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Abstract 
Introduction 
Health care work cultures that embrace diversity, equity, and inclusion (DEI) foster innovations, synergy, and 
appreciation for differences. To promote DEI, health care systems have encouraged professional development on 
cultural humility, which is awareness of one’s values, beliefs, and social position, given the current cultural context 
while mindful of history. The national SEED Project (Seeking Educational Equity and Diversity) is a professional 
development program that prompts reflection and perspective shifting about workplace culture and systemic 
change. However, reports that examine the SEED learning experience and the participants’ intention for behavior 
change are lacking. The purpose of our study was to examine: (a) The SEED learning experience, (b) How personal 
views can foster cultural humility, and (c) The impact of SEED on intentions to effect change. 
Methods  
A purposive sample of eight (N = 8) faculty and staff from a SEED cohort at an academic health science center, with 
regional programs, participated in in-depth interviews to explore their personal views of how to foster cultural 
humility in health care and the impact of SEED to prompt intentions for behavior change. The investigators 
conducted a thematic analysis using an inductive, iterative method. Independently, they read each transcript and 
created codes for each comment. Subsequently, they compared findings, developed a coding frame, and grouped 
codes into potential themes. They then individually applied the coding frame to the data and considered themes. 
Finally, they built consensus on codes and synthesized codes into themes.  
Results  
Thematic analysis indicated the participants had a profound learning experience, which prompted them to develop 
cultural humility by re-framing cultural experiences and resolving to become more proactive about DEI in the 
workplace. They found small group discussions were insightful and provocative. These discussions led to new 
perspectives and behavior change or intentions for behavior change. Our analysis generated three themes: (1) 
Connecting with diverse perspectives, (2) Developing new perspectives, and (3) Being proactive with advocacy and 
new strategies. 
Conclusion  
Health care professionals and organizations can use our findings to encourage professional development that 
potentially stimulates behavior change, the ultimate goal of professional development, related to DEI. Future 
studies should examine the impact of this professional development within their organization and in the delivery of 
health care.   

Introduction 
It is vital for diverse people to work together 
effectively in health professions. A work culture that 
embraces diversity, equity, and inclusion (DEI) fosters 
innovations, synergy, and appreciation for 
differences.1 Diversity is the presence of differences, 
while equity is systemic fairness, and inclusion occurs 
when diverse people fully participate in organizational 
decisions and development.  When a sense of 
connection exists between people in a diverse 

workplace, there is a sense of belonging and people 
strive to meet common goals. Building foundational 
awareness of multiculturism, inclusive of diverse 
groups who maintain their identities, leads to 
knowledge about related institutional structures, 
policies, and practices.2 

Professional development can potentially shape 
norms, values, beliefs, and common practices among 
health professions, faculty, and staff.3,4 In light of 
ongoing appalling social injustices and health 
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disparities in the U.S., a pressing need exists for 
professional development that prompts health care 
professionals, educators, and staff to reflect on and 
have meaningful discussions about DEI and, 
ultimately, change their behavior.5,6 Health care 
systems are one of the largest community assets and 
can serve as agents for change to address systemic 
biases, which are unfair health organization policies 
and practices that adversely affect underrepresented 
or marginalized groups.7,8 For example, health care 
teams may lack the diversity of the patients they 
serve, therefore, their cross-cultural communication 
may suffer. Health care systems can also encourage 
professional development on cultural competencies, 
to promote knowledge about the values, beliefs, and 
behaviors of certain cultural groups and tailoring 
professional and clinical encounters accordingly.9,10  

The national SEED Project (Seeking Educational Equity 
and Diversity) is a professional development program 
that provides an educational framework for reflection 
and perspective shifting about workplace culture and 
systemic change.11 SEED explores cultural humility 
and DEI in communities, institutions, and schools. 
Cultural humility is awareness of one’s values, beliefs, 
and social position, given the current cultural context 
while mindful of history.12 However, published 
reports that examine the learning experience in SEED 
and the participants’ intention to change their 
behavior are lacking.  Therefore, the purpose of our 
study was to examine the following: (a) The learning 
experience in the SEED program from the lens of 
health care faculty and staff, (b) Perspectives of 
participants and how their personal views can foster 
cultural humility in health care settings, and (c) The 
impact of SEED on the participants’ intentions for 
implementing strategies to effect change in their 
setting. 

Methods 
Setting: The setting was an academic health science 
center, with regional programs (Area Health 
Education Centers), in a rural, southern state. 

Participants: A cohort of 32 faculty and staff, including 
some (three faculty, one staff) from the regional 
programs (Area Health Education Centers), 
participated in the SEED seminar series. To recruit a 
purposive sample, all participants received an 

 

invitation asking them to volunteer to participate in a 
semi-structured interview at the conclusion of the 
seminar series. 

Procedures: The SEED program consisted of eight 
monthly professional development peer-led seminars 
in the fall, 2020 – spring, 2021. Due to the COVID-19 
pandemic, SEED used a virtual videoconferencing 
platform (Zoom Video Communications, Inc.). SEED 
seminars featured large group forums combined with 
small group breakout sessions, which offered an 
opportunity for engaging dialogue. Under the 
auspices of the Division of DEI at our institution, SEED 
facilitators consisted of four trained faculty and staff 
from Family and Preventative Medicine, Veterinary 
Medicine, and the Center for Health Literacy.  

The principal investigator (CA), with training in 
qualitative research, conducted in-depth, semi-
structured interviews, each approximately one hour 
long, via videoconferencing (Zoom Video 
Communications, Inc.). The videoconferencing 
software generated transcriptions of recordings of 
the interviews. The investigators took steps to 
minimize biasing the participants during the 
interview. The pre-interview briefing sought to create 
a safe environment for and emphasized the 
importance of the participants being candid by 
saying, “What you truly think is important. Feel free to 
speak your mind. There are no right or wrong 
answers. All your comments, positive or negative, are 
helpful. Not everyone sees things the same way. It is 
good to have many points of view.” Moreover, the 
facilitator (CA) maintained a neutral outlook during 
the interviews.   

Measures:  The investigators developed an interview 
guide with open-ended questions for in-depth 
exploration of how the personal views of the 
participants can foster cultural humility in health care 
settings and of the impact of SEED to prompt their 
intentions for change management at our institution 
and the SEED facilitators. See Table 1. Along with 
input from the Division of DEI at our institution, the 
theory of planned behavior, which served as the basis 
for the social injustice scale, served as conceptual 
frameworks for many of the questions.13,14  The 
central concept of the theory of planned behavior is 
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one’s stated intention to act predicts future 
behavior.13  

Qualitative analysis: We conducted a thematic 
analysis using an inductive, iterative method outlined 
by Braun and Clarke.15 The two investigators 
independently read each transcript and created codes 
for each of the participants’ comments. Subsequently, 
the investigators compared findings, developed a 
coding frame, grouped the codes into potential 
themes, and assessed data saturation.16 The 
investigators then individually applied the coding 
frame for the data, and considered themes.17 Next, 
the investigators met to build consensus on codes, 
synthesized codes into themes, and identified 
illustrative quotes. Finally, we conducted respondent 
validation, in which some respondents assessed 
whether the analysis was representative of their 
views.  Throughout, the investigators used analytical 
memos to record decision points.18 

To address the potential influence of the views and 
beliefs of the first author (CA), who was a participant 
in the SEED cohort, on the analysis, the second 
reviewer (MA) was a neutral investigator from the 
Educational Development department who prompted 
CA to objectively examine her assumptions about 
SEED. 

Table 1:  Interview Guide 
• Tell me about your experience in the SEED

program.
• Please discuss the most helpful aspects of the

SEED program.
• Please discuss any suggestions you have for

improving the program.
• Self-reflection welcomes awareness to learning

and understanding different experiences. What
have you learned about yourself through the
SEED experience?

• Tell me about an experience when you felt your
rights to something or someone were
oppressed? Can you share a time you
experienced a ‘privilege moment’?

• How has SEED influenced the way you envision
social injustices? How has the SEED experience
challenged you?

• From your SEED experience, discuss how you
are more proactive, the same, or less proactive

in challenging inequality, social injustice, 
inequities? Why? 

• Based on your experiences with others’ views
of oppression, privilege, or social injustices,
how did you receive or struggle with different
perspectives?

• The word diversity can take on many
definitions, depending on the context in which
it is used. How do you define diversity,
inclusion, and equity?

• How has diversity, equity, and inclusion showed
up in your workplace?

• How has systemic oppression or privilege
shaped your identity?

• After your SEEDS experience, would you
recommend this program for new employees?
Why or why not?

• Tell me about your SEED project experience
and its effect on your future professional
practice.

Ethics: Our Institutional Review Board determined this 
study was not human subject research.   
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Results 
Eight (N = 8) faculty and staff volunteered to 
participate in an interview. See Table 2.  Review of the 
participants’ responses revealed similar themes. The 
investigators were confident they achieved a 
thorough understanding of the participants’ 
experiences in SEED, because analysis revealed data 
saturation or a close approximation of it was evident 
in redundant themes.16  

Table 2:  Characteristics of the Participants (N = 8) 

Thematic analysis of the transcribed interviews 
revealed three predominant themes: (1) Connecting 
with diverse perspectives, (2) Developing new 
perspectives, and (3) Being proactive with advocacy 
and new strategies (Table 3). See Table 4 for 
illustrative quotes of each theme.  

Table 3:  Themes and Codes 

Table 4: Representative Quotes of Themes 

Discussion 
Qualitative analysis of the interviews indicated the 
participants had a profound learning experience, 
which prompted them to develop cultural humility by 
re-framing cultural experiences and resolving to 
become more proactive about DEI in the workplace. 
In particular, they found small group discussions were 
insightful and provocative, even “intense,” and 
desired more of this format. These discussions often 
led to new perspectives and intentions for behavior 
change. Our analysis generated three themes: (1) 
Connecting with diverse perspectives, (2) Developing 
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new perspectives, and (3) Being proactive with 
advocacy and new strategies.  

The first theme was connecting with diverse 
perspectives. Participants were faculty and staff from 
diverse health care professions and work settings as 
well as diverse ethnicity, race, gender, sexual 
orientation, and religious views. The SEED curriculum 
challenged each of these participants to cultivate his 
or her perspective and knowledge about social 
injustice through stirring poetry, mini-documentaries, 
TEDx talks (www.ted.com), videos, and music. 
Participants then related their unique perspectives 
and knowledge to their workplace environment, 
including normal day-to-day work routines, 
interpersonal dynamics, how one’s culture shows up 
in the workplace, and an expanded definition of 
diversity. Differences and commonalities surfaced, as 
participants examined diversity, equity, and inclusion 
through the lens of peer discovery. Virtual breakout 
rooms provided a space for small groups, with six to 
eight participants each, in which participants were 
able to engage with the curriculum and each other 
emotionally, behaviorally, and cognitively. There, they 
were able to candidly express opinions, reflect, and 
formulate strategies for behavior change. The 
participants valued the intimate, in-depth connection 
with people who had diverse perspectives.   

Connecting with diverse perspectives led to the 
second theme, developing new perspectives. 
Participants recognized differences and 
commonalities with each other and colleagues as well 
as patients in their work settings. Many participants 
exhibited cultural awareness, or understanding 
differences between people from other backgrounds. 
Through historical social context in the curriculum, 
SEED enhanced their awareness of implicit or 
unconscious bias, which had manifested with race, 
gender, and cultural differences. Participants also 
embraced the challenge of self-reflection, which SEED 
identified as the “4 Ws”: (1) What is it that I am feeling? 
(2) Why do I feel this way? (3) When does this feeling 
occur? and (4) Where does this feeling occur? Some 
expressed an understanding of the difference 
between equality, giving people the same resources 
and opportunities, and equity, allocating resources 
and opportunities needed for equal outcomes. 
Others recognized the difference between

 

acceptances of imposing social injustice, because it is 
consistent with a social convention, versus hardened 
perspectives developed by previously experiencing 
the brunt of social injustice. They shared childhood 
and parental guidance leading up to adult 
experiences. For the first time, some participants 
looked at oppression with a privilege lens, based on 
demographics and socioeconomic status. The “ah 
hah” moment occurred when participants recognized 
life experiences had shaped their perspectives about 
privilege versus oppression. Indeed, because their life 
experiences differed, some participants accepted 
uncertainty about how to respond to them. Rather, 
they resolved to try to listen and try to understand 
them.  

The last theme was being proactive with advocacy 
and new strategies. Upon reflection about diverse 
backgrounds and experiences of people in their 
workplace, they resolved to speak against social 
injustices, micro aggressions, and biases that arise in 
day-to-day activities. Faculty expressed motivation to 
embrace difficult conversations with students and 
prompt them to self-reflect. Self-reflection on the part 
of future health care professionals could lead to 
advocacy and change to strengthen diversity, equity 
and inclusion in health care. Some even spoke of 
action they were already taking to build diversity in 
their workplace. 

While our study findings support that of others, our 
methods and findings are novel in important ways. 
Hutchins, et al., conducted a qualitative analysis in 
faculty from outside of health care who participated 
in an online course that focused on cultural 
competence.19 Cultural competence largely involves 
promoting knowledge about the values, beliefs, and 
behaviors of certain cultural groups and tailoring 
professional and clinical encounters accordingly. In 
contrast, cultural humility, the focus of SEED, is both 
an interpersonal and intrapersonal approach, 
because it calls for individuals to learn from others’ 
experiences, while being aware of their own 
engrained enculturation.  Nevertheless, their findings 
revealed themes similar to those of our study. These 
themes were learning through dialog, heightened 
self-awareness, empathy, and improved self-efficacy 
to be proactive against unconscious bias, micro 
aggressions, and privilege.19 Unlike our study, both 
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their course discussion and their qualitative data 
came from asynchronous online discussion forums, 
which may have limited responsive exchanges 
between participants. An interdisciplinary workshop 
for health professions faculty, too, focused on cultural 
competency.20 Their study findings demonstrated 
improved knowledge, skills, and attitudes. Themes 
from a qualitative analysis of field notes taken during 
the workshop related to improving clinical practice 
and teaching.20 Another faculty development course 
for medical school faculty sought to raise their 
awareness of unconscious bias and, thereby, prompt 
self-discovery and future behavior change.21 Based on 
a qualitative analysis of in-depth interviews of the 
participants, the investigators concluded the course 
was moderately successful.21 Kumagai, et al., used 
interactive theater.22 Similar to SEED, the intervention 
featured small group discussions focused on social 
justice. At long-term follow-up, participants reported 
behavior changes. In an educational intervention that 
featured movie clips to prompt discussion and 
reflective writing, participants’ evaluations 
demonstrated the discussions helped them reflect on 
their own attitudes about race and diversity.23 
O’Connor, et al., targeted only nursing educators, but 
similar to the SEED approach and our study findings, 
their DEI educational intervention featured small 
group activities, and participants perceived an 
improvement in self-efficacy.24 Other studies 
addressed implicit bias and racism in clinical practice, 
which differed from the broader target group in SEED 
and our study.25,26,27 Our study was novel, because it 
provided an in-depth qualitative evaluation of a DEI 
educational intervention for both faculty and staff at a 
health science university.  

Our study has several limitations. In the analysis, the 
investigators thought they had a thorough 
understanding of the perspectives of the study 
participants, reaching data saturation or close to it. 
However, it is possible interviewing more participants 
could have further enhanced their understanding and 
expanded the themes.  Further, most of the 
participants were female. Their perspectives may 
have differed from that of males in the SEED cohort 
and in health care settings. The ratio of females (n = 7, 
88%) to males (n = 1, 12%) who participated in an 
interview was similar to that of the SEED cohort, 
which had 27 females (84%) and five males (16%). 

 

However, compared to medicine faculty nationally, in 
which females make up 45% of Assistant Professors 
and 35% of Associate Professors, our study had 
overrepresentation of females.28 Our study also had 
overrepresentation of African Americans (12.5%) 
compared to the proportion of African American 
faculty at the University of Arkansas for Medical 
Sciences faculty (5%) and medical faculty nationally 
(3.6%), but the sample size was small.29,30  Another 
limitation was the primary investigator was a 
participant in the SEED program and facilitated the 
interviews as well as participated in the analysis. To 
minimize biasing the participants’ responses, the 
investigator took great care to create a safe 
environment for them to speak freely, as outlined in 
the Methods section. To offset this investigator’s 
potential bias in the analysis, the second reviewer was 
a neutral investigator who strived to ensure 
objectivity. Further, the virtual format of the SEED 
program may have inhibited the participants’ 
engagement. However, many of them highly favored 
the small group discussions, which the breakout 
rooms in the platform made possible. Further, their 
responses were rich. Finally, the participants’ 
expressed intentions for behavior change, including 
advocacy, being proactive in the face of social 
injustice, and prompting students to self-reflect, may 
not translate to real future behavior change.  Still, 
some participants described significant behavior 
changes they already made.   

Conclusion 
Health care professionals and organizations can use 
our findings to encourage professional development 
that stimulates behavior change, the ultimate goal of 
professional development, related to DEI. Future 
studies should examine the impact of this 
professional development within their organization 
and in the delivery of health care using quantitative 
methods and a comparison group.   
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