
COMMUNICATION COMMENTARY

Check Your Ageism at the Door: Implicit Bias in the Care
of Older Patients
Dorothy E. Stubbe, M.D.

Ageism is prejudice against our own future selves.

Ashton Applewhite (1)

Ageism is a social construct of old age that portrays aging and
older people in a stereotypical, often negative,way (2). It is an
alteration in feeling, belief, or behavior in response to an indi-
vidual’s or group’s perceived chronological age. Like racism
and sexism, ageism “others” older individuals in an undesir-
able or condescending manner. In their 2002 work, Levy
and Banaji (3) proposed two primary characteristics of age-
ism: it can operate without conscious awareness and without
intendedmalice, and all humans, to varying degrees, are impli-
cated in the practice of implicit ageism.

Implicit biases are particularly insidious, in that they are
acquired over time from subtle or not-so-subtle indications
of how individuals of a certain class are treated (4). Ageism
is somewhat unique in the evidence for widespread implicit
stereotypes, including by those who are older and are the
recipients of this prejudice. In addition, ageism is a prejudice
against individuals whom all of usmay expect to become (1, 3).
Typical ageist stereotypes may include frailty, burdensome-
ness, senility, dependency, not contributing to society, and
being an annoyance. Alternatively, there may be more pater-
nalistic stereotypes that characterize older individuals as
cute and childlike (1, 3). Physicians and mental health pro-
viders hold the same levels of implicit bias as other members
of society (5–7). In fact, correlational evidence suggests that
these biases are likely to influence diagnosis and treatment
decisions and recommended level of care in some circumstan-
ces (5, 6, 8). For example, in mental health care, the implicit
notion that older individuals may naturally be expected to
be depressed because of their age may lead to low levels of
care for depression and suicidality (9).

Patient-centered doctor-patient communication, in which
the physician solicits the patient’s perspective and enhances
the patient’s feelings of partnership and understanding, has
been demonstrated to increase patient adherence to treat-
ment, improve satisfaction with care, and to decrease patient
distress (10, 11). However, older patients are often not pro-
vided this autonomy because of perceived or documented
cognitive decline. Physicians may neglect to provide referrals

or to spend increased time to ascertain the level of autonomy
that is appropriate for the patient’s level of disability, choosing
to talk to the patient’s children or caretakers rather than dis-
cuss options in a manner that the patient can assimilate.

Clinical Vignette

Ms. Betty Taylor took some time getting into thewaiting room
to meet with Dr. Jane Montgomery. The door was heavy, and
Ms.Taylor struggled to keep it open while navigating through
with the help of her cane.When she entered, she walked with
slow resolve toward the receptionist andwhispered her name.
The receptionist smiled warmly and handedMs.Taylor a clip-
board with forms to collect demographic information and rat-
ing scales. “Can you please fill these out?” the receptionist
asked gently. “There is also an electronic form on the tablet
there. I can help you with it if you are comfortable with
electronics.”

Ms.Taylor scanned the room: There was one other patient.
“No, this will be just fine, thank you,” Ms. Taylor whispered
uneasily, as she clasped the clipboard and sat on the far side
of the room.

Dr.Montgomery scanned thewaiting room to findMs.Tay-
lor, who was partially obscured by an office plant. Ms. Taylor
was 78 years of age and had been referred to Dr. Montgomery
by her primary care physician because of concerns about her
sleep difficulties, poor appetite, and lack of energy. A medical
work-up with ECG and lab work yielded normal findings.The
primary care physician had knownMs.Taylor for many years,
and he was concerned about depression and early dementia.
She passed the basic mental status exam and memory testing.
Except for degeneration of her hip cartilage, she was quite
healthy for a woman of her age.

Dr. Montgomery silently held the door while Ms. Taylor
crossed the room, steadying herself with her cane with
each step. Sensing her discomfort with the encounter,
Dr. Montgomery did not speak until the door had closed
behind them. “It’s good to meet you, Ms. Taylor,” Dr. Mont-
gomery began when Ms. Taylor was seated. “Dr. Johnson
said that you haven’t been yourself lately and asked if I could
help.”
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“Please, call me Betty,” Ms.Taylor insisted, appearing self-
conscious. “With all due respect, doctor, I don’t know why
he referred me to a psychiatrist. Did he say he thinks I’m
crazy? I’m just old. When people get old, they don’t have
energy. So, I’m old. I don’t need a shrink to tell me that,”
she retorted.

Dr. Montgomery mused quietly, considering how to
respond. She worked with many older patients, yet differ-
entiating early dementia from depression was complex.
Dr. Montgomery had taken a seminar several years ago to
help her understand and more effectively treat her geriatric
patients. Shewas aware of the implicit biases that most people
harbor about older individuals, including doctors and those
who are in the geriatric age group. She tried to recognize
her own biases and those of her patients. Had Ms.Taylor suc-
cumbed to her own “ageist” biases and given up on enjoying
life? Dr. Montgomery emitted an unintentional sigh.

“What do you enjoy doing, Ms.Taylor—excuse me, Betty?”
Dr. Montgomery asked.

“What do you mean?” Ms. Taylor snapped.
“You know—for fun,” Dr. Montgomery queried, ignoring

the irritation in Ms. Taylor’s voice.
“Fun? My husband died two years ago, and my kids want

me to move to an assisted living home, and you ask me
what I do for fun?” askedMs.Taylor,with an exasperated sigh.

“Oh my—it has been a really difficult time for you!”
Dr. Montgomery reflected.

“Yes, really hard,” said Ms. Taylor. “And being old—you
know, no one listens to what I want. My kids worry I will fall-
… .” Shewas quiet for a moment and then looked up pensively
at Dr. Montgomery. “Do you think I should just put myself in
an old folks’ home to die?”

Dr. Montgomery’s eyes softened. “Getting older is tough in
our society. You’re worried that your family will forget about
you.”

“Yes,” Ms. Taylor replied, her eyes welling. “But I don’t
want to be a burden. Maybe it’s better to just go.”

Dr. Montgomery pondered. “No wonder you aren’t sleep-
ing or eating well. Your stomach must be tied in knots with
all of this going on. And with your husband gone, it must
get lonely.”

Ms.Taylor replied, “That’s just what my kids say! They say
to go to the old folks’ home because therewill be lots of people
there just like me. Just like me?When they need help going to
the bathroom and eating?”

Dr. Montgomery nodded empathically. “Here’s my sugges-
tion, Ms. Taylor. Let’s meet again to sort out what you want
and how to help you get joy back into your life. And then
meet with your children to review options that you will feel
okay about, and they won’t worry constantly that you will
fall.”

Ms. Taylor contemplated this for several moments. Then
she nodded. “Okay, we can try that. When shall I come
back? Oh, and please call me Betty,” Ms. Taylor said with a
wink, as she exited the office.

Tips for Recognizing and Minimizing Implicit Bias
Toward Geriatric Patients

Approximately 20% of persons above the age of 65 suffer from
some form of mental illness (12). Many of these older adults
prefer to consult a primary general practitioner and often
do not seek out mental health clinicians. When referrals to
mental health practitioners are made, older adults are less
likely to follow through on these referrals (13). A proposed
explanation for why aging individuals may avoid mental
health care is that these patientsmay hold both ageist negative
attitudes toward themselves as well as negative attitudes
toward mental illness: “double stigmatization” (5). Patients
who perceive themselves negatively because they are aging
are at higher risk of anxiety and depression, yet these older
individuals are alsomore likely to avoid the presumed second-
ary stigma associated with mental health care (5, 13).

For mental health professionals, ageist stereotypes may
steer recommendations away from psychotherapy, with the
notion that older individuals are resistant to change or do
not want psychotherapy. The overuse of psychiatric medica-
tion in older adults is well documented, even though there
are higher risks of adverse effects (14, 15).

In treating geriatric patients, it is important to pay attention to
one’s own implicit biases, those of colleagues, and those of one’s
patients and their families (16).With this insight, onemay become
more attuned to the details that facilitate older patients’ comfort
and optimize their autonomy. The following tips may help:

1. Ensure that the patient and caregiver (if there is one)
feel welcome—the space should be easily accessible,
with clear signage (ifneeded) andwelcomingoffice staff
who are attentive to privacy concerns.

2. Consider transference and countertransference issues
related to ageism with each of your older patients.

3. Directly address age-related stigmas, including self-
ageism and “self-double stigmatization” and misper-
ceptions. Providing education about these common
obstacles can increase older patients’ attendance and
engagement in treatment (15); for example, proactively
raising frequentlyaskedquestions andconcernsheld by
older patients, such as

A. “Seeking mental health treatment means that I’m
weak.”

B. “A younger clinician can’t understand me.”
C. “I’m too old to change.”
D. “Treatment won’t help bring my deceased spouse

back.”
4. Use methods to optimize the patient’s autonomy, such

as the following:

A. Provide extra time for appointments,whenpossible,
to allow time for questions and concerns and to
review treatment options.

B. Articulate the goal of ensuring that the patient par-
ticipates optimally in his or her care decisions.
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C. Request written permission to speak with family
members and caregivers.

D. If a caregiver is present, speakdirectly to the patient
and request permission to seek further information
from the caregiver.

E. Consider utilizing a peer mentor support—an older
patient who has benefited from treatment and can
provide information and support.

F. Provide multimodal methods of communication—
for example, discussions, written handouts, a
recording of the conversation, informational videos,
caregiver participation, and so forth to improve
understanding.Reviewtreatmentoptionsconcretely.

5. Utilize a team approach, with close collaboration
between health and mental health professionals, care
coordinators, occupational therapists, physical thera-
pists, and others, as appropriate.

6. Identify and optimize strengths, interests, assets, and
resiliencies. Care coordinators may assist the patient
in accessing activities and supports that they would
enjoy.They may also assist with resources and support
for the caregiver (if there is one).
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