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Unconscious bias, also known as implicit bias, refers to making automatic 
decisions, interpretations and assumptions about people and situations 
based on past experiences, stereotypes, deep-seated thoughts and ingrained 
ideas.[1] Characteristics such as race, gender, age, language, disability 
and nationality can shape unconscious bias. Globally, unconscious bias 
significantly affects the quality of care given to patients of different racial 
backgrounds.[2] Furthermore, unconscious bias may impact postgraduate 
specialist training and assessment, as these processes are managed by 
faculty and examiners who may have inherent biases.[3,4] Yeo et  al.[3] 
observed disparities in pass rates by race, ethnicity, sex and family status 
in the American Board of Surgeons examinations, noting higher success 
rates for single women, white and non-Hispanic candidates. The disparities 
were significant in the oral compared with the written examinations, 
suggesting possible implicit bias among the examiners. Differences in 
language proficiency and other factors are also possible explanations for 
the disparities. If unchecked, unconscious bias in assessment will hinder 
the achievement of a diverse health workforce that is essential to reducing 
inequality, as espoused by the Sustainable Development Goals.[5] 

Diagnosing and quantifying unconscious bias can be challenging.[6] One 
of the tests used for this purpose is the Implicit Association Test (IAT), 
which measures associations between concepts, to uncover hidden biases.[7] 
The IAT is a computer-based test that is taken in seven steps where concepts 
such as race and gender are paired with attributes such as kindness and logic. 
Different combinations are presented to the test-taker. The response time in 
pairing the concepts to the attributes is used as a measure of unconscious 
bias. Faster responses are regarded as reflecting authentic internal biases, 
while slower responses reflect disagreeable associations. The IAT has faced 
criticism for construct validity, complexity and situational intra-individual 

score variability.[8] For example, the responses may be slowed by factors 
such as the cognitive complexity of the seven-step task and the capability of 
the test-taker to switch between categories. Furthermore, results could also 
reflect cultural knowledge rather than internal biases. It is not clear how the 
test should be positioned in discussions about unconscious bias – whether 
its primary purpose is to raise awareness, support unconscious bias training 
or function as a diagnostic tool.[9] Nevertheless, it remains the most widely 
used diagnostic tool for unconscious bias in the medical literature. Using 
the IAT as a validated tool may invoke feelings of guilt and defensiveness 
in those who are found to have unconscious biases, potentially diminishing 
constructive interventions.[10] Sukhera et  al.[11] recommend that the IAT 
should not be framed as the definitive metric of unconscious bias owing 
to its limitations. Instead, it should be considered a small component of 
broader efforts to recognise and address hidden biases in individuals and 
institutions. 

Post-apartheid South Africa (SA) promised change and equality 
across  all spheres of life and sectors of society, including the health 
professions.[12,13] However, the legacy of apartheid lingers on in the form of 
racial group disparities in socioeconomic status, access to healthcare and 
life expectancy.[14,15] Furthermore, decades of segregation and living apart 
are likely to have affected people’s attitudes toward other races and given 
rise to unconscious biases. This predisposition to unconscious bias is 
fuelled in part by a lack of knowledge and experience of other racial groups 
as well as socio-political hierarchies, as described by Emberton.[16] Laws 
against racism and discrimination such as the “Promotion of Equality and 
Prevention of Unfair Discrimination Act 4 of 2000”[17] were promulgated 
to compel professionals to actively distance themselves from explicit racial 
bias and discrimination. Sadly, these laws do not address unconscious 
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biases. This is illustrated in a 2016 qualitative study by Thackwell et al.,[18] 
which explored the experiences of black African medical specialist 
trainees at predominantly or historically white institutions. Participants 
reported instances of individual racial discrimination, institutional racism 
as well as racial and gender bias. 

Medical training for doctors and specialists was previously segregated, 
with restrictions on admission of black, Indian and coloured individuals to 
specific medical schools. However, over the years, there has been significant 
growth in the number of doctors and specialists of colour, and this has 
positively contributed to diversifying the healthcare workforce in SA. 
Notwithstanding this progress, many discrepancies persist. A 2015 audit 
of SA medical student demographics noted that the demographics of SA 
medical doctors were significantly skewed in favour of white doctors, falling 
considerably short of the country’s demographics.[12] An audit of records 
from the Health Professions Council of South Africa in 2019 found that up 
to 69% of surgical specialists were classified as white.[19] Four years later, the 
2023 register of medical specialists showed the percentage of black surgeons 
to be approaching 50% of the total. However, in other disciplines such as 
anaesthesiology, the percentage of white specialists remains above 60%.[20] 
These inequities are likely to affect the composition of university academic 
staff responsible for specialist training and assessment, as observed by 
Thackwell et al.[18] in their qualitative study. 

The Colleges of Medicine of South Africa (CMSA) is the national 
specialist certification examining body since 1954.[21] The CMSA currently 
has 29 constituent colleges that conduct postgraduate examinations for 
medical and dental specialists, and it has the sole authority to conduct 
capstone specialist examinations in SA. The examinations are conducted 
by panels comprising academic staff from universities that train medical 
specialists. While CMSA has made significant strides in ensuring diverse 
examiner panels, there is still a long way ahead. In some constituent 
member colleges examiner panels are still predominantly white, owing to 
the composition of the academic departments. This means that unconscious 
bias may be an important consideration in the decision-making processes 
regarding specialist examinations.

The transition to diverse panels will potentially encourage dialogue and 
research on implicit bias and reduce its impact. CMSA has also made efforts 
to reduce bias by standardising assessment opportunities using objective 
examination formats, thereby potentially bridging gaps between historically 
advantaged and disadvantaged universities. 

Implications of unconscious bias in 
postgraduate specialist assessment
Unconscious bias of examiners may affect both written and performance 
examinations. Written examination bias may be reduced by the 
de-identification of scripts, the use of single best-answer questions with 
automated machine marking or short-answer questions with concise 
constructed responses, which minimise the influence of language nuances. 
Performance examinations remain at risk of unconscious bias because 
examiner judgments inherently involve a subjective element.[22,23] Even when 
using structured assessment processes such as the Objective Structured 
Clinical Examinations (OSCEs), which include marking memoranda, 
scoring rubrics and checklists to guide examiner decisions, the overall 
impression of examiners may still be considered and incorporated as a 
global rating score.[22] Several other factors can compromise the objectivity 
of OSCE assessments including examiner experience and comparing 
candidate performance, as noted by Zimmermann et al.[23] 

Some examples of unconscious bias that may affect decisions in performance 
examinations include ageism, physical appearance and gender. Other 
examples are explained below.

Affinity bias refers to being drawn to people of a similar background.[24] 
In the examination context, it could manifest as examiners being friendly 
and ‘coaching’ candidates of the same demographics or language, potentially 
giving them an unfair advantage. 

Conformity bias is the tendency to change one’s beliefs to fit in with 
others. This bias is exemplified by junior examiners being influenced by 
more experienced examiners on the judgment of candidate performance, 
potentially leading to unfair outcomes.[25]

Contrast bias refers to judging two issues while comparing them, instead 
of judging and assessing them independently. An example is an unconscious 
comparison of two candidates, based on language accents instead of 
establishing a criterion-referenced standard to make pass or fail judgments.[26] 

In addition, the amplification cascade has been described as an important 
negative consequence of unconscious bias. It is the amplification of small 
differences in performance, translating them into large differences in grades, 
sometimes with awards, often favouring the well-represented trainees and 
perpetuating a narrative of excellence in the favoured group.[27]

Measures to address unconscious bias
Addressing unconscious bias in postgraduate medical training and assessment 
requires a multifaceted approach involving examiners, candidates and 
the respective training and examining institutions such as SA universities 
and the CMSA. For all institutions, it is crucial to prioritise diversity and 
inclusion when appointing academic staff and CMSA examination panels by 
actively seeking and supporting faculty from diverse backgrounds including 
both historically advantaged and disadvantaged universities. Additionally, 
diversity and inclusion training[28] should be integrated into curricula and 
examiner training.

Additional practical measures to address unconscious bias are presented 
in Table  1. These measures are a combination of views supported in the 
literature and empirical concepts developed by the authors. There is a 
concerning dearth of interventional studies addressing unconscious bias in 
postgraduate medical education and assessment. 

Ongoing and expanded implementation of these interventions by local 
medical schools and the CMSA will continue to address unconscious bias in 
postgraduate medical training and assessment. 

Conclusion and recommendations
Addressing and reducing the impact of unconscious bias in postgraduate 
specialist training and assessment is a crucial part of reducing the lingering 
effects of historical inequality, which subtly influences the education and 
assessment environment, potentially leading to disparities in training 
outcomes. Strategic measures such as providing regular bias-awareness 
training for assessors, implementing standardised assessment processes and 
diversifying the pool of trainers and examiners, are essential to continue 
to improve the fairness of postgraduate training and assessment. These 
strategies can help foster a more equitable and inclusive environment for 
health professions education in SA.

A commitment to transparency in training and assessment processes and 
open discussions about unconscious bias can help build trust and further 
enhance fairness. As SA continues to grapple with its past and strives 
for a more equitable future, health professions education and assessment 
processes must reflect this shift. We should strive to create an environment 
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that not only eliminates bias but actively promotes diversity and inclusion. 
This is not only a moral imperative but also a necessary step to ensure the 
highest quality of care for all patients in a diverse society.
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Table 1. Measures to address unconscious bias in postgraduate specialist training and assessment
Domain Implementation process
Diversify leadership and faculty[29] Strive to diversify the faculty and leadership within medical schools to ensure representation of different perspectives and 

experiences.
Develop mentoring and support 
programmes[30]

Create mentorship and support programmes at training institutions to provide guidance and encouragement to learners 
from under-represented groups. These programmes should also address strategies for navigating unconscious bias.

Implement workplace-based 
assessment[31]

Establish workplace-based assessment to offer multiple opportunities for in-training assessment with feedback, using 
metrics that are relevant to real-world practice.

Promote the use of structured 
examinations[32]

Promote the use of structured examinations with marking memoranda and scoring rubrics that encourage more objective 
scoring and provide explicit criteria for pass-fail decisions.

Examiner self-reflection training Train examiners to engage in self-reflection when making pass-fail decisions.
Raise faculty awareness[33] Increase awareness of unconscious bias among examiners and university faculty through open discussions, training 

programmes, workshops, and seminars.
Implement continuous quality 
improvement processes[33]

Continuously evaluate and improve interventions. 
Regularly assess the effectiveness of initiatives to address unconscious bias and make necessary adjustments. 
Monitor the performance of historically disadvantaged groups and identify and remediate causal factors. 
Collect data on both conscious and unconscious bias using validated tools.
Conduct surveys and focus group interviews to uncover patterns of bias and inform intervention strategies.

Develop inclusive curricula[33] Revise curricula to ensure they address unconscious bias and incorporate diverse perspectives, histories, and experiences.


