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Abstract

Introduction: Faculty are increasingly expected to teach about the impact of racism on health and to model the principles of health equity.
However, they often feel ill-equipped to do so, and there is limited literature on faculty development on these topics. We developed a
curriculum for faculty education on racism and actions to advance racial health equity. Methods: The curriculum design was based on a
literature review and needs assessments. Implementation consisted of four live virtual 1-hour sessions incorporating interactive didactics,
cases, reflection, goal setting, and discussion offered to a multidisciplinary group of pediatric faculty at a children’s hospital. Topics
included the history of racism, racism in health care, interacting with trainees and colleagues, and racial equity in policy. Evaluation
consisted of pre- and postsurveys at the beginning and end of the curriculum and a survey after each session. Results: A mean of 78
faculty members attended each session (range: 66-94). Participants reported high satisfaction and increased knowledge at the end of
each session. Qualitative themes included self-reflection on personal biases, application of health equity frameworks and tools, becoming
disruptors of racism, and the importance of systemic change and policy. Discussion: This curriculum is an effective method for increasing
faculty knowledge and comfort. The materials can be adapted for various audiences.
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Educational Objectives

By the end of this multisession curriculum, learners will be able
to:

1. Define race, racism, implicit bias, anti-racism, health equity,
and related concepts (session 1).

2. Describe the history of how race came to be defined in
the United States and the resulting structural implications
(policies, laws, culture, health care practices, etc.) both
nationally and locally (session 1).

3. Reflect upon their own implicit and explicit attitudes and
biases regarding race and how these are shaped by lived
experiences and cultural norms (session 1).

4. Describe the significance of racial socialization in patients
and families (session 2).
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5. Identify how implicit bias and race-based medicine fuel
health disparities (session 2).

6. Explain the impact of cultural humility on shaping health
outcomes (session 2).

7. Apply strategies to mitigate implicit bias and promote
positive racial identities (session 2).

8. Identify ways to create inclusive work environments,
including disrupting racism on interpersonal and systemic
levels (session 3).

9. Identify how to use appropriate, equity-minded language
in their clinical and academic work (session 3).

10. Construct a plan to modify their interactions with trainees
and colleagues to promote equity and anti-racism
(session 3).

11. Describe the process of creating legislative and
institutional policies (session 4).

12. Apply a racial equity tool to the assessment of institutional
and legislative policies (session 4).

13. Develop a plan to address racial health equity in their
practice (clinical, advocacy, research, and/or education)
utilizing a structural framework (session 4).
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Introduction

In a 2019 policy statement, the American Academy of Pediatrics
(AAP) described racism as a social determinant of health that
significantly impacts the health of children and adolescents.1

Research shows that experiencing racism is correlated with
adverse outcomes, including preterm birth, low birth weight,
and mental and behavioral challenges.2 It is critical that these
gaps are closed in order to advance racial health equity, defined
as the condition that would be achieved if one’s racial identity
no longer predicted, in a statistical sense, how one fares.... This
includes elimination of policies, practices, attitudes, and cultural
messages that reinforce differential outcomes by race or that fail
to eliminate them.3

The AAP policy statement urged workforce development in
racism and health.1 As medical schools and residency programs
expand training in this realm, the need for robust faculty
development is clear. In a position of relative power within the
hierarchy of academic medicine, faculty are expected to treat
learners and patients equitably. However, many faculty completed
training before anti-racism education became more common in
medical education. Despite these needs, there is limited literature
on faculty development related to racial equity. A literature review
of MedEdPORTAL and PubMed noted several published curricula
on racism and implicit bias, although most focus on trainees
as learners.4-9 One study9 consisted solely of practitioners in
family medicine, but as a onetime 1.5-hour workshop at a national
conference; another10 incorporated a longitudinal approach with
two to three sessions, but its evaluation was limited to awareness
and attitude changes.

Furthermore, there are gaps in the content and design of
published trainings. Most of the cited curricula focus on the
interpersonal level of racism, such as microaggressions, but not
all adequately address structural racism. In addition, we did not
find published curricula on racism explicitly describing community
engagement in the design or implementation, whether directly
or through incorporation of academic health center (AHC)
community-derived data. Alberti and colleagues recommended
that AHCs incorporate their local Community Health Needs
Assessment into curricula to “increase the likelihood that an
AHC’s collaborative efforts to promote justice and equity are
effective.”11 To address the need for generalizable training in
anti-racism, the AAP in 2021 released an online video course and
accompanying material on anti-racism for practicing physicians.12

Yet there remains a lack of training material for academic
practitioners on how to teach trainees about racial health equity
and incorporate a structural framework in health equity efforts.

Thus, the focus of this curriculum is faculty education on racism,
the impact of racism on health, and the structural factors that
impact racial health equity—a unique and valuable addition to the
literature.

We utilized two frameworks for determining the content and
format of the curriculum. First, we examined potential topics and
teaching formats through the structural competency framework,
which emphasizes the need for health professionals to focus
beyond the individual/patient level and to recognize that “social
and economic determinants, biases, inequities, and blind spots
shape health and illness long before doctors or patients enter
examination rooms.”13 At least one curriculum has utilized this
framework in the context of medical education.6 We were also
guided by the systematic review by Reed and colleagues,14

which recommended teaching strategies based on adult
learners’ premises, such as problem-solving activities and cases,
suggesting ways that new ideas can be used in real life, and
providing opportunities for collaborative learning.

Methods

An interdisciplinary group of pediatric faculty, public health
faculty, and advocacy leaders developed the curriculum. The
diversity of the group was a major strength, as we drew from our
cumulative expertise in adult learning, clinical care, community
engagement, data analysis, and anti-racism to ensure that the
curriculum would be relevant to learners and responsive to
community needs. Kern’s six steps of curriculum development15

guided the creation of the workshops:

1. Problem identification and general needs assessment:
Through a comprehensive review of the medical
education and faculty development literature, we identified
the problem of racial inequity in health care—and lack of
faculty knowledge, confidence, and skills to address the
problem—as the central issue.

2. Targeted needs assessment: We reviewed (a) our local
Community Health Needs Assessment16 to ensure that
we approached equity in a way that was responsive to
our community’s priorities; (b) our institution’s diversity,
equity, and inclusion strategy to align our objectives with
the institution’s principles; and (c) a needs assessment
survey on racial health equity completed by a subset of
faculty members who later participated in the curriculum.

3. Goals and objectives: We iteratively reviewed the needs
assessment findings and determined four main topics,
each with three to four learning objectives.

4. Educational strategies: We used a variety of educational
strategies, including traditional didactic teaching, small-
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and large-group discussion, written and oral reflection,
case-based activities, and goal-setting exercises.

5. Implementation: Due to the COVID-19 pandemic and
the need for social distancing, the four 60-minute
sessions were held virtually. One main facilitator
( joined by cofacilitators) conducted the trainings over
4 months at prescheduled monthly staff meetings. The
facilitators constituted an interdisciplinary group: three
physicians actively involved in health equity; four public
health experts with backgrounds in policy, community
engagement, and data; and one faculty member leading
the anti-racism training in our partner medical school.
The learners were pediatric primary care faculty joined
by an interdisciplinary group (including primary care and
subspecialty physicians, nursing faculty, and psychologists)
who were affiliate faculty members of our institution’s
Child Health Advocacy Institute. Recognizing that faculty
had varied experiences in health equity, the curriculum
included introductory concepts, such as definitions and
history, and more complex activities, such as assessing the
racial impact of institutional and legislative policies.

Curriculum effectiveness (the sixth step) was evaluated with two
surveys: (1) a pre/post survey sent via email 2 weeks prior to
the first session and administered again after the final session
and (2) a session-specific survey administered at the end of
each session. The New World Kirkpatrick Model17 provided the
structure for the curriculum evaluation.

We evaluated Kirkpatrick level 1 (reaction) by tracking
participation and attendee satisfaction. Participants also
answered open-ended questions about their most important
learnings.

We evaluated Kirkpatrick level 2 (learning) by assessing
change in knowledge at the end of each session, completed
as a retrospective pretest (or post-then-pretest), which asked
participants at the end of the session to rate their ability to meet a
learning objective both in retrospect and at the current time.18,19

The overall pre/post surveys at the beginning and end of the
curriculum also included questions on knowledge, skills, and
attitudes, as well as comfort with discussing racism.

We assessed Kirkpatrick level 3 (behavior) via self-report in
the overall pre/post survey utilizing the Anti-racism Behavioral
Inventory (ARBI),20 the only validated assessment of anti-racism
behaviors we found in the literature. Learners also set goals for
behavior change between sessions and at the end of the final
session.

Curriculum Outline and Materials
Prior to the first session, a presurvey (Appendix A) was sent via
email as a REDCap21 survey of baseline knowledge and comfort.
We utilized PowerPoint slides, facilitator guides, breakout group
activities, and session evaluations for sessions 1 (Appendices B-
E), 2 (Appendices F-I), 3 (Appendices J-M), and 4 (Appendices N-
Q). Participants completed a postsurvey for the overall curriculum
(Appendix R) at the final session.

Session 1. Historical and Personal Perspectives: The didactic
presentation (Appendix B) included introductory content on the
definitions and history of racism. Using the Zoom breakout group
feature, we divided participants into groups of six to eight for
the breakout group activity (Appendix D) involving scores on
the Child Opportunity Index,22 a nationally recognized tool for
examining disparities. Participants then returned to the main room
for a large-group discussion.

Session 2. Racism in Health Care: As prework, participants were
instructed to complete the Implicit Association Test23 on race
and/or skin tone 2 weeks before the session. During the session,
facilitators presented the slides (Appendix F) and then divided
the participants into groups of six to eight for the breakout group
activity (Appendix H). Half of the groups were assigned to case
1 and half to case 2, both of which related to physician bias in
clinical settings. Groups presented their key points in the large-
group discussion. The facilitator guided participants to set a goal
of trying at least one strategy to mitigate implicit biases and/or
promote positive racial identity.

Session 3. Interactions With Trainees and Colleagues: One
week prior, we emailed participants a brief survey asking that
they reflect on progress toward their stated goal between
sessions 2 and 3 (questions in Appendix K). During the session
presentation (Appendix J), deidentified responses were shared
to increase the motivation to trial the strategies presented in
the previous session. The slides included case examples on
the DISRUPT (determine, impact, state, reflect, understand,
power, take) model24 for addressing systemic racism and the
OWTFD (observe, why, think, feel, desire) model25 for addressing
microaggressions. Participants were divided into groups of two
for a pair-share activity (Appendix L) to discuss specific ways to
disrupt microaggressions or overt racism and set a new goal for
the month.

Session 4. Policy and Racial Equity: Similarly to session 3,
participants completed a brief survey 1 week before the session
(Appendix O). Deidentified responses were shared during the
presentation (Appendix N), along with didactics and a practice
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case on assessing the equity impact of a policy. In groups of six to
eight, participants utilized an adapted version of the Institute for
Public Health Innovation Equity Impact Review Tool26 to assess a
typical clinical policy (Appendix P). Groups were asked to share
their key points, and participants set a final goal for change.

Data Analysis and Research Ethics
Project data were collected and managed using REDCap, a
secure, web-based application. Descriptive statistics were
reported as means and standard deviations. To compare post- to
prescores, a paired t test was used. We used Pearson correlation
coefficients to compare two continuous measures. One-way
analysis of variance was used to compare race categories, and
independent-sample t tests were used for gender comparisons.
Four authors (Olanrewaju Falusi, Lin Chun-Seeley, Danielle G.
Dooley, and Desiree de la Torre) manually performed inductive
coding of the free-text survey responses, first developing codes
and clusters independently and then meeting to iteratively refine
the themes. To increase trustworthiness, we utilized triangulation
of data by asking the same questions of the diverse group of
faculty, collecting data at several sessions, having multiple
researchers involved in the initial coding, and peer debriefing
with two authors (Melissa Baiyewu and Maranda C. Ward). We
coded manually without using a specific software other than
Excel to compile our clusters. Although we did not calculate
intercoder reliability numerically, we did note a high level of
agreement among our four clusters during our meetings. Our
hospital’s Institutional Review Board accepted this project as
exempt.

Results

Quantitative Results
A mean of 78 faculty members attended each session (range:
66-94). The majority of participants, as reported in the presurvey
(n = 73), were 30-49 years of age (n = 60, 83%), female (n =
62, 85%), and either Black (n = 16, 22%) or White (n = 40, 55%;
Table 1).

Reaction:Within each of the four sessions, the mean survey
completion rate was 51% (range: 36%-59%), with the lowest
completion rate occurring in the final session. Only 16
participants completed both the initial presurvey and the
postsurvey that included questions about comfort, behavior, and
the ARBI. The mean satisfaction rating for all sessions was 4.5
(range: 4.4-4.6) on a 5-point scale (1 = unsatisfactory, 2 = below

average, 3 = average, 4 = above average, 5 = excellent).

Learning: In all learning objectives, participants reported a
statistically significant increase in their knowledge at the end

Table 1. Participant Demographics (n = 73)

Variable No. (%)

Gender
Female 62 (85)
Male 11 (15)

Race
Asian or Pacific Islander 10 (14)
Black or African American 16 (22)
Hispanic or Latino/Latina/Latinx 2 (3)
White 40 (55)
A race/ethnicity not listed here 1 (1)a

Prefer not to answer 4 (6)
Age
30-39 years 34 (4)
40-49 years 26 (36)
50-59 years 9 (12)
60-69 years 2 (3)
70+ years 2 (3)

Length of time working at our institution
0-4 years 22 (30)
5-9 years 25 (34)
10-14 years 10 (14)
15-19 years 9 (12)
20+ years 7 (10)

aParticipant specified “Middle Eastern.”

of each session (p < .001 for each question; Table 2). However,
when asked to rate their current knowledge about health equity
in the overall pre- and postsurveys, participants self-rated fairly
highly as between moderately and very knowledgeable in
both the presurvey (M = 3.4, SD = 0.5) and the postsurvey
(M = 3.6, SD = 0.6); there was no statistical difference between
these ratings (p = .19; 95% CI, −0.1 to 0.5). At the end of
the curriculum, participants reported increased comfort with
discussing racism with colleagues, trainees, and hospital
leadership (p < .05 for each), although comfort discussing racism
with patients did not change significantly (p = .43; 95% CI, −0.2
to 0.5; Table 3). Changes in knowledge or comfort did not differ
by participant race, age, or gender.

Behavior: Overall ARBI scores did not change significantly from
pre- to postsurvey, but participants were more likely to report
discussing racism when interacting with colleagues and trainees
after the curriculum. The detailed results regarding behavior and
the ARBI will be presented elsewhere.

Qualitative Results
After each session, participants were asked, “What is the most
important thing you learned from this session?” Five themes
emerged (Table 4). Participants were also asked at the end
of each session, “What would have made this session more
effective?” Three themes emerged:

1. More time in breakout groups: While participants
expressed a desire for more time overall, they specifically
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Table 2. Participants’ Self-Rated Change in Learning at Each Session

Before Session After Session

Learning Objective No. M (SD)a No. M (SD)a Difference M (SD) p 95% CI

Session 1
1 51 4.1 (0.7) 51 4.6 (0.6) 0.5 (0.7) <.001 0.3-0.7
2 51 3.7 (1.0) 51 4.5 (0.6) 0.8 (0.9) <.001 0.6-1.1
3 51 4.1 (0.7) 51 4.5 (0.6) 0.4 (0.6) <.001 0.2-0.6

Session 2
1 44 3.3 (1.0) 44 4.3 (0.6) 1.1 (0.9) <.001 0.8-1.3
2 44 3.9 (0.7) 44 4.5 (0.6) 0.6 (0.8) <.001 0.3-0.8
3 44 3.6 (0.8) 44 4.2 (0.6) 0.6 (0.8) <.001 0.4-0.9
4 44 3.2 (0.8) 44 4.4 (0.6) 1.1 (0.9) <.001 0.9-1.4

Session 3
1 41 3.2 (0.7) 41 4.2 (0.7) 1.0 (0.9) <.001 0.7-1.2
2 41 3.3 (0.9) 41 4.3 (0.7) 1.0 (0.9) <.001 0.7-1.3
3 41 3.1 (0.1) 41 4.2 (0.7) 1.1 (0.9) <.001 0.8-1.4

Session 4
1 24 3.2 (1.0) 24 4.2 (0.6) 0.2 (1.0) <.001 0.6-1.4
2 24 2.7 (1.3) 24 4.3 (0.8) 1.6 (1.0) <.001 1.2-2.0
3 24 2.9 (1.0) 24 4.2 (0.5) 1.3 (0.2) <.001 0.9-1.7

aBased on a 5-point Likert scale (1 = completely disagree, 2 = somewhat disagree, 3 = neutral, 4 = somewhat agree, 5 = completely
agree).

wanted to extend the time in the breakout groups.
Participants suggested having a facilitator in the breakout
groups.

2. More action steps: Participants wanted more action steps
on addressing racism. This was expressed the most after
the first session, which was geared towards outlining the
problem. Fewer participants commented on this need in
the later sessions that provided concrete frameworks and
tools.

3. Content summaries: Some participants wanted the
information summarized in a simple one-pager. In addition
to the slides, we have included a condensed Key Action
Steps document (Appendix S).

Discussion

This faculty-focused racial health equity curriculum met the goals
of high learner satisfaction; increased participant knowledge,
comfort, and self-reflection; and an increased focus on systemic
racism beyond the interpersonal level. Based on participant
feedback, we believe these positive outcomes were brought

about by our focus on the history and current impact of racism,
opportunities for small-group learning and feedback, and
provision of action-oriented tools. This is consistent with
the literature on faculty development, which suggests that
faculty learn best from an evidence-informed educational
design, relevant content, practice opportunities, reflection,
and collaboration.27,28 To our knowledge, there has not been
another published study of a longitudinal racial health equity
curriculum for health professions faculty with a similarly robust
evaluation. The multimodal nature of the curriculum is also
unique, as the didactics, multimedia, small-group activities,
prework, and reflection appeal to a variety of learning styles. The
curriculum design is also supported by scholarship published
after the curriculum’s implementation, including the revised
American Board of Pediatrics Entrustable Professional Activity
14, which defines activities that a general or subspecialty
pediatrician should be able to perform routinely to address
health disparities.29 Sotto-Santiago and colleagues’ framework
for creating an anti-racist educator also supports our aim to
move participants from awareness to knowledge and further

Table 3. Participants’ Self-Rated Change in Knowledge and Comfort at the Completion of the Curriculum (n = 16)

Variable Precurriculum M (SD) Postcurriculum M (SD) Difference M (SD) p 95% CI

Current knowledge of health equitya 3.4 (0.5) 3.6 (0.6) 0.2 (0.5) .19 −0.1 to 0.5
Comfort discussing racism with colleaguesb 3.1 (1.2) 3.8 (0.7) 0.6 (0.8) .01 0.2 to 1.1
Comfort discussing racism with leadershipb 2.6 (0.7) 3.2 (0.7) 0.6 (1.1) .04 0.1 to 1.2
Comfort discussing racism with traineesb 3.0 (1.0) 3.6 (1.0) 0.6 (0.9) .01 0.2 to 1.1
Comfort discussing racism with patientsb 3.1 (0.9) 3.2 (0.9) 0.1 (0.6) .43 −0.2 to 0.5

aBased on a 5-point Likert scale (1 = not at all knowledgeable, 2 = slightly knowledgeable, 3 = moderately knowledgeable, 4 = very knowledgeable,
5 = extremely knowledgeable).
bBased on a 5-point Likert scale (1 = not at all comfortable, 2 = slightly comfortable, 3 = moderately comfortable, 4 = very comfortable, 5 = extremely
comfortable).
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Table 4. Qualitative Themes and Representative Quotes Based on the Question “What Is the Most Important Thing You Learned From This Session?”

Theme Description and Sample Quotes

1. Definition and history of
racism in the U.S.

Participants indicated that the concepts and definitions presented were new to them. Several reported being unaware of the history of
racism and said that they had learned more about race, how it is socialized within the U.S., and the impact it has on others and society.
� “Race is a social construct.”
� “I really appreciated the focus on history of [Washington,] DC and examples of discriminatory housing practices leading up to the
segregated housing that we see today.”

� “I liked the overview of how race is wrongly integrated in health care decision making (e.g., spirometry, UTI metrics, etc.) and the
strategies to look out for that.”

2. Self-reflection on
personal biases

Participants reflected on their own personal identities and how their biases play a role as a health care provider and when teaching
trainees.
� “It expanded my understanding of implicit bias to include not just personal assumptions and experiences of races and groups, but the
assumptions that multiply through teaching, modeling, and pseudo-science.”

� “Everyone has racial biases and work environmental factors and exacerbate or reinforce them.”
� “That language matters, not just for those hearing it but for disrupting my own implicit biases and thought processes.”

3. Personal application of
health equity
frameworks and tools

Participants valued learning about the frameworks and tools to create a more equitable environment for their patients, staff, and practice.
The tools addressed communicating with families, disrupting racism, and assessing equity in policies.
� “Ways to promote positive racial identity in my everyday encounter with kids/families.”
� “Tools to start implementing but it will take practice to make them seamless.”
� “It was important to hear the actual feedback from families about the bill about youth being vaccinated. It supported the conceptual
piece of today’s lecture with real-world data.”

4. Becoming disruptors of
racism

Many identified the need for advancing their actions beyond being an ally and valued learning how to move from being a passive
bystander to being an active disruptor of racism.
� “Address microaggression and become an interrupter not a bystander.”
� “Racism is deeply rooted in the fabric of America and it will take a lot of work to disrupt it.”
� “Techniques for being a disruptor in a positive way.”

5. Systemic change and
policy

Moving past the personal level, individuals also highlighted their new understanding of using the tools to impact systemic change
particularly through developing and evaluating policies that impact equity.
� “Strategies to impact bias are at both personal and systemic levels, e.g., being aware of our own stress but making sure clinic
workflow doesn’t add to that stress.”

� “How to think systematically through a problem that at first glance might not appear to affect equity.”
� “Breaking down institutional policies to identify the potential barriers to equity.”

Abbreviation: UTI, urinary tract infection.

along to taking ownership of creating an anti-racist learning
environment.30

As others subsequently implement this curriculum, there are
considerations to note. The curriculum designers were subject
matter experts and skilled facilitators. While the facilitator guides
and slide notes provide ample didactic content and discussion
prompts, we advise that those with experience in effectively
leading value-laden discussions take the lead on facilitating
the group discussions. This content and facilitation expertise
is especially important for managing the sessions’ limited 60-
minute training time. Preparation for presenting the curriculum
should include review of the materials, buy-in from leadership,
integrating the training into ongoing efforts, and, if possible,
compiling a small team of motivated faculty to colead the
sessions. We recommend maximizing time in the small-group
activities and reflection segments, as our participants found these
to be of high value. The virtual format enhanced participation, as
faculty across multiple clinical sites were able to join. However,
in-person sessions may enhance the ability to converse more
naturally. To replicate our findings, we advise that the curriculum
be replicated with fidelity. Although any of the sessions can be
presented in isolation, we recommend presenting them in order if

the full curriculum is offered. One future direction for our group
is to create an even more robust train-the-trainer curriculum,
including guidance on trauma-informed facilitation.

This project had some limitations. We did not include a control
or comparison group due to what was felt to be the urgent
need to present this curriculum to the primary care faculty
group as part of the hospital’s diversity, equity, and inclusion
efforts. Participation and survey completion decreased at the
end of the four-part series, likely due to the expected attrition
in longitudinal studies and the timing of the year, with the final
two sessions occurring during the summer. Preserving time at
the end of each session for completion of the evaluations could
mitigate this problem. Additionally, self-reported assessments
limited our ability to objectively describe changes in knowledge.
A future iteration could include more objective assessments.
We did not find a change in knowledge of or comfort with anti-
racism regarding interacting with patients. Although this aspect
was covered in the curriculum, those wanting more in-depth
clinical training may choose to supplement the curriculum
with activities such as role-playing. Finally, participants’ self-
reported knowledge about racial health equity did not increase
significantly from the overall pre- to postsurveys. However,
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we note that the mean rating for this question (moderately
to very knowledgeable) was high at baseline, suggesting a
ceiling effect. This may have been due to selection bias in
determining the learners, as the group picked to pilot the
curriculum was composed of those choosing to work in a setting
where advocacy and health equity are part of the mission of the
department and institution. Another explanation for why self-
rated knowledge did not change is that participants may have
overestimated how much they knew before the training but
could better gauge their level of comprehension of key concepts
after completing it. To that end, after the four-part curriculum,
ongoing reinforcement is critical for significant knowledge gains
on this complex topic. Future implementations could include
additional brief but frequent check-ins to reinforce the key
learning points.

After the racial reckoning in summer 2020, many institutions
publicly reflected on their role in identifying and disrupting
the effects of racism. As many training programs build and
enhance their health equity curricula, a faculty racial equity
curriculum such as this one is a valuable addition to ensure
that our teachers are appropriately educating and modeling
the principles we aim to impart to trainees. The materials in this
curriculum contain sufficient guidance for any faculty member to
lead the sessions effectively and assess the outcomes in their
own institution.
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I. Session 2 Evaluation.docx

J. Session 3 Slides.pptx
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L. Session 3 Breakout Group Activity.docx

M. Session 3 Evaluation.docx
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O. Session 4 Facilitator Guide.docx
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All appendices are peer reviewed as integral parts of the Original
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