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Background

the 1960s, a large body of epidemiological literature has established that Black patients
are diagnosed with psychotic disorders at disproportionately higher rates than their white
counterparts'2. Moreover, Black patients are less likely to be prescribed medication for diagnosed
psychotic disorders?. In the cases where they are prescribed, Black patients are more likely to
receive an older first-generation antipsychotic medication when compared to their white
counterparts’. There is strong evidence of racial bias at each step of the psychiatric evaluation
process, from establishing a diagnosis to developing treatment recommendations*’. The central
importance of equity in diagnostic and treatment recommendations is highlighted in the literature,
which points out that, in addition to prescription access, diagnostic labels also influence a patient’s

interactions within broader social systems® (e.g., incarceration, education, occupations, etc.).

Despite this evidence, there is a lack of understanding of the specific underlying
mechanisms, clinical elements, causal pathways, and cultural misconceptions (and biases) that
drive these disparities at the level of the individual clinical encounters. Therefore, psychiatrists
need studies that examine clinical decision-making to better understand the main drivers of racial
biases that result in disparate diagnoses and treatment recommendations for Black (and Hispanic)
patients, in hopes that eventually, psychiatrists can be trained and educated (trainees and faculty)
toward more culturally responsive and equitable clinical practices. Moreover, as medical training
programs pilot anti-racism and social justice curricula, programs need to assess behavior changes

(e.g., diagnostic and prescription practices) as a result of these educational interventions.

Case-based assessments (or clinical vignettes) are a well-established educational tool in
medicine, and they have been shown to document diagnostic bias”!’. Mock clinical vignettes give

the investigators the ability to change specific aspects of a case to test the effect of key clinical



elements on the diagnostic decisions. Additionally, case-based assessments allow for the control
of certain structural barriers that would be encountered in real-world situations (such as differential
access to care). Case-based assessment tools have been employed to demonstrate bias at the level
of individual clinical decision-making in various medical specialties. For example, using scripted
clinical vignettes (with standardized patients), Schulman et. al (1999) demonstrated that
cardiologists are less likely to diagnose chest pain as myocardial infarction and less likely to
recommend thrombolytic therapy if patients are Black and female-identifying, even after
controlling for lab values.!! Hoffman et. al (2016) utilized mock, or written, case vignettes to show
that students' explicit beliefs about racial differences significantly influence their clinical decision-
making; in this case, undervaluing and undertreating the Black-identifying patients' pain compared
to the white patient.!? To date, there are no comparable studies in psychiatry that examine bias at

the level of clinical decisions using case vignettes.

Further, there are currently no studies in psychiatry that demonstrate specific anti-bias
training that changes clinician diagnostic and prescription habits. Broader medical education
literature illustrating that standardized patient-based training may help reduce the likelihood of
clinicians expressing bias and stereotypes is emerging'®; in addition, video-based educational
interventions have been shown to significantly reduce the stigma associated with certain mental
health diagnoses (eg., depression)!*, which highlights the potential for case-based videos

(involving standardized patients) as an educational tool to address bias.

This paper serves as a progress report. It documents the design and development phase

preceding data collection.



Objectives

The overall goal of this study is to establish and test specific underlying mechanisms of
diagnostic and treatment bias using a case-based survey instrument that integrates standardized
patient videos. The project has three specific aims: first, to develop a novel computerized case-
based survey instrument designed to assess clinical reasoning biases in response to skepticism
expressed by patients of different demographic groups; second, to pilot test the instrument with
experts in psychotic disorders; and third, to implement the instrument across a range of learners in

the medical pipeline, from undergraduate medical students to late-career faculty.

The primary objective is to identify the clinical decision-making factors that produce
diagnostic bias when clinicians evaluate mental health symptoms across racial and gender
identities. Specifically, do clinicians interpret reasonable distrust or skepticism expressed by a
Black patient as a sign or symptom of psychosis? The term "reasonable" is used in a defined
technical sense: a reaction to lived experience of discrimination or to historical memory of
systemic discrimination. The secondary objective is to determine whether patient gender, alongside

race, shapes how clinicians interpret a patient’s expressed mistrust of the medical system.

Hypotheses

It is hypothesized that clinicians tend to interpret reasonable mistrust expressed by Black
patients as a sign of psychosis, particularly under conditions of diagnostic ambiguity, and that this
contributes to overdiagnosis of psychotic disorders. It is believed this is due to the following
possible mechanisms: clinicians may misunderstand the historical roots of distrust in Black
communities; patient race may activate an association to psychosis-adjacent constructs such as

paranoia, bizarreness, and severity; race may reduce diagnostic confidence, producing a kind of



diagnostic clouding; or race may activate stigma and negative attitudes about patient

characteristics such as likelihood of adherence and symptom fabrication.

Methods

Script Development

The script portrays a 30-year-old patient with no known past medical history who was
brought into the emergency department by police for “aggressive behavior” and making threats
towards their co-workers. Given the existing literature on vignette-based research approaches to
examine diagnostic biases, every parameter of the verbal script was chosen to serve a specific

inferential purpose.

The patient monologue will be scripted to last two to three minutes, providing a realistic
portrayal of symptoms and concerns. The script will intricately detail affect and body language for
standardized patients, ensuring consistency across various identities. The case includes minimal
medical information and deliberately excludes racialized diagnoses such as sickle cell disease or
cystic fibrosis. Such details could introduce a second pathway by which race could influence
judgment, as a clinician might reason from epidemiology rather than from stereotype, making the

effect of race difficult to isolate.

The script will deliberately maintain diagnostic ambiguity, presenting a challenging case
for physicians. Importantly, the video will exclude the clinician, focusing solely on the patient to
emphasize the impact of biases on diagnostic accuracy. The vignette will strategically incorporate
overt skepticism from the patient, including skepticism towards the medical system. This careful
scripting ensures that biases related to race, skepticism, and diagnostic challenges are effectively

captured.



Artificial Intelligence Video Generation

The project was originally designed for the clinical vignettes to be produced through live
filming with standardized patients and a professional videography team. However, since the study
was initiated, advances in generative artificial intelligence technologies have made it possible to
create highly realistic clinical video scenarios that closely approximate professionally filmed
encounters. Based on these technological developments, Al-generated videos are sufficiently
realistic to serve as appropriate experimental stimuli for testing the study hypotheses regarding

clinical decision-making and diagnostic bias.

This modification offers several practical advantages. Al-generated videos substantially
reduce the logistical complexity associated with coordinating standardized patients, filming
schedules, locations, and videography personnel. The revised approach streamlined production,
reduced scheduling barriers, and expedited completion of the video vignettes, allowing the project
to progress more efficiently while preserving the overall study design and research objectives. Al
generation allows precise specification of affect, pacing, posture, and down to the level of blink

rate and breath intake, holding the entire encounter constant while varying only phenotype.

Following this modification, a private professional video company was utilized to assist in
creating the Al-generated clinical vignettes based on the developed script. The role of the
contractor was limited exclusively to technical production of the video stimuli under the direction

and oversight of the study investigators.

Character selection was guided by the literature on racial phenotypicality bias, which
shows that stereotype activation tracks the degree to which an individual displays Afrocentric or

Eurocentric features, not merely the racial category assigned to them.!'> Characters were therefore



chosen whose skin tone, facial features, hair texture, and apparent age vary substantially across
conditions, so that the manipulation is strong enough to detect an effect if one exists. Figure 1
shows the final characters, or patients, chosen. The Black characters have tightly curled hair, a
darker skin tone, and fuller lips. The white characters have thinner lips, straighter hair texture, and

a narrow nose.

Figure 1. Patients as portrayed through artificial intelligence generation.

Survey Development

In a Qualtrics survey, respondents are randomized to view one of the four videos and then
complete approximately 25 closed- and open-ended items drawn from the prominent clinical
reasoning theories listed below. The survey is split into multiple sections. 1) Clinical decision-
making captures how the clinician reasons toward a diagnosis and a plan, under both a timed
constraint and untimed conditions. 2) Patient characteristics capture the clinician's beliefs about
the patient. 3) Respondent demographics capture who the clinician is and how that could contribute

to diagnostic bias. 4) Explicit bias captures consciously held racial preferences.



Theoretical Frameworks

Situated cognition serves as the umbrella framework. It describes clinical decision-making
as shaped by clinical context, including physician factors, patient factors, and specific features of
the individual encounter (e.g., inpatient vs. outpatient).!® Section 2 of the survey, Patient
Characteristics, draws on this framework by capturing how a clinician's judgment about the patient
is shaped by contextual features of the encounter, such as appearance, affect, and demeanor in the

video.

Dual process theory distinguishes clinical reasoning as a product of two interacting systems:
System 1, fast and intuitive pattern recognition, and System 2, slower analytic reasoning.'’
Stereotypes and biases most quickly appear when operating in System 1. As such, section 1 of the
survey, clinician decision-making, is split up into a timed and untimed condition. The timed
condition pushes the clinician to intuitively generate a hypothesis and to quickly produce a
differential diagnosis based on pattern recognition. The untimed condition allows the clinician to
deliberately assess and quantify their diagnostic certainty. Comparing the two shows whether a

biased first impression gets corrected, kept, or justified once the clinician has time to think.

Signal detection theory characterizes clinical reasoning as a process of separating
meaningful data (or signals) from non-meaningful data (or noise).'® By understanding what
information is being retained as salient, it can be determined whether the same details are being
weighed differently depending on who the patient is. The survey therefore asks respondents to
name the information that most informed their diagnosis and to explain how they reached their
differential. These responses are coded for which details were treated as signals and compared

across the four vignettes.



Finally, van Ryn et. al (2011) model how implicit and explicit racial biases and stereotypes
generate diagnostic bias, where interactions occur between both patient and clinician
characteristics.!” By collecting clinician attributes and attitudes alongside diagnostic responses,
the study can determine whether differences in judgment vary with characteristics of the clinician

as well as of the patient.
Next Steps

With design and development complete, recruitment begins in fall 2026. Feedback will
first be collected from external experts in psychotic disorders to establish content validity, followed
by pilot testing to assess feasibility. Broader dissemination will draw from across the medical
education pipeline, from medical students to late-career faculty, recruited both within the MedStar
Georgetown Department of Psychiatry and externally through partner institutions (pilot sample
n=30; national sample n>100). Analysis will include both a quantitative (ANOVA, chi-squared)
and a qualitative portion (inductive vs deductive thematic coding). By pinpointing which aspects
of clinical reasoning are most vulnerable to bias, we aim to identify the specific cognitive
mechanisms behind diagnostic bias, yielding a behavioral measure for anti-racism and bias-

reduction training and supporting more equitable diagnostic practice.
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