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What is implicit racial bias?

 Implicit racial bias is a form of subtle bias that occurs 

automatically, with little conscious control, sometimes 

despite well-intentioned efforts to be non-racist. It occurs 

more often in high pressure and ambiguous situations.

 For example, the sight of a dark-skinned person may trigger 

beliefs about aggressiveness or criminality, which act as 

filters through which that person’s actions are interpreted

 Implicit bias affects most people in societies globally and can 

be measured using a range of response-latency tasks 

designed to assess the strength of cognitive associations

(Nier et al. 2011)



Measuring implicit racial bias

 Written and audio-visual vignettes or simulated patients can 

be used to infer bias in diagnosis, recommended treatment 

or patient characteristics (i.e. practices/behaviors) from 

differential response to hypothetical situations that vary only 

by the race/ ethnicity of the patients involved

 Computer-based tasks such as the Implicit Association Test, 

others that use subliminally-presented pictures

 Other approaches such as word unjumble or completion 

tasks, micro-expressions, neural-imaging etc.

(Paradies et al. 2014)







Is implicit racial bias unconscious?

 Unconscious racism can refer to one’s inability to: 

 perceive the racial implications of one’s action

 perceive the causes of racially biased behavior; or

 subjectively note one’s own racist attitudes

(Blanton & Jaccard 2008)
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healthcare systems (as noted earlier, these include the possibility that minorities are dis-

proportionately enrolled in lower-cost health plans that place greater per-patient limits on 

healthcare expenditures and available services), the types of incentives in place to contain 

costs (e.g., incentives to physicians to limit services), and where minorities tend to re-

ceive care (e.g., minorities are less likely to access care in a private physician’s office, 

even when insured at the same level as whites). 

 

 

The second set of factors emerges from the clinical encounter. Three mechanisms 

might be operative in healthcare disparities from the provider’s side of the exchange: bias 

(or prejudice) against minorities; greater clinical uncertainty when interacting with 

minority patients; and beliefs (or stereotypes) held by the provider about the behavior or 

health of minorities. Patients might also react to providers’ behavior associated with these 

practices in a way that also contributes to disparities. Research on how patient race or 

ethnicity may influence physician decision-making and the quality of care for minorities 

is still developing, and as yet there is no direct evidence to illustrate how prejudice, 

stereotypes, or bias may influence care. In the absence of such research, the study com-

mittee drew upon a mix of theory and relevant research to understand how these proc-

esses might operate in the clinical encounter. 

 

Clinical Uncertainty 

Any degree of uncertainty a physician may have relative to the condition of a patient 

can contribute to disparities in treatment. Doctors must depend on inferences about sever-

ity based on what they can see about the illness and on what else they observe about the 

patient (e.g., race). The doctor can therefore be viewed as operating with prior beliefs 

about the likelihood of patients’ conditions, “priors” that will be different according to 

age, gender, socioeconomic status, and race or ethnicity. When these priors are consid-

ered alongside information gathered in a clinical encounter, both influence medical deci-

sions.  

Doctors must balance new information gained from the patient (sometimes with vary-

ing levels of accuracy) and their prior expectations about the patient to make a diagnosis 

and determine a course of treatment. If the physician has difficulty accurately understand-

ing the symptoms or is less sure of the “signal” – the set of clues and indications that 

Any degree of uncer-

tainty a physician may 

have relative to the 

condition of a patient 

can contribute to dis-

parities in treatment. 

Differences, Disparities, and Discrimination: Populations with Equal Access to Healthcare. 

SOURCE: Gomes and McGuire, 2001 (Smedley et al. 2002)
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Implicit racial bias

 In a systematic review till mid-2014, 14 of 15 studies 

found low to moderate levels of implicit racial bias 

among health care professionals, similar to those in 

the general population

 Out of 136 identified associations between implicit 

bias and health care outcomes, only a third (32%) 

were significant, more commonly for patient-

provider interactions and health outcomes rather 

than treatment decisions or processes

(Hall et al. 2015)



Implicit racial bias

 A more recent review between May 2015 and Sept 

2016 found evidence of pro-white racial bias among 

healthcare providers in 31 of 37 studies 

 In addition, 6 of 14 studies found that higher 

implicit bias was associated with disparities in 

recommended treatment, expectations of therapeutic 

bonds, pain management, and empathy

(Maina et al. in press)



Implicit racial bias

 Among over 2,500 test-takers who identified as 

‘MDs’ on the Harvard Project Implicit website, 

White male physicians had strong pro-white 

preferences while Black physicians had, on average, 

no implicit bias (Sabin et al. 2009)

 While the accuracy of online self-reported ‘MD’ 

status is unknown, White, but not Black judges, have 

also shown implicit racial bias (Rachlinski et al. 2009)



Implicit bias in healthcare

 Implicit healthcare provider bias has been found to lead to 

poorer clinical decisions for African Americans (Green et 

al. 2007)

 Poor visit communication and poor ratings of care (Cooper 

et al. 2012) 

 An implicit association of certain diseases including obesity 

and drug use with African Americans (Moskowitz et al. 

2012)

(Shavers et al. 2012; Paradies et al. 2014)





Reducing racial bias

 Develop motivation to avoid racial bias

 Increasing perspective-taking and empathy

 Understand the psychology/history of racial bias

 Enhance confidence and regulate emotional responses

 Building partnerships with patients (Burgess et al. 2007)

 Focus on individual patients apart from their social group 

(Chapman et al. 2013)



Reducing implicit race bias

A 12-week study among 91 psychology students showed 

dramatic reductions in implicit race bias through awareness of 

implicit bias, concern about the effects of that bias, and the 

application of specific strategies

(Devine et al. 2012)



Unconscious bias

(Devine et al. 2012)



Owning implicit racism

 Studies are now showing that using the IAT as a teaching 

tool is particularly beneficial for individuals with more 

pronounced implicit biases, including fostering internal 

motivation to be non-biased amongst this group (Adams et 

al. 2014; Hillard et al. 2013)

 Teaching about implicit bias should aim to achieve 

acknowledgement that: (1) we all have biases; (2) implicit 

bias influences us all; (3) the need to move beyond false self-

perception of objectivity; (4) motivation to address implicit 

bias, and (5) knowing how to counter implicit bias (Jo-Gaba 

2011)



Reducing implicit bias

 Among 3,547 students from a stratified random 

sample of 49 U.S. medical schools, implicit racial 

bias changed over the course of medical school

 Completing the Black-White IAT decreased racial 

bias which was, in turn, marginally associated with 

enhanced self-assessed skills with AA patients 

 Physician/resident negative comments about AA 

patients and unfavourable contact with AA 

physicians predicted increased implicit racial bias

(van Ryn et al. 2015)



Mindfulness to reduce implicit bias

 Can reduce activation of implicit biases

 Increase awareness of, and ability to control, implicit 

biases behavioural responses

 Reduce internal sources of cognitive load (e.g., stress, 

burnout and compassion fatigue)

 Circumvent resistance engendered by more direct 

forms of anti-racism

(Burgess et al. 2017)





Institutional racism

 Among 4,028 respondents in the 2008 U.S. 

National Sample Survey of Registered Nurses, 

Black RNs earnt $2,018, Hispanic RNs $4,867 and 

Asian RNs $3,016 less than White RNs

 96% of the earning gap for Black RNs, 64% for 

Hispanic RNs and 41% for Asian RNs were 

unexplained by years of experience, highest nursing 

degree, country of education, job role, overtime, 

employment stability or union membership

(Moore & Continelli 2016)





Reducing institutional racism

 A systematic review of racial disparities interventions 

from 1979-2011 found that 50% of interventions 

focused on patients, 32% on community members, 

9% on target care teams, 7% on providers, 3% on 

organisations and 0.1% on policy (Clarke et al. 2013)

 “True and lasting change should be made with 

reference to the context in which physicians’ 

attitudes develop and behaviours occur” (Matthew et 

al. 2015: 85)



Reducing institutional racism

 Core leadership that articulates diversity as a high 

priority and organisational investment in supportive 

communication to all relevant stakeholders

 Multiple simultaneous strategies at organisational, 

workplace, interpersonal, and intrapersonal levels 

implemented over the long-term

 Mandated targets or actions (e.g. U.K. National 

Health Service racial equality standard)

(Priest et al. 2015)





(Martin and DiRienzo 2012)
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