactions with others. Use of restraint
or other physical procedures (e.g., use of full physical prompts) could be tracked using frequency
data; the differentially greater use of such procedures with individuals of a given race would
clearly call for additional follow-up. Additionally, more subtle nonvocal behavior such as eye
contact, facial expressions (e.g., smiling), and posture (e.g., crossing arms versus a more relaxed
posture) could be assessed. The provision of physical reinforcers to clients (as well as the
duration provided) is another aspect that could be tracked.

During sessions or teaching interactions, the clinician’s choice of stimuli (e.g., pictures,
books, videos, art supplies) to teach targeted skills can expose implicit bias. Representation of

individuals from diverse backgrounds could be scored in the stimuli used for a given client.
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While it may be difficult to determine a set criterion regarding the amount of diversity
appropriate in stimuli for a given client, the Anti-Bias Curriculum (2001) provides guidelines
related to classroom settings that could be extrapolated to other settings as well: “token”
diversity should be avoided regardless of the client’s race; stimuli should include those from the
client’s race as well as from other diverse backgrounds (important even for white children); and
stereotypic images should be avoided (e.g., a Native American in a headdress).

For any client whose native language is not English, methods of incorporating their
native language should, at a minimum, be considered. For example, not only does the evidence
demonstrate that children with ASD raised in bilingual environments do not have additional
language delays (Drysdale et al., 2015), but also several studies indicate improved child
performance when intervention is provided in their native language (Lang et al., 2011, Lim &
Charlop, 2018). While instruction in English. may be part of standard practice, assessing if
standard practice is appropriate or could potentially be modified to the benefit of the client is a
step toward improving client care by reducing potential bias and discrimination as well as
creating a more inclusive setting.

An additional scenario that may arise during direct sessions with clients is an explicit
racial challenge. This may come from a staff member (e.g., “Why don’t their parents keep their
hair cut short, it would be so much easier to manage”), from another client/child (e.g., “Why is
his hair long?”’), or from the client themselves (e.g., “Why does the band-aid match your skin but
not mine?””). Clinicians may not have received training in responding to racial challenges and
may ignore to avoid confrontation. However, the Anti-Bias Curriculum (2001) again provides
some guidance in how to respond to challenges from a young child; it is important to avoid

ignoring, changing the subject, answering indirectly, or criticizing identification of physical
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differences, and instead the clinician should answer questions and respond to situations factually.
Kanter and colleagues (2020) provide a scoring system for rating physician responses to racial
challenges, ranging from a score of “strong, immediate negative reaction” to “strong, immediate
positive reaction.” This scoring system could be used to collect data on clinician’s responses to
racial challenges during direct client interactions. See Table 2 for a modified version of this
scoring system with examples relevant to the provision of ABA services.

Caregiver Interactions. Often caregivers are involved in their child’s intervention.
Reducing behaviors related to implicit bias has the potential to improve the therapeutic
relationship between the clinician and caregiver, which is a critical component of client care and
has the potential to improve client outcomes (Taylor et al., 2018). Related behaviors to consider
assessing include: (a) using verbal microaggressions; (b) making assumptions instead of asking
questions; (c) using reinforcing/positive statements; (d) incorporating collaborative versus
authoritative strategies; (e) considering extended family members as potential caregivers; (f)
considering caregiver’s preferred language; and (g) using evidenced-based methods of assessing
and training.

Microaggressions related to race can be described as “brief, unconsciously denigrating
messages to people of color in the form of subtle snubs or dismissive looks, gestures, and
conversational tones during everyday exchanges” (Fong et al., 2017). Microaggressions can
range from statements that are rude or demeaning to those that are more subtle. An individual
who engages in a microaggression may not be aware of the harmful impact of their words on the
other person. Therefore, self-evaluation of this behavior may lead to an underestimate; as such, it
is recommended that a peer or supervisor, preferably an individual from the same race/culture as

the caregiver, track data on microaggressions. As individual perceptions vary regarding what
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constitutes a microaggression, ideally the person the microaggression is aimed toward would
identify if one occurred; however, this may be challenging, depending the therapeutic alliance
between the individual and the caregiver.

Additionally, data could be collected on making assumptions instead of asking questions,
as assumptions may reflect the clinician’s own values or culture and could be used more
frequently with those of certain races. Inaccurate assumptions related to caregiver priorities or
past experiences could be detrimental to client outcomes. A clinician’s use of positive phrases
with a caregiver (assumed to function as reinforcers) could be tracked. During caregiver
interactions with the client, this may involve responding to the caregiver’s appropriate use of a
strategy. The specific behavior identified for reinforcement during a consultation without the
client may vary; potential caregiver behaviors to reinforce include sharing successes (e.g., a
positive story of an interaction with their child) and describing a situation where they used a
specific strategy.

Brookman-Frazee (2004) demonstrated that the use of collaborative strategies within a
caregiver education program led to more positive outcomes for both the caregivers and their
children than the use of clinician-directed strategies. Given this, assessing the use of
collaborative versus authoritative strategies may be a critical step in providing best practices to
clients and caregivers of all races. Examples of collaborative strategies include providing
choices, asking open-ended questions (in lieu of close-ended questions), providing suggestions
instead of directives, and involving the caregiver in decision making. Additionally, broadening
the consideration of who is a caregiver beyond the client’s parents serves to include those of

cultures who traditionally place a greater value on extended family members. Even if other
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family members are not caregivers of the client, their views and values may impact the parent’s
decision making and response to proposed interventions.

The language of clinician-caregiver interaction has the potential to impact the provision
of services. In an assessment of children with ASD, Zuckerman and colleagues (2017) found that
caregivers with limited English proficiency were less likely to be knowledgeable about ASD and
had children receiving fewer therapy hours. While some caregivers may speak the clinician’s
native language, consideration should be given to language of choice for the caregiver; to avoid
making assumptions regarding which caregivers speak a second language, all caregivers could be
asked about language preference. While collaborating with caregivers in the clinician’s native
language may be ultimately preferred by the caregiver, making an assumption without caregiver
input could be a sign of bias and impact the clinician-caregiver relationship.

Additionally, the clinician’s assessment of a caregiver’s proficiency in use of
interventions with their child and decision to use evidence-based strategies such as behavioral
skills training (BST) during meetings may vary depending on a quick, unconscious assessment of
social cues (e.g., the caregiver’s proficiency with the clinician’s native language, the caregiver’s
race). Data on the number of opportunities evidence-based strategies, such as BST, were used
would highlight any discrepancies.

Staff Interactions. The interactions ABA clinicians have with their colleagues and the
behavior technicians (BTs) they supervise provide another area in which behaviors can be
assessed with the goal of identifying potential implicit bias and reducing racial discrimination.
Recently collected demographic information from the BACB indicates a racial discrepancy
between Registered Behavior Technicians™ and BCBAs/BCBA-Ds (with 47.63% and 71.82%

of the groups, respectively, reporting themselves as white; BACB, n.d.). Thus, it is possible that
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a white supervisor will be overseeing a BT who is BIPOC. There are several components of staff
interactions to consider, including: 1) staff training; 2) ongoing mentorship; and 3) development
of professional goals.

Assessing the presence of racial diversity in trainers can provide information to identify if
intervention is necessary. Over-inclusion of models of the same race as those in power at an
organization could be a display of implicit bias and have detrimental effects for staff of other
races. Data could also be collected on the reaction of supervisors to staff issues; responding
differently to those of different races could be an outward behavior related to the social cue of
race and not the supervisee’s behavior. Possible reactions could include responding punitively
(e.g., writing up or reprimanding the employee), ignoring the issue, or responding supportively
(e.g., with errorless learning and differential reinforcement). Further, social validity data could
be gathered regarding staff’s perception of the equitable provision of training opportunities.

During mentorship, the number of mentoring opportunities offered to individuals of
different races could be tracked. Additionally, data could be collected on the quality of those
mentoring experiences, including many of the items listed above in the caregiver interaction
section (e.g., using verbal microaggressions, making assumptions instead of asking questions,
using reinforcing/positive statements, and incorporating collaborative versus authoritative
strategies). However, one area specific to mentoring is the explicit incorporation of discussions
of race and culture into conversations with supervisees. Assessing how often discussions around
race are initiated or responded to appropriately by the mentor can be valuable in identifying how
well mentorship is addressing this area of development. Specific behaviors a mentor can engage
in to support their mentee’s development in cultural competence and awareness of implicit bias

include modeling comfort/openness in discussing difficult topics, engaging in self-reflection,
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changing position when confronted with new data/information, and admitting mistakes;
modeling these behaviors outside of discussions around race may also serve to increase an
overall skill set that will aid the mentee in identifying and responding to potential implicit bias in
their own behaviors.

The provision of professional goals is a key element in supporting the development of
individual staff members. Supervisors may find it easier to write goals that are related to clinical
needs than those surrounding to professionalism (e.g., attitude, assertiveness) as clinical needs
may be easier to operationally define and communicate. As such, supervisors may find it
awkward or difficult to write professional goals surrounding discrimination or implicit bias as it
relates to a staff member’s work with individuals and their families. On the other hand, a
supervisor may write a professional goal that is under the control of an individual’s race as
opposed to their job-related behavior. For example, goals related to a supervisee’s personal
appearance or tone may attempt to target reduction of a behavior that is part of the supervisee’s
cultural experience. An analysis of professional goals can be conducted to assess their function
and social significance, including identifying the specific behavior to be changed (e.g., focusing
on behaviors targeted for improvement), why its targeted for change (e.g., related values), and
the impact of that change within the workplace. A goal that is written to address a specific client
need (e.g., changing one’s tone with a specific client due to client sensory sensitivity) has a very
different outcome than a goal written without a clearly defined purpose (e.g., changing one’s
tone overall throughout work contexts). Trends in professional goals targeted across races may
illuminate the impact of implicit biases on the part of supervisors.

Interventions to Reduce Implicit Bias

Literature Review
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Implicit bias trainings have become ubiquitous within mainstream society, highlighting in
particular the well-intentioned but missed opportunities by corporations to address racial tensions
(Kempf, 2020). While some may think that one-time trainings suffice as interventions, they have
instead left a plethora of questions around what we have "right" and what is left to establish as
effective behavior change strategies in battling implicit biases. A worthwhile goal within all
fields should be to enact protocols that result in socially significant behavior change. While
studies are limited, there is a growing body of work that analyzes and proposes suggestions for
future trainings. One article described a workshop used to train college campus police
(Fernandes, 2016). Lectures were used to explain and structure conversation around biases and
why these biases may affect the work and performance of the campus police. One of the
instructors noted the difficulty in assessing the effectiveness of the trainings due to the absence
of benchmarks; as such, no data were presented in this article. Jackson (2018) provided a review
of the 2.5-day training by the Fair and Impartial Policing organization on implicit bias. The
article provides an analysis of how this training, in an effort to reduce shame and increase
positive feelings from the participants, actually failed to change biased behavior because it
decreased the trainee's motivation to take action. Other research-based studies have similarly
targeted decreasing implicit biases through various methods, such as by simply providing
participants with their IAT results or through implementation of interventions such as the
retraining of previously held associations. These studies are a good starting point and provide
substantial guidance for next steps.

The way that a respondent relates to their IAT or IRAP results is an important
consideration, however, the results alone are not sufficient in reducing implicit biases. Hillard

and colleagues (2013) used the IAT as an educational tool and not simply a measure. By
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providing the IAT results to the college students, they found that those who demonstrated a high
preference for European Americans also reported more negative reactions to the IAT and tended
to depersonalize their scores. This strongly negative reaction may be related to the undesirable
connotations of having biases in the current culture. However, when these same participants
received a lost email belonging to an African American, they were also more likely than
participants who did not report a high preference for European Americans to engage in helpful
behavior by responding to the sender in an effort to rectify the situation. This observation of
improved prosocial behaviors without addressing the negative reaction supports the previously
stated suggestion by Jackson (2018) in their criticism of current police trainings in that assuaging
the participants' guilt may not lead to the target antibias behaviors. Conversely, having the
participants be aware of and understand the guilt tied to implicit bias may result in social positive
antibias behavior. Hillard and colleagues (2013) recommend the use of the IAT as intended, as a
measurement tool. More importantly, they suggest the use of other methods of instruction to
inform the participants on implicit biases as well as the use of actual interventions, not just the
measure of implicit bias, when the goal is to reduce them. Additional forms of instruction may
help to decrease the impact of implicit biases and increase the use of prosocial behavior.
Re-pairing stimuli (Evaluative Conditioning) may be one of the ways in which implicit
biases could be retrained so as to alter the negative associations held by an individual (Lai et al.,
2013). Lai and colleagues (2013) accomplished this by instructing the participants to re-pair a
previously negative association of Black faces with both positive visuals (text) and vocal ("yes™)
behaviors. This exposure resulted in the decrease of implicit biases; however, the quality of those

interactions was not reflective of the participant's behavior outside of the test setting. This study,
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similar to Hillard and colleagues (2013) study, present important steps forward and have
provided ideas for continued areas of study.

Additional work is needed to ensure that long-term behavior change occurs. The field of
ABA has highlighted the importance of generalization and maintenance of behavior
improvement. A strength of the Hillard and colleagues (2013) study is that the participants took
the IAT in the classroom as part of consciousness training for how to interact with others of
different races and therefore they were both in the presence of those they would typically interact
with and in the target location, the university. Similarly, the new associations made in the Lai
and colleagues (2013) study were present when measured two days later. Stronger support for
maintenance (across an 8-week period) was demonstrated when a rehearsal of intervention
strategies was incorporated into the treatment package (Devine, et al., 2012). A recent review
found that less than 10% of published studies on implicit bias included measures of maintenance
(Lai et al., 2013). While the Devine and colleagues (2012) study more strongly supports
maintenance, like the Hillard and colleagues (2013) study, it also states that information when
presented alone regarding the presence of implicit bias is not sufficient to reduce bias on its own.
Furthermore, it is unclear as to whether the effects of the Devine and colleagues (2012) study
will extend past the specific context of an implicit bias measure and to the application of
prosocial behavior in the natural environment. Thus, the above-listed interventions have not
expanded these results to empirically establish that the generalization of implicit bias reduction
has been extended to natural environments (e.g., a reduction in biased behavior in the appropriate
context).

Recommendations for Clinicians
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For ABA clinicians, maintenance and generalization are critical components when
considering interventions to target reduction of implicit bias. Research is limited on implicit bias
interventions specifically within ABA. However, there are well-established ABA strategies that
are known to successfully alter behaviors across a multitude of domains. In this section, we
explore ways in which clinicians can use these ABA strategies to address behaviors related to
implicit bias, specific to the intake process, direct client interactions, caregiver interactions, and
staff interactions. Reinforcement, self-management, BST, Acceptance and Commitment Training
(ACT), and generalization of stimuli are evidence-based strategies that can be implemented now
to start the work towards a more aware and anti-bias practice (see Table 3 for a summary of
interventions, suggested applications, and research support). However, future research is needed
to evaluate the effect of specific intervention protocols on various measures of implicit bias, like
those discussed previously.

Reinforcement was one of the first behavior analytic principles studied in the field and
continues to be a prevalent strategy. A simple, but not necessarily easy, strategy to implement is
to increase the reinforcement contingencies around interpersonal interactions with members of
different races. Clinicians can select and provide reinforcement in response to prosocial
interactions between clinicians and clients/caregivers during the intake process, targeting the
behaviors mentioned in the sections above, such as asking open-ended culturally cognizant
questions or including treatment recommendations that have culturally relevant interventions that
stem from caregiver input. Similarly, during direct client interactions, clinician vocal and
nonvocal behavior, such as the equitable delivery of reinforcers to their clients of different races,
can also be targeted for increase. A substantial quality assurance structure should allow for

ongoing staff training in order to observe, and then provide reinforcement in response to, these
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target behaviors. Additionally, reinforcement can be provided for the provision of inclusive
recruiting, hiring, and mentoring behaviors.

When such outside oversight is not possible, self-management can be utilized as a way to
encourage the practitioners themselves to evaluate their progress in mitigating the implicit biases
they carry and related outward behaviors. In fact, there is research to support that individuals
may prefer self-management as a way to reflect on their progress. Schultz and Baker (2017)
found that 70% of participants selected a self-management strategy as their preferred method
towards identifying and addressing their implicit biases. However, in the absence of component
analyses, it is imperative to combine self-management with other interventions, if those
additional resources are available. For example, Knochel (2019) successfully used self-
monitoring, in conjunction with focused and written performance feedback, to reduce racial
disparity in behavior specific praise delivered in the classroom. A small change in teacher
behavior, produced by a multi-component training on equity, led to observable improvements in
the classroom, including a reduction in disruptive behaviors and an increase in academic
engagement. While this specific finding has not been peer reviewed, it is in line with previous
studies on the effectiveness of performance feedback.

BST is a procedure used to teach others a skill that includes four components: instruction,
model, rehearsal, and feedback (Leaf et al., 2015). This protocol can be used to train staff on
observable performance-based skills that can mitigate their implicit biases. The model, rehearsal,
and feedback aspects of BST are often missing from the usual didactic instruction around
implicit bias. Hillard and colleagues (2013) spoke to the fact that instruction alone was not
sufficient to make long lasting change in this area. With the addition of modeling, role play, and

reinforcement for target behaviors such as prosocial verbal behavior towards individuals of all
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races, the staff being trained would not only learn about their implicit biases, but also how to
engage in behavior that counteracts them. A recent study suggested that BST can be enhanced
with the addition of ACT when training trainers on the implementation of BST (L.ittle et al.,
2020).

ACT is a methodology within the behavior analytic field, which has been used to address
private and public events. When ACT is used as a therapeutic tool, the "T" corresponds to
therapy. However, when used as a training method within organizations in a nonclinical manner,
as it is typically used in the field of ABA, the "T" corresponds to training (Moran, 2011). Private
verbal behavior can lead to avoidance of triggering situations, which may then lead to
undesirable overt behavior. Furthermore, individuals may be engaging in overt behavior that is
not in line with the individual's private verbal behaviors or values as related to race relations.
Self-evaluation around these private verbal behaviors may be an effective part of an intervention.
Regarding racial implicit bias training, the goal is to inform around biases so as to increase
positive social interactions between individuals of different races. If related private events
become aversive, the individual may avoid others of different races, and therefore, create, rather
than solve, a problem. The six components of ACT (i.e., values, present moment attention,
acceptance, defusion, self as context, and committed action) can be used to teach individuals to
self-evaluate by becoming mindful and aware of their biases and thoughts, accept (rather than
avoid) private events or the occurrence of challenging situations, and engage in behaviors that
align with their values regarding interaction with people of different races.

Lillis and Hayes (2007) compared a traditional prejudice awareness training to the use of
ACT in the college classroom setting. The students completed a questionnaire before and after

each training that measured the students' intentions to engage in positive behavior related to
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prejudicial biases. This study found that the ACT instruction decreased prejudiced thoughts and
increased awareness of these types of thoughts. The authors posited that this awareness came
from the students' ability to understand the process by which judgments are made, regardless of
whether or not these thoughts were related to race. This study identified a way to measure
intention of positive behavior and opened the possibility for further discussion and research on
observable behavior changes related to biases as a result of using ACT.

Kanter and colleagues (2020) focused on teaching mindfulness and acceptance skills
rather than on implicit bias directly. After lecture-based training on microaggressions, biases and
how they relate to patient care, the participants were given training on ACT mindfulness
strategies. Of particular interest is that the participants were paired in interracial dyads and
engaged in relationship building activities. This seems to have increased rapport between the
dyads by pairing them with reinforcement. The final component of the training package included
a rehearsal and feedback portion, in line with BST. They measured and coded verbal behavior
during 10-minute interactions between the medical professional and the contrived patient, both
before and after the workshop intervention. They found that the workshop intervention package
resulted in decreases in offensive microaggressions and significant increases in emotional
rapport building and responsiveness behaviors in the group of white medical providers. This
improvement in the emotional rapport building may be significant in establishing that the
individual’s private verbal behavior regarding race may be impacting their overt behavior.
Similarly, there is some research that suggests that medication may result in a general reduced
level in implicit bias. In particular, Propranolol, which is used for the reduction of reported
anxiety, also led to responses indicative of reduced implicit biases when compared to the placebo

group (Terbeck etal., 2012). While more research is needed in this area, this finding does
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suggest a link between an anxiety response and behaviors related to implicit biases. It is therefore
also interesting that ACT has been a suggested treatment for both. ABA can therefore lean on
ACT studies for development of trainings as they provide us with a substantial model on how to
impact immediate change in direct interactions with clients and caregivers.

An even simpler adjustment that a clinician can execute with urgency is the targeting of
generalization of stimuli used in direct service delivery, specifically, the materials available to
verbal behavior and early learner programs. The materials used by clinicians may be a sign of
their implicit biases. As such, consciously incorporating more diverse stimuli is a concrete
change that clinicians can make to increase their rate of anti-bias behavior. Not only will this
have an impact on their individual clients, but this behavior may serve as a model for other staff
members the clinician comes in contact with. Matsuda and colleagues (2020) highlighted that
biases are difficult to change because of the substantial learning history, which may interfere
with forming new associations or stimulus-equivalence classes. If a clinician presents varied
stimuli to patients when they are young, this may be key because younger individuals have not
yet had substantial learning histories, potentially allowing for the influence of new learning
histories in a way that limits the formation of negative implicit biases. Presenting new stimuli
may result in the establishment of new relations that may alter initial relations and biases; thus,
strategies can be implemented at any age. One method to accomplish this is through the use of
multiple exemplar training and the inclusion not only of exemplars of the individual's own race,
but those of other races as well. Multiple exemplar training has been successfully implemented
to produce stimulus and response generalization across various skills and conditions (LaFrance
& Tarbox, 2020). This one small step is by no means sufficient, but it is an actionable step that

can be easily and immediately enacted.
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Discussion

It is damaging to acknowledge the existence of implicit biases and stop there. Clinicians
should assume personal accountability to actively address these implicit biases, which all
individuals hold as a result of their past experiences. However, it is sometimes difficult to know
what positive change can be made as individuals on this topic. It is helpful to have guidance and
thus included are specific, actionable tasks that can be implemented on an organization-wide
level and by an individual to affect change. The start is to.consider implicit bias not as automatic
nor solely as a private event, but rather as a set of behaviors that can be changed. This can result
in positive outcomes, not only for individuals of a particular race, but rather for all staff and
clients. With this paper, the hope is to present an initial accounting of measurable behaviors that
can be assessed and interventions within the scope of ABA that can be implemented to address
implicit bias. Reinforcement, self-management, BST, ACT, and generalization of stimuli are an
initial set of interventions, and as researchis continued in this area, more can be identified.

There are several limitations of this paper. First and foremost, evidence is not available to
connect the majority of the behaviors that could be assessed to measures of implicit bias (e.g.,
IAT, IRAP). While it is important that future research evaluates this connection, lack of evidence
should not stop clinicians from striving to engage in more inclusive behaviors now. Regardless
of the link between specific behaviors and current measures of implicit bias, the identification
and reduction of behaviors that are differentially applied to clients of various races is critical to
providing equitable care for all clients. Additionally, while some of the strategies listed have
empirical support for reducing implicit bias, others do not; nevertheless, all of the listed
strategies have been researched and identified as effective in improving other behaviors.

Additionally, implementation of the above recommendations likely will be challenging for
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clinicians to do on a continual basis and not as merely a one-time performative change. The
clinician’s ability to make ongoing change may depend on the resources of their workplace,
competing contingencies on their time, and their own ability to self-assess, especially in the
presence of stressors. The presence (or lack thereof) of another individual to aid in gathering and
reviewing data may also impact the clinician’s ability to use these strategies. However, to reduce
the potential harm caused by implicit bias, it is critical for clinicians to assess and modify their
own practices as soon as possible; the above-listed strategies are an appropriate starting place for
clinicians. In the absence of evidence, data should be collected on an individual basis, with
clinicians making data-based decisions.

In order to focus the behaviors and strategies discussed, this paper concentrated on race,
as opposed to other potential sources of bias. As other sources of bias are critical to address in
society, and in the work provided by ABA clinicians, future research should address these
additional areas. Furthermore, this paper focused on implicit biases of individual clinicians.
Implicit bias can certainly operate on a group level, and while it was beyond the scope of this
paper, future research on the intervention of group implicit biases is warranted.

Additionally, this paper provides examples of measurable behaviors that may be related to
implicit bias; this is not a comprehensive list. The goal of this paper is to encourage critical
thinking on the part of clinicians. As such, clinicians are encouraged to focus on the larger
picture; reducing one small behavior while still engaging in a pattern of implicit bias is
insufficient. However, making numerous small changes in behavior toward a larger goal have the
potential to positively impact client care and staff interactions. Social validity assessments are

one potential way toensure that clinicians are focused on the most relevant areas.
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The goal of this paper was to identify actionable steps to make meaningful change in
reducing the more subtle acts of discrimination that clients may experience and increasing
inclusive practices. While the focus of this paper is on actions clinicians can take, researchers
also play an important role in reducing implicit bias in our field. Not only should researchers
increase reports on the diversity of populations in studies, but also, they should include
individuals from a variety of races to aid the generalizability of results. Additionally, researchers
in the field of ABA should include studies specifically on topics such as implicit bias, diversity,
and racism. While the field of ABA has much to offer in these areas, scant attention has been
paid to them.

The field of behavior analysis has many tools to effect behavior change; using these tools
to address implicit bias can improve our effectiveness as clinicians and as supervisors of staff. As
awareness in the area of implicit bias expands, it is critical to explore the interplay of race and
culture. As stated by Miller and colleagues (2019), “What we need to learn is not about the
habits and preferences of culture X but rather how to learn about learning about the cultures of
others and to be open to constantly changing conditions that may very often be different from our
own experiences.” Explicitly analyzing and discussing the impact of race as well as culture is an
important step to reducing discrimination.

As this paper is just one step toward addressing racism, the onus is now on clinicians to
be open to exploring these topics and continuing this discussion. What is most needed in the
field of ABA at this time is self-reflection and openness to changes. The area of implicit bias is a
work in progress; as more individuals and researchers share their perspectives, a fuller
understanding will grow. While those reading this paper likely share the value of reducing racial

implicit bias in their practice, it is likely that a subset of ABA clinicians exist who do not share
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these values. Thus, it is critical for clinicians who value racial equity to share information about
bias and discrimination with colleagues and connect it to the Professional and Ethical
Compliance Code for Behavior Analysts (BACB, 2014) and client outcomes. ABA clinicians
should continue to explore the perspectives of others and learn about the history of other social
groups to which their clients belong.

Ultimately, the goal is to provide improved care and seek better outcomes for all clients
and staff, not just those who are of the same race as the clinician they work with. ABA clinicians
must start by assessing values, both personal and organizational. A drive to be inclusive is in line
with the values that may have brought clinicians to the field (e.g., a desire to help and
demonstrate compassion). For clinicians working with individuals from cultures and races other
than their own, identifying and addressing any incongruity between their behaviors and their
values is a critical step in reducing implicitly biased behaviors. Using the language modeled
from ACT, what is currently missing, and what should be the next step, is committed action.
While taking steps to analyze their actions with clients and staff may be uncomfortable for
clinicians, now is the time for clinicians to sit with their discomfort in order to make changes to

ensure equitable care is provided to all clients and staff.
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Table 1

Assessment of Implicit Bias for Clinicians

Context/Item Operational Definition(s)

Examples

Intake

Demographic information on Number of items that address culture/race

race/culture in intake paperwork
Questions about cultural Asks open-ended questions instead of
preferences closed-ended questions; asks relevant

questions about aspects of the family’s
culture; number of questions asked by

the clinician
Acknowledgment of cultural Avoids judgmental statements; responds
preferences supportively; follows up on concerns

Intake questionnaire item that asks the
client/caregiver to identify their race/ethnicity

“What does bedtime look like for your family?”;
“Who serves as a caregiver for your child?”;
“What are your expectations for eye contact for
your child?”

A clinician discusses pre-requisites and how to
address the skill when a caregiver expresses desire
for their child who currently uses one-word
sentences to be polite (e.g., use please and thank

you)



Treatment planning

Client Interactions

Vocal behavior

Non-vocal behavior

Stimuli

Frequency that input from the
client/caregiver is sought regarding the
inclusion of goals/strategies within the
treatment plan and behavior intervention
plan

Makes statements of praise; provides
corrections/redirections; rate of speech;
tone of voice

Use of restraint or other physical
procedures; makes eye contact; displays
welcoming facial expressions and body
language; frequency and duration of
physical reinforcers

Includes client’s race and other diverse
backgrounds; excludes stereotypic
images

“Would you like the treatment plan to address your
child sleeping in their own bed?”; “I noted that
your child isn’t feeding themselves yet, is this
something you want to prioritize working on?”;
“One option to address your child’s aggression is
to ignore the behavior, is that something you’re
open to?”

Praise statement: “I liked how you said hi to your
friends today.” Correction: “Let’s try that again.”

Use of restraint is tracked for all clients and analyzed
based on client race

Assess a client’s visuals to identify what percentage
include members of different races



Language of instruction

Response to explicit racial
challenges

Caregiver Interactions

Verbal microaggressions

Assuming instead of asking

Incorporates client’s native language

Responds to questions factually; does not
ignore, side-step, or criticize the
question.

Makes overt or subtle statements pertaining
to race that are rude or demeaning

Number of questions asked by the clinician

For each client whose native language is not English,
the clinician notes if and how their native language
is used during intervention

See Table 2 for example scoring system based on
Kanter et al., 2020

“Your English is really good!”; “You’re so well-
spoken”; “Where were you born?”’; “I don’t see
color”; continually mispronouncing client name
after correction

Assumption: Clinician assumes that the client’s father
isn’t a part of the client’s life and doesn’t ask any
questions about the father. Question (to the
mother): “How involved is your child’s father in
their care?”



Reinforcing/positive
statements

Collaborative versus
authoritative strategies

Consideration of extended
family members

Language of preference

Number of positive statements

Provides choices; asks open-ended
questions; makes suggestions instead
of directives; involves the caregiver in
decision making

Considers views and values of extended
family members

Asks about language preference; offers
translator services

“I’m so glad to hear that you provided your child with
choices!” “That’s great that you made the
opportunity to work in the conversation skills
we’ve discussed.”

Collaborative: “To teach your child to get
your attention, we can work on them
tapping you or using a device, which
would you prefer?” Authoritative: “I’m
going to add a lesson to the program to
teach your child to tap to gain attention.”

“Are there other family members whose
opinion you value, in terms of making
decisions for your child’s treatment?”’

“We do have the ability to use a translator — what
language do you prefer for our meetings?”’



Training

Staff Interactions

Training

Use of evidence-based strategies (e.g.,
behavioral skills training)

Representation of diversity in training staff;
supervisor’s disciplinary and supportive
actions toward staff; social validity on
perception of equitable provision of
training opportunities

Tracking data on the use of the four
components of behavioral skills training
(i.e., instruction, modeling, rehearsal,
feedback).

Tracking opportunity data on supervisor’s reactions to
staff asking questions (e.g., did the supervisor
ignore or follow up supportively); providing all
staff with a social validity questionnaire to gather
data on their perception of the training
opportunities they were presented with



Mentorship

Development of professional
goals

Number of mentoring opportunities; verbal
microaggressions; asks questions versus
makes assumptions; makes positive
statements, uses collaborative versus
authoritative strategies; discusses race
and culture; models openness when
discussing difficult topics; engages in
self-reflection; changes position when
confronted with new information;
admits mistakes

Assess professional goals based on their
function, social significance, the specific
behavior targeted, why it is targeted, and
the impact of that change

A mentor reviewing notes (e.g., permanent product
data) to assess the frequency with which she
discussed race with each of her mentees

All professional goals within a center are reviewed
and coded based on function and social
significance, then analyzed based on supervisee
race




Table 2

Responsiveness to Racial Challenges Scale, Adapted from Kanter et al. (2020)

Score and Description

-2: Strong Negative

Example Scenario Reaction

-1: Mild Negative
Reaction/Ignoring

0: Passive Reaction

1: Mild Positive
Reaction

2: Strong Positive
Reaction

The client says, “If your skin was

“Why does the beige, then it
band-aid match would match the
your skin but not band-aid.”

mine?”

“That’s the way
band-aids are.”

“It sounds like
that’s a bit
confusing.”

“That’s frustrating,

it would be nice
if band-aids
came in your
skin tone too!”

“I think the people

who make band-
aids have this
kind of skin tone
and they didn’t
think about
others with
different skin
colors. That’s
really not okay.”



Another child says,
“Why is his hair

long?”

Caregiver says,

“We live in the
Black part of
town, so our
school services
aren’t great.”

“People like him all

have that long
hair.”

“Well, that’s just

what happens
when you
choose to live in
that area.”

“That’s just how
his hair is.”

“What are your
child’s school
services like?”

“I like his hair that

2

way.

“You think the
services are poor
because of
where you
live?”

“Different people

have different

kind of hair, and

that’s okay!”

“That must be
really
frustrating!”

“People are all

different and
they’re born
with different
types of hair. No
type of hair is
better or worse
than another,
they are all
beautiful!”

“I’m sorry to hear

that. It’s not
okay when
systemic racism
impacts the
schooling our
children
receive.”



Staff member says,

“I’1l never learn
how to
pronounce this
client’s name, |
wish her parents
picked an easier

“T know! It’s such

an odd name.”

“Yeah, | agree.”

“Maybe her parents

like that name.”

“Parents can pick
whatever name

they want for

their children!”

“It’s not our place

to judge other’s
names. We
should make an
effort to learn
the right

pronunciation.’

b

name for her.”

Note: Example clinician responses are provided for each score. Adapted from Addressing Microaggressions in Racially Charged
Patient-Provider Interactions: A Pilot Randomized Trial,” by J. W. Kanter, D. C. Rosen, K. E. Manbeck, H. M. Branstetter, A. M.
Kuczynski, M. D. Corey, D. W. M. Maitland, and M. T. Williams, 2020, BMC Medical Education, 20(88), p. 6
(https://doi.org/10.1186/s12909-020-02004-9). Copyright 2020 by the authors.



Table 3

Interventions to Reduce Implicit Bias for Clinicians

Intervention Suggested Applications Research

Reinforcement Intake: Equitable provision of open-ended questions and interventions that ~ Knochel (2019)
stem from client/caregiver input.

Clinician-Client Interactions: Equitable delivery of reinforcers.
Clinician-Caregiver Interactions: Equitable use of collaborative strategies.

Clinician-Staff Interactions: Equitable access to training or mentoring
opportunities. Increasing opportunities for relationship building activities
between interracial staff.

Self- Intake: Monitor number of questions about cultural preferences asked. Knochel (2019), Schultz &

Management Baker (2017)
Clinician-Client Interactions: Monitor praise and corrective statements used.

Clinician-Caregiver Interactions: Monitor use of collaborative strategies or
positive phrases.

Clinician-Staff Interactions: Monitor discussions of race during mentorship
opportunities.



Behavioral skills Clinician-Staff Interactions: Use BST to train staff in responding to racial Leaf et al., (2015), when
training (BST) challenges, increasing pro-social behaviors (e.g., using praise paired with ACT - (Little et
statements), or asking questions of caregivers instead of making al., 2020)
assumptions.

Acceptance and Clinician-Caregiver Interactions: Use of collaborative strategies. Lillis and Hayes (2007),
commitment Kanter and colleagues (2020)
training Clinician-Staff Interactions: Increasing awareness around prejudice
(ACT) thoughts. Reducing use of microaggressions.

Multiple Clinician-Client Interactions: Inclusion of different races in instructional LaFrance & Tarbox, (2020)
exemplar material for clients.
training

Clinician-Staff Interactions: Inclusion of different races in training materials
for staff. Diversity in training staff, as well in managerial or corporate
staff.




