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Abstract 
 

The present study was designed to examine implicit stereotyping and prejudice towards 
American Indians in a physician sample. An invitation with a link to the online survey 
was emailed to Southern Arizona physicians. Participants completed both a stereotype 
and prejudice Implicit Association Test (IAT) to determine if they held implicit bias 
against American Indians. It was predicted that participants would be quicker to 
implicitly associate American Indian stimuli with noncompliance compared to non-
Hispanic White stimuli in the stereotype IAT and hold an implicit preference for White 
stimuli in the evaluative IAT. Results show that physicians implicitly stereotype 
American Indians as non-compliant and hold negative attitudes towards them, relative to 
non-Hispanic Whites. These findings have implications for acute and long-term medical-
decision making, as well as doctor-patient interactions.  
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Implicit Race Bias in Physicians May Lead to Differences in Lifestyle Recommendations 
 

Introduction 

Bias and Health Disparities  

Existing research on health disparities currently facing minority populations in the 

United States has identified the psychological evaluations made about the patient by the 

physician, and vice versa, as potential mediating factors in the quality of care (Blair, 

Steiner, & Havranek, 2011; Penner et al., 2009; Green et al., 2007).		In other words, 

treatment differentials found along racial lines can be explained by the judgments and 

biases that providers and patients harbor about one another. This line of research directly 

contradicts the objective reputation of medical professionals.  This reputation, along with 

the progressive awareness and scrutiny of stereotypes, or those beliefs commonly held 

throughout society about a group of people and the expected character of its members, 

implies that overt racism in medical contexts is rare (Chapman, et al. 2013). Over time, 

attention has shifted to subtler manifestations of bias in medicine as racist thought and 

behavior have been decried (IOM, 2001). 	

Explicit bias is marked by awareness and control of thoughts about others. 

Explicit stereotyping of others is often self-reported but can be demonstrated through 

survey, such as the modern racism scale (Perry, et al., 2015). Contrarily, implicit 

stereotyping occurs below the level of conscious awareness. These representations are 

unwittingly activated after being primed with words, images, or interactions associated 

with the relevant group (Amodio & Mendoza, 2010). In many circumstances, these 

representations affect behavior exhibited in the presence of the group being stereotyped 

against, a form of discrimination (Mackie & Smith, 2007). With occurrences of explicit 
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racism having greatly diminished as intolerance has become less acceptable, researchers 

have begun examining the effects of implicit biases on behavior and the disparities they 

create. 

Implicit Bias in Physicians  

 Many studies utilizing measures of implicit bias similar to the test implemented in 

the present research have found comparable levels of bias between physicians and the 

rest of the population (Blair, Stone, Zestcott, 2016). Most of this research focuses on 

broad, prejudiced evaluations that physicians are making about stigmatized groups. For 

example, Sabin and colleagues (2009) analyzed over 400,000 Race Attitude IAT tests that 

had been taken by visitors to Harvard’s educational website Project Implicit. Specifically, 

the researchers wanted to compare levels of implicit race bias in participants who self-

identified as physicians with the general population. The Race Attitude IAT measured 

how fast participants paired Black and White faces with positive or negative valence 

words (i.e. joy, agony). Analysis showed that compared to the rest of the participants, the 

sub-group of MDs (n=2,535) showed an equally strong implicit preference for White 

Americans over Black Americans. Further research has confirmed a significant pro-

White bias in the medical community relative to African Americans, Hispanics, and 

American Indians (Blair et al., 2013a, Green et al., 2007; Sabin et al., 2008; Sabin et al., 

2015).  

Recent findings have also demonstrated tendencies to make stereotype consistent 

conclusions by physicians in the presence of implicit bias. Noncompliance is one of the 

most common stereotypes associated with patients belonging to minority groups. Both 

physicians have been found to have slower reaction times categorizing ethnic minority 
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patient groups with words associated with compliance relative to Whites (Green et al., 

2007; Sabin et al. 2008; Oliver, et al., 2014). Green and colleagues (2007) administered 

three IATs comparing perceptions of African American patients and White patients to a 

group of 220 emergency and internal medicine doctors. The IATs measured race 

preference, and stereotypes about general cooperativeness and cooperativeness in a 

medical setting. In all three IATs the researchers found statistically significant implicit 

associations between African Americans and negative attributes (i.e. bad, uncooperative) 

relative to Caucasians. Sabin et al. (2008) attempted to replicate these Race Attitude and 

Race and Compliant Patient IAT results in a sample of pediatricians. Results showed that 

pediatricians had a weaker attitude preference for White Americans than other types of 

physicians. However, their response-times pairing Black and White faces with words 

related to compliance indicated a moderate association between White Americans and the 

concept of a “compliant patient” compared to African Americans. Oliver and his 

colleagues believed that the non-compliance was associated with differential 

recommendation of total knee replacements to African American and White American 

patients (Oliver et al., 2014). As part of their procedure they administered the Medical 

Cooperativeness IAT to 543 family and internal medicine doctors. Again, results showed 

physicians significantly associated White patients with cooperativeness over African 

American patients. Since implicit stereotyping in medical contexts has gained attention 

these biases have been found in nursing and medical students, as well as extended to 

Hispanic and American Indian patients (Sabin and Greenwald, 2012; Bean, et al., 2013). 

In these studies, participants expressed a conscious desire to be egalitarian and did not 
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explicitly endorse stereotypes. Despite publicly advocating for equal treatment, 

physicians are still prone to unconscious biases.  

Implicit Bias Moderators 

 In light of these findings, interventions have been developed with the aim of 

ameliorating or controlling the effects of implicit bias on the quality of medical care. In a 

review of strategies to reduce bias in healthcare providers, Zestcott and colleagues argue 

that existing cultural competency interventions are ineffective at decreasing implicit bias, 

as evidenced by increased rates of implicit and explicit bias in medical student over the 

course of their education (Zestcott, Blair, Stone, 2016). Implicit bias training is usually 

more proactive, seeking to make physicians aware of their unconscious biases, and teach 

strategies to control and counteract them. For example, two-step interventions involving 

awareness then perspective taking strategies have been associated with reduced prejudice 

and stereotype IAT scores in undergraduate and medical students (Devine, et al. 2012; 

Zestcott, Blair, Stone, 2016). As a result, physicians who have received training in 

cultural competency or implicit bias may exhibit different levels of implicit stereotyping. 

Socio-demographic characteristics of care providers, such as gender, have been 

found to correlate with levels of implicit bias. Nosek and colleagues (2002) found that 

women showed less negativity towards socially disadvantaged groups than men on a 

whole range of IATs offered on Harvard’s Project Implicit, including race attitude IATs 

using both words and faces as stimuli. In the Sabin study mentioned above, male 

physicians had a stronger implicit race preference for White Americans than Black 

Americans (Sabin, et al., 2009). The authors speculate that differences in implicit bias 

levels between men and women providers may manifest in, or arise from, positive habits 
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associated with female care providers, including spending more time and having more 

collaborative relationships with their patients relative to male physicians. Nonetheless, 

there is insufficient evidence to determine under what conditions or for what reasons 

physician gender is related to implicit bias. 

Age may also predict implicit bias levels. Sabin et al. (2008) found a significant 

positive correlation between physician age and implicit association of White Americans 

with medical compliance, demonstrated through scores on the Race and Compliant 

Patient IAT. In a non-medical sample, Stewart and colleagues found a correlation 

between age and prejudice on the Race Attitude IAT, and then applied the Process 

Dissociation Procedure to show that the increase in bias reflected deficits in the ability to 

inhibit implicit bias activation (Stewart, van Hippel, Radvansky, 2008). This means that 

if implicit bias does increase with age, it does so by automatic processes and not due to 

controlled attitudes arising from their socialization.  

Research into implicit stereotyping and prejudice has suggested there is a 

cognitive-affective distinction between prejudice and stereotyping. Millar and Tesser 

(1986) posited that prejudice is driven by more affective, emotional processes than 

stereotyping, which is driven by cognitive, analytical processes. More recent research, 

including IAT studies, indicates that implicit prejudice and stereotyping are distinct 

neural processes as well. Amodio and Devine (2006) designed and administered two 

separate IATs to a group of college students, an evaluative attitude IAT categorizing 

African American and European American faces as pleasant/unpleasant, and a stereotype 

IAT targeting intelligence and athleticism/rhythmicity using the same faces. Results from 

both tests showed significant implicit bias in the sample, but importantly, results from the 
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stereotype IAT and prejudice IAT were not correlated. After replicating the IAT results in 

a new sample they found that in the presence of an African American, stereotype IAT 

scores predicted instrumental behaviors (i.e. judgments) and prejudice IAT scores 

predicted consummatory behaviors (i.e. social distance). Accordingly, it is possible for an 

individual to hold prejudice towards an outgroup and yet make implicit judgments 

independent of these affective considerations based on the salience of cognitive 

representatives, such as stereotypes associated with that outgroup.  

Implicit Bias Towards American Indians 

 Research into the nature of implicit bias towards American Indians, although 

limited, has found evidence of stereotyping and prejudice across contexts. Chancey et al. 

(2011) administered two evaluative attitude IATs measuring the strength of participant’s 

association between pleasantness/unpleasantness with American Indian words (i.e. Sioux) 

and American Indian Mascots (i.e. Redskin). They found not only an implicit preference 

for White American words, but a correlation between negative implicit bias towards 

American Indian mascots and American Indian people. In the same study, the college 

students surveyed who held a negative implicit stereotype towards American Indian 

mascots were also more likely to report explicit stereotype consistent judgments about an 

American Indian person, namely an American Indian confederate who they had been 

assigned as a partner to complete general knowledge tasks.  

 Implicit bias against American Indians has also been tested in physicians. Sabin 

and colleagues (2015) measured implicit prejudice towards American Indian patients 

relative to Caucasian patients in a sample of 75 physicians from the Indian Health 

Service. The study utilized a Weight Attitude IAT and developed a new Native American 
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Attitude IAT (same evaluative IAT used in the present study). The physicians’ implicit 

bias scores demonstrated a weak preference for non-Hispanic White patients, but given 

their daily proximity to American Indian patients an extreme discord would be 

unexpected. Puumala et al. (2016) surveyed a range of 154 emergency care providers 

(physicians, nurses, advanced practice providers) for their explicit and implicit 

perceptions of American Indian child patients. Providers again showed an implicit 

attitude preference for non-Hispanic White patients, this time in an IAT utilizing 

American Indian faces as opposed to words. Participants were also given a likert-scale 

self-report measure in efforts to determine the respondent’s agreement with American 

Indian related stereotypes. Results found they explicitly endorsed American Indian 

parents/care providers as being less compliant relative to non-Hispanic white patients.  

Existing research does not address the activation of specific implicit stereotypes 

towards American Indians in physicians. The studies above feature evaluative measures 

of implicit bias (i.e. implicit prejudice) but only explicit measures of stereotype 

endorsement. Using similar instrumentation from previous research, the present study 

aims to address this gap by asking the question: Do physicians implicitly stereotype 

American Indians as non-compliant, and if so, are these beliefs distinct from their 

implicit evaluations for American Indian patients? 

 It is predicted that physicians will unconsciously associate American Indians 

with non-adherence and hold prejudice against them. We further hypothesized that there 

will be no correlation between the level of implicit prejudice and stereotype activation. 

The study also investigated whether demographic characteristics of physicians including 
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gender, age, and training will moderated levels of implicit bias towards American 

Indians.  

Methods 

 

Participants 

Practicing physicians in the Tucson and surrounding area were recruited to 

participate in the study. Participating doctors were members of the Arizona Community 

Physicians network, the Tucson Osteopathic Medical Foundation, or residents at the 

University of Arizona College of Medicine. 68 participants in total completed the survey; 

41 men (62.1%) and 25 women (37.9%). The age range was 25 to 68 (M = 32.98, SD = 

8.53). 45 participants (66%) had completed some form of cultural bias training before 

being surveyed and 21 (31%) had no cultural bias training. 32 (48.5%) had received 

implicit bias training and 34 (52.5%) had not. The ethnic breakdown of respondents was 

as follows: 34 White/European (51.5%), 11 Southeast Asian (16.7%), 11 Asian American 

(16.7%), 4 Hispanic (6.1%), 1 East Asian (1.6%), 1 (1.6%) Middle Eastern, 2 (3.1%) that 

did not provide racial demographics. Participants were compensated with a $20.00 

Amazon gift.  

 

Materials 

Implicit Association Test 

The study implemented two forms of the widely validated Implicit Association 

Test (IAT). The Implicit Association Test measures the strength of associations between, 

and relative to, various target categories by asking participants to sort two stimuli into 
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categories of bipolar attributes using assigned computer keys (Gawronski & Payne, 

2010). The two IATs created for the present study targeted participants’ implicitly held 

prejudice and stereotypes of Native American patients relative to White patients. In both 

IAT’s the target stimuli were composed of words relating to Native Americans or White 

Americans. In the prejudice IAT the target stimuli were accompanied with attributes 

relating to positive or negative valence. The stereotype IAT utilized attributive words 

relating to compliance or reluctance.  

The attributive words used in the attitude IAT were compiled from Sabin’s 2008 

study. The negative words include horrible, terrible, nasty, awful, agony, failure, hurt, 

and evil. The positive words include joy, love, peace, wonderful, pleasure, glorious, 

laughter, and happy.  

 The White American stimuli were the words Anglo, Caucasian, European 

American, and White American. The Native American stimuli were the words Cherokee, 

Navajo, Sioux, and Native American.  

 The negatively valenced words for the attitude IAT were general negative 

attributes previously used in Sabin et al. Specifically the negative words were agony, 

terrible, horrible, nasty, awful, evil, failure, and hurt. The positive words were joy, love, 

peace, wonderful, pleasure, glorious, laughter, and happy. The Native American category 

words were Cherokee, Sioux, Native American, and Navajo. The White American words 

were White American, Anglo, European American, and Caucasian.  

 The stereotype IAT used the identical Native American and White American 

words as above but used reluctant and compliant words related to common stereotype 

attributes ascribed to Native Americans in medical situations (Bean et al., 2014). 



Implicit	Race	Bias	in	Physicians	 	 	
	

13	

Specifically, the reluctant words were doubting, hesitant, reluctant, apathetic, resistant, 

and lax. The compliant words were willing, cooperative, compliant, reliant, adherent, and 

helpful. The set of valence categories for both IATs were designed to be 

compatible/incompatible with the target categories of Native American and White 

American. Figure 1 depicts the structure of both IAT’s.  

Demographic Measures 

A questionnaire was designed to ascertain the demographic characteristics of our 

sample. Participants were asked to provide us with their gender, age, and whether they 

had received cultural competency training or implicit bias. Participants were also asked to 

provide their ethnicity, first language, country of birth, place where they attended and 

years lived in the United States, but these responses were not used in statistical analysis.  

 

 Procedure 

 An email was sent to the participating physicians with a link sending them to the 

study website where they accessed and performed the study. First, the participants were 

asked to fill out a consent form. Two IATs were then administered to determine if the 

physicians hold any implicit stereotypes and/or implicit prejudice towards Native-

Americans. The order of the prejudice IAT and stereotype IAT was counterbalanced so 

that half of the participants performed the prejudice IAT first and the other half 

performed the stereotype IAT first. The order for compatible and incompatible trials in 

the IAT’s was also counterbalanced.  
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Participants next completed a brief demographic survey to gather relevant data on 

the physicians. Finally, the participants were asked to complete a reconsent form and 

compensated for their time.  

 

Results 

Data from 2 participants was excluded from the analysis because greater than 

10% of their response latencies were faster than 300 ms (Greenwald et al., 2003). The 

final sample consisted of 66 physicians.  

Overall Stereotype and Prejudice Bias  

Two separate one-sample t-tests were performed on data from the stereotype IAT 

and the prejudice IAT to determine whether the average IAT score (D score) differed 

significantly from zero. The D score for the stereotype IAT (M = 0.37, SD = 0.36) 

differed significantly from zero, t(65) = 8.18, p < .001, 95% CI [0.28, 0.46]. The 

prejudice IAT D score was also significantly different from zero (M = 0.35, SD=.37, t(65) 

= 7.67, p < .001, 95% CI [.26, .44]). The findings of these one-sample t-tests reveal 

participating physicians implicitly stereotyped American Indians as non-compliant and 

harbor implicit prejudice towards American Indians relative to Whites. 

A Bivariate correlation between the stereotype and prejudice IAT indicated the 

two were somewhat correlated but not extremely, R(66 ) = .26, p = .037.  

Differences Between Groups in Stereotype IAT 

 Independent one-sample t-tests were conducted along multiple demographic lines 

within the stereotype IAT to see if any factors moderated the level of implicit bias. The 

average D score for male participants was slightly higher (M = 0.41, SD = 0.38) than the 
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average D score for female participants (M = 0.30, SD = 0.33), however an independent 

sample t-test based on gender revealed no significant difference between the two groups, 

t(64) = -1.18, p = 0.243.  

 Participants who had received cultural competency training (M = 0.32, SD = 0.37) 

had a lower average D score than individuals who had not received cultural bias training 

(M=0.46, SD = 0.34), however this difference was not statistically significant, t(64) = 

1.51, p = 0.137.  

 Participants who had completed implicit bias training (M = 0.26, SD = 0.43) had a 

lower average D score than those who had no experience with implicit bias training (M = 

0.47, SD = 0.26). An independent sample t-test indicates that the completion of implicit 

bias training had a significant impact on moderating implicit stereotyping against 

American Indians, t(64) = 2.45, p = .017. However, a one-sample t-test ran on 

participants who had completed implicit bias training showed that their D Score was still 

significantly greater than zero, t(31) = 3.40, p = .002, 95% CI [.10, .41], meaning that the 

training did not completely ameliorate implicit bias.  

 Finally, a bivariate correlation was performed between participant age and 

stereotype IAT score. No significant relationship was found, r(66)=.24, p=0.054. Figure 2 

depicts the results of the stereotype IAT. 

Differences Between Groups in Prejudice IAT 

 Independent one-sample t-tests were also conducted within the prejudice IAT 

scores along the same demographic lines. Men (M = 0.38, SD = 0.38) and women (M = 

0.32, SD = 0.36) showed no statistical difference between implicit prejudice, t(64) = -

0.625, p = 0.534.  
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 Just like in the stereotype IAT, cultural bias training reduced participants’ average 

D score on the prejudice IAT (M = 0.32, SD = 0.39 with training; M = 0.41, SD = 0.33 

without training). An independent sample t-test revealed these differences to be not 

significant, t(64) = 0.913, p = 0.365.  

 Participants with implicit bias training showed lower D scores on the prejudice 

IAT (M = 0.32, SD = 0.41) than those without training (M = 0.38, SD = 0.34), however, 

unlike the stereotype IAT, the difference was not significant, t(64) = 0.612, p = 0.543.  

 A bivariate correlation found no relationship between age and D score on the 

prejudice IAT, r(66) = 0.001, p = 0.992. Figure 3 depicts the results of the prejudice IAT.  

 

Discussion 

The present research has novel value for the study of health disparities. This is the 

first study to address the implicit activation of the non-compliance stereotype towards an 

American Indian target group. The findings support our hypothesis that participating 

physicians would implicitly associate American Indians with noncompliance, and harbor 

more negative attitudes towards American Indians relative to Whites. Participants were 

faster to associate Caucasian-related words with stimuli related to compliance and 

pleasantness than compared to American Indian-related words. Previous studies utilizing 

the IAT have demonstrated physicians unconsciously associate African American and 

Hispanic stimuli with non-compliance, but research into perceptions of American Indian 

patients as non-adherent was limited to explicit measures of bias (Puumala et al. 2016, 

Bean et al., 2013). 
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Inconsistent with our hypothesis were findings that prejudice IAT scores and 

stereotype IAT scores were moderately correlated. The weak correlation between the two 

(R(66 ) = .26, p = .037 ) may still suggest that implicit stereotyping and implicit prejudice 

are distinct but related processes. According to Amodio and Devine (2006), implicit 

stereotyping is triggered by semantic, cognitive based stimuli while implicit prejudice is 

related to affective, emotional stimuli. The words we selected to represent non-

compliance in the stereotype IAT were not entirely semantic because words related to 

reluctance also hold a negative affective connotation, potentially explaining the 

correlation we found between the two IATs. Further evidence of the cognitive-affective 

distinction comes from our findings that implicit bias training did not reduce prejudice 

significantly, but it did reduce implicit stereotyping significantly. 

The results of the present study also add value to the existing literature on the use 

and merits of implicit bias interventions. Our results show that physicians who completed 

implicit bias training stereotyped American Indians as non-compliant to a significantly 

lesser degree than their counterparts who had not undergone training. Importantly, these 

findings add to research demonstrating a correlation between bias training and reduced 

stereotype activation towards minority populations (Stone, Moskowitz, Zestcott, 2016; 

Zestcott, 2016). However, findings that participants who completed implicit bias training 

still had D scores significantly greater than zero indicates that existing training 

procedures are not entirely effective at ameliorating bias. Intervention strategies for the 

control, awareness, and reduction of implicit bias still need to be refined to determine 

best practices in the context of different populations and beliefs.  

Limitations  
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Our study faces limitations due to our sampling methods and the nature of the 

Implicit Association Test. The majority of our participants were from a medical residency 

program at a large University. The relative homogeneity of our sample hurts our ability to 

generalize our findings to the broader healthcare community. Our average age was 32.98 

years (SD = 8.53), relatively young compared to the sample in Stewart et al. (M = 67.22, 

SD = 13.49). If previous findings support the hypothesis that age is correlated with bias 

due to difficulties in implicit bias inhibition rather than controlled attitudes, we would not 

expect to observe implicit inhibitory-related deficits in a young group of participants 

(Stewart, von Hippel, Radvansky, 2008). A more representative sample of physicians is 

needed to determine whether age is correlated with implicit bias, and for what reasons.  

Further, the theoretical limits of the IAT prohibit us from labelling the bias we observed 

as “anti-American Indian,” rather than “pro-White.” IAT effects cannot be interpreted in 

an absolute way because they are the result of relative comparisons between two 

constructs (Gawronski and Payne, 2011). Accordingly, our findings do not definitively 

represent negative attitudes about American Indians or the endorsement that American 

Indians overall are noncompliant, rather that they are judged so only when compared to 

Whites. It is possible that our participants felt positively about both White and American 

Indian stimuli, showing a greater affinity for Caucasian stimuli rather than a general 

dislike of American Indian stimuli.  

Future Directions  

Future research should seek to determine whether implicit bias in the presence of 

American Indians affects medical decision-making. There is mixed evidence to suggest 

that physician-held implicit biases affect patient treatment. Green and colleagues (2007), 
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found that the presence of an implicit connotation between African Americans and non-

compliance in participants produced differential treatment recommendations based on 

patient race, with thrombolysis recommended more readily to white patients suffering 

from cardiac arrest. However, more recent research failed to show a relationship between 

implicit bias and differential treatment for respiratory or urinary tract infections (Sabin et 

al. 2012). Thus far, there is inconclusive evidence that implicit biases play a causal role in 

acute treatment differences contributing to health disparities. Future research should 

expand on this work to address the effects of implicit bias on acute and distal medical 

decision-making with regards to American Indian patients.  

Future research should also investigate whether implicit bias towards American 

Indians manifests itself in doctor-patient interactions, as it has been shown to do in other 

minority groups. For example, Penner and colleagues (2008) chose to analyze the 

perceived quality of patient-doctor interactions rather than the equitability of 

recommendations. They found that physicians who publicly promoted egalitarian values 

— yet harbored implicit negative attitudes towards African-Americans — received poor 

ratings from African-American patients based on their warmth, patience, and overall 

satisfaction. The findings of more recent studies have proved consistent; higher levels of 

implicit bias in physicians are associated with greater dissatisfaction from minority 

patients (Cooper et al., 2012). Communication difficulties that arise from perceived bias 

in the doctor-patient relationship erode trust and may have important implications for 

recommendations and subsequent adherence to them down the line. The influence of 

prejudice and the noncompliance stereotype on doctor-patient interactions should be 

examined in American Indian relationships with their providers. 
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Task	Sequence		 	 	 	

	 	 	 Response	Key	Assignment	 	

Blocks	 N-Trials	 Task	 "E"	Key	 "I"	Key	

1	 20	 Single-Discrimination	 Positive	 Negative	

2	 20	 Single-Discrimination	 Native	American	 White	American		
3	 60	 Double-Discrimination	 Native	American	+	Positive	 White	American	+	Negative		
4	 20	 Reverse	Keyed	Single	Discrimination		 White	American	 Native	American		
5	 60	 Double-Discrimination		 Native	American	+	Negative	 White	American	+	Positive	

	
Figure	1:	Block	structure	(prejudice	IAT)	
Note:	Order	in	which	blocks	3	and	5	are	administered	is	counterbalanced	between	participants.		The	stereotype	IAT	uses	the	compliant	or	reluctant	adjectives	where	positive	
and	negative	words	appear	here.	
	
	
	
	

Figure	2:	Non-Compliance	IAT	results		

rerf	

Figure	3:	Attitudes	IAT	results		

rerf	
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