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What is implicit racial bias?

Â 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.

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

beliefs about aggressiveness or criminality, which act as 

filters through which that personõs actions are interpreted

Â 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

Â 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

Â Computer-based tasks such as the Implicit Association Test, 

others that use subliminally-presented pictures

Â Other approaches such as word unjumble or completion 

tasks, micro-expressions, neural-imaging etc.

(Paradies et al. 2014)







Is implicit racial bias unconscious?

ÂUnconscious racism can refer to oneõsinability to: 

Âperceive the racial implications of oneõs action

Âperceive the causes of racially biased behavior; or

Âsubjectively note oneõs 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 physicianôs 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 providerôs 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 providersô 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 patientsô conditions, ñpriorsò 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 ñsignalò ï 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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