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Unintended Bias in Health Care 
Strategies for Providing More Equitable Care
BY MICHELLE VAN RYN, PHD, MPH

Research shows that unintentional bias on the part of physicians can influence the way they treat patients from 

certain racial and ethnic groups. Most physicians are unaware that they hold such biases, which can unknowingly 

contribute to inequalities in health care delivery. This article explains why a person’s thoughts and behaviors may 

not align, and provides strategies for preventing implicit biases from interfering with patient care.

Over the past two decades, hundreds of 
studies have documented widespread 
inequalities in medical care. Although 

the reason for unequal care is multifaceted, 
physicians’ behavior and decisions are 
known contributors.1-8 Physicians’ clinical 
decisions and the way they use of guide-
lines and evidence-based practices have 
been shown to contribute to disparities in:
•	Care for cardiovascular risk factors 

ranging from hypertension9,10 to sleep 
disorders11,12

•	Treatment of symptoms associated with 
coronary artery disease and severe car-
diac events6,13,14

•	Cancer screening, prevention, treatment 
and symptom management15 

•	Pediatric care, including asthma treat-
ment16,17 

•	Assessment, treatment and referral for 
mental health services.18 
Disparities also have been shown be-

tween patients of different ages, racial and 
ethic groups, and genders receiving pain 
control.19-22 The questions physicians ask 
during patient interviews and the tests 
they order can contribute to such dispari-
ties in care.23-28

Physicians often find it difficult to ac-
cept that unconscious biases may affect the 
care they provide because the notion is so 
inconsistent with their explicit (conscious) 
attitudes, motivations and intentions. 
Most physicians have genuinely egalitar-
ian conscious beliefs and want to provide 
excellent care to all of their patients.29 The 

apparent contradiction between what they 
consciously believe and what research 
shows they actually do can cause consider-
able cognitive dissonance—the uncomfort-
able feeling people get when holding two 
conflicting ideas simultaneously. Cognitive 
dissonance is so uncomfortable that we 
will go to great lengths to resolve it, often 
discounting or ignoring evidence that sup-
ports the lesser-preferred of our beliefs. 
When physicians reject evidence of uncon-
scious bias, they miss an opportunity to 
improve the quality of care they provide, 
thus potentially perpetuating the delivery 
of unequal care. This article is intended to 
help physicians resolve the cognitive dis-
sonance they may feel related to disparities 
in health care by 1) explaining why—de-
spite their best intentions—they might be-
have in ways inconsistent with their con-
scious beliefs and 2) providing strategies to 
prevent deep-seated biases from negatively 
affecting the care they provide. 

Why Our Thoughts and Behaviors 
May Not Align
The reason physicians may be consciously 
well-intentioned yet behave in biased 
ways is rooted in the fact that we do not 
think the way we think we think. The vast 
majority of scientists studying the mind 
agree that humans have at least two sepa-
rate information-processing systems that 
operate simultaneously. Daniel Kahneman, 
the Nobel Prize-winning author of Think-
ing, Fast and Slow, dubbed these simply as 

System 1 and System 2.30 We are primarily 
aware of System 2, which involves delib-
erative, reasoned, conscious and effortful 
thought. In contrast, System 1 often oper-
ates outside of our awareness, helping us 
navigate the millions of bits of information 
to which we are exposed at any one time 
by providing an unconscious framework 
for interpreting incoming information. For 
example, most people in North America 
will automatically make the association 
between an apple and food. Furthermore, 
when we see an apple, we will automati-
cally draw on stored information about 
apples, avoiding the need to dissect and 
study every apple we encounter. Although 
most of us believe System 2—conscious 
and reasoned thought—guides our behav-
ior and understanding of the world, Kahn-
eman points out that, “System 1 is really 
the one that is the more influential … it is 
steering System 2 to a very large extent.”30 

System 1 also guides us through our so-
cial interactions—and can sometimes lead 
us astray. For example, if white and Asian 
doctors are repeatedly exposed to blacks 
portrayed as criminals, violent or in other 
negative ways on television or in film, 
they may automatically and unconsciously 
associate black patients with threat and 
undesirable behavior. These unconscious 
expectations and attitudes, referred to as 
implicit biases, represent the “thumbprint 
of the culture on our minds”31 and, as such, 
they can be very different from our con-
scious attitudes and motives.
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Steps you can take:
•	Imagine yourself in the other person’s 

shoes. Think of it as walking in their 
world or seeing the world through their 
eyes. 

•	Check in with your patient by saying 
something like: “I am wondering how I 
might see the situation if I were looking 
through your eyes…” or “I was imagin-
ing being in your shoes, and it occurred 
to me that I might (feel/think/be) …. 
Am I close?”

•	Read essays, narratives and fiction that 
provide the point of view of others who 
differ from you in terms of culture, 
race/ethnicity, socioeconomic status or 
another characteristic. 
2. Build partnerships with your pa-

tients. Cultivate a sense that you and your 
patient (and perhaps his or her family) 
are on the same team, working toward 
shared goals. Being in partnership with 
patients creates a sense of a common in-
group identity and reduces the likelihood 
of being “hijacked” by implicit biases.61-64 
Research has shown that we like, trust and 
are more motivated to help people in our 
“in group”—those we believe to be like 
us.65-67 We tend to attribute the problematic 
behavior of members of our in-group to 
situational factors (eg, he was confused by 
the instructions), whereas we tend to at-
tribute such behaviors among those who 
are not members of our in-group to an 
individual’s intelligence or personality. For 
example, a white physician may describe 
an African-American patient who failed 
to take her medications as instructed as 
“nonadherent,” yet that same physician 
might say a white patient who didn’t 
follow her instructions for taking the 
medication “forgot the timing” or “needs 
additional instruction.” Such attributions 
may cumulatively affect future encounters 
with those patients. Thus, the value of 
developing a partnership with patients 
and creating a sense of the patient being a 
member of ones’ in-group can reduce cat-
egorization and associated implicit bias.67-69  
Partnership-building also promotes rap-
port and patient trust, potentially improv-
ing adherence and outcomes.

a male student than a female student and 
offer him a higher starting salary.55 

Strategies for Providing More 
Equitable Care 
Although our implicit biases can cause 
us to behave in ways that are inconsistent 
with our explicit motives, values and 
beliefs, they do not have to. There are 
strategies that can increase our likelihood 
of seeing patients in terms of their unique 
individual characteristics, as opposed 
to those of a social or cultural group of 
which they are a member. In a recent issue 
of Minnesota Medicine, editor in chief 
Charles Meyer, MD, described the chal-
lenge: “Equity in the exam room means 
treating each patient as if they were your 
most important patient, regardless of gen-
der, sexual orientation, race, ethnicity or 
personal appearance.” 56

The massive body of evidence demon-
strating the negative impact of implicit 
bias has prompted a number of additional 
studies identifying factors that can mini-
mize it. The following are recommenda-
tions from those studies that have the 
strongest supporting evidence.

1. Put yourself in your patients’ shoes. 
Numerous studies have found that per-
spective-taking reduces bias and inhibits 
the activation of unconscious stereotypes 
and prejudices.34,38 ,57,58 Perspective-taking 
refers to imagining yourself in the other 
person’s position; seeing things through 
his or her eyes. It is the cognitive compo-
nent of empathy, and it can be learned and 
cultivated with practice. In addition to its 
documented benefits for reducing bias 
and stereotypes, provider empathy has 
been associated with increased patient sat-
isfaction, adherence to physicians’ recom-
mendations, self-efficacy and perceptions 
of control; less emotional distress; and 
better outcomes. 59,60 Some physicians have 
highly developed perspective-taking skills. 
But even those who do may not routinely 
apply them during clinical encounters. 
Through daily practice with family, friends 
and colleagues these skills can improve 
over time and their use will become more 
automatic. 

How Bias Manifests in the Clinic 
Implicit biases have the potential to influ-
ence us in unintentional but powerful 
ways. Implicit racial bias has been shown 
to influence physicians’ clinical decision-
making3,32 in regard to patient referrals 
for thrombolysis3 and post-operative 
pain control for children.33 Furthermore, 
implicit biases have been shown to have 
complex and subtle effects on physician-
patient interactions.34 For example, physi-
cians’ level of implicit racial bias against 
blacks, as assessed by the Implicit Associa-
tions Test, have been found to be inversely 
associated with patient-centered behav-
ior,8,35,36 visit length,35 warmth,4 and posi-
tively associated with rapidity of speech35,37 
and verbal dominance during the encoun-
ter.38 Studies showed black patients re-
ported less respect for, confidence in, and 
trust in the advice of medical professionals 
who scored higher in implicit bias.34,35 This 
distrust predicted lower levels of adher-
ence to the physician’s recommendations,39 
a finding consistent with other evidence 
that patients’ perceptions of being judged, 
negatively perceived, stigmatized or dis-
criminated against predict patient adher-
ence 40-44 and likelihood of seeking follow-
up or preventive care.38,45-52 

It is important to bear in mind that 
implicit bias is not unique to physicians or 
the health care industry. Examples of the 
pernicious effects of implicit racial and 
other biases exist in every sector of our 
society. For example, fictitious applicants 
with identical resumes responding to 
1,300 want ads got 50% more call-backs 
when they used a “white-sounding” name 
versus a “black-sounding” name.53 An-
other found female musicians were sig-
nificantly less likely than male musicians 
to be hired for orchestras during open 
auditions, but as or more likely to be hired 
when they auditioned from behind a cur-
tain.54 In yet another study, faculty mem-
bers (both male and female) reviewing 
applications for a student lab manager po-
sition that were identical except for gender 
viewed the male applicants as more com-
petent than the female applicants. They 
also were more likely to hire and mentor 
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Steps you can take:
•	Seek out entertainment that portrays 

racial and ethnic minorities in positive 
roles; women as likeable, competent 
leaders; obese people as active and intel-
ligent; and elderly people as intellectu-
ally sharp and productive. 

•	Display artwork that portrays members 
of various groups in a positive light. 
Having artwork in waiting rooms, hall-
ways and exam rooms that counters ste-
reotypes may both reduce negative bias 
and make diverse patients feel valued. 
Even engaging in mental imagery that 
involves counter-stereotypical represen-
tations has shown benefit.79

•	Bring groups of diverse people together 
to work toward a common goal. A meta-
analysis of 515 studies concluded that 
intergroup contact typically reduces in-
tergroup bias and intergroup anxiety. 80 

Conclusion
Many people, physicians included, believe 
that the problem of implicit bias only ap-
plies to other people, even though research 
suggests that almost all of us have nega-
tive implicit attitudes toward people from 
various groups. But these implicit biases 
do not have to control our behavior. By 
engaging in self-awareness, being mind-
ful, regulating our emotions, routinely 
practicing perspective-taking, building 
relationships with people in other groups, 
practicing self-care and protecting our 
mental energy, we can go a long way to-
ward ensuring that our behavior toward 
others reflects our true values, goals and 
motives. MM

Michelle van Ryn is director of the research 
program on equity and inclusion in health 
care at Mayo Clinic and executive director of 
Partners in Equity and Inclusion.
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Steps you can take:
•	Assess your practice for unnecessary 

cognitive demands. This may mean 
addressing such things as scheduling, 
noise levels, inadequate training, poor 
supervision and clinic or facility over-
crowding. 75 

•	Allow adequate time per patient and 
between patients, establish routines 
and make sure your clinic has sufficient 
staffing. 74 

•	Do things to protect your mental energy, 
such as getting sufficient sleep, finding 
ways to reduce stress and taking mental 
breaks throughout the day to refocus on 
being present with your patients. 
4. Be positive. Research suggests that 

physicians who have positive emotions 
during the clinical encounter are more 
likely to see their patients as unique indi-
viduals and/or part of their in-group, and 
less likely to categorize them in terms of 
their race, ethnicity or culture. 67, 76 

Steps you can take:
•	Strengthen or add practices associ-

ated with positive mental health such 
as mindfulness-based stress reduction, 
regular physical exercise, engagement in 
a pleasant hobby or sport, and time with 
friends and family. Scheduled solitude, 
if you are a person who benefits from 
time alone.

•	Learn and use strategies for rapidly 
shifting negative emotions, especially 
those caused by stress or anxiety. Ex-
amples include abdominal breathing 
techniques, progressive muscle relax-
ation, mindfulness, and/or focusing for 
a moment on something you appreciate 
or for which you feel grateful.
5. Counter negative stereotypes by 

exposing yourself to positive images. Our 
implicit biases reflect ideas repeated in 
the larger society. One way to reduce our 
own biases is to expose ourselves to im-
ages that differ from what we commonly 
see. Studies have shown that exposure to 
admired African Americans and to images 
of African Americans in positive settings 
reduced negative implicit bias on the part 
of whites. 77, 78 

Steps you can take:
•	Use the terms “we” and “us” instead of 

“I” and “you” to make it feel as if you’re 
all members of the same team.62 For 
example, instead of “I am going to order 
X test,” try “We should probably use X 
test so we can find out…” or “Let’s use X 
test.” Instead of “I am going to prescribe 
Y” try “Our best course of action might 
be to try Y.” Rather than say “If you have 
Y side effects…” try “If we find that Y 
side effects are a problem…” 

•	Focus on your common goals. It can 
help to articulate them by saying: “It 
seems as if our most important goal is 
to… (reduce symptoms, cure X, prevent 
Y, etc.).” This also helps prevent misun-
derstandings by allowing the patient to 
clarify or discuss them.

•	Listen attentively and responsively, 
invite patients to participate in clinical 
decision-making, focus on the patient’s 
strengths (and help that patient focus 
on their strengths), validate the patient’s 
perspectives and concerns, and respect 
and honor their values.
3. Take care of yourself—protect your 

mental resources. Physicians and other 
health care providers are notorious for car-
ing for others at the expense of their own 
well-being. However, converging lines of 
research suggest that self-care and emo-
tional regulation skills are crucial to pro-
viding high-quality, unbiased care. Studies 
have shown that when people have suf-
ficient motivation, resources, information, 
time and awareness to be mindful, their 
judgement, behavior and decision-making 
are much less likely to be undermined by 
implicit biases.69-73 However, when illness, 
fatigue, stress, anxiety or competing de-
mands command more of their mental re-
sources, their cognitive processing capac-
ity may be compromised, allowing implicit 
biases and attitudes to hijack perceptions, 
expectations and evaluations of patients. 
Unfortunately, competing demands, dis-
tractions, heavy workloads and time pres-
sure—all of which can increase stress and 
fatigue and decrease cognitive capacity—
are all too common in clinical settings.74



Clinical AND Health Affairs

MARCH/APRIL 2016  |  MINNESOTA MEDICINE  |  43

40. Martin KD, Roter DL, Beach MC, Carson KA, 
Cooper LA. Physician communication behaviors and 
trust among black and white patients with hyperten-
sion. Med Care. 2013;51(2):151-7.

41. Cuffee YL, Hargraves JL, Rosal M, et al. 
Reported racial discrimination, trust in physicians, 
and medication adherence among inner-city African 
Americans with hypertension. Am J Public Health. 
2013;103(11):e55-62.

42. Omosanya OE, Elegbede OT, Agboola SM, 
Isinkaye AO, Omopariola OA. Effects of stigmatiza-
tion/discrimination on antiretroviral therapy adher-
ence among HIV-infected patients in a rural tertiary 
medical center in Nigeria. J Int Assoc Provid AIDS 
Care. 2014;13(3):260-3.

43. Kronish IM, Diefenbach MA, Edmondson DE, 
Phillips LA, Fei K, Horowitz CR. Key barriers to medi-
cation adherence in survivors of strokes and transient 
ischemic attacks. J Gen Intern Med. 2013;28(5):675-
82.

44. Gudzune KA, Bennett WL, Cooper LA, Bleich 
SN. Perceived judgment about weight can negatively 
influence weight loss: A cross-sectional study of over-
weight and obese patients. Prev Med. 2014;62:103-
7.

45. Amy NK, Aalborg A, Lyons P, Keranen L. Barriers 
to routine gynecological cancer screening for White 
and African-American obese women. Int J Obes 
(Lond). 2006;30(1):147-55.

46. Anderson DA, Wadden TA. Bariatric surgery 
patients’ views of their physicians’ weight-related atti-
tudes and practices. Obes Res. 2004;12(10):1587-95.

47. Aldrich T, Hackley B. The impact of obesity on 
gynecologic cancer screening: an integrative literature 
review. J Midwifery Womens Health. 2010;55(4):344-
56.

48. Drury CA, Louis M. Exploring the associa-
tion between body weight, stigma of obesity, and 
health care avoidance. J Am Acad Nurse Pract. 
2002;14(12):554-61.

49. Jones PR, Taylor DM, Dampeer-Moore J, et al. 
Health-related stereotype threat predicts health 
services delays among blacks. Race Soc Probl. 
2013;5(2):121-36.

50. Levine CS, Ambady N. The role of non-verbal 
behaviour in racial disparities in health care: implica-
tions and solutions. Med Educ. 2013;47(9):867-76.

51. Eggly S, Barton E, Winckles A, Penner LA, 
Albrecht TL. A disparity of words: racial differences in 
oncologist-patient communication about clinical tri-
als. Health Expect. 2013;18(5):1316:26.

52. Dovidio JF, Fiske ST. Under the radar: how unex-
amined biases in decision-making processes in clinical 
interactions can contribute to health care disparities. 
Am J Public Health. 2012;102(5):945-52.

53. Bertrand M, Mullainathan S. Are Emily and Greg 
more employable than Lakisha and Jamal? A field 
experiment on labor market discrimination. Am Econ 
Rev. 2004;94(4):991-1013.

54. Goldin C, Rouse C. Orchestrating impartiality: the 
impact of “blind” auditions on female musicians. Am 
Econ Rev. 2000;90(4):715-41.

55. Moss-Racusin CA, Dovidio JF, Brescoll VL, Graham 
MJ, Handelsman J. Science faculty’s subtle gender 
biases favor male students. Proc Natl Acad Sci U S A. 
2012;109(41):16474-9.

56. Meyer C. Beneath the surface. Minn Med. 
2015;98(10):4.

57. Galinsky AD, Moskowitz GB. Perspective-taking: 
decreasing stereotype expression, stereotype acces-
sibility, and in-group favoritism. J Pers Soc Psychol. 
2000;78(4):708-24.

21. Todd KH, Deaton C, D’Adamo AP, Goe L. 
Ethnicity and analgesic practice. Ann Emerg Med. 
2000;35(1):11-6.

22. Hampton SB, Cavalier J, Langford R. The influ-
ence of race and gender on pain management: 
a systematic literature review. Pain Manag Nurs. 
2015;16(6):968-77.

23. Eggly S, Harper FW, Penner LA, Gleason MJ, 
Foster T, Albrecht TL. Variation in question asking 
during cancer clinical interactions: A potential source 
of disparities in access to information. Patient Educ 
Couns. 2011;82(1):63-8

24. Durkin MS, Maenner MJ, Meaney FJ, et al. 
Socioeconomic inequality in the prevalence of autism 
spectrum disorder: evidence from a U.S. cross-sec-
tional study. PLoS One. 2010;5(7):e11551.

25. Miller TW, Nigg JT, Miller RL. Attention deficit 
hyperactivity disorder in African American children: 
what can be concluded from the past ten years? Clin 
Psychol Rev. 2009;29(1):77-86.

26. Alegria M, Nakash O, Lapatin S, et al. How miss-
ing information in diagnosis can lead to disparities in 
the clinical encounter. J Public Health Manag Pract. 
2008;14 Suppl:S26-35.

27. Wiehe SE, Rosenman MB, Wang J, Fortenberry 
JD. Disparities in chlamydia testing among young 
women with sexually transmitted infection symptoms. 
Sex Transm Dis. 2010 37(12):751-5.

28. Quinn K, Shalowitz MU, Berry CA, Mijanovich T, 
Wolf RL. Racial and ethnic disparities in diagnosed 
and possible undiagnosed asthma among public-
school children in Chicago. Am J Public Health. 
2006;96(9):1599-603.

29. Epstein RA. Disparities and discrimination in 
health care coverage: a critique of the Institute 
of Medicine study. Perspect Biol Med. 2005;48(1 
Suppl):S26-41.

30. Kahneman DT. Thinking, fast and slow. New 
York: Farrar, Straus and Giroux; 2011.

31. Banaji MR, Greenwald A. Blindspot: Hidden 
Biases of Good People. Delacorte Press; 2013.

32. Sabin JA, Marini M, Nosek BA. Implicit and 
explicit anti-fat bias among a large sample of medical 
doctors by BMI, race/ethnicity and gender. PLoS One. 
2012;7(11):e48448.

33. Sabin JA, Greenwald AG. The influence of implicit 
bias on treatment recommendations for 4 common 
pediatric conditions: pain, urinary tract infection, 
attention deficit hyperactivity disorder, and asthma. 
Am J Public Health. 2012;102(5):988-95.

34. Dovidio JF, Penner LA, Albrecht TL, Norton WE, 
Gaertner SL, Shelton JN. Disparities and distrust: the 
implications of psychological processes for under-
standing racial disparities in health and health care. 
Soc Sci Med. 2008;67(3):478-86.

35. Cooper LA, Roter DL, Carson KA, et al. The 
associations of clinicians’ implicit attitudes about 
race with medical visit communication and patient 
ratings of interpersonal care. Am J Public Health. 
2012;102(5):979-87.

36. Blair IV, Havranek EP, Price DW, et al. Assessment 
of biases against Latinos and African Americans 
among primary care providers and community mem-
bers. Am J Public Health. 2013;103(1):92-8.

37. Blair IV, Steiner JF, Fairclough DL, et al. Clinicians’ 
implicit ethnic/racial bias and perceptions of care 
among black and latino patients. Ann Fam Med. J 
2013;11(1):43-52.

38. Hagiwara N, Penner LA, Gonzalez R, et al. Racial 
attitudes, physician-patient talk time ratio, and adher-
ence in racially discordant medical interactions. Soc 
Sci Med. 2013;87:123-31.

39. Penner LA, Dovidio JF, Edmondson D, et al. 
The experience of discrimination and black-white 
health disparities in medical care. J Black Psychol. 
2009;35(2).

3. Green AR, Carney DR, Pallin DJ, et al. Implicit bias 
among physicians and its prediction of thrombolysis 
decisions for black and white patients. J Gen Intern 
Med. 2007;22(9):1231-8.

4. Penner LA, Dovidio JF, West TV, et al. Aversive rac-
ism and medical interactions with black patients: a 
field study. J Exp Soc Psychol. 2010;46(2):436-40.

5. Smedley BD, Stith AY, Nelson AR (eds). Unequal 
Treatment: Confronting Racial and Ethnic Disparities 
in Health Care. National Academy Press; Washington, 
DC, 2003.

6. van Ryn M, Burgess D, Malat J, Griffin J. 
Physicians’ perceptions of patients’ social and behav-
ioral characteristics and race disparities in treatment 
recommendations for men with coronary artery dis-
ease. Am J Public Health. 2006;96(2):351-7.

7. van Ryn M, Fu SS. Paved with good intentions: do 
public health and human service providers contribute 
to racial/ethnic disparities in health? Am J Public 
Health. 2003;93(2):248-55.

8. Cooper LA, Roter DL, Carson KA, et al. The 
associations of clinicians’ implicit attitudes about 
race with medical visit communication and patient 
ratings of interpersonal care. Am J Public Health. 
2012;102(5):979-87.

9. Eapen ZJ, Liang L, Shubrook JH, et al. Current 
quality of cardiovascular prevention for Million 
Hearts: An analysis of 147,038 outpatients from The 
Guideline Advantage. Am Heart J. 2014;168(3):398-
404.

10. Will JC, Nwaise IA, Schieb L, Zhong Y. 
Geographic and racial patterns of preventable hospi-
talizations for hypertension: Medicare beneficiaries, 
2004-2009. Public Health Rep. 2014;129(1):8-18.

11. Reducing Health Disparities: The Role of Sleep 
Deficiency and Sleep Disorders Bethesda, MD: 
National Heart, Lung, and Blood Institute; December 
2011.

12. Kingsbury JH, Buxton OM, Emmons KM. Sleep 
and its relationship to racial and ethnic disparities 
in cardiovascular disease. Curr Cardiovasc Risk Rep. 
2013;7(5).

13. Bradley EH, Herrin J, Wang Y, et al. Racial and 
ethnic differences in time to acute reperfusion ther-
apy for patients hospitalized with myocardial infarc-
tion. JAMA. 2004;292(13):1563-72.

14. Hannan EL, van Ryn M, Burke J, et al. Access to 
coronary artery bypass surgery by race/ethnicity and 
gender among patients who are appropriate for sur-
gery. Med Care. 1999;37(1):68-77.

15. Shavers VL, Brown ML. Racial and ethnic dispari-
ties in the receipt of cancer treatment. J Natl Cancer 
Inst. 2002;94(5):334-57.

16. National Heart, Lung and Blood Institute. 
Reducing Asthma Disparities. Available at: www.
nhlbi.nih.gov/health-pro/resources/lung/naci/discover/
disparities.htm. Accessed February 9, 2016.

17. Partners Putting Guidelines Into Action: Expert 
Panel Report 3 -- Guidelines for the Diagnosis 
and Management of Asthma. National Heart, 
Lung, and Blood Institute, National Institutes of 
Health, Department of Health and Human Services. 
December 2008. 

18. Meyer OL, Saw A, Cho YI, Fancher TL. Disparities 
in assessment, treatment, and recommendations 
for specialty mental health care: patient reports 
of medical provider behavior. Health Serv Res. 
2015;50(3):750-67.

19. Hwang U, Belland LK, Handel DA, et al. Is all pain 
is treated equally? A multicenter evaluation of acute 
pain care by age. Pain. 2014;155(12):2568-74.

20. Todd KH. Influence of ethnicity on emer-
gency department pain management. Emerg Med 
(Fremantle). 2001;13(3):274-8.

(continued on page 46)



Clinical AND Health Affairs

46  |  MINNESOTA MEDICINE  |  MARCH/APRIL 2016

Janet Silversmith is director of health policy 
and member services for the Minnesota 
Medical Association. Laura Topor is president 
of Granada Health, Inc. and a past board 
member of the National Council of Prescription 
Drug Programs.

R E F E R E N C E S

1. Morra D, Nicholson S, Levinson W, Gans D, 
Hammons T, Casalino L. US physician practices ver-
sus Canadians: spending nearly four times as much 
money interacting with payers. Health Aff (Millwood). 
2011;30(8):1443-50.

2. Soumerai S. Benefits and risks of increasing restric-
tions on access to costly drugs in Medicaid. Health Aff 
(Millwood). 2004;23(1):135-46.

3. Minnesota Statute § 62J.497 

4. Minnesota Statute § 62J.497 Subd. 5.

have limited market penetration in Min-
nesota. Among payers that do not have 
such capabilities at the time of this writing 
are the Minnesota Department of Human 
Services (Medical Assistance and Min-
nesotaCare) and HealthPartners. The state 
has indicated that it will not be able to 
accept electronic requests for medication 
prior authorizations until at least April 1, 
2016. HealthPartners has not yet provided 
a go-live date.

Conclusion
Full adoption of ePA for medications of-
fers enormous potential for reducing the 
time and cost associated with negotiat-
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