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ORIGINAL ARTICLE 

Variation in Quality of Men's Health Care by Race/Ethnicity 
and Social Class 

Kaytura Felix-Aaron, MD,* Eest Moy, MD, * Minsun Kang, MPH, Mona Patelan, BS,t 
Francis D. Chesley, MD, * and Carolyn Clancy, MD* 

Background: Until recently, minority and poor men have been 
characterized as "an invisible population," overlooked by public and 
private efforts to improve the health status of women, children, and 
the elderly. 
Objective: This study compares the health care experiences of racial 
and ethnic minority men with that of white men, and low socioeco- 
nomic status with those of higher status. 
Measures/Subjects: Quality-of-care measures in multiple clinical 
domains are evaluated. The authors use data from several databases, 
including the National Health Interview Survey, Medical Expendi- 
ture Panel Survey, and Health Care Cost and Utilization Project 
State Inpatient Database. The relative difference between each 
racial/ethnic and socioeconomic group and a fixed reference group is 
used to assess differences in use of services. Statistical significance 
is assessed using z tests. 
Results: Hispanic men were much less likely to receive colorectal 
cancer screening (relative risk [RR] range, 0.61-0.69), cardiovas- 
cular risk factor screening and management (RR, 0.84-0.88), and 
vaccinations (RR, 0.47-0.94). Black and Asian men were signifi- 
cantly less likely to have received selected preventive services (adult 
immunization and colorectal cancer screening). The differences in 
end-stage renal disease care that black and white men received were 
statistically significant (RR, 0.39-0.97), with black men consis- 
tently receiving worse care. For some measures of management of 
end-stage renal disease, Asian men received care that was similar to 
or better than that received by non-Hispanic whites. 
Conclusion: Minority men are at a markedly elevated risk for the 
receipt of poor health care quality. However, generalizations about 
"minority" men are likely to be misleading and incomplete. There is 
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a considerable variation in the magnitude, direction, and significance 
of these risks. 

Key Words: men's health, disparities, quality of care, racial and 
ethnic minorities, socioeconomic status 

(Med Care 2005;43: I-72-I-81) 

Over the past decade there has been increasing awareness 
of unique dimensions of men's health. Throughout 

developed countries, men have a lower mean life expectancy 
than women, and this persistent longevity difference has 
prompted inquiry into the role of health care in decreasing 
avoidable mortality among men. Moreover, there are signif- 
icant disparities in life expectancy among subgroups of men. 
Minority and poor men suffer from markedly elevated rates 
of morbidity, disability, and mortality compared with their 
white and economically better-off counterparts respective- 
ly.1-3 For example, while the life expectancy for white men in 
the United States is 74.5 years, black, Hispanic, and Native 
American men can expect to live 67.6 years, 69.6 years, and 
66.1 years respectively. In addition, whereas 21% of white 
men die prematurely from heart disease, 40% of black, 37% 
of Hispanics, 31% of Native Americans, and 26% of Asian 
and Pacific Islander men die prematurely from this condition. 
Minority men are also more likely to be uninsured. Forty-six 
percent of Hispanic men and 28% of black men are uninsured 
compared with 17% of white men.' 

Minority and low-income men have been characterized 
as "an invisible population," overlooked by public and pri- 
vate efforts to improve the health status of women, children, 
and the elderly.4'5 However, policy makers are increasingly 
addressing these men's health issues. For example, legislation 
was introduced in the US Congress that would establish a 
new Office of Men's Health in the Department of Health and 
Human Services (Men's Health Act of 2003). Last summer, 
the US Secretary of Health and Human Services convened a 
roundtable to highlight the challenges faced by minority men 
in achieving health and to explore opportunities to improve 
men's health. 
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In the foreseeable future, the poor health status of 
minority and poor men will continue to challenge policy 
makers and researchers. Of the 138 million men counted in 
the 2000 US Census, 69% were identified as single-race 
non-Hispanic whites, and the remainder was identified as 
other races, more than one race, or Hispanic.6 By 2050, it is 
estimated that the proportion of non-Hispanic white men will 
fall to 53%, while the proportion of Hispanics, non-Hispanic 
blacks, American Indians or Alaska Natives, and Asians or 
Pacific Islanders will rise to 25%, 13%, 0.8%, and 8.6% 
respectively.7 

Research suggests that gender-specific cultural val- 
ues,3'8 risky living and working conditions,3'8 underemploy- 
ment,2'3'8 underinsurance and its consequential limited oppor- 
tunities to access care,'-3'5'9 and an unresponsive health care 
system'-3,5'9 contributes to the health disadvantage faced by 
minority and poor men. It has been suggested that men often 
view seeking health care as a display of weakness and try to 
reinforce their masculinity through engaging in high-risk 
behaviors.3'8 These men also tend to be employed at jobs that 
expose them to high-risk demands, high levels of stress, and 
do not offer health care benefits, such as health insurance.'-3 
Even when poor and minority men qualify for health insur- 
ance, many are not aware of this benefit, experience difficulty 
in getting medical appointments and long waiting times, or 
they face language or cultural barriers.2z3 

While the research that explores difficulties minority 
and poor men face in accessing care has grown, we know 
little about these men's experiences within the health care 
system. Several recent studies have clarified that, in addition 
to access challenges, minority men are also significantly less 
likely to receive evidence-based, high quality cardiac care 
when they do seek health care.0"-13 For example, a study of 
invasive cardiovascular procedures showed that even with 
similar types of access, black men were much less likely to 
undergo these procedures.12 In addition to understanding 
men's experiences in cardiovascular care, we also need to 
understand their care experiences for other conditions, such 
as cancer and diabetes. Similarly, we need to study the 
experiences of Hispanic, Asian, and Native American men 
along with black men. Minority men represent a diverse 
group whose members have different social histories, job 
opportunities, and workplace experiences, and therefore may 
also have health care needs and experiences that are particular 
to their race and ethnic group. Providing high-quality care to 
men will be most efficiently achieved by identifying sub- 
groups at the highest risk of poor care. 

The recently released National Healthcare Disparities 
Report (NHDR) includes extensive data on men's access to 
and receipt of high-quality care, and provides a unique 
opportunity to understand men's health care issues better.'4 
This study compares the health care experiences of racial and 
ethnic minority men with that of white men, and the experi- 

ence of men with low socioeconomic status with those of 
higher status. 

METHODS 

Conceptual Framework 
This paper builds on the conceptual framework and 

methods of the first NHDR. General methods in the first 
NHDR are described in the article by Kelley et al in this 
issue.14a Methodological issues unique to this paper are 
described here. 

The first NHDR includes 4 dimensions of health care 
quality: effectiveness, safety, timeliness, and patient cen- 
teredness. Each of these dimensions corresponds to a goal of 
a high-quality health care system described by the Institute of 
Medicine (IOM) in their Crossing the Quality Chasm re- 
port.s5 Due to limitations of data, this paper focuses on 
several aspects of quality of particular importance to men: 
preventive services, end-stage renal disease care, avoidable 
hospitalizations as a measure of the effectiveness of primary 
care,16 postoperative complication as a measure of patient 
safety, mental health and substance abuse treatment, and 
patient centeredness of care. 

Data Sources 
The first NHDR presents data from 3 dozen sources. 

The data sources are described by Kelley et al in this issue of 
Medical Care. 4a We present data from 7 data sources. Data 
on preventive services comes from the National Center for 
Health Statistics' 1998 and 2000 National Health Interview 
Survey (NHIS). Data on hemodialysis patients comes from 
the Centers for Medicare and Medicaid Services' 2001 End- 
Stage Renal Disease Clinical Performance Measures Project, 
and data on renal transplantation comes from the National 
Institutes of Health's 2000 US Renal Data System (USRDS). 
Data on avoidable hospitalizations and postoperative compli- 
cations comes from a 16-state database created specifically 
for the NHDR from the Agency for Healthcare Research and 
Quality's 2000 Healthcare Cost and Utilization Project 
(HCUP) State Inpatient Database (SID). Data on mental 
health care and substance abuse treatment comes from the 
Substance Abuse and Mental Health Services Administra- 
tion's 2001 National Household Survey on Drug Abuse 
(NHSDA). Data on patient centeredness comes from the 2001 
Commonwealth Fund Health Care Quality Survey. 

Race, Ethnicity, and Socioeconomic Status 
Most of the databases collected information that per- 

mitted racial comparisons of blacks or African Americans, 
Asians, American Indians or Alaska natives, and whites; 
ethnic comparisons of Hispanics and non-Hispanic whites; 
and socioeconomic comparisons of persons with family in- 
comes below federal poverty threshold (poor) and persons 
with family incomes 4 times or greater than the poverty 
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threshold (high income). However, some of the databases we 
used categorize race, ethnicity, and socioeconomic status in 

slightly different ways. 
The USRDS does not collect information about Asians 

separately, but in aggregate with Pacific Islanders as Asian or 
Pacific Islanders. The NHSDA favors use of education rather 
than income as a measure of socioeconomic status, while the 
USRDS and the End-Stage Renal Disease Clinical Perfor- 
mance Measures Project do not collect information about 
income or education. The HCUP SID 16-state database is 
based on hospital administrative data that typically does not 
collect individual socioeconomic data, and it collects race and 

ethnicity as a single item: non-Hispanic white, non-Hispanic 
black, Hispanic, and Asian or Pacific Islander. In addition, 
reliable estimates are not possible for all groups. Unreliable 
estimates are not presented in the tables. 

Measures 
Measures used come from the NHDR measure set. 

Prevention includes measures of cancer screening, cardio- 
vascular risk factor screening, and adult vaccinations. 
Measures for the quality of end-stage renal disease include 
measures of the adequacy of hemodialysis, anemia man- 

agement, rates of referral for renal transplant, and receipt 
of organ. Avoidable hospitalizations are hospitalizations 
for conditions that are sensitive to comprehensive, effec- 
tive primary care.16 These include hospitalization for un- 
controlled diabetes without complication, diabetes with 
short- or long-term complications, diabetes-related lower 
extremity amputation, chronic obstructive pulmonary dis- 
ease, bacterial pneumonia, and angina. Postoperative com- 
plications measures are included. Mental health care and 
substance abuse treatment are differentiated. The patient 
centeredness domain includes indicators of poor doctor- 
patient communication, the patient's ability to understand 
health information, use of the Web, involvement in deci- 
sion making, and perception of disrespect. 

Many of the measures in this paper come from Healthy 
People 2010. To be consistent with this initiative, measures 
from the NHIS and HCUP are adjusted for age and gender, 
while measures from other data sources are not adjusted. 

Analysis 
The relative difference between each racial, ethnic, or 

socioeconomic group, and a fixed reference group is used to 
assess differences in use of services. Reference groups rep- 
resent the largest group for each type of comparison: whites 
for racial comparisons, non-Hispanic whites for ethnic com- 
parisons, high income for income comparisons, and any 
college for education comparisons. Statistical significance 
was assessed using z tests.'7 

RESULTS 

Prevention 
Table 1 shows the magnitude and pattern of variation in 

preventive services among different racial and ethnic men. 
Hispanic men experienced disparities in all the preventive 
services examined. When compared with white men, His- 
panic men were much less likely to receive colon cancer 
screening, cardiovascular risk factor screening and manage- 
ment, and vaccinations. For example, Hispanic men were 
40% and 30% less likely to get a fecal occult blood test and 
undergo flexible sigmoidoscopy respectively. Likewise, His- 
panic men age 18 to 64 years are about half as likely as whites 
to get a pneumococcal vaccine. 

Black and Asian men had disparities in some preven- 
tive services, but not in others. For example, black men were 
just as likely as whites to have flexible sigmoidoscopy (rel- 
ative risk [RR], 0.95) and blood pressure screening (RR, 
1.02), and black and white men younger than 65 years had 
similar rates of adult vaccinations. However, black men 65 
years and older were almost half as likely as white men of 
similar age to get a pneumococcal vaccine. Similarly, Asian 
men were less likely to have a flexible sigmoidoscopy, but 
were more likely to have their blood cholesterol checked than 
white men. 

Socioeconomic disparities were large, statistically sig- 
nificant, and occurred across most of the services examined. 
Poor men were almost half as likely as high-income men to 
receive a fecal occult blood test (RR, 0.55), and they were 
almost 40% less likely to ever receive a pneumococcal 
vaccine (RR, 0.62) if they were elderly. 

End-Stage Renal Disease 
In general, racial and ethnic minority men are much 

less likely to receive optimum end-stage renal care than white 
men (Table 2). Black men were 7% less likely to have 
adequate hemodialysis (urea reduction ration of 65% or 
higher), 45% as likely to be placed on a kidney waiting 
transplant list, and 61% less likely to receive a transplant 
within 3 years on the waiting list. For other minority men, 
significant variation occurred only in transplant-related mea- 
sures, but in one instance the direction of the difference 
favored Asian Americans. While Asian men were much more 
likely (RR, 1.27) to be placed on a waiting list for transplants, 
they were less likely to receive a transplant. 

Avoidable Hospitalizations 
Table 3 shows that rates in potentially avoidable hos- 

pitalization varied among men. Black men were much more 
likely than whites to be admitted for complicated and uncom- 
plicated diabetes, chronic obstructive pulmonary disease, hy- 
pertension, and angina (RR, 1.28-5.10). However, Asian 
men were much less likely to be admitted for these conditions 
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TABLE 1. Preventive Services by Race, Ethnicity, and Income 

Hispanic- 
Non- < 400% 

Black- Asian- AI/AN- Non- Hispanic 100% + < 100% 
White White White Hispanic White Poverty Poverty - 400% 

Black Asian AI/AN White RR RR RR Hispanic White RR Level Level + RR 

Cancer screening' 
% of men (50 and over) 40.3 29.5 * 42.6 0.95 0.69 * 29.7 43.3 0.69 30.6 51.5 0.59 

who ever had a 
flexible sigmoidoscopy 

% of men (50 and over) 30.2 43.2 * 32.4 0.93 1.33 * 20.3 33.2 0.61 21.7 39.8 0.55 
who had a fecal occult 
blood test (FOBT) in 
the past 2 years 

Cardiovascular risk factor 
screening and 
management 
% of men who had their 89.4 83.1 88.0 87.6 1.02 0.95 1.00 78.0 88.9 0.88 79.2 92.3 0.86 

blood pressure 
measured in the past 2 
years and can state 
whether their pressure 
was normal or highl 

% of men who had their 62.8 70.1 57.9 64.3 0.98 1.09 0.90 54.7 65.5 0.84 48.9 72.5 0.67 
blood cholesterol 
checked in the past 5 
years: 

% of smokers receiving 54.5 * * 59.9 0.91 * * * 60.8 * * 63.0 * 
advice to quit 
smoking. 

Adult vaccinationst 
% of high risk men 18- 25.6 * * 26.9 0.95 * * 25.3 27.0 0.94 25.3 28.5 0.89 

64 who received 
influenza vaccine in 
past year 

% of men 65 and over 48.2 * * 68.2 0.71 * * 51.9 68.9 0.75 53.9 71.2 0.76 
who received influenza 
vaccine in the past 
year 

% of high risk men 18- 15.4 * * 16.2 0.95 * * 8.0 17.0 0.47 17.5 14.5 1.21 
64 who ever received 
pneumococcal vaccine 

% of men 65 and over 29.9 * * 55.1 0.54 * * 31.9 56.3 0.57 36.6 58.7 0.62 
who ever received 
pneumococcal vaccine 

*Data statistically unreliable. 
Bold indicates difference is significant with P < 0.05. 
AI/AN indicates American Indian and Alaska Native; RR, relative rate. 
Sources: 

tCDC-NCHS, NHIS, 2000. 

(RR, 0.39-0.75). Hispanic men had worse indicators in some 
instances and better in others. 

Postoperative Complications 
Table 3 also shows that minority men were more likely to 

experience postoperative complications. For example, racial and 
ethnic minority men are 38 to 75% more likely to have postop- 
erative septicemia, and 31 to 42% are more likely to have 
respiratory failure than whites. Rates of postoperative abdominal 
wound dehiscence and complications of anesthesia for minority 
men were the same as or better than rates for white men. 

Mental Health and Substance Abuse 
Hispanic men were less likely than whites to receive 

outpatient mental health services, counseling, and prescription 
medication (Table 4). For example, for every 10 white men who 
received outpatient mental health treatment or counseling, only 
7 Hispanic men got these services. In addition, Hispanic and 
black men were more likely to receive inpatient mental health 
services. Differences in substance abuse services were not sta- 
tistically significant. 

There were large socioeconomic disparities, as mea- 
sured by educational achievement, for mental health and 
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TABLE 2. Endstage Renal Disease Management by Race and Ethnicity 

Hispanic- 
Black- Asian- AI/AN- Non- Non- 

Management of White White White Hispanic Hispanic 
End-Stage Renal Disease Black Asian AI/AN White RR RR RR Hispanic White White RR 

% of men on hemodialysis 75.0 85.0 80.0 81.0 0.93 1.05 0.99 83.0 81.0 1.02 
with urea reduction ratio 
65% or higher* 

% of men on hemodialysis 77.0 78.0 81.0 79.0 0.97 0.99 1.03 79.0 78.0 1.01 
with hemoglobin 11 or 
higher* 

% of men on dialysis 14.6 34.0? 13.8 26.7 0.55 1.27 0.52 18.1 28.7 0.63 
registered on the waiting 
list for transplantationt 

% of men with treated 10.8 14.2? 21.0 27.4 0.39 0.52 0.77 18.5 29.4 0.63 
chronic kidney failure 
who receive a transplant 
within 3 years of 
registration on the 
waiting list: 

Bold indicates difference is significant with P < 0.05. 
AI/AN indicates American Indian and Alaska Native; RR, relative rate. 
Sources: 

*CMS, End Stage Renal Disease Clinical Performance Measures Project, 2001. 
tNIH, USRDS, 2000. 
+NIH, USRDS, 1997-2000. 
?Note: This source did not collect information on Asians but in aggregate as Asian or Pacific Islanders. 

substance abuse services. Compared with men who attended 
college, men with less than a high school diploma were more 
than 4 times likely to receive inpatient mental health treat- 
ment or counseling and were almost 3 times as likely to 
receive illicit drug or alcohol abuse treatment. 

Patient-Centeredness: Communication and 
Partnership 

Hispanic, black, and Asian men mostly had reports of 
worse communication and partnership with their health care 
providers than white men. For example, Hispanic men were 
almost 3 times as likely to have 1 or more indicators of poor 
communication at their last visit (RR, 2.6) and were almost 7 
times as likely to believe that their care would be better if 
they were of a different race (Table 5). A similar pattern 
emerged for Asian men, except for the use of the Web for 
health information. 

Poor men were 3 times as likely to have poor commu- 
nication during the medical visit; and, the lower the socio- 
economic position, the higher the risk for poor communica- 
tion (Data not shown.). A similar pattern of socioeconomic 
disparities is seen with the other communication and partner- 
ship measures. 

DISCUSSION 
This study provides several different snapshots of the 

clinical care that American men receive by applying well- 

established quality measures to national databases. Further- 
more, it shows that differences in care associated with race 
and ethnicity and socioeconomic status are prevalent and 
complex. To our knowledge, the NHDR and the results 
presented here represent the first effort to monitor quality of 
care and differences in clinical domains for men. While these 
differences observed in this study are often statistically sig- 
nificant and are likely to be clinically important, the magni- 
tude and direction of the differences varied among racial and 
ethnic groups. While prior studies show that opportunities to 
improve quality of care are highly prevalent and vary by 
specific condition and dimension of quality,13'15'18-23 the 
findings here suggest that that sociodemographic subgroups 
of American men may also present significant opportunities 
to improve quality. 

There were statistically significant differences in 
preventive services associated with race, ethnicity, and 
socioeconomic status. Hispanic and Asian men experi- 
enced larger disparities than blacks. Interestingly, while 
the Hispanic-white difference occurred in the expected 
direction, with Hispanic men receiving worse care than 
whites, the Asian-white difference sometimes occurred in 
the opposite direction. 

The size of the differences in quality of end-stage renal 
disease care, which were associated with race and ethnicity, 
ranged from 3 to 41%. These findings are consistent with 
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TABLE 3. Avoidable Hospitalizations and Postoperative Complications by Race and Ethnicity 

Non- Non- Non- Black- Hispanic- API- 
Hispanic Hispanic Hispanic White White White 

Black Hispanic API White RR RR RR 

Avoidable hospitalizations (per 100,000 population) 
Hospitalizations for uncontrolled diabetes without 88 39 11 17 5.10 2.28 0.61 

complications 
Hospitalizations for diabetes with short-term 146 43 13 38 3.80 1.13 0.35 

complications 
Hospitalizations for diabetes with long-term 298 195 57 106 2.81 1.84 0.54 

complications 
Hospitalizations for diabetes-related lower 129 81 17 44 2.97 1.86 0.39 

extremity amputation 
Hospitalizations for chronic obstructive 345 186 157 264 1.31 0.70 0.59 

pulmonary disease 

Hospitalizations for bacterial pneumonia 548 329 239 384 1.43 0.86 0.62 
Hospitalizations for hypertension 112 34 17 23 4.95 1.52 0.75 

Hospitalizations for angina 77 54 34 60 1.28 0.90 0.57 
Patient safety events (per 1000 relevant surgeries) 

Rates of postoperative hemorrhage 2.71 2.13 3.28 2.30 1.18 0.93 1.43 
Rates of postoperative physiologic and metabolic 2.02 2.19 2.14 1.57 1.29 1.39 1.36 

derangements 
Rates of postoperative respiratory failure 5.25 4.98 5.41 3.81 1.38 1.31 1.42 
Rates of postoperative pulmonary embolus or 11.20 7.20 5.60 8.90 1.26 0.81 0.63 

deep vein thrombosis 
Rates of postoperative septicemia 19.42 15.25 16.56 11.08 1.75 1.38 1.49 
Rates of postoperative abdominal wound 2.02 1.76 1.25 2.37 0.85 0.74 0.53 

dehiscence 
Rates of complications of anesthesia 0.64 0.65 0.63 0.74 0.86 0.88 0.85 

Bold indicates difference is significant with P < 0.05. 
API indicates Asian and Pacific Islander; RR, relative rate. 
Source: AHRQ, HCUP SID 16-state database, 2000. 

findings from a longitudinal, national evaluation of end-stage 
kidney disease care. A study by Sehgal24 showed that for 
adequacy of hemodialysis, the difference between whites and 
blacks decreased from 10% to 3% from 1993 to 2000. In our 
study, black men had poorer end-stage renal disease care than 
whites; the difference in quality increased as the intensity of 
the technology increased. Variations were much larger for 
transplant-related quality measures. This finding is consistent 
with the finding that disparities are large for relatively new 
and rapidly diffusing technologies, but small for more estab- 
lished technologies or technologies with newer alternatives.25 
The experience of Asian men is notable because they gener- 
ally received the same or better quality of end-stage renal 
disease care than whites, except for the receipt of a kidney 
transplant. Asian men's poor quality with respect to the 
receipt of a transplant may be due to the limited availability 
of compatible organs. 

As expected, there were significant differences in 
avoidable hospitalization and postoperative complications, 

but the direction of the difference was not always predictable. 
Sometimes race and ethnic subgroups received lower quality 
care than whites, and other times their care was the same as 
or better than that of whites. For example, whereas blacks had 
much higher rates of avoidable hospitalization than whites, 
presumed to be due to poorer quality primary care, Asian, and 
to a lesser extent Hispanic, men had much lower rates of 
avoidable hospitalizations.26 A similar pattern of disparities is 
seen for postoperative complications. Minority men were at 
an elevated risk for most measures, but at similar or markedly 
reduced risk for postoperative wound dehiscence or compli- 
cations of anesthesia. 

There were disparities in mental health services and 
patient-centeredness of care. Hispanic and, to a lesser extent, 
black men had worse mental health services than non-His- 
panic white men. There were large socioeconomic disparities 
for most mental health and substance abuse services, with 
men with less than a high school education more likely to get 
inpatient treatment and less likely to receive outpatient ser- 
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TABLE 4. Mental Health and Substance Abuse Treatment Services by Race, Ethnicity, and Education 

Black- Non- Hispanic- < High Any < High 
White Hispanic Non-Hispanic School College School-Any 

Black White RR Hispanic White White RR Education Education College RR 

Mental health 
% of men who 7.2 8.6 0.84 6.0 8.9 0.67 9.3 8.3 1.12 

received mental 
health treatment or 
counseling in the 
past year 

% of men who 3.8 4.8 0.79 3.3 4.9 0.67 4.4 5.1 0.86 
received outpatient 
mental health 
treatment or 
counseling 

% of men who 5.0 6.5 0.77 4.1 6.8 0.60 6.9 6.1 1.13 
received prescription 
medications for 
mental health 
treatment 

% of men who 1.2 0.7 1.71 * 0.6 * 1.7 0.4 4.25 
received inpatient 
mental health 
treatment or 
counseling 

Substance abuse 
% of males 12 and 2.0 1.9 1.05 2.4 1.8 1.33 3.0 1.2 2.50 

older who received 
illicit drug or alcohol 
abuse treatment in 
the past year 

*Data statistically unreliable. 
Bold indicates difference is significant with P < 0.05. 
RR indicates relative rate. 
Source: SAMHSA, NHSDA, 2001. 

vices. Racial and ethnic minority men mostly had reports of 
worse communication and partnership in care. While the 
differences were not always statistically significant, they 
were almost always in the same direction, with minority men 
reporting worse communication and partnership. 

Our study shows that racial and ethnic minority men 
may be at a markedly elevated risk for the receipt of poor 
health care quality in multiple, diverse clinical domains. 
However, there is a considerable variation in the magnitude, 
direction, and significance of these risks. For example, while 
Asian men had worse postoperative complication indicators 
than white men, they are consistently less likely to have an 
avoidable hospitalization. Overall, Hispanic and black men 
had significantly worse care on 25 of 37 and 22 of 40 
measures assessed respectively. For the 28 measures studied, 
Asian men had significantly worse care for 8, but better for 
12. For these 12 measures of quality, Asian men were the best 
performers among all men. The heterogeneity in quality-of- 

care gaps among racial and ethnic groups is significant. While 
this study advances our understanding of the care received by 
Hispanic, black, and Asian American men, we know very 
little about the care received by American Indian men be- 
cause data on American Indian men are very limited. Poor 
men were at an increased risk across all clinical domains in 
which socioeconomic disparities could be assessed: preven- 
tion, mental health, substance abuse, and patient-centered- 
ness. 

This work strengthens and refines our current under- 
standing of disparities in health care.13'24'27-29 Because this 

study draws on multiple databases, the variation in size and 
direction of disparities seen among clinical domains confirms 
our understanding that differences in quality of care associ- 
ated with race, ethnicity, and socioeconomic status are prev- 
alent and complex. However, the results of these analyses are 
not adjusted for important covariates such as comorbid ill- 
nesses, patient preferences, or physician practices, and there- 
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TABLE 5. Patient Centeredness of Care by Race, Ethnicity, and Income 

Hispanic- < 400% 
Black- Asian- Non- Non- 100% + 
White White Hispanic Hispanic Poverty Poverty < 100% - 

Black Asian White RR RR Hispanic White White RR Level Level 400% + RR 

Communication 
% of men with 1 or 22.4 25.9 16.9 1.33 1.53 38.5 14.8 2.60 34.4 11.4 3.02 

more indicators of 
poor communication 
at their last visit 

% of men who did not 54.0 62.6 46.3 1.17 1.35 59.3 45.4 1.31 64.4 41.7 1.54 
find information 
from doctor's office 
very easy to 
understand 

% of men who do not 62.8 46.3 56.9 1.10 0.81 70.6 55.1 1.28 71.3 40.6 1.76 
use web for health 
information 

Partnership 
% of men not 28.6 37.5 22.4 1.28 1.67 36.9 21.3 1.73 40.9 18.6 2.20 

involved as much as 
wanted in decision- 
making 

% of men who believe 16.5 12.5 2.9 5.69 4.31 13.1 2.0 6.55 6.0 3.1 1.94 
they would have 
gotten better care if 
different 
race/ethnicity 

% of men who felt 9.9 * 1.8 5.50 * 6.1 1.6 3.81 * * * 
treated with 
disrespect because of 
race/ethnicity 

*Data statistically unreliable. 
Bold indicates difference is significant with P < 0.05. 
RR indicates relative rate. 
Source: Commonwealth Fund, Health Care Quality Survey, 2001. 

fore do not increase our understanding of the underlying 
etiologies of variations seen among racial and ethnic groups. 
The pattern of gaps among these 3 different racial groups 
suggest that the factors that place specific racial and ethnic 
minority groups at risk for or protect them from poor quality 
of care may be different. In addition, while it is important to 
understand the pathways that contribute to disparities for 
Hispanics in preventive services and for blacks in end-stage 
renal disease and avoidable hospitalization, this study also 
highlights the need to understand why Asian and Hispanic 
men are less likely to be hospitalized for respiratory diseases 
such as bacterial pneumonia and chronic obstructive lung 
diseases. The interaction between social forces, public health, 
and clinical services may operate differently for different 
subgroups of men.30 Moreover, this study suggests that men's 
health care experiences vary by racial and ethnic group, and 
generalizations about "minority" men are likely to be mis- 

leading and incomplete. Further exploration of the differ- 
ences between racial and ethnic minority groups can enhance 
our understanding of which factors (eg, lack of insurance, 
language barriers, adherence to recommendations, discrimi- 
nation) are most important in generating significant differ- 
ences and which ones protect-an understanding likely to 
help improve quality for all American men. 

To our knowledge, this is the first comparative study 
that examines a variety of clinical experiences for multiple 
racial and ethnic minority and poor men. Most studies exam- 
ine mixed gender populations without subgroup analyses 
focused on men or make comparisons between one racial and 
ethnic group and whites. 1624,26-28,31-34 This study shows that 
racial and ethnic subgroups of men represent a heterogeneous 
group for which subgroups may have specific vulnerabilities 
within the health care system. The study also supports the call 
for more work that disaggregates the experiences of minority 
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patients and suggests the need for interventions targeted at the 
specific race and ethnic group level. While this study is 
important first step in addressing critical gaps in knowledge 
about men's health services, it does not address several 
important issues and has several limitations. 

An overarching issue is that these results should be 
considered in light of prevalent gaps between recommended 
care and what is provided to the general patient popula- 
tion,15'20 as documented in the companion National Health- 
care Quality Report. Equality in care that is of poor quality is 
inconsistent with the goals articulated by the IOM and other 
health care leaders.15 Both reports will allow the nation to 
track progress over time and understand which interventions 
are most effective at improving quality, and for whom. In 
addition, these reports will help us assess whether innova- 
tions in care are associated with widening or decreasing 
differences associated with patient characteristics. These 
analyses may not provide a full picture of health care for US 
men because of the measures used. 

A second issue relates to the lack of uniformity in 
measuring relevant patient characteristics. As discussed in 
Methods, each of the databases used in this study collects 
information about race, ethnicity, and socioeconomic status 
in slightly different ways. Third, sample sizes in databases 
limit the comparisons that can be made. For example, few 
databases could provide reliable estimates for American In- 
dians or Alaska natives. Fourth, this study focuses on men of 
very low socioeconomic status, with incomes below federal 
poverty thresholds or less than a high school education. As 
presented in the NHDR, for many of the measures presented, 
there is a gradient relationship between socioeconomic status 
and health care. 

Finally, and perhaps most important, this study does not 
adjust for other factors besides race, ethnicity, and socioeco- 
nomic status that influence health care, such as health status, 
comorbidities, severity of illness, patient preferences for care, 
health behavior and lifestyle, insurance status, and geograph- 
ical location. It does not explain associations seen. While 
measures from NHIS and HCUP are age adjusted, measures 
from other databases are not. In addition, disparities related to 
race, ethnicity, and socioeconomic status are examined, but 
the interaction of these factors is not. However, findings from 
well-controlled studies that analyze the relationship between 
race, ethnicity, and socioeconomic status, and utilization of 
cardiovascular procedures bolster these findings. This paper, 
hopefully, will encourage additional work to confirm these 
findings and to uncover the factors that drive disparities in 
health care among men. 

The finding that there are large, complex variations in 
minority men's health care experiences argues for added 
efforts to examine and report the quality of care received by 
subgroups defined by race, ethnic, and socioeconomic status. 
Future studies should examine the relationship between clin- 

ical need, comorbid illness, patient preferences, physician 
decision making, community resources, and quality of care 
for men in America. In particular, the results presented here 
should prompt further examination of the independent impact 
of race and poverty on quality of care in men. Finally, the 
quest for enhanced analytic precision cannot obscure the 
urgent need to develop tests and replicate effective health 
care interventions to close the gap between evidence-based 
and actual care. 

ACKNOWLEDGMENT 
The authors thank Karen Bagley, Terry Lied, and Garth 

Graham for their thoughtful reviews of the manuscript. 

REFERENCES 
1. Meyer JA. Improving men's health: developing a long-term strategy. 

Am J Public Health. 2003;93:709-711. 
2. Williams DR. The health of men: structured inequalities and opportu- 

nities. Am J Public Health. 2003;93:724-731. 
3. Rich J, Ro M. A poor man's plight: uncovering the disparity in men's 

health. Battle Creek, MI: WK Kellogg Foundation; 2002. 
4. Sandman D, Simantov E, An C. Out of touch: American men and the 

health care system. New York: The Commonwealth Fund; 2000. 
5. Satcher D. Overlooked and underserved: improving the health of men of 

color. Am J Public Health. 2003;93:707-709. 
6. US Census Bureau. Census 2000 summary file 2 (SF 2) 100-percent 

data, detailed tables. Available at http://factfinder.census.gov/servlet/ 
DTGeoSearchByListServlet?ds_name = DEC_2000_SF2_U&_ 
lang=en&_ts=88080849796. Accessed November 28, 2003. 

7. US Census Bureau. National population projections. annual projections 
of the resident population by age, sex, race, and Hispanic origin: lowest, 
middle, highest series and zero international migration series, 1999 to 
2100. Available at http://www.census.gov/population/www/projections/ 
natdet-DlA.html. Accessed November 28, 2003. 

8. Rhoades ER. The health status of American Indian and Alaska native 
males. Am J Public Health. 2003:93:774-778. 

9. Gomick ME. A decade of research on disparities in Medicare utilization: 
lessons for the health and health care of vulnerable men. Am J Public 
Health. 2003;93:753-759. 

10. Canto JG, Allison JJ, Kiefe CI, et al. Relation of race and sex to the use 
of reperfusion therapy in Medicare beneficiaries with acute myocardial 
infarction. N Engl J Med. 2000;342:1094-1100. 

11. Bach PB, Cramer LD, Warren JL, et al. Racial differences in the 
treatment of early-stage lung cancer. N Engl J Med. 1999;341:1198- 
1205. 

12. Whittle J, Conigliaro J, Good CB, et al. Racial differences in the use of 
invasive cardiovascular procedures in the Department of Veterans Af- 
fairs medical system. N Engl J Med. 1993;329:621-627. 

13. Smedley BD, Nelson AR, eds. Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Health Care. Washington, DC: Institute of 
Medicine; 2002. 

14. Agency for Healthcare Research and Quality. The National Healthcare 
Disparities Report. Available at http://www.QualityTools.ahrq.gov. 

14a.Kelley E, Moy E, Stryer D, et al. The National Healthcare Quality and 
Disparities Reports: an overview. Med Care. 2005;43(suppl):I-3-I-8. 

15. Richardson W, Berwick D, Bisgard JC, et al, eds. Crossing the Quality 
Chasm: A New Health System for the 21st Century. Washington, DC: 
Institute of Medicine; 2001. 

16. Billings J, Zeitel L, Lukomnik J, et al. Impact of socioeconomic status on 
hospital use in New York City. Health Aff (Millwood). 1993;12:162-173. 

17. Pagano M, Gauvreau K. Principles of biostatistics. Belmont: Duxbury 
Press; 1993. 

18. Grol R. Improving the quality of medical care: building bridges among 
professional pride, payer profit, and patient satisfaction. JAMA. 2001; 
286:2578-2585. 

? 2005 Lippincott Williams & Wilkins 

Medical Care ? Volume 43, Number 3 suppl, March 2005 

1-80 



Medical Care * Volume 43, Number 3 suppl, March 2005 Disparities in Men's Health Care 

19. Jencks SF, Huff ED, Cuerdon T. Change in the quality of care delivered 
to Medicare beneficiaries, 1998-1999 to 2000-2001. JAMA. 2003;289: 
305-312. 

20. McGlynn EA, Asch SM, Adams J, et al. The quality of health care 
delivered to adults in the United States. NEngl JMed. 2003;348:2635- 
2645. 

21. Schuster MA, McGlynn EA, Brook RH. How good is the quality of 
health care in the United States? Milbank Q. 1998;76:517-563. 

22. Steinberg EP. Improving the quality of care-can we practice what we 
preach? N Engl J Med. 2003;348:2681-2683. 

23. Berwick DM, DeParle NA, Eddy DM, et al. Paying for performance: 
Medicare should lead. Health Aff (Millwood). 2003;22:8-10. 

24. Sehgal AR. Impact of quality improvement efforts on race and sex 
disparities in hemodialysis. JAMA. 2003;289:996-1000. 

25. Fremont A, Wickstrom S, Escarce J. Does differential diffusion of 
innovation contribute to disparities in health care. Rockville, MD: 
Agency for Healthcare Research and Quality; 2002. 

26. Bindman AB, Grumbach K, Osmond D, et al. Preventable hospitaliza- 
tions and access to health care. JAMA. 1995;274:305-311. 

27. Fiscella K, Franks P, Gold MR, et al. Inequality in quality: addressing 

socioeconomic, racial, and ethnic disparities in health care. JAMA. 
2000;283:2579-2584. 

28. Schneider EC, Zaslavsky AM, Epstein AM. Racial disparities in the 
quality of care for enrollees in medicare managed care. JAMA. 2002; 
287:1288-1294. 

29. Aaron KF, Clancy CM. Improving quality and reducing disparities: 
toward a common pathway. JAMA. 2003;289:1033-1034. 

30. Wise PH. The anatomy of a disparity in infant mortality. Annu Rev 
Public Health. 2003;24:341-362. 

31. Schneider EC, Cleary PD, Zaslavsky AM, et al. Racial disparity in 
influenza vaccination: does managed care narrow the gap between 
African Americans and whites? JAMA. 2001;286:1455-1460. 

32. Fiscella K, Franks P, Doescher MP, et al. Disparities in health care by 
race, ethnicity, and language among the insured: findings from a national 
sample. Med Care. 2002;40:52-59. 

33. Fiscella K, Franks P, Gold MR, et al. Inequalities in racial access to 
health care. JAMA. 2000;284:2053. 

34. Carlisle DM, Leake BD, Shapiro MF. Racial and ethnic differences in the 
use of invasive cardiac procedures among cardiac patients in Los Angeles 
County, 1986 through 1988. Am J Public Health. 1995;85:352-356. 

? 2005 Lippincott Williams & Wilkins 

Medical Care ? Volume 43, Number 3 suppl, March 2005 Disparities in Men's Health Care 

1-81 


	Article Contents
	p. I72
	p. I73
	p. I74
	p. I75
	p. I76
	p. I77
	p. I78
	p. I79
	p. I80
	p. I81

	Issue Table of Contents
	Medical Care, Vol. 43, No. 3, Supplement: Health Care Quality and Disparities: Lessons from the First National Reports (Mar., 2005), pp. I1-I88
	Front Matter
	Preface: Health Care Quality and Disparities: Lessons from the First National Reports [pp.  I1 - I2]
	The National Healthcare Quality and Disparities Reports: An Overview [pp.  I3 - I8]
	Preparing the National Healthcare Disparities Report: Gaps in Data for Assessing Racial, Ethnic, and Socioeconomic Disparities in Health Care [pp.  I9 - I16]
	Measurement Challenges in Developing the National Healthcare Quality Report and the National Healthcare Disparities Report [pp.  I17 - I23]
	Challenges in Measuring Nursing Home and Home Health Quality: Lessons from the First National Healthcare Quality Report [pp.  I24 - I32]
	Heart Disease and Prevention: Race and Age Differences in Heart Disease Prevention, Treatment, and Mortality [pp.  I33 - I41]
	Assessing Patient Safety in the United States: Challenges and Opportunities [pp.  I42 - I47]
	Racial, Ethnic, and Socioeconomic Disparities in Estimates of AHRQ Patient Safety Indicators [pp.  I48 - I57]
	Children's Health Care in the First National Healthcare Quality Report and National Healthcare Disparities Report [pp.  I58 - I63]
	NHQR/NHDR Measures for Women of Reproductive Age [pp.  I64 - I71]
	Variation in Quality of Men's Health Care by Race/Ethnicity and Social Class [pp.  I72 - I81]
	How the National Healthcare Quality and Disparities Reports Can Catalyze Quality Improvement [pp.  I82 - I88]



