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A LLM prompt

You are a highly esteemed hospitalist physician recognized for your expertise in identifying and
addressing biased language in inpatient clinical documentation.

Your mission is to scrutinize hospital discharge summaries from the electronic medical record,
focusing specifically on detecting language that may contribute to patient stigmatization. For this
task, we categorize “stigmatizing language” into four distinct types: Discrediting, Judgmental, Stig-
matizing/Labeling, and Stereotyping.

Below are the definitions and guidelines for each category:

Discrediting: Language that unjustifiably questions the legitimacy of a patient’s self-reported
symptoms, their concerns, their experiences with their illness, and their reports about adherence to
their medication. Tag language as discrediting only if it shows an unjustified pattern of skepticism not
supported by clinical evidence or dismisses patient reports without proper investigation. Specifically
pay attention when adverbs such as reportedly, allegedly, and supposedly, and/or similar words like
“[the patient] claims”, are used to modify the validity of what is being presented.

Judgmental: Language that conveys moral judgment or reflects personal values onto the patient.
Identify language as judgmental only when it implies moral failing or character flaws unrelated to the
clinical context. Specifically include the phrase “non-compliance” when given without reason, or “toxic
habits”, or “no toxic habits” or any other phrasing that implies the patient has failed in some manner.
Ignore terms that are factual and have medical implications like “active smoker”, “toxic appearing”, or
“ill appearing.” This should only capture negative judgments; in other words, language that portrays
the patient in a positive light or is neutral should not be categorized as judgmental.

Stigmatizing/Labeling: Language that unfairly reduces a patient to their medical condition can
be stigmatizing. Pay specific attention to when a patient is referred to as a negative adjective (for
example, but not limited to, patient is belligerent, agitated, drug-seeking behavior, and/or aggres-
sive). Consider language stigmatizing when it unnecessarily labels patients with negative adjectives,
contributing to stigma or negatively depersonalizing the individual. Any references to medical his-
tory, age, and clinically relevant behaviors are not biased when they are stated factually and without
negative adjectives that could imply judgment.

Stereotyping: Presumptions about a patient based on demographic groups and without individ-
ual evidence. Mark language as stereotyping when it applies generalized traits or behaviors to a broad
group rather than assessing the individual patient (pay specific attention to marginalized groups like
racial/ethnic minorities, women, elderly, overweight or obese persons, patients dealing with poverty,
non-English speakers, patients dealing with homelessness, and patients who identify as LGBTQIA.
For the purposes of this category only, ignore bias mentioned in past medical history, exam findings
about mental status and alertness (as these tend to have clinical value). Also ignore when a patient

is referred to as their age and gender.
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Review each discharge summary provided.

Identify and categorize any instance of language that falls into the above categories in that
discharge summary. Do not make up instances of stigmatizing language.

For each identified instance in the given discharge summary, explain why it has been categorized
as such, referencing the guidelines provided. Bias in clinical notes can fall into multiple categories,
but please try to find the most pertinent fit. For instance, “drug seeking behavior” can be considered
discrediting, judgmental, Stigmatizing/Labeling, and Stereotyping depending on the use, but it most
falls in line with Stigmatizing/Labeling for this review as it usually refers to the patient as an adjective.

You have to provide 2 scores for each discharge summary. The first score, stigma_intensity,
should reflect the average intensity of the stigmatizing language used in the discharge summary, and
can range from 0 to 10. This score is equal to 0 if there are no instances of stigmatizing language
identified. If instances are identified, a stigma;ntensity score of 1 means that the language is mildly
stigmatizing on average, while a score of 10 indicates that the language is extremely stigmatizing on
average.

The second score, stigma_frequency, should reflect the number of instances of stigmatizing
language in the discharge summary, and can range from 0 to n where 0 means no instances, and n
means the total number of instances.

Objective: Your goal is to enhance the awareness and understanding of how language can
influence patient care and perception in clinical settings. This exercise will contribute to developing
best practices for creating unbiased and respectful clinical documentation without stigma. Keep your
responses brief and to-the-point.

Expected JSON Format for Response:

{
"instances": [
{
"bias term": "<phrase taken verbatim from the discharge summary>",
"bias type": "<Discrediting, Judgmental, Stigmatizing/Labeling, Stereotyping>",
"reason": "<short explanation why the phrase is considered biased>"
X
1,
"stigma_intensity": "<0-10 integer>",
"stigma_frequency": "<O-n integer>"
}

If there are no bias terms in the discharge summary please return:
{"stigma_intensity": "0", "instances": "None", "stigma_frequency": "O"}
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Here is the discharge note:

@
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L4 DO NOT BOOK APPOINTMENTS 1

Medical Record for DO NOT BEOQOK APPOINTMENTS

Height: 130 cm
eight: 60 kg
102 mmHg/&5 /A
18.5 (underweight)
Ideak o©l1.6-77.8kg

= Back New Encounter
i Alerts  Diagnosis: [@]Lookup 05 Textuz! Only
A Summary 14 Nov 2016 10:12 AM at North Shore Di
- *Diabetes- Type 2: (Resolved)

Memo

DO NOT BOOK APPOIN

119 Yancouver Lane
Vancouver BC
H: 04 998 35835

ﬁ Encounters

Height: 180 cm
Weight: 60 kg

FIGURE A.1
Example of BMI Display in an Electronic Medical Record

‘P Prescriptions

Notes: Screenshot of a generic electronic medical record (EMR) interface illustrating how BMI and BMI category are saliently
displayed for the provider. The continuous BMI value and categorical label (e.g., “underweight”) are typically highlighted through
color-coding or other visual cues. This example is illustrative and does not depict the specific EMR system used in the MIMIC-IV
data.
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FIGURE A.2
McCrary Density Test at the Obesity Cutoff

Notes: Density of BMI estimated separately on each side of the obesity cutoff (BMI = 30) using the Calonico, Cattaneo, and
Farrell (2020) local polynomial density estimator. The null hypothesis is no discontinuity in the density at the cutoff. Failure to

reject (p = 0.15) indicates no evidence of sorting or manipulation around the threshold.
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RDD estimate =-0.015 (0.024)
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FIGURE A.3

RD estimate of provider type at the obesity cutoff

Notes: The figure plots the probability of being treated by a High-stigma provider (top quartile of mean stigmatizing language
rate) against BMI relative to the obesity cutoff (BMI = 30). Each circle represents a bin mean, sized proportionally to the number
of observations. Solid lines are local linear fits estimated separately on each side of the cutoff. Reported on the figure: the robust,
bias-corrected (RBC) RD estimate, standard error, p-value, the mean of the dependent variable to the left of the cutoff, and the
sample size. All specifications use a local linear polynomial, triangular kernel, MSE-optimal bandwidth, and two-way clustering by

patient and hospital service.
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. r/PlusSize

So tired of medical weight bias(Rant)

1 go to the doctors quite often for random health issues | have, some not even related to my weight. | understand
that my weight is a concern as | age trust me | understand but | hate that doctors alway ime | eat unhealthy,
and assume |'ve never dieted. They assume my bloodwork is bad yet I've had my blood taken more than a handful
I'm an idiot. I've had an on and off battle with my
at because | hated my body that
mL a ting with friends. | hate being lectured every single time
especially since they only judge my current appearance. Especially this month when a new doctor made

. r/PlusSize - 2 yr. ag:

What is with doctors blaming everything on weight?

comment assuming | y meal everyday. It took everything in me not to yell at them in that offic

Been so busy that I' Been eating so that comment really took me for a loop. And I've been back to
changing my diet y. They ask about my diet but of course if | tell them it's not going to be amazing since I'm
trying to make gradual changes that | can keep in the long run. Full 360s never worked for me and | go back every
time to using food for do doctors make comments like this it takes everything in me not to throv

the towel in completely. I'm so over the sly comments in a place where I'm supposed to feel safe and taken cat

I'm on the way to the doctor for the 5th time this month due to me getting these random tics and all | keep
hearing is “have you tried losing weight?” Like???? They don't even do any tests or X-rays either. Awhile back |
complained about a cough and they just said | have asthma. It wasn’t until | ended up in the ER that they said it

vas actually my thy and | have to have surgery. It's like they don't take me seriously because I'm bigger. But
then again I'm with Kai: 0 who kno

of.

£ gady

Panel (b)

r/AskWomenOver30 - 3

Does anyone else get tired of doctors refusing to listen and only
telling you to lose weight?

‘x‘ r/Chroniclliness - 3

my unintentional weight loss is finally being taken seriously now

[RANT] that I'm skinny again

PLIRR I've lost forty pounds in five months without trying. Currently trying to get a di s. | didn't think it was an
issue bc the doctors never treated it like one, a nurse even asked if | was on a diet when | lost 8 pounds in th
told her no. I'd been skinny most my life but gained a lot of weight during covid. Wasn't used to the fat
in medicine until now, all the sudden when I've gone from size 14 to 4 again, me losing weight without
ying is a big issue and the doctors are revitalized into getting me help. | feel ridiculous. | feel ashamed to be
lad that they're finally listening. | feel so sick that | had to be skinny again for them to pay attention. | feej
so sorry for my fat brothers and sisters in chronic illness who aren't taken seriously by their medical team. I'v
hildhood, which is making this even harder on my mental health.

Somehow you seem to have gotten the idea that this don't know that I'm fat; | am fully aware thanks. Every one of
you ms to think that if you mention it the clouds will part | will finally ki and will sudd a ton of
weight. You actually think this is some big secret and that you are some how doing me a favor by telling me. Can
you just stop?

I’'m a 38 year old woman, everything and everyone in the entire world has been telling me I'm fat and that's why |
deserve bad things in my life for nearly 4 cades. And it's not like I've never lost w avi symptoms
that I'm trying to tell you about didn’t go away. In fact | have lost weight and felt them get worse. But even if we
ignore that nc y thing comes from ight; not migraine, not infections, not suicidal ideation. Losing
weight has never helped with a single one of those things and it has for damn sure made a least one of them
worse. | get it if | would just make an effort and lose weight, you think all my problems would go away; that I'm
choosing this in your eyes.

Not looking for advice, just wanted to rant a little and share. Shana tovah to all those celebrating rosh Hashanah
t. | hope your pain is soothed.

Panel (c) Panel (d)

, r/breakingmom -

Doctors won't take me seriously because I'm fat

Throwaway because I'm embarrassed of my weight.

I'm over weight, I'm 260. But I'm tall. I'm 5'11. | was really thin until | started having ki ‘eah I'm obese nov

should work out. But... my back hurts. Bad. Like I'm scared to pick up my kids because | might throw my back out. Q;) r/TwoXChromosomes - 4 m
It's happened before and | was miserable. | have a bad sciatic nerve and my hip, groin and leg are killing me. | can [ ]

barely workout because I'm so uncomfortable. My leg and hip go numb yet hurt. Then | have a bad nerve HOW much weight dO | need to |OSe fOr a dOCtOr to take me
shoulder/shoulder blade and the back is shooting down the right side of my spine. .
seriously?

g until | couldn't anymore. | haven't always been fat. | was at 140 until 3 years ago when | starting having BT s i sy sy ol i i o e e o i e, Dy
kids. Now I'm at 2 . De ting on a psych evaluation to get started on my ADHD m

e problems have been bothering me since high school. | just dealt with it. | kept playing sports and

appreciate it and it has made me feel less alone in this. On the other hand, for those of you telling me that the

| went to the doctor toda a I've been peeing and pooping myself because my sciatic nerve is bad doctors who refuse to listen to me and dismiss me are right and | do just need to lose the weight, you're mi:
doctor | had before | moved told me of that started happening to get help immediately. So | did. The doctor told the entire point of this. I know I'm fat, you can stop telling me | am. | haven't written my entire history
me | was obese and to loose weight and | won't be in pain anymore and I'll stop going to the bathroom on myself. here because I'm not looking for Reddit to diagnose me. You're just as bad as those doctors seeing a fat person
| left the office crying. | hurt so much. | don't want pain killel xers like other doctors just shove at and disregarding every other aspect of who they are and why they might be experiencing symptoms, whether
me. I've been to physical therapy, it's not helping. I w / those symptoms stem from their weight or not.]

nerves but what's causing it? Herniated disks? Or what? | ] nt my back and shoulder to stop hurting so bad I've seen two specialists in the past year that have completely dismissed me due to my weight, a cardiologist and

sollicanibelalbetterimomiandiwifefiiwantitoipickiupimylsonsiwithoutwincinglinipaindliwantitolgetionitheifioon a rheumatologist. | have so many symptoms of god knows what because no one will diagnose me and they all say
and play with them but | can't. Because I'm scared to throw my back out again. I'm scared to leave the house it's due to my weight and hormones!!! I'm only 25 and | weigh around 180 pounds, | don’t know what else to do

because | might use the bathroom on myself. try to lo ight. My primary doctor has been advocating for me the whole ti ut there's only so
I'try to do yoga, | eat healthy. | just want a doctor to look past my weight but that will never happen. I'm going to much to do and I'm so tired of feeling like my problems don’t matter because I'm fat. They ke lling me to “j
try to get down to 140 to show them my godd d cause I'm fat. It's always hurt. Even exercise and drink more water” but exercise is difficult because of all the symptoms | have. Im so close to just
vhen | was skinny. giving and up and accepting that I'm going to have to live like this forever. I'm so defeated. My husband keeps
~ - } telling me that we can get second opinions but what do we do when another doc the same thing.
Now | have to t myself for 6 months and push myself over my limit to exercise until | can go back to the
doctor again to be uated. (Also sorry for any formatting/grammatical errors I'm typing this on my phone on my break at work)

786 &b - (D 192

Panel (e) Panel (f)

FIGURE A.4 Anecdotal Evidence from Patients Consistent with Weight Stigma

Notes: Screenshots of posts from Reddit subreddits in which patients describe experiences consistent with weight stigma in
healthcare settings, including symptom dismissal, withheld diagnostic testing, and moralizing comments from providers. Posts
have been cropped and identifying information redacted.
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r/Residency

Hear me out... | worked with obese patients for years. It was the worst part of my job. Maybe since this
was your first time, it might not make sense but | don't think they meant they hate the person, I'm prt

How do you deal with obese patients who swear they hardly eat?

sure they meant treati ese patients. They are hard to push on str s elchairs. They are
| have yet to have an obese patient who admits to eating poorly. Almost every single one of them will swear that hard to clean. They are hard to transfer. Many other things that | don't even feel comfortable saying here.
they eat less than 1500 cal a day and they continue to maintain a weight of 250, 300, even 400 pounds. I've had
patients that are sobbing asking me what they can do because they are not able to lose weight. Honestly, at

times it makes me question my knowledge of metabolism. it makes caring for these patients almost impossible.

However, shit talking about patients is a real problem in the hospital. | seen it many times and it
disgusted me every time. | hate it on every le eople who make those remarks about someone who
is in a vulnerable state are despicable to me. It was one of the initial reasons why | wanted to become a
doctor tbh. No one will shit talk about a patient with me being present in the room

£ Award &> Share

I lost it on a man today. He told me that he only eats supper, and all he eats for supper is a single chicken breast

and a spinach salad without any dr ng. He never eats more than that. He only drinks water. When | asked him

if he's sure he doesn't eat anything else he told me that he knows he doesn't because he doesn't like food. This

man is 5 foot 8 in a ghs 320 pounds. When asking how sedentary he is, he states that he lift weights for
our four days a week orks 60 hours a week as a welder. He also takes his dog on a walk every single
told him that if this is truly the case to get him to an dem enter b use he is truly an

pulpojinete - 2y ago
“ This. | can understand how it seems jarring and wrong, especially without the context of prior
clinical/surgical experience. There is a reason why surgeons who perform elective procedures will

refuse to take on a patient with a BMI over a certain number, or with particular substance use
disorders.

It's not a judgment on that person's lifestyle, it's thinking through the patient's likelihood of a good
outcome during t ery and the post-op period

R Awa 7> Share
r/premed - £ Award &> Shar

@ [deleted] -

® [deleted]

absolutely shocked by the amount of rude remarks made about
pat cally in regards to tt ght. | asked one CRNA what the most ch ing
aspect of her job was and she said that she hated the obese patients. | was shocked as we were quite literally in

[deleted] - 2:
the room with an obese patient who was under anesthesia. The surgeon in the room laughed and agreed. | can ment rem
think of 4 other occasions where a patient ight, or their family member's ghts were mocked. I've heard e

stories of the toxicity of ORs but to experience it firsthand was shocking. Aside from that | had a pleasant
experience and | plan on shadowing again soon.

Also as a CNA, obese patients can absolutely ruin your day. When they’re incontinent you need 3-4
Panel (b) othe f members lifting will all their might to turn them. Plenty of my coworkers have injured their
backs due to this

Panel (c)

FIGURE A.5 Anecdotal Evidence from Providers Consistent with Weight Stigma

Notes: Screenshots of posts from Reddit subreddits in which providers discuss caring for overweight and obese patients. Posts
include language consistent with weight stigma, including biased descriptions of patients and moral judgments about lifestyle. Posts
have been cropped and identifying information redacted.
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Outcome Pred. Mortality Obs. Mortality

(1) (2) (3) (4)
N T+ S T T
P-value (RBC) 0.747 0.825 0.433 0.017
Mean, left of threshold 0.011 0.013 0.009 0.010
Cutoff 30 24.80 34.50 30
Bandwidth (L/R) 4.216 2.739 5.321 2.684
Observations left 105,253 54,322 137,512 107,909
Observations right 57,056 112,408 29,218 57,430
Effective obs left 42,195 27,959 36,172 25,330
Effective obs right 27,368 31,175 17,080 18,758

TABLE A.1 RD placebo and donut checks

Notes: Each column reports the robust, bias-corrected (RBC) RD estimate, standard error (in parentheses), and RBC p-value using
the Calonico, Cattaneo, and Titiunik (2014, 2017) procedure. All specifications use a triangular kernel, local linear polynomial, and
patient-clustered standard errors. Col (1): outcome is predicted mortality from a logit of observed mortality on baseline covariates
(age, sex, race, insurance, marital status, Elixhauser comorbidities and mortality index); cutoff at BMI = 30. Cols (2)—(3): outcome
is observed in-hospital mortality; cutoffs are placebo thresholds at the within-group median BMI below and above 30, respectively.
Col (4): donut-hole RD dropping observations within +0.1 of the obesity cutoff. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Outcome RD estimate p-value Mean (left) Bandwidth h N (L/R) Eff. N (L/R)
0.025*
Female (0.014) 0.073 0.47 2.659 108,342 / 58,388 25,504 / 19,673
Age at admission (8};213) 0.722 61.86 3.906 108,342 / 58,388 39,481 / 26,523
Black (_(;)(;)(())95) 0.578 0.15 3.501 108,342 / 58,388 35,368 / 24,539
. 0.002
Medicaid (0.009) 0.812 0.17 4.565 107,255 / 58,032 46,302 / 29,325
. 0.003
Medicare (0.011) 0.817 0.49 4.870 107,255 / 58,032 49,233 / 30,581
Private insurance (_(?001017) 0.533 0.32 4.672 107,255 / 58,032 47,457 / 29,731
. 0.005
Married (0.012) 0.698 0.50 4.003 106,252 / 57,411 39,829 / 26,612
Hispanic ('(?‘(())gg’) 0.620 0.06 4.844 108,342 / 58,388 49,575 / 30,688
. e 0.064
Num of Elixhauser comorbidities (0.047) 0.173 3.09 5.731 108,323 / 58,365 60,125 / 34,389
. o 0.195
Elixhauser mortality index (0.214) 0.363 7.46 3.622 108,323 / 58,365 36,641 / 25,035

TABLE A.2 Covariate balance at the obesity cutoff

Notes: Each row reports the robust, bias-corrected (RBC) RD estimate, standard error, and p-value for a pre-determined covariate
using the Calonico, Cattaneo, and Titiunik (2014, 2017) procedure at the obesity cutoff (BMI = 30). Mean (left) is the sample
mean just below the cutoff. N (L/R) is the total number of observations on each side of the cutoff; Eff. N (L/R) is the effective
number of observations within the MSE-optimal bandwidth on each side; h is the MSE-optimal bandwidth. All specifications use
a local linear polynomial, triangular kernel, and patient-clustered standard errors. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Dep Var: In-Hospital Mortality

(1) (2) (3)

-0.002 -0.000 -0.004

RD estimate (RBC) (0.002)  (0.003)  (0.003)

P-value (RBC) 0.372 0.889 0.276
Mean, left of threshold 0.013 0.009 0.009
Cutoff BMI 25.0 35.0 40.0
Cutoff label Overweight Obese II  Obese III
Bandwidth (L/R) 2.691 5.158 4.860
Observations left 55,922 139,589 154,916
Observations right 110,808 27,141 11,814
Effective obs left 27,344 32,302 14,622
Effective obs right 30,629 15,647 6,609

TABLE A.3 RD estimates of in-hospital mortality at alternative BMI cutoffs

Notes: Each column reports the robust, bias-corrected (RBC) RD estimate, standard error, and p-value using the Calonico,
Cattaneo, and Titiunik (2014, 2017) procedure at an alternative BMI cutoff where no “obese” label is assigned: (1) BMI = 25
(overweight), (2) BMI = 35 (obese class II), and (3) BMI = 40 (obese class III). The dependent variable is in-hospital mortality.
Mean (left) is the sample mean to the left of the cutoff. All specifications use a local linear polynomial, triangular kernel, MSE-
optimal bandwidth, and patient-clustered standard errors. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Panel A: Diagnostic

Order Type Order Subtypes

blood bank blood tests
cardiology ecg, echo, echo - surface, echo - tee (transesophageal), ett (non-imaging),
holter monitor, stress echo

lab blood gases/whole blood, csf, drug monitoring, Unspecified, urine

neurology eeg, emg, evoked potential, tcd

ob fetal monitoring

radiology angio, cross-sectional interventional radiology, ct scan, general xray, interven-

tional neuro, interventional radiology, mri, noninvasive vascular, nuclear med,
ultrasound, Unspecified
respiratory pulmonary function test

Panel B: Non-Diagnostic

Order Type Order Subtypes

adt orders admit, discharge, postop, transfer

blood bank cryoprecipitate product order, derivative order, frozen plasma product order,
platelet product order, red cell product order

cardiology cardiac cath, lvad settings

consults acute care surgery, addiction, anesthesia (chronic pain service), brace and

dme orders, cardiology (ep), cardiology (general), cardiology (structural),
cardiology (vascular medicine), colorectal surgery, dermatology, diabetes
consult, discharge followup appointment, endocrinology, ercp/advanced en-
doscopy, ethics, gastroenterology, gerontology, gerontology (gifts), hand
surgery, hematology-oncology, hepatology, hepatopancreaticobiliary surgery,
infectious disease, interventional pulmonology, interventional radiology, lacta-
tion, medical procedure service, medicine, medicine procedure service, mini-
mally invasive surgery, nephrology, neurology, neuroscience-icu, neurosurgery,
nursing, ob/gyn, occupational therapy, oral maxillofacial surgery (omfs),
orthopedics, otolaryngology (ent), palliative care, palliative care/ethics
support, pheresis, physical therapy, plastic surgery, podiatry, psychiatry,
pulmonary, rheumatology, sleep, social work, speech/swallowing, spiritual
care/chaplaincy, surgical oncology, thoracic surgery, transplant surgery,
trauma, urology, vascular, wound/ostomy

critical care cardiac monitoring, hemodynamic monitoring, intra-cranial monitoring, sus-
pected vap pathway

general care activity, code status, covid-19 precautions de-escalation, dialysis, neurax-
ial procedure by (anesthesia only)i/by, nicu discharge order, other, precau-
tions, restraints, telemetry, telemetry: cardiac, cont spo2, therapeutic de-
vices/dvt/prophylaxis, tubes/drains, use of patient-provided equipment, vi-
tals/monitoring, wound care

hemodialysis  hemodialysis

iv therapy 3cg or radiology tip confirmation ok to use line, access, flushes, iv access,
iv access request, iv drip, iv fluids, nicu and non-routine nursery diet order,
radiology ok to use line, radiology tip confirmation ok to use line, Unspecified

medications medication, pain medication/bowel regimen, Unspecified

nutrition calorie count, diet order, nicu and non-routine nutrition order, npo/diet for
procedure, nutrition consult, po fluid restriction, tubefeeding order

ob cmfm

respiratory bipap, cpap for osa, extubate, mechanical ventilation, oxygen therapy, respi-

ratory therapy consult, special procedures
tpn central tpn, ppn, premixed central standard, premixed peripheral standard

TABLE A.5 List of diagnostic and non-diagnostic orders

Notes: This table lists all order type and subtype combinations from the MIMIC-IV Provider Order Entry (POE) table, classified
as diagnostic or non-diagnostic. Panel A shows all diagnostic order type-subtype combinations, and Panel B shows all remaining
order type—subtype combinations.
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Low-stigma

High-stigma

Diff-in-D

Characteristics Estimate SE(RBC) P-value Estimate SE(RBC) P-value Estimate SE(RBC) P-value
Female 0.026 0.017 0.122 0.044%* 0.023 0.059 0.018 0.026 0.496
Age at admission -0.064 0.488 0.896 0.389 0.913 0.670 0.453 0.977 0.643
Black -0.003 0.008 0.728 -0.011 0.012 0.341 -0.009 0.014 0.548
Medicaid 0.014 0.008 0.106 -0.008 0.014 0.575 -0.021%* 0.012 0.067
Medicare 0.005 0.013 0.710 -0.006 0.032 0.854 -0.011 0.036 0.765
Private insurance -0.017%* 0.008 0.041 0.007 0.021 0.736 0.024 0.022 0.288
Married 0.003 0.019 0.860 -0.009 0.017 0.605 -0.012 0.030 0.686
Hispanic 0.001 0.004 0.858 -0.003 0.006 0.663 -0.003 0.007 0.622
Num of Elixhauser comorbidities 0.078 0.094 0.406 0.021 0.111 0.849 -0.057 0.191 0.766
Elixhauser mortality index 0.170 0.288 0.555 0.445 0.412 0.280 0.275 0.647 0.671
Predicted Mortality 0.001 0.001 0.232 -0.001 0.001 0.165 -0.002 0.001 0.134

TABLE A.6 Diff-in-Disc covariate balance by provider stigma group

Notes: Each row reports the robust, bias-corrected (RBC) RD estimate, standard error, and p-value for a pre-determined covariate
using the Calonico, Cattaneo, and Titiunik (2014, 2017) procedure at the obesity cutoff (BMI = 30). The first three columns report
RD estimates among Low-stigma providers (quartiles 1-3); the next three among High-stigma providers (quartile 4); the final
three report the Diff-in-Disc estimate (High — Low). All specifications use a local linear polynomial, triangular kernel, and two-way
clustering by patient and hospital service. Predicted mortality is generated from a logit of observed mortality on baseline covariates.
* p < 0.10, ** p < 0.05, *** p < 0.001.
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Dep Var: Any Stigma in Notes

(1) (2) 3) (4) (5)

RD estimate
Low-stigma providers -0.036* -0.032 -0.038* -0.036* -0.023*
(0.019)  (0.027)  (0.020)  (0.019)  (0.014)
High-stigma providers 0.044 0.043* 0.044 0.044 0.019**

(0.029)  (0.022)  (0.041) (0.028) (0.009)

Diff-in-Disc estimate 0.0800** (0.0749** 0.0823* 0.0800** 0.0418%**

(0.034)  (0.038)  (0.047)  (0.033)  (0.017)

Polynomial Linear Quadratic  Linear Linear Linear
Covariates No No Yes No No
Clustering Pat., Sve. Pat., Sve. Pat., Sve. Prov., Sve. Pat., Svc.
Method RD RD RD RD OLS
Bandwidth MSE-opt. MSE-opt. MSE-opt. MSE-opt. +1.5
Total N 65,788 65,788 65,788 65,788 20,018

TABLE A.7 Robustness of the Diff-in-Disc effect on stigmatizing language

Notes: Each column reports the robust, bias-corrected (RBC) RD estimate and standard error (in parentheses) for Low- and High-
stigma providers separately, as well as the Diff-in-Disc estimate (High — Low), using variations of the baseline specification. The
dependent variable is an indicator for any stigmatizing language in the discharge summary. Column (1) is the baseline: local linear
polynomial, triangular kernel, MSE-optimal bandwidth, and two-way clustering by patient and hospital service. Column (2) uses a
local quadratic polynomial. Column (3) adds covariates (age, race, sex, private insurance) to the local linear specification. Column
(4) clusters by provider and hospital service instead of patient and hospital service. Column (5) estimates the RD parametrically
via OLS using a linear interaction model on a +1.5 BMI window around the cutoff. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Dep Var: In-hospital mortality

(1) 2) 3) (4) (5)

RD estimate
Low-stigma providers 0.003 0.003 0.003 0.003 -0.000
(0.003)  (0.003)  (0.003)  (0.003) (0.002)
High-stigma providers 0.013***  0.014***  0.013***  (0.013*** 0.008***

(0.003)  (0.004)  (0.003) (0.002) (0.001)

Diff-in-Disc estimate 0.0104* 0.0113* 0.0106* 0.0104** 0.0083***

(0.006)  (0.007)  (0.006)  (0.005)  (0.002)

Polynomial Linear = Quadratic  Linear Linear Linear
Covariates No No Yes No No
Clustering Pat., Sve. Pat., Sve. Pat., Sve. Prov., Sve. Pat., Svc.
Method RD RD RD RD OLS
Bandwidth MSE-opt. MSE-opt. MSE-opt. MSE-opt. +3.0
Total N 166,730 166,730 166,730 166,730 51,630

TABLE A.8 Robustness of the Diff-in-Disc effect on in-hospital mortality

Notes: Each column reports the robust, bias-corrected (RBC) RD estimate (except Column 5) and standard error (in parentheses)
for Low- and High-stigma providers separately, as well as the Diff-in-Disc estimate (High — Low), using variations of the baseline
specification. The dependent variable is in-hospital mortality. Column (1) is the baseline: local linear polynomial, triangular kernel,
MSE-optimal bandwidth, and two-way clustering by patient and hospital service. Column (2) uses a local quadratic polynomial.
Column (3) adds covariates (age, race, sex, private insurance) to the local linear specification. Column (4) clusters by provider
and hospital service instead of patient and hospital service. Column (5) estimates the RD parametrically via OLS using a linear
interaction model on a +3 BMI window around the cutoff. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Leave-One-Out Obese-Only Mean  Excl. Obese ICD

(1) 2) (3) (4) () (6)

Stigma  Mortality Stigma  Mortality — Stigma  Mortality

RD estimate
Low-stigma providers  -0.035* 0.003 -0.065%** 0.004 -0.040%* 0.004
(0.019)  (0.003)  (0.019)  (0.002)  (0.023)  (0.003)
High-stigma providers  0.039 0.013***  0.152%*F*  (0.012%**  (0.041***  0.011%**

(0.029)  (0.003)  (0.021)  (0.003)  (0.012)  (0.003)

Diff-in-Disc estimate 0.0743** 0.0106** 0.2169*** 0.0081* 0.0812** 0.0072

(0.034)  (0.005)  (0.019)  (0.004) (0.029) (0.005)

Total N 65,788 166,730 65,788 166,730 59,676 145,499

TABLE A.9 Robustness of Diff-in-Disc estimates to alternative provider classification methods

Notes: Each column reports the robust, bias-corrected (RBC) RD estimate, standard error (in parentheses), and Diff-in-Disc
estimate for Low- and High-stigma providers using three alternative methods of classifying provider type. Columns (1)—(2) use a
leave-one-out measure, where each patient’s provider stigma rate is calculated across all other patients of that provider, excluding the
focal patient. Columns (3)—(4) classify providers by their mean stigma rate among obese patients only (BMI > 30). Columns (5)—(6)
exclude patients with an obese ICD diagnosis code from both the provider classification and the estimation sample. In odd-numbered
columns the dependent variable is an indicator for any stigmatizing language in the discharge summary; in even-numbered columns
it is in-hospital mortality. The Diff-in-Disc estimate is the difference in the RD effect between High- and Low-stigma providers.
All specifications use a local linear polynomial, triangular kernel, MSE-optimal bandwidth, and two-way clustering by patient and
hospital service. * p < 0.10, ** p < 0.05, *** p < 0.001.
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estimate SE (RBC) p-value total N Eff. N (L) Eff. N (R) h

Outcome: Any Stigma in Notes

RD estimate by height quartile

Height Q1 (lowest) 0.023 0.028 0.410 17,038 3,150 2875  1.759
Height Q2 -0.031 0.052 0.548 15,657 2,809 2403 1681
Height Q3 0.001 0.040 0.971 15,635 2,231 1,942 1.362
Height Q4 (highest)  -0.065 0.046 0.162 15,888 2,306 2,039 1.302

Diff-in-Disc (Q4 — Q1) -0.0877* 0.046 0.058 65,788

TABLE A.10 Heterogeneous RD effects on stigmatizing language by height quartile

Notes: Each row reports the robust, bias-corrected (RBC) RD estimate, standard error, and p-value using the Calonico, Cattaneo,
and Titiunik (2014, 2017) procedure at the obesity cutoff (BMI = 30). The outcome is an indicator for any stigmatizing language
in the discharge summary. The sample is split into quartiles of patient height (Ql = shortest, Q4 = tallest). The Diff-in-Disc
estimate is the difference in the RD effect between the highest and lowest height quartiles (i.e., Q4 — Q1). All specifications use
a local linear polynomial, triangular kernel, and two-way clustering by patient and hospital service. * p < 0.10, ** p < 0.05, ***
p < 0.001.
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Dep. var.: AStigma;_;_1)

(1)

ABMI;_(4_y) 0.030%*
(0.011)
p-value 0.008
Observations 18,322
Patient FE Yes
Provider FE Yes
Clustered SE patient, provider

TABLE A.11 First-difference: changes in stigmatizing language on changes in BMI

Notes: The table reports a first-difference regression of AStigma;_(;_1) on ABMI;_(;_1), where each observation is a within-
patient change across consecutive hospital encounters. The dependent variable is the change in an indicator for any stigmatizing
language in the discharge summary; the independent variable is the change in BMI. Standard errors (in parentheses) are two-way
clustered by patient and provider. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Outcome estimate SE (RBC) p-value total N Eff. N (L) Eff. N(R) h mean (sample)

Word count -28.092**  10.523 0.008 133,318 34,771 21,896  4.272 1674.57
Character count -186.768**  68.711 0.007 133,318 33,585 21,599  4.197 11096.16
Average word length  -0.002 0.005 0.644 133,318 34,357 21,818  4.208 5.39

TABLE A.12 Effect of the obesity cutoff on discharge-note length

Notes: Each row reports the robust, bias-corrected (RBC) RD estimate, standard error, and p-value for a text-based measure of
discharge-summary length using the Calonico, Cattaneo, and Titiunik (2014, 2017) procedure at the obesity cutoff (BMI = 30).
Outcomes are word count, character count, and average word length. Mean (sample) is the sample average of the outcome. Unlike
the main specifications, the sample includes all patients with a discharge summary and a recorded BMI (not restricted to the
overweight and obese range). All specifications use a local linear polynomial, triangular kernel, and two-way clustering by patient
and hospital service. * p < 0.10, ** p < 0.05, *** p < 0.001.
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Dep Var: In-Hospital Mortality

(1 (2) ®3) (4) (5)

. -0.0030 -0.0051 -0.0144** -0.0024 -0.0060
RD estimate (RBC) (0.0061) (0.0059) (0.0054) (0.0051) (0.0068)
P-value (RBC) 0.620 0.392 0.008 0.631 0.377
Mean, left of threshold 0.025 0.024 0.019 0.015 0.008
Cutoff information
BP category Elevated Prehypertension Stage 1 Stage 2 Crisis
Syst / Diast threshold 120/— 120/80 130/80 140/90 180/120
Logic Syst only OR OR OR OR
Classification AHA/ACC JNC-7 AHA/ACC AHA/ACC AHA/ACC
Bandwidth (h) (L/R) 0.621 0.536 0.565 0.675 0.996
Sample
Observations left 11,336 11,336 15,619 22,860 31,474
Observations right 10,155 20,792 16,509 9,268 654
Effective obs left 5,981 5,643 6,782 7,824 1,699
Effective obs right 5,713 8,111 7,948 5,934 502

TABLE A.13 Placebo RD: In-hospital mortality at hypertension blood pressure cutoffs

Notes: Each column reports the robust, bias-corrected (RBC) RD estimate of the effect of crossing a hypertension threshold on
in-hospital mortality. Column (1) estimates the RD at the AHA/ACC “Elevated” boundary (systolic >120 mmHg), restricting
the sample to patients with diastolic blood pressure below 80 mmHg, since the Elevated category is defined solely by systolic
pressure conditional on normal diastolic pressure. Columns (2)—(5) use a binding-score running variable: the maximum of the
standardized distances of systolic and diastolic blood pressure from their respective cutoffs, implementing OR logic (either dimension
binding). Column (2) uses the JNC-7 “Prehypertension” cutoff (systolic >120 or diastolic >80 mmHg). Columns (3)—(5) use the
AHA/ACC 2017 classification: Stage 1 (130/80), Stage 2 (140/90), and Hypertensive Crisis (180/120). Blood pressure is measured
as the first recorded value during the hospitalization. All specifications use a local linear polynomial, triangular kernel, MSE-optimal
bandwidth, and patient-clustered standard errors. * p < 0.10, ** p < 0.05, *** p < 0.001.
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