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Achieving Equity in Hypertension Control
Could Addressing Clinician Implicit Bias Play a Role?
Sarah M. Wilson, PHD,a,b Kimberly S. Johnson, MD,c Laura P. Svetkey, MDc
H ypertension prevalence, severity, and lack
of control are highest in non-Hispanic
Black individuals and translate into higher

cardiovascular risk.1 Thus, unsurprisingly, some esti-
mates of age-adjusted mortality for hypertension-
related deaths are as much as 4 times higher in
non-Hispanic Black individuals compared to non-
Hispanic White individuals.1 In 2020, then U.S. Sur-
geon General, Jerome Adams issued a “Call to Action
to Control Hypertension,” emphasizing the need to
address all contributions to hypertension racial dis-
parities—structural inequities, social determinants of
health, access to care, and clinical practice.2

Historically, much of the research targeted at
reducing racial disparities in hypertension control
focused on patient-level factors (eg, self-manage-
ment).2 However, there has been a recent push to
expand efforts to address additional social de-
terminants of health and structural racism as impor-
tant contributors to disparities in hypertension
management.1 This focus makes sense since Black
individuals are less likely to reach hypertension
control targets even when controlling for socioeco-
nomic status and access to health care.1 Building on
this new focus on system-level influences, we posit
that any comprehensive approach to reducing racial
disparities in hypertension must also include
addressing clinician racial bias. Racial implicit bias is
defined as common automatic associations informed
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by racial stereotypes, leading to unconscious negative
attitudes toward Black individuals.3 Although clini-
cians generally aspire to equitable care, they, like the
general population, are likely to hold negative atti-
tudes toward Black patients compared to White pa-
tients.3 These unconscious negative attitudes have
been found to affect medical decision-making and a
host of downstream clinical outcomes.3

Although a number of studies have focused on the
role of provider racial implicit bias in the care of pa-
tients with cardiovascular disease, pain, etc., there is
a dearth of research examining the association be-
tween clinician implicit bias and hypertension treat-
ment outcomes. Additional knowledge is needed on
the extent to which implicit bias mitigation affects
downstream hypertension treatment outcomes for
Black patients. To that end, we have developed a new
theoretical model that builds upon prior research in
hypertension management and, more broadly, in
implicit bias (Figure 1). Here, we build upon a previ-
ous model of implicit bias and clinician communica-
tion in general clinical contexts (not specific to
hypertension).4 We provide specific pieces of evi-
dence supporting our model and call for additional
research to test its validity.

As shown in the upper pathway of Figure 1, we
argue that clinician implicit bias impacts hyperten-
sion treatment decisions for Black patients (including
clinical inertia, defined as a lack of treatment inten-
sification when therapeutic goals for hypertension are
not met). Outside of hypertension research, there is a
well-established link between clinician racial implicit
bias and medical decision-making.3 Within hyper-
tension research, multiple studies have detected
racial inequities in clinical inertia. For example, in a
recent study involving over 16,000 patients in
11 safety net clinics, racial inequities in hypertension
treatment intensification accounted for at least 21% of
observed racial disparities in blood pressure control.5
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FIGURE 1 Conceptual Model of Clinician Racial Implicit Bias and Blood Pressure Control in Black Patients

This model is adapted with permission from Hagiwara et al 2019.4 The model depicts directional associations between clinician racial implicit

bias and downstream hypertension treatment and control outcomes for Black individuals receiving clinical care. Proposed mediating in-

fluences include clinician treatment decisions and clinician communication, with downstream effects on patient perceptions and hypertension

self-management.
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Although overall evidence is mixed in terms
of detection of racial inequities in hypertension
treatment intensification, we believe these in-
consistencies are related to health system differences
in clinician implicit bias mitigation skills and in
systems-level standardization of hypertension treat-
ment intensification (eg, technology-driven clinician
decision support tools). There is only one known
study that has examined the association between
provider implicit bias and hypertension treatment
intensification.6 This study did not detect an associ-
ation between clinician racial implicit bias and treat-
ment intensification; however, the study also did not
detect any racial inequities in hypertension treatment
intensification in the sample, which raises concerns
about the generalizability of findings to settings
where there are racial inequities in treatment inten-
sification. We argue that more research is needed
investigating the link between clinician racial implicit
bias and hypertension treatment decisions.

In the lower pathway of Figure 1, we depict the
associations between clinician racial implicit bias,
clinician communication, patient perceptions, hy-
pertension self-management, and ultimately hyper-
tension control. This pathway is based upon work
outside of hypertension research, which indicates
that clinician racial implicit bias is consistently asso-
ciated with clinician communication during clinical
encounters and can have downstream effects on
patient perceptions and health-related behaviors.4

When patient-clinician interactions are directly
observed, level of clinician racial implicit bias (ie,
preference for White race) is linked with a higher
likelihood of exhibiting poor-quality communication
with Black patients, including more verbal domi-
nance, less patient centeredness, and less empathetic
communication.7 This poorer quality communication
then has downstream effects on outcomes like pa-
tient satisfaction and trust in clinicians.4 We argue
this perception of the clinical encounter can have
downstream effects on patient health behaviors
related to hypertension self-management, treatment
engagement/follow-up, and medication adherence.
Indeed, 1 study demonstrated that low-quality pa-
tient-provider communication is associated with
lower hypertension medication adherence, especially
for Black patients.8 According to our model, findings
of lower antihypertensive medication adherence
among Black individuals can be partially attributable
to the impact of clinician communication behavior on
patient behavior.

We acknowledge that there are numerous factors
that could potentially moderate associations within
this model. The Surgeon General’s 2020 “Call to Ac-
tion”2—in addition to other subsequent work1

—has
highlighted potential moderating effects of exposure
to systemic racism and other social determinants of
health, such as low residential access to safe spaces
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for exercise, residing in food swamps (ie, areas with
low access to healthy, affordable foods), and experi-
ences of discrimination. We surmise that individuals
with numerous structural barriers to health care and
blood pressure control may not be as affected by
clinician communication.

One modifiable factor within the model that we
highlight is clinician implicit bias mitigation skills
(see upper left corner of Figure 1). We suggest that the
impacts of clinician implicit bias on communication
and treatment decision-making can be mitigated by
working with clinicians to increase specific skills.
There is evidence that certain intervention tech-
niques can reduce racial implicit bias (mostly in
highly controlled contexts).9 We argue that these
skills—when paired with communication training
centered on racial inequities—can reduce inequities in
hypertension clinical inertia and clinician communi-
cation in health care settings. We further suggest that
these clinician-centered changes can have down-
stream effects on hypertension treatment and blood
pressure control. Among implicit bias reduction
techniques that have shown promise,9 we highlight
skills surrounding: 1) techniques to reduce perceived
time pressure among clinicians; 2) exposure to and
emphasis on counter-stereotypes, or narratives that
contradict common racial stereotypes; and
3) engaging in perspective-taking with patients,
especially those for whom the clinician may uncon-
sciously experience less empathy due to implicit bias.
There is a lack of strong evidence that implicit bias
training leads to demonstrable skills to mitigate the
impact of implicit bias, and most studies have
occurred with simulated patients and hypothetical
scenarios.9,10 To our knowledge, there is no research
to date that has measured the impact of implicit bias
training on clinician behaviors in the primary care
clinical setting, hypertension clinical inertia in-
equities, Black patients’ perceptions of care, or
downstream racial disparities in hypertension medi-
cation adherence and blood pressure control. Addi-
tionally, although there have been prior implicit bias
intervention studies with medical trainees,10 we
argue that implicit bias mitigation interventions must
also be tested with practicing clinicians in order to
create effective and timely change in achieving equity
in hypertension control.

In summary, to address disparities in hypertension
control, there is a clear need to establish evidence of
the association between clinician implicit bias and
hypertension treatment outcomes, as well as
evidence quantifying the extent to which mitigating
implicit bias has downstream effects on hypertension
treatment outcomes. Regarding research in implicit
bias and hypertension treatment outcomes, it is crit-
ical that future research occurs in real-world settings
involving clinicians treating hypertension, targets
hypertension clinical inertia and clinician communi-
cation skills, measures impact on racial disparities in
patient-provider communication, patient medication
adherence, and blood pressure control, and considers
the feasibility of implementation and dissemination.

For clinicians who treat hypertension, educators in
health care, and health care administrators and im-
plementers, there is a need to recognize the possible
implications of implicit bias within hypertension
racial disparities and to emphasize mitigation of im-
plicit bias using evidence-based approaches. Given
evidence that mere education around implicit bias is
not efficacious,9 we recommend against efforts that
rely on education alone to address implicit bias with
clinicians and health care staff. Additionally, until
there is strong evidence supporting implicit bias in-
terventions, we contend there is still an ethical obli-
gation to promote efforts to quantify hypertension
inequities that may result from implicit bias and to
explore ways to mitigate the impact of implicit bias
within health care systems (eg, quality improvement
and education). Furthermore, considering recent
recommendations4 to include measurement of
nonverbal communication racial inequities, health
care systems may explore ways to measure clinicians’
patterns of communication across different patient
racial groups. Overall, addressing these priorities for
research and clinical practice will move us toward the
Surgeon General’s goal of helping “patients, clini-
cians, and communities achieve the health, wealth,
and equity benefits that national hypertension con-
trol can bring”.2
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