
AN ONGOING CE PROGRAM
of the University of Connecticut

School of Pharmacy

EDUCATIONAL OBJECTIVES
After completing the continuing education activity, phar-
macists and pharmacy technicians will be able to
● DEFINE different types of bias and how they form
● RECOGNIZE bias in pharmacy settings
● IDENTIFY how bias can impact patient care
● APPLY methods to address and mitigate bias in the

workplace

The University of Connecticut School of Pharmacy is accredited
by the Accreditation Council for Pharmacy Education as a provid-
er of continuing pharmacy education.

Pharmacists and pharmacy technicians are eligible to participate in
this application-based activity and will receive up to 0.2 CEU (2
contact hours) for completing the activity, passing the post-test
with a grade of 70% or better, and completing an online evalua-
tion. Statements of credit are available via the CPE Monitor online
system and your participation will be recorded with CPE Monitor
within 72 hours of submission

ACPE UAN: 0009-0000-24-017-H04-P
    0009-0000-24-017-H04-T

Grant funding:  None
Cost:   FREE

INITIAL RELEASE DATE: March 20, 2024
EXPIRATION DATE: March 20, 2027

To obtain CPE credit, visit the UConn Online CE
Center https://pharmacyce.uconn.edu/login.php.
Use your NABP E-profile ID and the session code
24YC17-TKF38 for pharmacists or
24YC17-FTK43 for pharmacy technicians
to access the online quiz and evaluation. First-time
users must pre-register in the Online CE Center.
Test results will be displayed immediately and your
participation will be recorded with CPE Monitor
within 72 hours of completing the requirements.

For questions concerning the online CPE activities,
email joanne.nault@uconn.edu.

TARGET AUDIENCE: Pharmacists and pharmacy technicians interested in issues of
equity and inclusion

ABSTRACT: Implicit bias is an important buzzword in healthcare. It has received
much attention in the past few years because many researchers have document-
ed its pervasive existence among healthcare providers. Implicit bias involves con-
sciously or unconsciously thinking of some patient groups (or some coworkers) as
less important than others, less deserving of care, or simply “less than.” Related
concepts include second victim phenomena and imposter syndrome. Good re-
search documents that many people from disenfranchised groups experience im-
plicit or explicit bias when they visit pharmacies. Educational institutions have
started to develop programs to educate pharmacists about potential implicit bias
before they graduate. Yet most pharmacy personnel who work in clinical contexts
have not had such education and need to understand the basic concepts of im-
plicit bias. Pharmacy staff who take time to examine their own attitudes can im-
prove care in influential ways and become significantly more enlightened. This
continuing education activity provides basic education on implicit bias and refers
readers to evaluation tools. 
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Exploring Implicit Bias and Its Impact in Pharmacy

INTRODUCTION
Can you solve this riddle?

A father and son are involved in a car crash. The son is rushed to the hospital. As
the son is about to enter surgery the surgeon says, “I can’t operate—that boy is
my son!”

https://pharmacyce.uconn.edu/login.php
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People answer this question in a variety of ways, revealing differ-
ent implicit biases. Some answers include 1) the boy has two fa-
thers or 2) the father was actually a priest or 3) the whole thing
was a dream. Researchers asked this question to two focus
groups, one consisting of 197 college students from Boston Uni-
versity and the other, 103 children from Brookline Summer
camps.1 Only 14% of college students and 15% of children an-
swered correctly with “mom’s the surgeon."1 A majority of peo-
ple didn’t guess that the surgeon was the boy’s mother until a
few tries, revealing the implicit bias that females are not meant
to be doctors or surgeons.

TYPES OF BIAS
Implicit biases are unconscious mental processes that create un-
intentional automatic associations and reactions.2 Implicit bias is
more than a stereotype, which is a fixed set of characteristics as-
sociated with a particular social group. Implicit bias occurs when
people harbor biases unconsciously. A person can develop nega-
tive feelings or attitudes towards another person by failing to
connect to another person’s identities. The other person may
then become part of an “out-group.”2 This is not to say that
those with shared identities hold no bias towards each other;
some women think that women cannot be surgeons, for exam-
ple. It’s important to look at other factors that cause implicit bi-
as. Besides obvious differences in identities, social norms can
influence biases; media outlets, public policy, and even educa-
tion may magnify bias.2 People may not often express implicit
biases out loud because of their hidden, unconscious nature. Im-
plicit biases contribute to a person’s explicit biases.

Explicit biases include peoples’ conscious preferences, beliefs,
and attitudes, and people may communicate them outright.2 For
example, people may express explicit biases verbally and expose
their prejudicial opinions. Prejudice—a biased response towards
a social group and its members based on preconceptions3—may
lead to irrational hostility directed towards an individual or
group.

In-Group vs Out-Group
Social psychologists have long known that people define them-
selves in terms of social groups and often malign or disparage
others who don't fit into their social groups. People who are part
of the “in-group” feel they belong to that group because of social
perceptions. People part of the in-group generally have positive
views of each other and perceive that the group is composed of
individual people.4 In direct comparison, in-group members view
people in the “out-group” negatively because they do not belong
to the in-group. People in the in-group characterize the out-
group as a homogeneous collective rather than individuals. Thus,
it becomes easy for members of the in-group to label the out-
group as “all the same” rather than treat them like individuals.4

Simply put, in-vs-out group labeling becomes a case of “us-vs-
them" with those in the in-group being “us” and those in the out-

group being “them.”4 This tendency explains why hostility can
exist between certain groups based on factors like political par-
ties, race, or sexual orientation. This concept of “othering” peo-
ple is fundamental to understanding how bias can influence
personal opinions. Healthcare workers must be mindful of their
opinions to ensure biases do not interfere with patient care.

Differentiating Stereotypes, Microaggressions, and
Discrimination
Stereotypes are a fixed set of attributes associated with a partic-
ular group.2 Stereotypes are often untrue or unfair generaliza-
tions about people who may appear or identify a certain way.
Stereotypical beliefs can lead to displays of microaggression, dis-
crimination, and harmful judgment. Some common examples of
stereotypes include

● People who wear glasses are smart
● Boys are stronger than girls
● People with tattoos are dangerous
● Men are better drivers than women

Microaggressions are physical or verbal acts that subtly express
stereotypical thoughts. A 2010 study tracked high school stu-
dents (N = 342) over their four-year progression and found that
students had experienced 21 different types of microaggressions
at least once.5 Some examples of reported microaggressions
included5

● Teachers assuming a Black student was poor or illiter-
ate

● Hispanic and Asian students were asked to teach “native
words” even if they only spoke English

● Students of color being called on to speak on behalf of
their race

Discrimination is the result of implicit or explicit biases. It causes
unfair treatment of individuals and communities based on gener-
al policies, practices, or norms.2

PAUSE AND PONDER: What kinds of implicit
bias have you observed in your workplace?
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Consider this example: Kate was shopping at the rear of a beauty
store when suddenly, someone robbed the cashier located at the
front of the store. She rushed home and immediately called her
friends Mark and Sylvia to share what she had experienced. Mark
asked what the robber looked like. Sylvia says, “I didn’t see him.
He was probably Black. They usually are.” This demonstrates a
stereotype about Black people. Her comments are the microag-
gressions in this case. Sylvia’s racial bias is what contributed to
this reaction.

BIAS SUBGROUPS
Bias comes in many forms and is not limited to particular set of
individuals. It can affect any group. Common biases are based
on6

● Beauty
● Educational background
● Gender
● Race/Ethnicity
● Religion
● Sexual orientation
● Socioeconomic background

Unconscious biases are more difficult to identify given that peo-
ple rarely verbalize them, but they still play crucial roles in affect-
ing behavior and judgment. Bias is a large umbrella term that can
further be broken down into subgroups and sub-definitions. Ta-
ble 1 lists some common categories of unconscious or implicit
bias. The SIDEBAR discusses recency bias, a type of bias that can
have significant influence on providers’ and patients’ healthcare
decisions.

ETIOLOGY OF BIAS
Science offers some explanation as to how and why biases form
in the human mind. The amygdala and the prefrontal cortex
(PFC) are most involved in forming bias.9 The amygdala, a small
structure located in the temporal lobe of the brain, is responsible
for receiving direct information from all the body’s sensory
organs.3 It is the part of the brain that generates responses to
stimuli, whether that be arousal, attention, or fear.3 The amygda-
la controls the body’s fight-or-flight response, which is activated

in situations that are frightening like walking down a dark alley-
way, hearing unfamiliar sounds, or seeing unfamiliar people.3,10

Several neuroimaging studies have shown that activity in the
amygdala heightens when people view pictures that trigger bias-
es. For instance, when people see facial images of those from a
different ethnic background than that of their own, the amygdala
is activated more so than seeing people who look similar to
them.3,10

The PFC processes cues and is involved with contingency-based
learning, decision-making, and evaluation.3 Essentially, the PFC
communicates with the amygdala to signal that visual or auditory
cues may not be a danger at all; it effectively regulates or
“calms” immediate amygdala activation based on situational
surroundings.9,10 The PFC functions to help the brain adjust to fit
the environment’s social norms.

Table 1. Major Biases Present in Everyday Life6

Affinity bias Unconscious preference for people with whom you share qualities or interests

Ageism Negative feelings towards others based on their age

Attribution bias Related to how you infer the reasons that others act as they do and misunderstand motivations; individuals
may attribute their own accomplishments to skill, but assign no fault to their failures; they may be less gen-
erous in their thinking when examining others’ behaviors

Beauty bias Belief that attractive people are more successful, competent, and qualified than unattractive people; physi-
cal appearance is used to judge competency

Confirmation bias Searching for information that backs the opinion an individual holds and rejecting information that contra-
dicts that opinion

Conformity bias Others’ views influence an individual’s views; this concept is related to peer pressure and acceptance seeking

SIDEBAR: RECENCY BIAS7,8

Recency bias affects cognitive decision-making by favoring
recent events over historic events to estimate future events.
Recency bias is also defined as the tendency to base thinking
on what comes easily to mind based on recent events.

For example, an employer is conducting employee evalua-
tions and greets an employee who consistently meets perfor-
mance goals and expectations. However, the employer
chooses to deny the employee a promotion based on a re-
cent mistake. Despite consistent success, a recent error influ-
enced the employer’s decision.

In healthcare settings, some examples of recency bias include
● Rejecting older evidence that disproves new

(mis)information
● Emphasizing recent information and failing to con-

sider the entire evidence set
● Seeking new information rather than older, more

voluminous, and more consistent facts
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Influences of Bias
Social attitudes and expectations that reinforce stereotypes and
microaggressions change the way the brain processes behavior.
That said, implicit bias is not intrinsic (or hard-wired), meaning
although it may exist in the unconscious parts of the brain, it can
be “un-wired.”10 Experiments involving children who had diverse
friend groups show less reactive amygdala activation, meaning
their brains did not automatically associate negative reactions
based on skin color.9

What does this have to do with bias? It suggests that bias is not
inherently present in children from birth and develops in
adolescence.9 The social, physical, and economic environment in
which people are raised affects brain development and ultimate-
ly alters individual implicit biases.

Identity, Individuality, and Intersectionality
People use their social identity to compartmentalize themselves
into specific groups or categories. In 1974, sociologist Henri
Tajfel first proposed the social identity theory that suggested so-
cial identity derives from the “knowledge of membership” in a
group (or groups), and that membership in those groups creates
individual significance and value.11 Social identity defines how
individuals characterize their own traits. Common identities in-
clude things like12

● Disability
● Ethnicity
● Gender or sex
● Nationality
● Political party
● Race
● Religion
● Economic status

Personal identities are adjectives used to describe oneself, like
smart, tall, or funny.12

Social identity is dynamic in that it can develop in various ways.10

For example, society classifies people born in the early 1980s to
mid-1990s as being part of the millennial generation. Although
membership requires nothing other than birth at a specific time,
others group millennials into a category (their generation) that
has over time acquired certain characteristics typical of group
members. Individuals can also develop identity through con-
scious choices, like choosing to go into a healthcare profession or
going to school to be a writer.10 People are not usually limited to
one identity, but rather possess multiple social identities that
work to influence a person’s experiences in life.12 For example, a
White man fits into categorical groups of (1) White person and
(2) male sex, yet his life experience may differ depending on if he
is born into higher socioeconomic class, identifies as heterosexu-
al, or has a disability.

Society’s cultural norms shape identities.13 As attitudes towards
cultures (or groups) change over time, societal standards change
as well. Certain identities may have more value and importance
than others because society emphasizes those differences. Iden-
tities may also shift importance based on the context in which a
person lives. A White American living in North America might
think about national identity only infrequently. However, if that
person takes a job in China, national identity might suddenly feel
like a significant part of individual identity, because it will likely
impact how others see the person and how the person interprets
experiences.12

Social identity overlaps strongly with intersectionality, or the
multifaceted interplay of social identities, systems of power, and
oppression of certain groups.13 As mentioned above, social iden-
tities exist in various combinations that make individuals unique.
Intersectionality allows us to see how different identities may
affect one another, and how that in turn relates back to concepts
of bias, discrimination, and stereotypes.13

Bias within groups can affect intersectionality. For example, stud-
ies show that people of color who also identify as part of a sexu-
ality minority experience internalized stigma related to gender
and/or sexual orientation within their racial groups; these people
experience what is called intersectional minority stress.14 Individ-
uals experiencing discrimination in both racial and gender or sex-
uality identities are more vulnerable to poor health outcomes
given the increased bias and discrimination they face.14

A public health researcher from the University of Michigan intro-
duced the “weathering” hypothesis, which suggests that Blacks
experience health deterioration as a result of chronic social and
economic stressors or political marginalization.15 Some studies
have explored and validated this hypothesis. A recent study
found that the COVID-19 mortality rate was 2.1 times higher for
Black Americans than that of White Americans.16 The researchers

PAUSE AND PONDER: What kinds of implicit
bias have you observed in your workplace?
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indicate that weathering from chronic and toxic stress magnified
COVID-19’s effects in people of color. People of color are more
likely to suffer job loss as a result of the COVID-19 outbreak,
which in turn affects health insurance coverage and thus contrib-
utes to poorer health outcomes. Regardless, even those who
possess employment and health insurance are more likely to re-
ceive inferior care due to the implicit biases present in health-
care. This study emphasizes the concept of “weathering” in a
way that is relevant in our world today.16

Bias and social identity are entwined. Social identities stem from
a person belonging to a group, whether that be an “in-group” or
“out-group.” Figure 1 provides examples of the groups, such as
middle class or documented citizens. A person can belong to
more than one group. Society tends to label certain groups as
more valuable than others, which leads to re-enforcement of
certain biases. People tend to conform to societal standards, and
placing oneself into these groups creates the foundation for bias,
stereotypes, and prejudice to occur. It is still important to recog-
nize that while our personal and social identities place us into
groups with shared attributes, we are still unique individuals.

Institutional Bias
“Power tends to corrupt, and absolute power corrupts absolute-
ly.”

– Lord Acton, British Historian

All people have unconscious or conscious biases. Ultimately, bi-
ases result from social identities’ influence on the brain and our
environment. But what happens when a collection of individuals
with a shared bias comes together? Biases can become discrimi-

nation. While prejudice is the pre-conceived notion about some-
one based on bias, discrimination is conscious, intentionally
disparate treatment.17

Institutional bias, known also as structural bias, ties many issues
that arise from discrimination together. Institutional bias—the
established laws, customs and practices that methodically reflect
and produce group-based inequities in any society—involves pol-
icies and practices that are discriminatory beyond that of the in-
dividual level.18 Even in an ideal situation wherein individuals do
not possess a certain bias or prejudice towards a group of peo-
ple, discrimination may still occur because the institutions in
which they are involved may have biased practices in place.18

Nearly every type of social institution exhibits some form of bias
against groups of people. Examples of institutions include18

● Education
● Environmental management
● Healthcare
● Law/Criminal justice
● Military
● Politics
● Retail and housing market
● Workforce

Some people allege that individual and institutional bias may not
co-exist, but that belief is a bit contradictory. Since the civil rights
movement, individual expression of stereotypes and prejudice
against Black people in the United States has declined. However,
racial discrimination is still widespread and may be as prevalent
as it was before the civil right movement in some areas. In 2007,
the legal system incarcerated Black people at a rate four times
higher than White people in the U.S.18 Although other factors
may contribute to this disparity, institutional racism is still preva-
lent regardless of individuals’ attitudes or bias towards Black
people.18

Power and legitimacy also influence institutional biases.18 Groups
in power are more likely to control institutional bias since they
are most likely to control the institutions and create policy.18 Le-
gitimacy is a word used to describe the perception that a policy
that is detrimental to the oppressed group is fair or somehow
justified.18

For example, the housing market enables implicit associations
between minorities and the risk they present to the value of the
neighborhood in which they live or seek to live. As a result, the
perception influences certain housing and lending practices for
minority applicants.19 Another example is more nuanced. Adults
younger than 21 cannot purchase or drink alcohol in the United
States; one may argue that this is a form of bias against this age
group. However, given the shared societal attitude that teens
and young adults should not drink alcohol due to its potential to
cause impairment, few people fight against this bias.18

Source: Wheel of Power, Privilege, and Marginalization, by Sylvia Duck-
worth. Used with permission.

Figure 1. Intersectionality Diagram
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While some biases are widely accepted, others are clearly not.
For example, some immigrants don’t qualify for high level posi-
tions within companies. Members of immigrant groups are more
likely to take low-level, undesirable positions. As a result, they
tend not to stay at that company for long, increasing turnover
and decreasing ambition within their fields.18 A similar predica-
ment is the standardized college admission tests; depending on
their exam score, students may not qualify for admission to cer-
tain schools, perpetuating the idea that they are not smart
enough to be admitted.18 Standardized tests fail to take into ac-
count students’ different backgrounds; some students benefit
from simply being in a higher socioeconomic status with resourc-
es available to ensure success.

IMPLICATIONS OF BIAS
Negative attitudes have the potential to affect decision making
and health outcomes across various healthcare settings. In 2021,
the three largest motivations for hate crimes in the U.S. were
race, sexual orientation, and religion.20 Maternal mortality rates
in the U.S. by race are disproportionate. Black women die during
childbirth nearly three times more often than White or Hispanic
women.21 These discrepancies are due to institutional biases and
existing racism toward Black women in healthcare. The Centers

Table 2. Studies that Highlight Implicit Biases Related to Healthcare24-28

A study (N = 142) of emergency response situations showed that White bystanders were slower to provide help to Black victims
than the speed at which White bystanders helped White victims. White participants helped 88% of White victims compared to
58% of Black victims. “Help Time” was ~120 sec for Black victims compared to ~40 sec for White victims.
A review (N = 11733) found Black and Latino patients are less likely to receive medication, especially opioids, to alleviate acute
pain in the emergency department than White patients (OR 0.60 [95%-CI], 0.43-0.83).
Asian Americans (N = 521) reported feeling like their doctors do not involve them in shared decision making, do not listen to their
concerns, and spend less time with them. They were also less likely to receive counseling on mental health or lifestyle issues com-
pared to White patients (N = 3205) in the survey.
An analysis found doctors perceived Black patients (N = 618) to be less educated, less likable, less intelligent, and nonadherent to
medical advice and medication therapy. Physicians were less likely to agree that Black patients vs. White patients are `the kind of
person they could be friends with’ (34% of White vs. 27% of Black patients).
A survey (N = 316) showed transgender or gender nonconforming people worry about discrimination when they use pharmacy
services; 41.6% reported discrimination associated with such services, and 52.5% reported pharmacists as having very little or no
competency in providing gender-affirming care.

for Disease Prevention and Control adds that implicit bias pre-
vents people of color from having fair opportunities for econom-
ic, physical, and emotional health.22 As part of the healthcare
workforce, pharmacists and pharmacy technicians should be able
to identify how implicit biases can adversely impact relationships
with patients and customers.
Recent research shows people have self-reported experiences of
discrimination in healthcare. These instances frequently occur in
the following groups of people23:

● LGBTQ (lesbian, gay, bisexual, transgender, queer)
● Low socioeconomic status
● Older adults
● Overweight or obese
● Poor health
● Racial/ethnic minorities
● Uninsured
● Women

Patterns of bias and discrimination towards marginalized groups
becomes evident. As a result, these individuals can feel perceived
discrimination, which is anticipation of unfair treatment they
may receive due to their characteristics.23 These groups are more
likely to have high stress and mental health disorders such as

PAUSE AND PONDER: How might implicit biases in your workplace affect patient care and outcomes?
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anxiety, depression, and substance abuse.23 Table 2 lists exam-
ples of studies that highlight implicit biases related to healthcare.
Gender-Diverse Care and Ageism
An emerging topic is gender-diverse care. The Human Rights
Campaign Foundation and the American Pharmacist Association
(APhA) released a joint pharmacy resource guide for gender di-
verse care. The guide includes key terms, inclusive communica-
tion, staff training and other essential points of patient centered
care for gender diverse patients.29 It is accessible for free at
https://www.thehrcfoundation.org/professional-
resources/transgender-pharmacy-guide

Nicole Avant, PharmD, BCACP, founder, owner, and consultant at
Avant Consulting Group, presented key studies on implicit bias
during a session at the 2022 National Community Pharmacy As-
sociation Annual Convention. They include30

● Black women are more likely to die after being diag-
nosed with breast cancer.

● Patients of color (POC) receive fewer cardiovascular in-
terventions and fewer renal transplants than White pa-
tients.

● POC who have diabetes are more likely to undergo leg
amputation.

Poor provider-based interactions negatively impact the quality of
care and the desire to seek medical help. This fosters mistrust of
healthcare and healthcare workers, like pharmacists and phar-
macy technicians. Poor interactions can significantly delay treat-
ment-seeking, which worsens health complications by creating
avoidable increases in emergency healthcare use and increasing
health disparities. The SIDEBAR provides an example of poor
care.

Ageism can be explicit in some healthcare settings. In 2021, an
advocacy group for older adults filed a lawsuit in Idaho over the
state’s crisis guidelines for hospitals that were overwhelmed with
COVID-19 patients. The protocol stated staff should triage and
treat younger patients before older adults because “they have
more years left” to live.32

Other examples of ageism prevalent in healthcare today include
● Assuming older patients who talk slowly are cognitively

compromised
● Rushing patients, not listening to their concerns
● Only speaking to the patient’s family member
● Ignoring or minimizing pain complaints

Racism in Pharmacies
A 2021 U.S. Qualtrics Survey found that nearly 20% of people
perceived racial discrimination in community pharmacy
settings.23 Of those people, one-third of them felt they had to be
particularly careful about their appearance to receive “good ser-
vice” and avoid harassment.23 On average, people visit doctors
and specialists a handful of times but can visit their community

SIDEBAR: A Health Professional’s
Observation31

Joanne Whitney is a retired pharmacy professor who  has
shared her experiences when interacting with healthcare
providers.

● She went to the emergency room for a urinary tract
infection (UTI) and severe pain. She asked for hydro-
morphone (Dilaudid) since it had helped her before,
but a young physician told her that they don’t pre-
scribe opioids to “those who seek them.”

● Her pain continued for eight hours. She states,
“When older people come in like that, they don’t get
the same level of commitment to do something to
rectify the situation. It’s like ‘Oh, here’s an old per-
son with pain. Well, that happens a lot to older peo-
ple.’”

● She also told the physician the prescribed antibiotic
was incorrect for her UTI, but the provider disre-
garded her concern despite her pharmacy back-
ground.

The prejudice in this case is the notion that older people are
unpleasant and difficult to treat. Discrimination occurs when
healthcare providers do not manage older adults’ needs ap-
propriately or treat them less favorably than younger pa-
tients.

Her experience emphasizes ageism in healthcare settings.
More than half a million Americans aged 65 and up encoun-
tered ageism during the COVID-19 pandemic.

pharmacies up to 35 times a year. The study showed that per-
ceived discrimination significantly affects healthcare. One third
of respondents stated they tried to avoid certain pharmacies,
and 17% reported switching pharmacies. Switching pharmacies
may seem like an adequate temporary solution, but in actuality
fragments medical records, increases the likelihood that pharma-
cists will miss potential drug interactions, and compounds adher-
ence issues.23

Thus, healthcare providers must be cognizant of their biases and
avoid acting on them when interacting with patients in pharmacy
settings. Pharmacy workers should strive to be fair and aware of
their personal implicit biases. They should also be conscientious
and deliberate when interacting with patients. Management
must ensure adequate training is in place for pharmacists and
technicians to create a welcoming, inclusive atmosphere. If it is
not, pharmacy employees should suggest it is needed.

Becoming conscious about implicit biases should begin during
the education of future pharmacists. Six PharmD programs sur-
veyed students (N = 357) using the Harvard Race Implication
Test.33 The test determines implicit associations by measuring
the time it takes a person to connect two concepts, i.e.
(Black/White to good/bad). The survey found that pharmacy stu-
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dents exhibited preference for White patients and moderately
negative implicit and explicit bias towards Black patients.33 Al-
though many pharmacy schools have already incorporated the
concepts of cultural competence, increasing awareness of how
implicit biases negatively affect patient interactions should be a
focus area.

Bias Affecting Decision-Making Processes 
Implicit bias has been associated with several downstream ef-
fects. Consider “second victim” effect. The term “second victim”
describes healthcare professionals and the unanticipated emo-
tional impact they feel after making a medical or clinical error.34

Medical errors are one of the top leading causes of death in the
U.S.35 The first victim is the patient who experiences the medical
error. The second victim—the person who made the errors—
feels distress and personal responsibility after an unexpected ad-
verse patient outcome or error. This directly impacts the health-
care professional’s career and life.34 In many cases, implicit bias
is not a factor in second victim effect, but sometimes it is. For ex-
ample, consider a provider who has an implicit bias towards
Black women. The provider fails to intervene aggressively when a
patient, a Black woman, is experiencing pain and hemorrhaging
due to complications during childbirth. The patient soon be-
comes unconscious from blood loss. The patient unfortunately
dies. The patient’s family files a complaint with the hospital re-
garding the provider’s lack of standard care during her birthing
process. The provider is then afflicted by second-victim effect.

Many second victims suffer from job-related emotional and
physical stress, and their additional feelings of powerlessness
and insecurity can prompt them to leave the profession.34 Lack of
support for coworkers and management contributes to the sec-
ond victim phenomenon, and coworkers and managers may be
less likely to support the second victim if they have biases against
that person for some reason.34 The second victim’s self-blaming
negative feelings could influence future decision making.

Nearly half of healthcare professionals experience second victim
effect at least once in their careers.34 This effect may lead to
changes in clinical judgment and inadvertently affect patient
care. It is important to recognize when it occurs. To combat sec-
ond victim phenomenon’s negative effects, mindfulness-based
interventions have shown efficacy in reducing stress and
burnout.34 Also, psychological first aid fosters resilience in health-
care professionals by establishing formal support teams within
health institutions.36 This includes education about normal re-
sponses to traumatic events, active listening skills, understanding
the importance of nutrition and rest, and clarifying when to seek
help.36

Interprofessional Bias
Interprofessional collaboration is an important part of managing
and delivering quality patient care. Biases about other profes-
sions can create conflict within the team, which has negative
consequences for communication, decision-making, and trust.37

Implicit biases influence a person’s actions unconsciously and
can intrude in various cultural and structural settings. For exam-
ple, individuals may have preferences for certain specialties or
simply certain people over others. Their implicit biases can influ-
ence decisions, like who rounds on an inpatient hospital team.
The traditional hierarchy of physicians as team “leaders” can cre-
ate tension within a group that must work with (as equals), but
not for (as subordinates), that physician.37

Research shows that biases adversely affect the quality of health-
care delivered to patients. A systematic review on implicit biases
in interprofessional collaboration found that biases between pro-
fessions were predominately negative.37 The review mentioned
the concept of internalization, which describes how people inter-
nalize biases towards their profession towards their own self and
behaviors.37 For example, physicians mostly saw themselves as
leaders while nurses consistently perceived themselves as pow-
erless and lacking authority. As such, physicians exhibit behaviors
such as authoritatively shutting down communication in case
conferences, whereas non-physician professionals tended to be
silent, less engaged, or chose to skip team meetings. Bias inter-
nalization influenced which professions voiced their opinions and
inhibited the team’s overall growth.37 Consequently, these
healthcare teams developed feelings of disrespect and mistrust,
which impedes patient care. Another study found that when
team members perceived they were not consulted about a deci-
sion, they exhibited defensive posturing and frustration in
meetings.38

Imposter Syndrome
Imposter syndrome is defined as self-doubt about intellect, skills
or accomplishments among high achieving individuals.39 Imposter
syndrome and disorders such as depression and anxiety are of-
ten comorbid.39 Many healthcare professionals strive for perfec-
tion, but those with imposter syndrome tend to associate their
success with random chance as opposed to their own
intelligence.39 Imposter syndrome tends to be more common in
marginalized groups (e.g., minority races) in high pressure set-
tings due to underrepresentation in the field; poor representa-
tion and pressure exacerbate imposter syndrome.39 It may also
be a result of lifelong bias and discrimination, which can affect
professionals in their clinical roles as well.

Interestingly, a study of pharmacy residents (N = 720) found
higher Clance Imposter Scale scores correlated with the number
of hours worked per week and prior mental health treatment,
factors associated with high stakes learning environments.40 This
study validates other studies done with various medical profes-
sionals and demonstrates the connection between highly fo-
cused academic and healthcare areas and the increased
likelihood of imposter syndrome.40

Imposter syndrome, like the second victim effect, can affect clini-
cal judgement in healthcare professions. It may promote certain
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biases when they normally would not be due to those feelings of
inadequacy, and thus mistakes occur.

Bias in the Pharmacy
Pharmacists hold crucial positions in healthcare, especially since
they engage with diverse groups of patients regardless of the
setting in which they work. Pharmacists can stimulate broader
efforts to address health disparities, especially as their scope of
practice widens.41 Social determinants of health (SDOH) are the
social and structural conditions in which people are born, live,
and work.42 Figure 2 shows the key SDOH.

A 2016 review of pharmacy literature highlighted issues stem-
ming from SDOH affecting pharmacies. These factors are known
to influence health outcomes, and pharmacy workers need to be
aware when SDH may affect the population they serve. The
study showed the following knowledge gaps among
pharmacists41:

● Mental illness
● Substance/drug abuse with prescription and illicit drugs
● Those at risk for HIV/AIDS or hepatitis C infection

Source: Healthy People 2030, U.S. Department of Health and Human Ser-
vices, Office of Disease Prevention and Health Promotion. Retrieved July
28, 2023, from https://health.gov/healthypeople/objectives-and-
data/social-determinants-health

Figure 2

Figure 3. Comments from Pharmacy Staff about Patients with OUD43

Although pharmacists provide care to groups that suffer from ef-
fects of SDH, they may not understand entirely or have access to
information that could expose SDH. More education on cultural
competency is needed within pharmacy.41

Bias can influence the pharmacy workforce. Perhaps one of the
most relevant examples of bias in pharmacy workers concerns
opioid use disorder (OUD). The U.S. has battled the opioid crisis
for more than two decades.43 Those who suffer with OUD are of-
ten stigmatized. Pharmacists and pharmacy technicians frequent-
ly interact with patients who are diagnosed with such disorders.
The lack of knowledge and understanding surrounding OUD un-
derscores biases that exist towards people with OUD.

A small study that examined pharmacy technicians’ attitudes (N
= 46) using focus groups found that participants had negative
perceptions of patients using opioids. Pharmacy technicians re-
ported “ever-present” negative feelings (meaning they persisted
over time) toward patients with OUD, even if they did not know
opioid’s indication for a particular person.43 The researchers
asked pharmacy technicians to recount their experiences with
patients who recieved opioids. Figure 3 highlights their
perceptions.43

A multitude of reasons may explain why participants felt this
way. Their experiences may be tied to aggressive encounters be-
tween healthcare professionals and patients who use opioids
and negative media portrayals of opioid use.43 The study went
into further detail on early refills, a situation where patients
want to fill a prescription when their fill histories indicate it’s too
early. Most technicians stated they tried to be compassionate
and non-judgmental in these situations to overcome the stigmas
associated with opioid prescriptions.43

The discussion further explained that the negative perception of
patients who take opioids compromises quality of care because it
is difficult to reverse formed opinions. The National Institute on
Drug Abuse stresses the importance of accurate, complete medi-
cation histories and reporting to prescription drug monitoring
programs to create healthier patient-provider relationships in
the pharmacy.43



UCONN You Asked for It Continuing Education           March 2024                            Page 10

PAUSE AND PONDER: Which interventions
described in this CE might help you and your coworkers
have frank discussion about bias and discrimination?

Another study focused on pharmacy personnel responses to ex-
pedited partner therapy (EPT) in the management of sexually
transmitted infections. EPT effectively prevents chlamydia and
gonorrhea infections for partners of patients already infected.44

Providers can give patients diagnosed with chlamydia or gonor-
rhea prescriptions for the partner without having to name the
partner. EPT is protected by law in 41 states and supported by
numerous organizations including44

● American Academy of Pediatrics
● American Academy of Family Physicians
● American Congress of Obstetricians and Gynecologists
● Society of Adolescent Health and Medicine

The study (N = 50) found pharmacists refused to fill 58% of EPT
prescriptions, and suburban pharmacists were more likely to re-
fuse than city pharmacists.44 Refusal was more likely if the phar-
macists were older than the patient and if patients were White.
Pharmacists most commonly cited lack of name on the prescrip-
tion as the reason for refusal, even if the law does not require a
partner name. This indicates a general lack of knowledge about
EPT among study participants, which may have contributed to
their decisions.44

A literature review on weight management programs found im-
plicit and explicit weight bias exists within the pharmacy profes-
sion. Weight management programs can vary, and pharmacies
offer some in conjunction with prescription medications and
nonpharmacologic lifestyle interventions.45 The review found
stigmatizing language in the screening processes for weight man-
agement programs. It is unclear to what extent weight biased
communication exists between pharmacists to patients.45 The
stigma that surrounds obesity affects other related health prob-
lems, like diabetes or cardiovascular concerns, and can weaken
the pharmacist-patient relationship.45

ADDRESSING BIAS
Implicit biases are present in all people, but the importance lies
not in the existence of bias, but how to overcome it. Several
strategies address biases, the most important being education in
pharmacy school curriculums. Many studies use the Implicit As-
sociation Test (IAT) to measure implicit bias. The test is free to
the public and can be found here:
https://implicit.harvard.edu/implicit/
Learners should note that this is not just one test, but a series of
different tests.

The IAT measures the time it takes for the individual to match
concepts in categories to descriptive words, like race, skin tone,
and weight to good, bad, or other stereotypical language.46,47 An
individual’s underlying beliefs drive responses time, thus measur-
ing the strength of the association between concepts (a person,
image, etc.) and evaluations (good, bad). Researchers recom-
mend incorporating the IAT in curriculums prior to before direct
patient exposure.46

Other interventions that may be helpful in pharmacy education
and other pharmacy settings include44

● Practicing mindfulness (directing active, open attention
to the present to examine one’s thoughts and feelings
without judging them). Mindfulness reduces the likeli-
hood of activating implicit biases and enhances the abili-
ty to control biases in patient care situations.

● Self-awareness/self-reflection training: After completing
the IAT, individuals can reflect on identified biases.

● Activating goals: Healthcare workers can identify goals
that promote fairness and equality for patients and co-
workers.

● Stereotype replacement: Individuals who collect infor-
mation that is opposite of cultural stereotypes can re-
place stereotypical thoughts with non-biased thoughts.

● Case studies observing implicit bias: Analyzing case
studies where implicit bias was involved helps people
recognize how to approach situations differently.

● Individuating: This action challenges people to see oth-
ers for their individual traits as opposed to grouping
them by their stereotypical components.

● Perspective-taking: This “walk a mile in their shoes” ac-
tivity asks individuals to assume the perspective of a
stigmatized or marginalized member to build empathy.

The University of Utah Pharmacy Residency program implement-
ed an implicit bias awareness and action seminar with four train-
ing modules and a pre- and post-test survey. After training,
pharmacy residents indicated higher comfort and confidence ad-
dressing personal biases and were better able to identify biases
of others.47 While not accessible to the public, this shows that
implementing training programs makes a difference in the future
of pharmacy delivered care.

CONCLUSION
Implicit biases have overall negative effects on patient care,
which is detrimental to patients and those that harbor the im-
plicit biases. Pharmacists and pharmacy technicians who are
aware of and take steps to address their implicit biases will im-
prove the way they treat patients and each other as colleagues.
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