
A  J A A C A P  P U B L I C A T I O NJAACAP Connect

15	 Volume 9 • Issue 2 www.jaacap.com/content/connect

Addressing Implicit Bias in Child and 
Adolescent Psychiatry

Mamatha Challa, MD, Aditi Hajirnis, MD, Christina T. Khan, MD, PhD, Consuelo C. Cagande, MD

“I don’t want to hear her talk anymore, her voice is so annoying. Let HIM talk!”

I was a first-year psychiatry resident, attempting to 
lead an interview with my patient with mania on our 
inpatient unit with male colleagues present. When 

my patient interrupted me mid-interview to demand that 
I (M.C.) stop speaking, I wasn’t sure how to respond. 
While I objectively recognized that his comment came 
from a state of thought disorganization and mood 
lability, a part of me couldn’t help but take it a little 
personally. I felt embarrassed; was there actually some-
thing irritating about my high-pitched voice? Was there 
something I was doing to seem like a less respectable 
physician than my male colleagues?

Unfortunately, this was one of multiple instances in 
psychiatry training where I experienced patients, their 
families, or even staff approaching me in ways that 
seemed affected by my gender. At times it would be 
subtle and innocuous; patients and staff members 
accidentally mistook me for a nurse or requested to 
call me by my first name while my male colleague was 
addressed as doctor. At other times it would be more 
explicit; patients made lewd comments about my 
appearance, or even threatened to follow me outside 
the hospital. I generally took these situations in stride, 
as medical trainees commonly experience moments of 
harassment during their training irrespective of race or 
gender. Nonetheless, these experiences certainly stuck 
with me as I transitioned into child psychiatry fellowship.

In medicine, child and adolescent psychiatry is one 
of the most well-represented specialties for female 
providers; 52.7% of practicing child and adolescent 
psychiatrists and 62.5% of child psychiatry trainees 
are women.1 However, there is a steep decline in 
female physicians within the higher ranks of our field. 
While female child psychiatrists occupy 58% of clinical 

lecturer and assistant professor positions, only 31% 
are full professors, and just 14% are endowed faculty.1 

This data demonstrates a difficulty in advancing women 
into leadership, which is mirrored by other female-pre-
dominant specialties like pediatrics and obstetrics. This 
disparity is compounded for women at the intersection 
of multiple minoritized identities, as only 5.5% of full-
time US medical school faculty are Hispanic or Latinx 
and only 3.8% are Black.2

Why does this happen? While this is a complex issue 
with many contributing factors, implicit bias has been 
shown to play a role in disparities in health care settings. 
The concept of implicit bias refers to negative attitudes, 
stereotypes, or associations that people unconsciously 
and unintentionally link with members of marginalized 
groups. Implicit bias can affect how people make deci-
sions and treat others in society, whether we want it to 
or not. Studies have found that healthcare providers are 
just as likely to have implicit bias as the general popu-
lation and that these biases impact treatment decisions 
and outcomes.3 In addition, studies of physicians have 
found that implicit gender bias may specifically lead 
both male and female physicians to favor men in health 
care leadership roles over women.4

We must recognize that both our individual and insti-
tutional difficulties with bias ultimately impact how we 
operate our organizations and provide patient care. 
While our opening anecdote explored how gender may 
influence the way patients see providers, it is even more 
crucial for clinicians to understand how our biases affect 
how we see and treat patients. Literature suggests that 
neurodevelopmental disorders like attention-deficit/
hyperactivity disorder (ADHD) and autism are more 
likely to be missed in girls,5 but meanwhile disorders 
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like borderline personality may be underdiagnosed in 

boys.6 While the cause of these discrepancies is multi-

factorial, unchecked bias increases the risk of misinter-

preting and undertreating important patient symptoms 

and behaviors.

So, what can we do to mitigate this risk? On the indi-

vidual level, we must acknowledge and understand our 

own implicit biases across intersections of race, age, 

gender, sexuality, nationality, body habitus, and ability, 

to name a few. One tool that can be used to explore 

this is the Harvard Implicit Association Test (IAT).7 The 

IAT measures people’s automatic associations between 

groups and words, such as gender with profession, 

or race with violence. IAT results can help providers 

recognize that we are all susceptible to unconscious 

bias that may impact our decision-making. Providers 

can then work to reduce bias with a number of strat-

egies, including proactively creating egalitarian goals 

when working with others, looking for common identi-

ties and counter-stereotypical information about minori-

tized groups, thoughtfully taking on the perspective of 

marginalized communities, and seeking out opportu-

nities for increased contact with people from diverse 

backgrounds.8

Even so, simply addressing individual bias is not 

enough; institutions must take action. At an organiza-

tional level, department leaders should 1) recognize that 

implicit bias is universal; 2) normalize attempts to label 

and uncover bias; 3) create a workplace culture where 

pausing and checking for bias is the norm and not stig-

matized; 4) develop concrete, objective, and standard-

ized indicators and outcomes for hiring, evaluation, and 

promotion to reduce the influence of bias; and 5) provide 

implicit bias training for all staff.9 Specific initiatives that 

institutions may use to achieve these goals include 

increasing diversity on staff recruitment committees, 

blinding hiring applications, eliminating biased language 

in clinical teaching, and offering more flexible scheduling 

options for both providers and patients with children.10

Structural efforts to minimize unconscious bias must 
start with learning to recognize it and understand its 
impact. However, this is just the beginning. Managing 
implicit bias at both an organizational and individual level 
should be a core strategy for any institution committed 
to diversity and inclusion. Above all, reducing the 
impact of unconscious bias is not only important for our 
interpersonal interactions and institutional efficacy; it 
can also boost provider morale and ultimately improve 
healthcare outcomes for our patients.

Take Home Summary

Implicit bias exists throughout society and 
medicine and has been demonstrated in child 
and adolescent psychiatry. Institutions must 
make both structural and interpersonal efforts to 
address unconscious bias, starting with recog-
nizing it and understanding its impact on providers 
and patients.
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