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Disparities in Health and Health Care
Moving from Describing the Problem to a Call for Action

Carol M. Mangione, MD, MSPH, Eileen Reynolds, MD

D uring the past two decades the overall health of the

nation has improved. However, the dramatic dispar-

ities in the morbidity and mortality experienced by African

Americans, Latinos, Native Americans, Asians, and Pacific

Islanders provide compelling evidence that many Amer-

icans have not experienced this health dividend.1 Dispar-

ities in health and in access to health care have been

documented repeatedly across a broad range of medical

conditions and for a wide variety of traditionally disad-

vantaged groups such as those in racial or ethnic

minorities, women, and older persons. These differences

have been noted in health outcomes such as quality of

life2,3 and mortality,4±10 processes of care such as utiliza-

tion of cardiac procedures after myocardial infarc-

tion6,7,11±15 or access to primary prevention,16,17 quality

and appropriateness of care,18±24 and the prevalence of

common chronic medical conditions.25

The recent national effort to eliminate health

disparities by the year 2010 has been spearheaded

by the Surgeon General and is a critical component in

the President's Federal Initiative on Race (http://

raceandhealth.hhs.gov/). The infusion of resources at

the federal level will accelerate the acquisition of new

knowledge about the causes of disparities in health and

the development of interventions designed to eliminate

disparities. Variation in health by demographic charac-

teristics is an end product of barriers to a healthy life-

style and to health care at multiple levels, including com-

munity, health care system, health insurance, provider-

level and patient-level characteristics. Researchers are

just beginning to study the relative importance of each

contributing factor and to develop interventions designed

to eliminate disparities in health.

This issue of the Journal includes 6 articles that focus

on patient-level and provider-level characteristics that are

associated with variation in health outcomes such as

physical disability,26 symptoms27 and patient satisfac-

tion28 or processes of care such as the treatment of

pain,29 evaluation and treatment of abdominal pain30;

and use of invasive procedures after myocardial infarc-

tion.31 This editorial will first consider the papers by

Iezzoni, Barsky, and Stein, which focus on the character-

istics of patients as correlates of outcomes and process of

care. It will then discuss the themes and implications of

the papers by Derose, Weisse, and Wigton which focus on

the characteristics of physicians and the roles that they

may play in patient satisfaction and variation in processes

of care.

In a carefully constructed analysis of data from the

disability supplement of the National Health Interview

Survey (NHIS-D), Iezzoni et al. provide gender-, race-, and

age-specific estimates of disability.26 The estimates of

disability were based on the responses to 3 simple

questions about walking, climbing stairs, and standing

for 20 minutes. Surprisingly, 10% of the population

studied reported some mobility difficulty, and the adjusted

rates of disability were significantly higher for women at

11.8% versus 8.8% for men and for African Americans at

15% versus 10% for whites. Mobility difficulties were more

likely in those who were poorly educated, living alone,

living in poverty, or experiencing vision or balance

problems or symptoms of anxiety or depression, empha-

sizing the high level of vulnerability among such groups.

Although data identifying the underlying causes for

the reported disability were limited, it is not surprising

that many of the conditions identified such as arthritis,

accidents, and cardiovascular disease disproportionately

affect women and/or persons from racial and ethnic

minorities,1,25 suggesting that the higher rates of disability

for women and African Americans may represent the final

common pathway from many conditions that dispropor-

tionately affect these groups.

In a qualitative review of 175 articles, Barsky et al.

report what is known about gender differences with regard

to somatic symptoms.27 Their main findings indicate that

women experience more numerous, frequent, and more

intense bodily symptoms than do men. This appears to be

the case when all symptoms are considered, when

reproductive or gynecological symptoms are excluded,

and when the analyses are restricted to unexplained

symptoms. Importantly, the authors acknowledge that

the observed gender differences are likely to be affected by

ethnicity, race, upbringing, and personality. It is also likely

that environment, culture, socioeconomic status, and

gender congruence between provider and patient modify

the relation between gender and symptoms. Few if any of

the articles included in the review took these character-

istics into consideration.

Potential explanatory variables for the observed

differences by gender in somatic symptoms included

evidence that women have two to three times higher rates

of anxiety and depression, and 8 to 25 times higher rates
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of current or past physical abuse and trauma. Addition-

ally, women and men seem to differ in their thresholds for

judging and considering a sensation to be noxious. This

finding raises questions about whether women and men

with the same medical condition would present with

differing constellations of symptoms. For the practicing

physician, symptoms provide diagnostic clues to under-

lying diseases and also need treatment in their own right.

The findings from this review suggest that once the

common organic problems for a given set of symptoms

have been ruled out, the physician should conduct a

careful interview to determine whether treatable condi-

tions such as anxiety or depression may be the underlying

cause of the somatic complaints.

The third paper in this group used prospectively

collected data from 5 community hospitals in Michigan

to examine the influence of patient-level characteristics on

use of invasive cardiovascular procedures after acute

myocardial infarction (AMI).31 A number of landmark

papers have documented variation in use of invasive

cardiac procedures by gender and ethnicity.7,8,11±15 In

this paper, Stein et al. confirm that white women were

offered coronary artery bypass grafting (CABG) less

frequently than white men, even after adjusting for

severity of disease and cardiac catheterization results.

Definitive conclusions about the care that African

Americans received could not be made because of small

sample size. However, when compared to white men, there

was a trend toward African-American women being offered

percutaneous transluminal coronary angioplasty (PTCA)

less often and a trend toward African-American men being

offered CABG less often. The authors emphasize that the

proportion of participants with a left main artery stenosis

and or stenoses in 3 or more vessels was similar across

both genders and racial groups, suggesting that the rates

of offering PTCA and CABG should have been similar

across the study. Care must be taken when interpreting

the findings about the role of race in this study because

>50% of the African-Americans participants were cared

for in the hospital that had the lowest rate of performing

cardiac catheterizations among the 5 participating facil-

ities. This leaves open the possibility that variation in use

of invasive cardiac procedures attributed to race may be a

function of some other characteristic of the hospital such

as limited capacity to perform cardiac procedures.

Although it is impossible to know from the data presented

what the most appropriate rate of invasive procedures is

after AMI, the observation that African Americans were

clustered in the facility with the lowest rates of use of

thrombolysis and cardiac catheterization suggests that the

most accessible hospital for this group may have been of

lower quality.

Over the past decade, much of the focus of research

on disparities in health has moved from descriptions of

variation in health or healthcare to an exhaustive search

for explanatory or intervening variables that account for

observed disparities in health and process of care for

marginalized groups in our society. Variables that have

been examined in great detail include the role of health

insurance,23,32±40 and the types of facilities where care is

administered.5,6 Central to this line of inquiry is the

potential role of the physician for mitigating or exacerbat-

ing disparities in health and care provided. Both the fixed

traits of physicians such as gender or ethnicity and

learned traits such as biases or stereotypes have been

examined.41±45 The papers by Derose et al. and Weisse et

al. specifically examine the influence of physician gender

on patient satisfaction and variation in management of

pain, respectively; and the third paper, by Wigton et al.,

examines whether physicians' biases toward obesity

influence the evaluation and treatment of abdominal pain.

To assess the influence of physicians' gender on

patient satisfaction, Derose et al. collected data from a

sample of English- and Spanish-speaking patients who

were seen in the Emergency Department (ED) of a public

hospital for nonurgent problems. The authors specifically

examined the influence of physician gender on ratings of 5

interpersonal aspects of care, trust of the physician, and

overall rating of the physician by female and male

patients.28

The main findings from this study indicate that

women patients trusted female physicians more and rated

them more positively overall. Female physicians were

rated higher on time spent and amount of concern shown

by female patients whereas male patients provided similar

ratings for both female and male physicians. Although the

positive influence of gender concordance between physi-

cian and patient on patient satisfaction has been noted

before,46±48 this paper is one of the first to study this

question in a predominantly Spanish-speaking, low-

income sample. As noted by the authors, understanding

the determinants of patient satisfaction and particularly

trust, may be a critical step in eliminating health

disparities, since level of trust has been shown to be a

determinant of patient adherence and improved health

status.49 The work of Morales et al.50 has demonstrated

that language spoken and acculturation can influence

patient satisfaction scores, emphasizing the importance of

measuring the determinants of satisfaction across demo-

graphic groups. It is uncertain whether efforts to modify

the communication styles of male physicians could

improve the satisfaction of female patients or whether

beliefs such as trust are so strongly determined by cultural

experiences that efforts are better directed at developing a

demographically diverse physician work force.

The goals of the study reported by Weisse et al. were to

determine whether patients' gender and race affect physi-

cians' decisions about pain management for renal colic

and chronic back pain and to determine whether the

relationship of patient gender and race to aggressiveness

of pain management was influenced by the gender of the

treating physician.29 The investigators presented 3 hy-

pothetical scenarios to a convenience sample of 111

Northeastern primary care physicians. The majority of
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participants were attending physicians (n = 98) and the

study had a 50% response rate. Although there was

adequate representation of both female and male physi-

cians, 79% of the participants were white, precluding any

analyses of the role of physicians' race on treatment

decisions. The vignettes included acute renal colic,

representing severe but self-limited pain; back pain,

representing chronic pain with greater possibility that

narcotic addiction could become an issue; and manage-

ment of sinusitis as the ``control'' condition. Symptom

presentation and severity were held constant and race/

gender varied. Physicians were given the opportunity to

provide a prescription for hydrocodone and acetamino-

phen in combination at a variety of strengths, dosing

intervals, and days. A balanced design was employed

where each physician completed 3 cases, which were

randomly assigned to be white or African American and

male or female.

No overall differences with respect to race and gender

were found with regard to the decision to treat or the

amount of pain medicine administered. However, when the

role of physician gender was taken into consideration,

male physicians prescribed higher doses of pain medica-

tions to whites as compared to African Americans and

women physicians were more likely to prescribe higher

doses to African Americans. In summary, gender and

racial differences in pain management were only evident

when the gender of the physician was taken into

consideration.

Although the sinusitis case was included primarily to

mask the subjects from the study hypotheses, it is

interesting to note that white patients were prescribed

longer courses of antibiotics and were given refills at the

time of follow-up more often than African-American

patients. Additionally, male patients were more likely to

be prescribed a more expensive antibiotic with broader

coverage.

Case vignette methodology is an attractive approach

for studying the role of physician characteristics on

process of care because it holds many potential confound-

ing aspects of the clinical presentation constant. Whether

performance on the vignette truly represents how deci-

sions about pain management would be made in an actual

encounter is difficult to know. Additionally, this approach

does not provide any information about whether patients

are actually receiving the appropriate dose of pain

medicine. These underlying differences in management

by physician gender are difficult to explain. The authors

hypothesize that male physicians may sympathize or

identify with patients of the same gender or race and

female physicians may identify with disadvantaged groups

in general. Further descriptive work in this area is needed

before we can develop interventions to ensure that all

patients receive appropriate pain management.

Most of the descriptive research on disparities in

health and healthcare has focussed on the role of

demographic characteristics rather than on physical traits

such as obese appearance. However, obesity is a stigma-

tized trait in our society, is more prevalent among

disadvantaged groups such as African-American women

and Latinas,51±53 and confers higher risk for breast

cancer, cervical cancer, diabetes, and cardiovascular

disease.25,54,55 Additionally, recent reports by Wee et al.

and others demonstrate that overweight and obese women

in primary care settings are less likely to be screened for

cervical and breast cancer.56,57 For these reasons, it is

important to know whether patients who are obese receive

lower quality of care because of biases on the part of their

physicians.

The paper by Wigton et al. begins to address this

question with the results from an experiment where

videotapes of simulated patients were shown to third-

and fourth-year medical students to determine whether

obese appearance alone would affect the diagnosis and

management of abdominal pain.30 In addition to making

management recommendations, the medical students

were also asked to grade whether they felt the patients

were attractive or not and the likelihood that they would

comply with recommended treatments.

As noted by the authors, it is reassuring that the main

results showed no difference in the tests or treatments

ordered for the obese versus the nonobese patients except

for where it may have been more appropriate. However, the

students rated the obese patients as less attractive, less

compliant, and more depressed. They also indicated that

they would be less likely to want these patients to be in

their continuity-of-care practices. It seems likely that in

actual clinical settings these negative perceptions would

adversely influence doctor±patient communication, colla-

borative goal setting, treatment plans, and ultimately the

quality of care delivered. The negative views expressed

about obese persons by these students are congruent with

the stereotypes in our society and present a particular

challenge for medical educators. Further research is

needed to determine the relative importance of addressing

physician-level characteristics if we are to meet our

national goal of eliminating disparities in health by 2010.

Taken in the aggregate, these 6 papers contribute to

a growing literature that describes patient-level and

physician-level characteristics that are associated with

variation in health and process of health care. If we are to

accomplish the goal of eliminating disparities in health, we

will need to move onto the development of multidimen-

sional and multilevel interventions that are targeted

toward groups in our society who are at greatest risk for

poor health outcomes.

It is our firm belief that eliminating disparities in

health and healthcare cannot be accomplished without the

attention and participation of primary care physicians.

Therefore the SGIM program committee has selected the

theme of the 2001 National SGIM meeting to be ``Dispar-

ities in Health and Healthcare: Roles for General Intern-

ists''. In addition to all of the expected content in the

areas of clinical epidemiology, health services research,
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medical education, and clinical care, we invite you to

attend this meeting and hear first hand from the Surgeon

General, Dr. David Satcher, why eliminating disparities in

health is a critical component of the national health

agenda. We hope that attendees will also learn about the

scope of the problem, hear about new research findings

that describe clinical interventions designed to decrease

disparities in health, and learn new teaching and clinical

methods in the areas of cultural competence and patient

communication. We believe that the 2001 program com-

mittee has put together an excellent meeting that should

energize us all to play a more active role in eliminating

disparities in health and healthcare.ÐCAROL M. MANGIONE,

MD, MSPH, UCLA School of Medicine, Department of

Medicine, Los Angeles Calif., and the RAND Health

Program, Santa Monica, Calif. and EILEEN REYNOLDS, MD,

Harvard Medical School, Department of Medicine at Beth

Israel Deaconess Medical Center, Boston, Mass.
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