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ALTERNATIVE FUNDED CLINICS
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CULTURE AND HEALTH DISPARITIES

Reservation Ceremonies

Culture

Genocide Historical {

Trauma Preservation

Health Disparities

Traditional

Broken Treaties Medicine
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WHAT IS PROVIDER BIAS!?

Implicit bias: associations outside conscious awareness that lead to a negative evaluation

of a person on the basis of irrelevant characteristics such as race or gender

——— | NEW ENGLAND SURGICAL SOCIETY ARTICLE | ———————

Impact of Race on the Surgical Management of
Adhesive Small Bowel Obstruction

Alexander S Chiu, MD, Raymond A Jean, MD, Kimberly A Davis, MD, MBA, FACS, Kevin Y Pei, MD, FACS

BACKGROUND:

STUDY DESIGN:

RESULTS:

CONCLUSIONS:

Small bowel obstruction (SBO) represents roughly 15% of admissions by general surgeons.
Management of SBO relies heavily on provider judgment, including decisions on how
long to try nonsurgical management and whether to use a laparoscopic or open approach

when surgery is needed. Given the subjective nature of these decisions, it is unknown if

patient race influences management of SBO.

The National Surgical Quality Improvement Program was used to identify patients who
underwent adhesiolysis or small bowel resection for adhesive SBO between 2010 and 2015
(n = 13,896). Adjusted logistic regression models incorporating patient comorbidity, Amer-
ican Society of Anesthesiologists (ASA) class, and emergency status were used to analyze odds
of receiving surgery after 5 days from hospital admission (F.ulem Association for the Surgery
of Trauma guidelines) and of undergoing an open op

Patients who waited more than 5 days fora prou:dure had greater adjusted odds of postoperative
complication (odds ratio [OR] 1.56 95% CI 1.37 to 1.79) compared with those waiting 5 days or
less. Similarly, open procedures had higher odds of complication compared with laparoscopic
(OR 2.31 95% CI2.00 to 2.68). Regression analysis demonstrated that black patients were signif-
icantly more likely than white patients to wait more than 5 days for surgery (OR 1.31 95% CI
[1.13=1.53)) and undergo open surgery (OR 1.56, 95% CI 1.36 to 1.79). There was no statistical
difference for Hispanics patients waiting more than 5 days (OR 0.98, 95% CI0.73 to 1.31) or
receiving open surgery (OR 0.84, 95% CI 0.70 to 1.01) compared with white patients.
Clinical decisions regarding SBO management differ based on patient race. Future studies
focusing on the surgical decision-making process and the influence of bias are
needed. (J Am Coll Surg 2017;m:1=9. Published by Elsevier Inc. on behalf of the American
College of Surgeons.)
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Racial bias in pain assessment and treatment
recommendations, and false beliefs about biological
differences between blacks and whites

Kelly M. Hoffman®", Sophie Trawalter?, Jordan R. Axt®, and M. Norman Oliver®<

“Department of Psychology, University of Virginia, Charlottesville, VA 22904; "Department of Family Medicine, University of Virginia, Charlottesville,
VA 22908; and ‘Department of Public Health Sciences, University of Virginia, Charlottesville, VA 22908

Edited by Susan T. Fiske, Princeton University, Princeton, NJ, and approved March 1, 2016 (received for review August 18, 2015)

Black Americans are systematically undertreated for pain relative
to white Americans. We examine whether this racial bias is related
to false beliefs about biological differences between blacks and
whites (e.g., “black people’s skin is thicker than white people’s
skin”). Study 1 documented these beliefs among white laypersons
and revealed that participants who more strongly endorsed false
beliefs about biological differences reported lower pain ratings for a
black (vs. white) target. Study 2 extended these findings to the med-
ical context and found that half of a sample of white medical stu-
dents and residents endorsed these beliefs. Moreover, participants
who endorsed these beliefs rated the black (vs. white) patient’s pain
as lower and made less accurate treatment recommendations.
Participants who did not endorse these beliefs rated the black
(vs. white) patient’s pain as higher, but showed no bias in treat-
ment recommendations. These findings suggest that individuals
with at least some medical training hold and may use false beliefs
about biological differences between blacks and whites to inform
medical judgments, which may contribute to racial disparities in
pain assessment and treatment.

racial bias | pain perception | health care disparities | pain treatment

young man goes to the doctor complaining of severe pain in
back. He c,xpz,u\ nd trusts that a medical expert, his
physician, will a: pain and prescribe the appropriate
treatment to reduce his suffering. After all, a primary goal of
hu.ullh care is to reduce pain and suffering. Whether he receives
f care that he expects, however, is likely L\)nlmgml
on his race/ethnicity. Prior research ts that if he is black,
then his pain will likely be underestimated and undertreated

f white (1-10). The present work inve:

P A

These disparities in pain treatment could reflect an over-
prescription of medications for white patients, underprescription
of medications for black patients, or, more likely, both. Indeed,
there is evidence that overprescription is an issue, but there is
also clear evidence that the underprescription of pain medica-
tions for black patients is a real, documented phenomenon (1, 4).
For example, a study examining pain management among pa-
tients with metastatic or recurrent cancer found that only 35% of
racial minority patients received the appropriate prescriptions—
as established by the World Health Organization guidelines—
compared with 50% of nonminority patients (4).

Broadly speaking, there are two potential ways by which racial
. The first possibility is
that physicians recognize black patients’ pain, but do not to treat
it, perhaps due to concerns about noncompliance s o
i do not
cannot

S in pain
em, in part, from racial bias in perceptions of
rch has shown that people assume a priori
ain than do whites (11-17). In a study by
ked to report how

s
Staton et al. (14), for instance, pJIanl\ werl
much pain they xperiencing, and ph
rate how much pain they thought the patients were experiencing.
Physicians were more likely to underestimate the pain of black
patients (47%) relative to nonblack patients (33.5%). Of note,

Significance

The present work examines beliefs associated with racial bias in
pain management, a critical health care domain with well-docu-

Implicit Bias among Physicians and its Prediction of Thrombolysis
Decisions for Black and White Patients

Alexander R. Green, MD, MPH', Dana R. Camey, PhD?, Daniel J. Pallin, MD, MPH’,
Long H. Ngo, PhD?, Kristal L. Raymond, MPH?, Lisa I. lezzoni, MD, MSc®,

and Mahzarin R. Bangji, PhD?

'The Disparities Solutions Center, Massachusetts General Hospital, Harvard Medical School, 50 Staniford Street, Suite 901, Boston, MA 02114,
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CONTEXT: Studies documenting racial/ethnic dispa-
rities in health care frequently implicate physicians'
unconscious biases. No study to date has measured
physicians’ unconscious racial bias to test whether this
predicts physicians’ clinical decisions.

OBJECTIVE: To test whether physicians show implicit
race bias and whether the magnitude of such bias
predicts thrombolysis recommendations for black and
white patients with acute coronary syndromes.

DESIGN, SETTING, AND PARTICIPANTS: An internet-
based tool comprising a clinical vignette of a patient
presenting to the emergency department with an acute
coronary syndrome, followed by a questionnaire and
three Implicit Association Tests (IATs). Study invitations
were e-mailed to all internal medicine and emergency
medicine residents at four academic medical centers in
Atlanta and Boston; 287 completed the study, met
inclusion criteria, and were randomized to either a
black or white vignette patient.

MAIN OUTCOME MEASURES: IAT scores (normal con-
tinuous variable) measuring physicians’ implicit race
preference and perceptions of cooperativeness. Physi-
cians' attribution of symptoms to coronary artery disease

CONCLUSIONS: This study represents the first evi-
dence of unconscious (implicit) race bias among physi-
cians, its dissociation from conscious (explicit) bias,
and its predictive validity. Results suggest that physi-
cians’ unconscious biases may contribute to racial/
ethnic disparities in use of medical procedures such as
thrombolysis for myocardial infarction.

KEY WORDS: unconscious bias; thrombolysis; race; clinical decisions;
disparities.

DOI: 10.1007/511606-007-0258-5

© 2007 Soctety of General Internal Medicine 2007:22:1231-1238

BACKGROUND

Widely documented racial/ethnic disparities are particularly
striking in the treatment of cardiovascular disease,' with whites
up to twice as likely as blacks to receive thrombolytic therapy for
myocardial infarction.” Whether health professionals’ blases
contribute to such disparities in care has been a subject of
speculation and study."*'* For example, physicians might believe
likely to adhere to t
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Arab-Muslim (' Arab Muslim - Other People' IAT). This IAT requires the ability to distinguish
names that are likely to belong to Arab-Muslims versus people of other nationalities or religions.

Arab-Muslim TAT

Disability ('Disabled - Abled' IAT). This IAT requires the ability to recognize symbols representing

Disability IAT . L
abled and disabled individuals.
Weapons ("Weapons - Harmless Objects' IAT). This IAT requires the ability to recognize White and

‘Weapons IAT . c
Black faces, and images of weapons or harmless objects.

Presidents ('Presidential Popularity' IAT). This IAT requires the ability to recognize photos of
Donald Trump and one or more previous presidents.

Presidents IAT

Weight ('Fat - Thin' IAT). This IAT requires the ability to distinguish faces of people who are obese

Weight IAT , . . .
and people who are thin. It often reveals an automatic preference for thin people relative to fat people.

Race ('Black - White' IAT). This IAT requires the ability to distinguish faces of European and
African origin. It indicates that most Americans have an automatic preference for white over black.

Race IAT

Gender - Career. This IAT often reveals a relative link between family and females and between
career and males.

Gender-Career IAT

Gender - Science. This IAT often reveals a relative link between liberal arts and females and between
science and males.

Gender-Science IAT

Skin-tone ('Light Skin - Dark Skin' IAT). This IAT requires the ability to recognize light and dark-
skinned faces. It often reveals an automatic preference for light-skin relative to dark-skin.

Skin-tone IAT



HOW TO OVERCOME PROVIDER BIAS

Increase awareness

@ Work to improve empathy
@ Practice mindfulness

@ Develop cross-cultural relationships
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Verbal

Let the patient tell their story
Interrupting can be extremely rude
Allow for silence

Use humor!

Consider discussing certain outcomes
or side effects in the third person

Non-Verbal

Physical distance: follow patient’s lead

Consider limiting or avoiding eye
contact (always better to ask first)

Emotional expressiveness may be
limited (except for humor)

Avoid pointing



GETTING THE PATIENT’S PERSPECTIVE

® What do you think caused your problem!?
® Why do you think it started when it did?

" What do you call it?

" What do you think your sickness does to your body!?
" How do your traditional treatments work!?

= |s there anyone else (family, friend) that we should talk to about this?



USING CULTURALLY SENSITIVE HANDOUTS
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CASE |

During a busy urgent care day,a 55 yo Zuni female presents as a walk-in for UTI. Chart review reveals that her Alc
was > 14% when checked 8 months ago. She was prescribed metformin (only picked up from the pharmacy once)
and hasn’t been seen since that time. In addition to her UTI she has been losing weight, feels fatigued, having
recurrent headaches and muscle cramps.




CASE 2

36 yo primigravida Navajo woman who presents for first prenatal visit. She has a history of congenital aortic
insufficiency status post valve replacement shortly after birth. Her most recent echocardiogram (2 years ago) shows
a failing artificial valve. She also has preexisting diabetes (Hb Alc 8.2%) and chronic hypertension (taking lisinopril
and atorvastatin at time of conception). Her mother tried talking her out of this appointment.




CASE 3

66 yo Navajo male who has a history of metastatic thyroid carcinoma with known metastases to his ribs and back.
He is Navajo speaking only. He is here to establish care with a new provider to manage the high dose of narcotics
that he is currently taking for his pain. He does not request early refills and his PMP report is clean.When asked how
he takes his medications he says he has been,“giving them to the ones that comes to visit me at night.” When asked
to clarify he says that there are,“3 or 4 different women who come to my house. | have to give them a pill.”




CONCLUSIONS

Listened to

~_ =

Honor story
telling

Allow silence
and don’t

interrupt
Focus on the
present

Diagnosed
appropriately

Minimize

implicit bias
Establish
rapport before
giving advice
Use culturally
sensitive
handouts

Given instructions

Give written
summary
Know patient’s
funding source,
what can and

can’t be done
with IHS
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