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The changing face of America, 1965-2065
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Source: Pew Research Center 2015 report, *“Modern Immigration Wave Brings
59 Million to US, Driving Population Growth and Change Through 20&85"

PEW RESEARCH CENTER




Growth by race in US, 2014 to 2060

Mon-Hispanic whites are the only group that will see a decline in proportion of the population, from 62.2 percent in 2014
to 43.6 percent in 2060.
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Figure 18. Percentage of all active physicians by race/ethnicity, 2018.
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Click on legend item below to add or remove a section from the report.

@ American Indian or Alaska Native (2,570) ® Asian (157,025)

Black or African American (45,534) Hispanic (53,526)
@ Multiple Race, Non-Hispanic (8,932) @ nNative Hawaiian or Other Pacific Islander (941)
@® Other (7,571) Unknown (126,144)

White (516,304)

18 shows the percentage of active physicians by race and ethnicity as of July 1, 2019.

Source: Race and ethnicity are obtained from a variety of sources including DBS,
ERAS, APP, MCAT, SMDEP, GQ, MSQ, PMQ, FACULTY, GME, STUDENT with
priority given to the most recent self-reported source.



Dentist

Workforce
Demographics

ETHNIC AND RACIAL DIVERSITY AMONG DENTISTS DOES
NOT MIRROR THAT OF THE U.S. POPULATION

In terms of race and ethnicity, white and Asian dentists are
proportionally more represented in the profession when
compared to the U.S. population. Hispanic and Black dentists,
as well as dentists who identify themselves as another race or
ethnicity, are proportionally less represented in the profession
when compared to the U.S. population.
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Advanced
Nursing

Workforce
Demographics

Racial and Ethnic Breakdown of APRNs

us. NPS & NMS CSNS NAS
White 73.3% 85.7% 85% 87%
Latinx 17.3%* 3.4%™ 2.8% =
Black 12.6% 6.6% 4.2% 7%
Asian 5.2% 5.8% 3.3% 4%
Multi-ethnic 3.1% 1.2% 1.4% 1%
Native American 0.8% 0.2% 0.3% -
Other 4.8% 0.6% - 1%




CERTIFIED PHYSICIAN ASSISTANT
STATISTICS BY RACE

The most common ethnicity among certified physician assistants is White, which
makes up 71.0% of all certified physician assistants. Comparatively, there are 10.9%
of the Asian ethnicity and 10.5% of the Hispanic or Latino ethnicity.

Physician
Assistant

Job Title v

Workforce
Demographics

@ \White, 71.0%
@ Asian, 10.9%

b @ Hispanic or Latino, 10.5%
Black or African American, 5.2%

Unknown, 1.8%

American Indian and Alaska Native, 0.6%
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

The Honorable Margaret M. Heckler

Secretary, Department of Health
and Human Services

Washington, D.C. 20201

Dear Madam Secretary:

On behalf of the Task Force on Black and Minority Health, I am
pleased to subait the report and recommendations of the Task Force for
your review and consideration. The report consists of an executive
summary volume presenting our major findings and recommendations, and
additional volumes containing extensive background information and
analyses supporting and extending the executive summary. These will be
extreaely useful to those who wish to become familiar in greater depth
with selected aspects of the lssues we have analyzed.

I believe this report is a landmark effort in analyzing and
synthesizing the present state of knowledge of the major factors that
contridbute to the health status of Blacks, Hispanics, Asian/Pacific

Islanders, and Native Americans. It represents the first time the
Dopartment of Health and Human Services (DHHS) has consolidated minority
health issues into one report. This report should serve not only as a
standard resource for departmentwide strategy, but as the generating
force for an accelerated national assault on the persistent health
disparities which led you to establish the Task Force a little more than
a year ago.

It would be a disservice to the Task Force members, staff and
consultants who worked so diligently on this project during the past
year, to understate the complexity of the task we undertook. The issues
{dentified during our deliberations and presented in this report are of
major importance, but must not be regarded as the final word on the
subject. Just as individual well-being is not static, the health needs
of minority populations are changing. They are influenced by a diverse
set of factors of which disease is but one aspect. The report, then,
must continue to be updated and revised as new data and information
become available,

In accordance with your charge, we have exasined the impact of a
broad range of behavioral, societal, and health care issues on the
current departmental program areas. Our recommendations are consistent
with the objectives for the Nation in disease prevention and health
promotion for the year 1990. The six topics we have identified as
priority areas merit intensive action and study in themselves, as do
various issuea such as nutrition and development of health professionals
that cut across all health problem areas. We encourage the Department
to continue to take the lead in implementing such activities.
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African Americaris are living longer. The death rate for African
Amencans has declined about 25% over 17 years, primarily for
those aged B5 years and older. Even with these improvements,
new analysis shows that younger African Amencans are living
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Problem:

Young African Americans arg living with
diseases more common at older ages.
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Research Findings &
Reports Tools for measuring healthcare quality, including the National

Healthcare Quality and Disparities Reports, AHRQ Quality

Indicators, and ambulatory clinical performance measures.
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FaceShoe For the 16th year in a row, the Agency for Healthcare Research and Quality

(AHRQ) has reported on healthcare quality and disparities. The National

Healthcare Quality and Disparities Report presents trends for measures

related to access to care, affordable care, care coordination, effective

treatment, healthy living, patient safety, and person-centered care. The

report presents, in chart form, the latest available findings on quality of and

Data Spotlights access to healthcare, as well as disparities related to race and ethnicity,
income, and other social determinants of health.
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The newest Data Spotlight (PDF,
572 KB) shows that person-
centered care among Asian and
Native Hawaiian/Pacific Islander
home health patients needs
improvement. A related infographic
is also available.
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Figure 9. Overall quality of care, by state, 2015-2017
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Figure 10. Average differences in quality of care for
Blacks, Hispanics, and Asians compared with Whites,
by state, 2015-2017
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STRUCTURAL RACISM AND HEALTH INEQUITIES:
Old Issues, New Directions1

Gilbert C. Gee and
School of Public Health, University of California, Los Angeles

Chandra L. Ford
School of Public Health, University of California, Los Angeles

Abstract
Racial minoritics bear a disproportionate burden of morbidity and mortality. These incquitics
might be explained by racism, given the fact that racism has restricted the lives of racial minorities
and immigrants throughout history. Recent studies have documented that individuals who report
experiencing racism have greater rates of illnesses. While this body of rescarch has been
invaluable in advancing knowledge on health inequities, it still locates the experiences of racism at
the individual level. Yet, the health of social groups is likely most strongly affected by structural,
rather than individual, phenomena. The structural forms of racism and their relationship to health
inequities remain under-studied. This article reviews several ways of conceptualizing structural
racism, with a focus on social segregation, immigration policy, and intergencrational effects.
Studies of disparitics should more seriously consider the multiple dimensions of structural racism
as fundamental causes of health dispanities,

Keywords
Racism; Discrimination; Health Disparity: Race: Ethnicity: Immigrant; Social Determinants;
Inequity

INTRODUCTION

Health inequitics among racial minonties are pronounced, persistent, and pervasive (Sondik
ctal., 2010). Racism may be one cause of these inequities. Studies find that individuals who
report experiencing racism exhibit worse health than people who do not report it (Williams
and Mohammed, 2009). While this line of rescarch has been invaluable in shifting the
discussion from innate differences in biology or culture to social exposures, it is limited by
inadequate attention to the multiple dimensions of racism, particularly structural racism. The

'ThemdmlhnkKaotiFujiﬂlho.lbcgwodimudm'cnlmmmiewmfotiwalubkmmnnnuonmedienhno(
this manuscript. The authors acknowledge support from the California Center for Population Research at the University of California
at Los Angeles.

© 2011 W, E. B. Du Bois Institute for African and African Amenican Rescarch

Corresponding author: Gilbert C, Gee, Department of Community Health Scaences, UCLA School of Public Health, 650 Charles E.




The NEW ENGLAND JOURNAL of MEDICINE

EDITORIALS

Diagnosing and Treating Systemic Racism

Michele K. Evans, M.D,, Lisa Rosenbaum, M.D., Debra Malina, Ph.D,, Stephen Morrissey, Ph.D.,
and Eric |, Rubin, M.D., Ph.D.

For physicians, the words “I can't breathe™ are a
primal cry for help. As many physicians have left
their comfort zones to care for patients with
Covid-19-associated respiratory failure, the role
of the medical profession in addressing this life-
defining need has rarcly been clearer. But as
George Floyd's repeated cry of *I can't breathe™
while he was being murdered by a Minneapolis
police officer has resounded through the coun-
try, the physician's role has seemed less clear.
Police brutality against black people, and the
systemic racism of which it is but one lethal
manifestation, is a festering public health crisis.
Can the medical profession use the tools in its
armamentarium to address this deep-rooted
discase?

The role of the physician in times of social
injustice and societal distress is difficult to navi-
gate. Since the importation of enslaved Africans
as chattel to provide the labor that built this
country began, Americans have functioned with-
in the intricate injustices that are the vestiges of
that institution, Slavery has produced a legacy of
racism, injustice, and brutality that runs from
1619 to the present, and that legacy infects
medicine as it does all social institutions. Slaves
provided economic security for physicians and
clinical material that permitted the expansion of
medical research, improvement of medical care,
and enhancement of medical training.’ This long
and troubled history has permeated the physi-
cian-patient refationship with mistrust, reducing
the patency of one of medicine’s most powerful
tools for healing and changing behavior.”

In an effort to engender trust in what they
would like to see as a “postracial” society, some

ULS. clinicians proclaim that they “don't see color.”
But color must be scen. By looking through a
racially impervious lens, clinicians neglect the life
experiences and historical inequitics that shape
patients and disease processes, They may inad-
vertently feed the robust structural racism that
influences access to care, quality of care, and
resultant health disparities. At times, we fail 1o
make even the simplest efforts: for instance,
even though Covid-19 disproportionately affects
black Americans, when physicians describing its
manifestations have presented images of derma-
tologic effects, black skin has not been included.
The “Covid toes™ have all been pink and white,
In the review of systems, we query patients
about exposure to toxicants, but we never ask
about one of the most dangerous toxicants: racism.
The work of David Williams details the morbid-
ity and risk of death refated to perceived dis-
crimination.’ Discrimination and racism as social
determinants of health act through biologic
transduction pathways to promote subclinical
cerebrovascular disease, accelerate aging, and
impede vascular and renal function, producing
disproportionate burdens of discase on black
Americans and other minority populations.*”
Such research is part of a growing body of
literature on health and health care disparities
and their manifestations at every level of care.
One recent study, for instance, found racial bias
baked into a commercial algorithm used to pre-
dict the needs of patients with uncontrolled ill-
nesses. Using health spending as a proxy for
gravity of illness, the algorithm ignored the fact
that disparities in access result in Jower spend-
ing on black patients and thus failed to identify

NOENCL) MED AL S NUM.ORC  JuLY 38, 2030
The New England Josenal of Medicsoe

Domnloaded from neym.org on November |5, 2000. For persosal use only, No other uses withowt permassion.
Copyright © 2020 Massachusetts Modcal Socicty, All nights resceved.




POLICY STATEMENT organizatsonal Principles to Guide and Define the Child Health
Care System and/or Improve the Health of all Children

American Academy
of Pediatrics

DEDICATED YO THE MEALTM OF ALL CHILDREN"

The Impact of Racism on Child and

Adolescent Health

Maria Trent, MO, MPH, FAAR, FSAMM Danielle 6. Doctey. MD, MPrl, FAAR® Jocqueline Dougé, MD. MPH, FAAR SECTION ON
ADOLESCENT MEALTH. COUNCR ON COMMVUNITY PEDIATRCS. COMMITTEE ON ADOLESCENCE

The American Academy of Pedatrics is committed to addressing the
factors that affect chidd and adolescent health with a focus on issues that may
leave some children more vuinerable than others. Racism is 2 social
determinant of health that has a profound impact on the health status of
children, adolescents, emerging adults, and their families. Aithough progress
has been made towand racial equality and equity, the evidence to support
the continued negative impact of racism on health and well-being through
implicit and explicit biases, Institutional structures, and Interpersonal
relationships is clear. The objective of this policy statement is to provide an
evidence-based document focused on the role of racesm in child and
adolescent development and health outcomes. By acknowledging the role of
racism in child and adolescent health, pediatricians and other pedeatric health
professionals will be able to prosctively engage in strategies to optimize
clinical care, workforce development. professional education, systems
engagement, and research in a manner designed to reduce the health effects
of structural, personally mediated, and internalzed racism and improve the
health and well-beng of all children, adolescents, emerging adults, and their
families

Ractsm s a “system of structuring opportunity and assigning value based
on the social interpretation of how one looks (which is what we call ‘race’)
that unfairly disadvantages some individuals and communities, unfairly
advantages other individuals and communities, and saps the strength of
the whole society through the waste of human resources”* Racism is

2 social determinant of health® that has a profound impact on the health
status of children, adolescents, emerging adults, and their families.™ ™"
Although progress has been made toward racial equality and equity,” the
evidence to support the continued negative impact of racism on health and
well-being through implicit and explicit blases, institutional structures,
and interpersonal relationships is clear.'® Failure to address racism will
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FROM THE AMERICAN ACADEMY OF PEDIATRICS

continue to undermine health equity
for all chikdren, adolescents, emerging
adults, and their families.

The soclal environment in which
children are raised shapes child and
adolescent development, and
pediatricians are poised to prevent
and respond to environmental

circ that und; child
health, Pediatrics as a fiedd has yet to
systematically address the influence
of racism on child health

The objective of this policy statement
Is to provide an evidence-based
document focused on the role of
racism in child and adolescent
develop and bealth
This policy statement will allow
pediatricians to implement
recommendations In practice that will
better address the factors that make
some children more vulnerable than
others."” The statement also builds
on existing AAP policy

dations assoclated with

and to prepare pediatriclans to
identify. manage, mitigate, or prevent
risks and harms. Recognizing that
racism has significant adverse effects
on the individual who receives,
commits, and observes racism,' "
substantial investments in
dismantling structural racism are
required to facilitate the societal
shifts necessary for optimal
development of children in the United
States. The American Academy of
Pediatrics (AAP) s commisted to
reducing the ongoing costs and
burden of racism to children, the
health care system, and society,** '

Today's children, adolescents, and
emerging adults are increasingly
diverse. Strategies to address health
and developmental issues across the
pediatric life span that incorporate
ethnicity, culture, and crcumstance
are critical to achieving a reduction in
health disparities. Accordingly,
pediatrics should be at the forefront
of addressing racism as a core soclal
determinant. The inclusion of racism
is In alignment with the health e?uily
pillar of the AAP strategic plan.'* 1

a series of workshops in 2016 during
national meetings of pediatriclans, 3
strategic actions were kdentified: (1)
development of a task force within
the AAP to address racism and other
forms of discrimination that impact
the health status and outcomes of
minority youth, (2) development of
a policy statement on racism, and (3)
integration of evidence-based
anticipatory guidance about racism
into Bright Futures.'*

other social determinants of health,
such as poverty, housing insecurity,
child health equity, immigration
status, and early childhood
mmy‘..l‘l- 13

RACISM AS A CORE DETERMINANT OF
CHILD HEALTH

Racism Is a core social determinant of
health that is a driver of health
Inequities.” ** The World Health
Organization defines social
determinants of health as “the
conditions in which people are born,
grow, live, work, and age” These
determinants are influenced by
economic, political, and social factors
linked to bealth inequities (avoidable

Investments in policies to address
sockal determinants of health, such as
poverty, have yielded improvements
in the health of children. The Food
Stamp Program, a War on Poverty
Indtiative first developed in the 19305
during the Great Depression and Later
revived in the 19605, is linked to
improvements in birth outcomes.**
Efforts In education, housing, and
child bealth insurance have also led to
improved health outcomes for Issues
such as lead poisoning, injuries,
asthma, cancer, neurotoxicity,
cardiovascular disease, and mental
health problems.*®**" Expansion of
child health insurance has improved
health care access for children, with
significant gains for African American
and Hispanic children in terms of
access to well-child, doctoe, and
dental visits.™ Despite these

impr it is Impx to
recognize that children raised in
African American, Hispanic, and
American Indlan populations
continue to face higher risks of

inequalities in health b groups
of people within populations and
between countries). These health
inequitics are not the result of
individual behavior cholces or genet
predispasition but are caused by
economic, political, and social
conditions. indluding racism.”

The impact of racism has been linked
to birth disparities and mental bealth
problems in children and
adolescents.™***° The biological
mechanise that emerges from
chronic stress leads to Increased and
prolonged levels of exp to stress
hormones and oxidative stress at the
ceollular level Prolonged exposure to
stress hormones, such as cortisol,
leads to inflammatory reactions that
predispose individuals to chronic
disease.”’ As an example, racial
disparities in the infant mortality
rate remain, ™ and the complications

b;.-u-mn:ﬁ:o

in families with significantly lower
houschold net wealth relative to
white children in the United States,
posing barriers to equal opportunities
and services that optimize health and
vocational outcomes.”***

)| le justice invols is also

a critical social determinant of health.
Because racial inequity continues to
shape the juvenile justice system, this
area Is a modern example of race
being an Important determinant of
short- and long-term outcomes. The
AAP published a statement in 2011**
focusing on key health issues of
justice-involved youth, which was
recently revised to include an in-
depth discussion on racial and ethnic
inequalities for this population*’
Although the overall rates of youth

i jon have d d, African
American, Hispanic, and American
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| SYSTEMATIC REVIEW |

Implicit Racial/Ethnic Bias Among Health Care
Professionals and Its Influence on Health

Care Outcomes: A Systematic Review

| William J. Hall, PhD, Mimi V. Chapman, PhD, Kent M. Lee, MS, Yesenia M.

Eugenia Eng, DIPH, Steven H. Day, MCP, and Tamera Coyne-Beasley, MD

Background. In the United States, people of color face
disparities in access to health care, the guality of care
received, and health outcomes. The attitudes and behaviors
of health care providers have been identified as one of many
factors that contribute to healthdisparities. Implicit attitudes
are thoughts and feelings that often exist outside of con-
scious awareness, and thus are difficult to consciously
acknowledge and control. These attitudes are often automat-
ically activated and can influence human behavior without
conscious volition.

Objectives. We investigated the extentto which im plicit racial/
ethnic bias exists among health care professionals and examined
the relationships between health care professionals’ implicit
attitudes about racial /ethnic groups and health care outcomes.

Search Methods. To identify relevant studies, we searched 10
computenzed bibliographic databases and used a reference
harvesting technigue.

Selection Criteria. We assessed eligibility using double in-
dependent screening based on a pron inclusion cnteria. We
included studies if they sampled existing health care providers
or those in training to become health care providers, measured
and reported results on implicit racial/ethnic bias, and were
written in English.

Data Collection and Analysis. We induded a total of 16 studies
for review and then subjected them to double independent data
extraction. Informationextracted included the citation, purpose
of the study, use of theory, study design, study site and location,
sampling strategy, response rate, sample size and characteristics,

Merine, MPH, Tainayah W. Themas, MPH, B. Keith Payne, PhD,

measurement of relevant variables, analyses performed,
and results and findings. We summarized study design charac-
teristics, and categonzed and then synthesized substantive
findings.

Main Results. Almost all studies used cross-sectional designs,
convenience sampling, US participants, and the Implicit Associ-
ation Test to assess implicit bias. Low to moderate levels of
implicit racial/ethnic bias were found among health care pro-
fezsionals in all but 1 study. These implicit bias scores are similar
tothoseinthe general population. Levels of implicit biasagainst
Black, Hispanic/Latino/Latina, and dark-skinned people were
rel ativelysimilar across these groups. Although some associa-
tions between implicit bias and health care outcomes were
nonsignificant, results also showed that implicit bias was
significantly related to patient-providerinteractions, treatment
decisions, treatment adherence, and patient health outcomes.
Implicit attitudeswere more often significanty related to patient-
provider interactions and health outcomes than treatment
processes.

Conclusions. Most health care providers appear to have
implicit bias in terms of positive attitudes toward Whites and
negative attitudes toward people of color. Future studies need
to employ more rigorous methods to examine the relation-
ships between implicit bias and health care outcomes. In-
terventions targeting implicit attitudes among health care
professionals are needed becauseimplicit biasmay contribute
to health disparities for people of color. (Am J Public Health.
2015;105:e60—e76. doi:10.2105/AJPH.2015.3023903)




| SYSTEMATIC REVIEW |

Implicit Racial/Ethnic Bias Among Health Care
Professionals and Its Influence on Health
Care Outcomes: A Systematic Review

| William J. Hall, PhD, Mimi V. Chapman, PhD, Kent M. Lee, M5, Yesenia M. Merno, MPH, Tainayah W. Themas, MPH, B. Keith Payne, PhD,
Eugenia Eng, DIPH, Steven H. Day, MCP, and Tamera Coyne-Beasley, MD

Conclusions. Most health care providers appear to have
implicit bias in terms of positive attitudes toward Whites and
negative attitudes toward people of color. Future studies need
to employ more rigorous methods to examine the relation-
ships between implicit bias and health care outcomes. In-
terventions targeting implicit attitudes among health care
professionalsareneeded becauseimplicitbias may contribute
to health disparities for people of color. (Am J Public Health.
2015;105:660-¢76. doi:10.2105/AJPH.2015.302903)
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FitzGerald and Hurst BMC Medical Ethics (2017) 1819

DO 10.1186/512910-017-0179-8 BMC MEdical EtthS i i o i i
Existence of implicit biases/stereotypes in healthcare

professionals and influence on quality of care
| Healthcare professionals have implicit biases
Implicit bias in healthcare professionals: L Almost all studies found evidence for implicit biases
a systematic review among physicians and nurses. Based on the available evi-
Chlo FitzGerald" and Samia Hurst dence, physicians and nurses manifest implicit biases to
a similar degree as the general population. The following

Abstract
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Background: Implicit biases involve associations outside conscious awareness that lead to a negative evaluation of
a person on the basis of irrelevant characteristics such as race or gender. This review examines the evidence that

healthcare professionals display implicit biases towards patients economic status (SES), age, mental illness, weight, having
Methods: PubMed, PsychINFO, PsychARTICLE and CINAHL were searched for peer-reviewed articles published i - .- 5k o " i S i 9 ']

between 1st March 2003 and 315t March 2013. Two reviewers assessed the eligibility of the identified papers based on "!l"]' D'n}" br"“ n In.' LI'rEd' F' anents Fl'E'r CEV Ed‘ Lo h ave contri L':'Ll.t Ed‘
precise content and quality criteria. The references of eligible papers were examined to identify further eligible studies. £ §anl i — . . - e SN by
Results: Forty two articles were identified as eligible. Seventeen used an implicit measure (Implicit Association Test Lo d-.Elr In-' Llr:l.' ' Intravenous dru!:'-"‘ UELs, d'l Mblll[}l' 'lnd'
in fifteen and subliminal priming in twa), to test the biases of healthcare professionals. Twenty five articles G :":i L'l.l I:i reumstances

employed a between-subjects design, using vignettes to examine the influence of patient characteristics on i o
healthcare professionals’ attitudes, diagnoses, and treatment decisions. The second method was included
although it does not isolate implicit attitudes because it is recognised by psychologists who spedialise in implicit
cognition as a way of detecting the possible presence of implicit bias. Twenty seven studies examined racial/
ethnic biases; ten other biases were investigated, including gender, age and weight. Thirty five articles found
evidence of implicit bias in healthcare professionals; all the studies that investigated correlations found a significant
positive relationship between level of implicit bias and lower quality of care.

Discussion: The evidence indicates that healthcare professionals exhibit the same levels of implicit bias as the wider
population. The interactions between multiple patient characteristics and between healthcare professional and patient
characteristics reveal the complexity of the phenomenon of implicit bias and its influence on clinician-patient
interaction. The most convincing studies from our review are those that combine the IAT and a method measuring the
quality of treatment in the actual world. Correlational evidence indicates that biases are likely to influence diagnosis
and treatment decisions and levels of care in some circumstances and need to be further investigated. Our review also
indicates that there may sometimes be a gap between the norm of impartiality and the extent to which it is embraced
by healthcare professionals for some of the tested characteristics.

Conclusions: Our findings highlight the need for the healthcare profession to address the role of implicit biases in

disparities in healthcare. More research in actual care settings and a greater homogeneity in methods employed to test
implicit biases in healthcare is needed.

Keywords: Implicit bias, Prejudice, Stereotyping, Attitudes of health personnel, Healthcare disparities
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Abstract

Background: Implicit biases involve associations outside conscious awareness that lead to a negative evaluation of
a person on the basis of irrelevant characteristics such as race or gender. This review examines the evidence that
healthcare professionals display implicit biases towards patients.

Methods: PubMed, PsychINFO, PsychARTICLE and CINAHL were searched for peer-reviewed articles published
between 1st March 2003 and 31st March 2013, Two reviewers assessed the eligibility of the identified papers based on
precise content and quality criteria. The references of eligible papers were examined to identify further eligible studies.

Results: Forty two articles were identified as eligible. Seventeen used an implicit measure (Implicit Association Test

in fifteen and subliminal priming in twa), to test the biases of healthcare professionals. Twenty five articles
employed a between-subjects design, using vignettes to examine the influence of patient characteristics on
healthcare professionals’ attitudes, diagnoses, and treatment decisions. The second method was included
although it does not isolate implicit attitudes because it is recognised by psychologists who spedialise in implicit
cognition as a way of detecting the possible presence of implicit bias. Twenty seven studies examined racial/
ethnic biases; ten other biases were investigated, including gender, age and weight. Thirty five articles found
evidence of implicit bias in healthcare professionals; all the studies that investigated correlations found a significant
positive relationship between level of implicit bias and lower quality of care.

Discussion: The evidence indicates that healthcare professionals exhibit the same levels of implicit bias as the wider
population. The interactions between multiple patient characteristics and between healthcare professional and patient
characteristics reveal the complexity of the phenomenon of implicit bias and its influence on clinician-patient
interaction. The most convincing studies from our review are those that combine the IAT and a method measuring the
quality of treatment in the actual world. Correlational evidence indicates that biases are likely to influence diagnosis
and treatment decisions and levels of care in some circumstances and need to be further investigated. Our review also
indicates that there may sometimes be a gap between the norm of impartiality and the extent to which it is embraced
by healthcare professionals for some of the tested characteristics.

Conclusions: Our findings highlight the need for the healthcare profession to address the role of implicit biases in
disparities in healthcare. More research in actual care settings and a greater homogeneity in methods employed to test
implicit biases in healthcare is needed.
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Implicit bias affects clinical judgement and be haviour

Three studies found a significant correlation between
high levels of physicians’ implicit bias against blacks on
IAT scores and interaction that was negatively rated by
black patients [23, 24, 44] and, in one study, also nega-
tively rated by external observers [23]. Four studies
examining the correlation between IAT scores and
responses to clinical vignettes found a significant correl-
ation between high levels of pro-white implicit bias and
treatment responses that favoured patients specified as
white [42, 45-47]. In one study, implicit prejudice of
nurses towards injecting drug users significantly mediated
the relationship between job stress and their intention to
change jobs [48].

Twenty out of 25 assumption studies found that some
kind of bias was evident either in the diagnosis, the
treatment recommendations, the number of gquestions
asked of the patient, the number of tests ordered, or
other responses indicating bias against the characteristic
of the patient under examination.
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Reducing
Implicit

Bias on your
Care Team

Prevent

Diversify

Implicit bias is difficult to undo. Rather than trying
to become “bias free,” implement practices and
policies to prevent implicit bias from operating

Work to diversify your care team and your
leadership team. Diversifying does not simply mean
adding people who are different, it means creating
an inclusive environment where their perspectives
are held with equal value.

Does your team know the difference between
cultural awareness, cultural sensitivity, cultural
competence, and cultural humility? Increase
personal cultural humility through dedicated
training, supported by leadership



Reducing
Implicit

Bias on your
Care Team

Examine
Access

Examine
Engagement

Who accesses your services? Who does not? Do you
collect meaningful patient information to assess
disparities? What does that mean and what do you
need to do?

Use patient engagement and satisfaction measures.
Examine the data by important cultural variables
(e.g., race/ethnicity, language /national origin
status, gender and sex identity). Find other ways to
examine engagement.

How do you measure success in your specialty?
Who benefits from your care? Who adheres to
treatment? Who terminates care early? Who gets
worse?
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Year # positions | % applicants of color rankedin | % interns of color in
The N emou rS highest tier class
(unique applicants)
Behavioral 2012-13 7 0% 0%
2013-14 / 0% 0%
Hea |th 2014-15 8 13% 0%
2015-16 8 13% 13%
St rategy 2016-17 8 25% 13%
2017-18 11 36% 36%
Outcome 2018-19 12 33% 25%
2019-20 12 33% 25%
2020-21 12 67% 42%
2021-22 10 90% 70%
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