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Executive Summary

The U.S. Department of Health and Human Services, Office on Women’s Health (OWH),
commissioned this literature review to provide an up-to-date review of effective sex- and gender-
based systems/models of healthcare. The review investigated seven main research questions:

1. What key sex and gender differences exist in the current healthcare system structure,
including reimbursement mechanisms, content of and access to appropriate care, quality
of care, and patient safety?

2. What models or approaches have been successful in engaging and retaining people in
systems of healthcare, especially the underserved, the “difficult to reach,” or low literacy
populations? Are there sex/gender differences in the effectiveness of these approaches?

3. What are the trends in demographics, service delivery, costs, insurance, or other sectors
that could be addressed via a systems approach? To what extent are patients reimbursed
for care for specific services (i.e., prevention, mental health, etc.)? Are there gender or
sex differences in out-of-pocket patient costs?

4. How does a service delivery site successfully integrate a model program into its current
infrastructure of delivering care?

5. How effective are sex- and gender-based healthcare practices? What measures have been
used to determine the effectiveness of these practices? What barriers exist to
translating/adapting these approaches into clinical practice?

6. How effective is a focus on clinical care at improving women’s healthcare? How
effective are systemic improvements (i.e. more women in professorships/research
positions or emphasis on women’s health in medical school curriculum) at improving
women’s healthcare? Are there other factors (e.g. continuity of care) that may be more
important to women than to men or to women’s outcomes vs. men’s outcomes?

7. How can programs targeting boys and men be created to recruit and retain them in the
healthcare system? Are programs such as patient advocate or patient navigator more
needed or more effective for men at getting them into the system and to needed care?

The literature search was conducted in October and November of 2006. Relevant materials were
identified via electronic searches of 12 wide-ranging academic databases that catalog thousands
of academic journals, individual journal searches, a library catalog search for relevant books,
personal contacts with experts in this field, and an Internet search.

In this executive summary, we provide some brief background materials and then briefly
highlight our findings in response to each of these seven main research questions. Because of
gender’s potential implications for many aspects of healthcare, and the broad scope of OWH’s
initial research questions, our review covers a diverse set of topics such as quality improvement,
systems level changes, the role of provider behavior, insurance patterns, and many others. In
these discussions, we highlight gender-specific findings and research where available. Where
gender is not discussed, we did not find any gender-specific analysis.
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Background

Two of the primary sources of medical differences between men and women are biology and
physiology. The most obvious sex differences in these categories relate to size, hormones, and
the reproductive system, but there are many other such differences that can impact overall health.
The result is that men and women may experience the same diseases at different rates or with
different symptoms, or they may experience different kinds of illness altogether.

In addition to these biologically and physiologically driven differences, the fact of being male or
female leads to different socialization, expectations, and lifestyles. Thus, gender roles and related
exposures to stress and adversity as well as health-promoting social ties and resources
additionally affect and interact with health. These interactions may be even more complex than
biological and physiological factors, as the direction of their effect is not always consistent. For
example, some factors make women more likely to seek treatment, while others make them less
likely to seek treatment.

Research Question 1: Key Sex and Gender Differences
What key sex and gender differences exist in the current healthcare system structure,
including reimbursement mechanisms, content of and access to appropriate care, quality of
care, and patient safety?

Because women have fewer resources in terms of time, money, and insurance coverage in their
own names, they face unique access barriers to the healthcare system compared with men.
However, women are more likely to seek preventive care than men, perhaps because they have
been socialized to seek care before a health crisis occurs. Additionally, a higher proportion of
women than men become more accustomed to seeking routine medical care because of women’s
use of reproductive medical services. Gynecologists remain a key access point to the healthcare
system for women, especially among women of reproductive age.

Women appear to receive worse quality care than men do. This appears to be especially true for
acute conditions. However, women, as more frequent users of preventive care, may actually
receive better preventive care than men. The fact that women’s higher rates of healthcare
utilization and preventive care do not carry over into better treatment in general is particularly
striking and points to the need for new approaches to improve men’s and women’s healthcare.

Despite significant gains in recent decades, women remain relatively understudied as medical
research subjects. As a result, medical treatments may not be as appropriate for women as they
are for men, and women are more subject to adverse drug reactions than are men.

Research Question 2: Reaching the Underserved
What models or approaches have been successful in engaging and retaining people in
systems of healthcare, especially the underserved, the “difficult to reach,” or low literacy
populations? Are there sex/gender differences in the effectiveness of these approaches?

There are a variety of approaches being implemented to engage and retain the underserved in
systems of healthcare. These approaches include community health workers, an emphasis on
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cultural competency, reaching people where they are, and providing information in the
appropriate language or at the appropriate literacy level to facilitate understanding. Efforts to
recruit populations into care focus on using community health workers and removing barriers to
access (e.g., providing transportation or taking care to the people). Efforts to retain populations
focus on ensuring that healthcare providers are aware of and responsive to cultural needs,
including different traditions, expectations, values, and languages. Implementing such programs
requires strong organizational leadership, adequate funding, and ongoing attention to overcome
institutional barriers and resistance to change.

Limited efficacy data are available on the effectiveness of such programs, but available
data suggest that such programs can be very effective in getting underserved populations
into the system to receive care. In particular, efforts to work with community-based
partners seem promising. Both men and women have been reached by efforts undertaken
in partnership with community groups (e.g., religious organizations) which help promote
knowledge of risk, screening, and positive health behaviors as well as the utilization of
preventive and chronic care to improve health outcomes. Data are lacking, however, on
the cost-effectiveness of such programs, and on whether there are gender-differences in
the effectiveness of these programs.

Research Question 3: Systems Approach and Insurance/Cost Trends
What are the trends in demographics, service delivery, costs, insurance, or other sectors that
could be addressed via a systems approach? To what extent are patients reimbursed for care
for specific services (i.e., prevention, mental health, etc.)? Are there gender or sex
differences in out-of-pocket patient costs?

The U.S. healthcare system is a patchwork overlay of a number of distinct systems of care and a
variety of programs intended to serve as safety nets. Consequently the resulting system is
imbalanced in many ways that complicate access to care and fail to maximize overall quality of
care. Thus, despite spending more money per capita on healthcare than other industrialized
nations, the quality of care in the United States remains poor by comparison. U.S. patients have
been estimated to receive a little over half of the care they should receive. Other nations perform
better, as do systems such as the Department of Veterans Affairs that are more structured and
take advantage of technological advances to coordinate and improve quality of care for their
beneficiaries. Thus, systems-level changes to the U.S. healthcare system likely would result in
substantial improvements to quality of care, as well as a reduction in disparities and potentially a
reduction in overall costs. Other large efforts within the healthcare system (e.g., the effort to
create patient-centered care), may be good models or natural allies for efforts to promote gender-
based care.

Nearly a fifth of the U.S. population lacks health insurance coverage. Slightly more women than
men have health insurance coverage; one contributing factor is that women are more likely to get
public assistance through Medicaid because of pregnancy. Men are more likely to hold health
insurance policies in their own names, while women are more likely to be covered as

dependents, making them vulnerable to disruptions in care due to death and divorce (or because a
husband is older and retires before his wife is eligible for Medicare). Income is highly associated
with private health insurance status, with higher-income people having more coverage. Lack of
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health insurance is associated with worse health outcomes across the board, including increased
mortality rates and the receipt of fewer preventive services.

Women are financially disadvantaged compared with men and also have greater family
responsibilities. This makes healthcare costs, including out-of-pocket costs, a greater burden for
women than for men. Women pay a larger percentage of their income out of pocket for
prescription drug coverage and also are more likely than men to skip needed doses of
medications because of cost limitations. Because of their lower incomes, women also may be
more sensitive to differences in co-payment amounts, thus contributing to poorer quality of care
and reduced care outcomes.

Research Question 4: Integrating a Model Program
How does a service delivery site successfully integrate a model program into its current
infrastructure of delivering care?

There are very few currently existing gender-based approaches to medicine. There are a
substantial number of programs that are designed to serve women, and a smaller (yet growing)
number of programs designed to serve men. The literature on existing programs tends not to
contain much more than anecdotal details pertaining to how to successfully implement model
programs, instead focusing on a description of such programs and results to date. The OWH-
sponsored Centers of Excellence (CoEs) have been pioneers in this field, and some of the best
data about how to implement new model programs come from the CoEs. Data on OWH’s
Community Centers of Excellence (CCOEs) is still emerging.

The themes that emerged from our analysis included the following:

¢ Funding is critical: Any new model program must begin with an initial funding source,
but also must work to develop ongoing funding.

e [ eadership matters: To create change, strong advocates for change must exist within
organizations.

e Partnerships are essential: Community partners help to build support and spread the
word, and also can be invaluable sources of funding.

e Market research sets the foundation: Model programs must be embraced by the people
they are designed to serve, as well as the people who are being asked to implement them.
Formative research with affected patients and staff is essential to identifying and
overcoming barriers.

¢ Flexibility helps: Each healthcare setting is unique, and model programs may need to be
tailored to individual healthcare settings.

Research Question 5: Sex- and Gender-Based Healthcare Practices
How effective are sex- and gender-based healthcare practices? What measures have been
used to determine the effectiveness of these practices? What barriers exist to
translating/adapting these approaches into clinical practice?

Gender-based healthcare practices—i.e., medical care that effectively addresses differences in
men’s and women’s healthcare needs—is still in its infancy. As such, almost no data exist on the
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overall effectiveness of such approaches. We suspect that when gender-based medical practices
are fully implemented, they will be highly effective. However, this assumption is speculative
because this promising area of evidence-based medicine is itself in its infancy.

The women’s health movement, however, is beginning to produce efficacy results, and these are
quite promising. For now, women’s care has primarily meant the treatment of women in a
women-only setting. Accordingly, women’s health clinics have arisen in the United States as
well as in other countries. Universally, the women who attend such clinics rate their overall
satisfaction as quite high. In addition, however, studies are showing that these women are
receiving better quality care, especially better preventive care on traditional women’s issues
(e.g., screening mammography). CoEs clearly are leaders in this kind of woman-specific care,
and the CoE model, as a women’s healthcare model, has been successful.

The primary barriers to implementing this kind of women’s care model are inertia (that is, a lack
of extrinsic motivators to change the way care has always been delivered), as well as insufficient
funding and space. Having a national recognition program like that provided by the CoEs and
CCOE:s is very helpful in this regard.

Data to demonstrate the effectiveness of sex- and gender-based approaches to care are extremely
sparse. Women are still at a deficit in terms of their inclusion in medical research trials.
Likewise, existing reporting systems both fail to report on gender and do not collect adequate
sample sizes to allow for gender-based analysis. These issues are slowly being addressed.

Research Question 6: Approaches to Improving Care
How effective is a focus on clinical care at improving women’s healthcare? How effective
are systemic improvements (i.e. more women in professorships/research positions or
emphasis on women’s health in medical school curriculum) at improving women’s
healthcare? Are there other factors (e.g. continuity of care) that may be more important to
women than to men or to women’s outcomes vs. men’s outcomes?

Clinical care interventions to create women’s health centers appear to be effective in improving
women’s preventive care. Likewise, there is anecdotal evidence that increasing the number of
women leaders in healthcare improves care for women, and substantial evidence that male and
female doctors communicate and interact with patients in different ways. While limited efforts
are being made to increase the amount of gender-specific information in various curriculums, we
found no data to demonstrate the effectiveness of this approach in improving overall care. We
also found evidence that women have different care preferences than men, but again no data to
suggest whether attention to these areas will substantially improve care for women.

Much of the burden of achieving the goal of gender-specific medicine will fall to physicians. To
accomplish this mission will undoubtedly require changes in clinical care; increasing parity in
terms of women and minority medical leadership; better training for the entire medical
community on sex- and gender-based differences; and attention to other aspects of care, such as
communication and expectations that may differ in important ways between male and female
patients. Patient education also will be critical to the success of this effort.

Literature Review on Effective Sex- and Gender-Based Systems/Models of Healthcare
Uncommon Insights, LLC 5



Research Question 7: Targeting Boys and Men
How can programs targeting boys and men be created to recruit and retain them in the
healthcare system? Are programs such as patient advocate or patient navigator more needed
or more effective for men at getting them into the system and to needed care?

It appears that men face additional barriers to care, perhaps the most important of which is a
generalized male reluctance to seek preventive or routine care. This reluctance puts men at risk
because it means that they are more likely to delay care until their need for it is critical, by which
time multiple opportunities for prevention and early intervention may already have been missed.
This assessment is based on mostly anecdotal evidence; we did not uncover any studies that
systematically identified access patterns for men and women.

We found several examples of programs to encourage men to receive more preventive
care, and many of these use approaches we identified as having potential to reach men.
These include creating settings that are more appropriate for male patients and utilizing
women as an avenue to reach men (although we note several drawbacks of relying on
women as a means to reach men).

Conclusions and Recommendations

We conclude with the recommendation that OWH build on the success of its current CoE model
to move toward a gender-based model of healthcare. Such a model will consider the needs of
men as well as women, and will help the United States to create a healthcare system that
provides better care for all Americans. As part of this effort, we recommend additional research
into sex and gender differences, improved data collection, an integration of men’s care into
existing CoEs and CCOEs, cooperation with other nations, and efforts to educate both the public
and the medical community about the importance of gender-based care.

Our conclusions include the following:

¢ (CoEs have been successful.

e Neither men nor women are receiving optimal care from the U.S. healthcare system, with
both genders experiencing significant and well-documented disadvantages in healthcare.

¢ Both men and women would benefit from a move toward a gender-based system of care
in the United States.

e Despite the promise of a gender-based approach, significant research gaps remain.

e All health trends need to be considered from a gender perspective.

® Progress toward this goal will require new and continued efforts on multiple fronts.

We discuss the following possible leadership areas as recommendations for OWH:

® OWH should consider working with existing CoEs and CCOEs to create a new model of
care at these sites that is gender-based for both men and women.

¢ In concert with other Federal agencies working on these issues, OWH should help to
establish reporting guidelines and systems that aid in the collection of data.
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e To advance gender-based models of care, OWH could partner with other Federal
agencies to fund and develop instruments and efficacy studies that would document
whether new guidelines improve care as anticipated.

®  OWH could use its influence to highlight and publicize all aspects of healthcare where
gender might be an important variable to be considered.

® OWH could work with other Federal agencies to encourage the study of sex and gender
differences in the application of patient-navigator programs or other efforts to reach the
underserved.

¢  OWH should learn from the efforts of other nations to promote gender-based care.

e Likewise, it might be desirable for OWH to bring together various stakeholders
promoting gender-based care to learn from these efforts.

¢ Finally, we recommend continued efforts to educate health professionals and the public
about critical sex- and gender-based differences in care.
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Introduction

Historically, medical research has failed to adequately assess important differences between men
and women, or at times to even distinguish between men and women. Women were excluded
from clinical research trials, and the default patient in medical textbooks was an adult (white)
male. Women, it was assumed, were essentially “small men” (Legato, 2002). Partly in response
to this oversight (but also because of women’s desire to have greater control over their own
bodies), a women’s health movement emerged in the latter part of the 20th century.

Early efforts in women’s health ultimately led to shifts in both medical research and in
healthcare delivery. While some early women’s health centers were mostly a cosmetic exercise
(e.g., pink examining rooms for gynecological care), women’s health in the 21st century is an
established discipline that is uncovering critical differences between the sexes.

This new research focus has led to the discovery of vast differences between the sexes on
numerous biological and physiological processes. Differences have been found in virtually every
body system, from the heart to the brain (Legato, 2002). As the Institute of Medicine (2001)
noted in its paradigm-shifting report on sex differences in health and illness:

Sex matters. Sex, that is, being male or female, is an important basic human variable that
should be considered when designing and analyzing studies in all areas and at all levels
of biomedical and health-related research. Differences in health and illness are influenced
by individual genetic and physiological constitutions, as well as by an individual’s
interaction with environmental and experiential factors. ... Although in many cases these
sex differences can be traced to the direct or indirect effects of hormones associated with
reproduction, differences cannot be solely attributed to hormones.

Not only does sex matter, but sex differences must now shift to the forefront of medical research:

There is now sufficient knowledge of the biological basis of sex differences to validate
the scientific study of sex differences and to allow the generation of hypotheses. The next
step is to move from the descriptive to the experimental and to establish the conditions
that must be in place to facilitate and encourage the scientific study of the mechanisms
and origins of sex differences. ... Barriers to the advancement of knowledge about sex
differences in health and illness exist and must be eliminated (Institute of Medicine,
2001).

Important differences between men and women regarding healthcare relate not only to sex-
differences, but to gender-differences as well. The fact of being male or female leads to different
socialization, expectations, and lifestyles, and these gender roles affect and interact with health in
complex ways. For example, some factors make women more likely to seek treatment, while
others make them less likely to seek treatment. Thus, gender is also an important component of
healthcare.

In the wake of this ever-expanding knowledge, many women’s health researchers increasingly
are realizing that women are not the only ones who need to be studied. The previous one-sex
research focus (first on men, then on women) meant that scientists missed an entire pattern of
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differences. Now, “the new knowledge about women is forcing a correction and expansion of
male models of normal human function and the workings of illness and how to repair and destroy
it” (Legato, 2002).

The result is that medical research is moving toward becoming gender-based (that is, considering
gender as a potentially important variable in all aspects of research and care). For diseases
affecting both genders, single-sex studies cannot indicate whether a specific type of care or
intervention is better suited to one gender. Just as we cannot generalize from all male studies to
women, we cannot assume that the findings from all male studies do not apply to women. The
reverse is also true; for instance, if researchers found that a particular form of doctor-patient
interaction works well for women in a single sex study, this would not provide the basis for
knowing whether the benefits of the intervention are unique to women.

This new research focus will be helpful to clinicians in their efforts to effectively respond to
patient needs. To date, this medical literature has not been comprehensive as it relates to sex- and
gender-differences, but ongoing research will continue to address these issues:

Unfortunately, the published scientific and medical literature too often fails to aid
clinicians who seek to understand potential sex differences in disease presentation. In the
absence of research that includes sufficient numbers of women to support a separate
analysis ... clinicians are often left to apply findings from studies on men to the care of
women. Increasingly, we are shown that this is not the ideal way to deliver quality care.
Indeed, new sex-specific clinical evidence often invalidates previously accepted
conventional wisdom regarding the best choices for patient care and replaces it with more
accurate, effective, or safer alternatives (Washington & Bird, 2002).

In many ways, the success of the women’s health movement has rapidly pushed the frontiers of
medicine to first include women and then to have a new and better understanding of men. This
poses a new challenge for the field of women’s health, however: How can the discipline of
women’s health continue to study the unique ways women differ from men (a necessary process
because of the accumulated knowledge deficit from past oversights), while simultaneously
embracing a new movement that includes gender-specific treatment for both sexes?

One organization currently facing this challenge is the Department of Health and Human
Service’s Office on Women’s Health (OWH). OWH has developed several programs to model
and promote excellent care for women. For example, in 1996 OWH established and promoted
several Centers for Excellence in Women’s Health. Although not created to do research, these
CoEs

have served as leaders and change agents in the area of women’s health. Their pioneering
efforts have led to changes in the way that women’s health services are delivered,
changes in women’s health curricula, acceptance of community health workers and allied
health professionals as key members of the care delivery team, development of leadership
and empowerment programs for women, and much more (US Department of Health and
Human Services Office on Women's Health, 2006).

OWH is currently in the process of revisiting this model. Building on the success of the CoEs
(and other similar programs), OWH now is ready “to move to incorporate women’s health into
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an evidenced-based, sex and gender-based approach to care that includes medical, dental, and
mental health services” (US Department of Health and Human Services Office on Women's
Health, 2006). To provide an up-to-date research frame in which to move toward this kind of
model, OWH commissioned this literature review “on comprehensive, integrated models of care,
especially sex and gender-based systems/models of care” (US Department of Health and Human
Services Office on Women's Health, 2006). This literature review will thus serve as a foundation
as OWH moves forward in its efforts to improve healthcare for both genders.

OWH contracted with Uncommon Insights, LLC, to conduct this review. We have investigated
seven main research questions, which will be discussed in more detail in this report:

1. What key sex and gender differences exist in the current healthcare system structure,
including reimbursement mechanisms, content of and access to appropriate care, quality
of care, and patient safety?

2. What models or approaches have been successful in engaging and retaining people in
systems of healthcare, especially the underserved, the “difficult to reach,” or low literacy
populations? Are there sex/gender differences in the effectiveness of these approaches?

3. What are the trends in demographics, service delivery, costs, insurance, or other sectors
that could be addressed via a systems approach? To what extent are patients reimbursed
for care for specific services (i.e., prevention, mental health, etc.)? Are there gender or
sex differences in out of pocket patient costs?

4. How does a service delivery site successfully integrate a model program into its current
infrastructure of delivering care?

5. How effective are sex- and gender-based healthcare practices? (Comment on whether this
research is far enough along to warrant a targeted boost via clinical practice models.)
What measures have been used to determine the effectiveness of these practices? What
barriers exist to translating/adapting these approaches into clinical practice?

6. How effective is a focus on clinical care at improving women’s healthcare? How
effective are systemic improvements (i.e. more women in professorships/research
positions or emphasis on women’s health in medical school curriculum) at improving
women’s healthcare? Are there other factors (e.g. continuity of care) that may be more
important to women than to men or to women’s outcomes vs. men’s outcomes?

7. How can programs targeting boys and men be created to recruit and retain them in the
healthcare system? Are programs such as patient advocate or patient navigator more
needed or more effective for men at getting them into the system and to needed care?

The remainder of this report will describe our findings as they pertain to these seven research
questions. We also describe our methodology to conduct this literature review, provide a brief
overview of some recent findings related to sex-specific medical differences to help set the
context of this report, offer our conclusions and recommendations (including a brief discussion
of limitations), and include a complete bibliography.

Because of gender’s potential implications for many aspects of healthcare, and the broad scope
of OWH’s initial research questions, our review covers a diverse set of topics such as quality
improvement, systems level changes, the role of provider behavior, insurance patterns, and many
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others. In these discussions, we highlight gender-specific findings and research where available.
Where gender is not discussed, we did not find any gender-specific analysis.

One of the primary reasons to include such broad-ranging information in our review is that, as
will be discussed later on, while gender-based approaches to healthcare are not yet well-
developed, there is a growing body of evidence and experience from related movements (e.g.,
toward culturally sensitive or patient-centered care) that can be drawn on. These movements not
only provide important lessons-learned in thinking about how to implement gender-based care,
but they also provide important opportunities for synergy.
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Methods

The literature search was conducted in October and November of 2006. The primary source of
materials for the search was 12 wide-ranging academic databases that catalog thousands of
academic journals. These journals cover relevant subject matter areas such as women’s and
gender studies, healthcare, sociology, psychology, and general social and medical sciences. The
databases searched were Academic Search Premier; Contemporary Women’s Issues;
GenderWatch; GLBT Online; HealthSTAR; JSTOR; Nursing & Allied Health Collection;
Proquest Research Library; PsycInfo; PubMed; ScienceDirect; and Sociological Abstracts.

In addition to these journal databases, we also searched the following nine individual journal
titles, which are not cataloged in any of the previously mentioned databases: AWHONN
(Association of Women’s Health Obstetrics and Neonatal Nurses) lifelines; BJOG: An
international journal of obstetrics and gynecology; Cancer nursing; Critical pathways in
cardiology: A journal of evidence-based medicine; Evidence Based Medicine; Evidence Based
Mental Health; Evidence Based Nursing; Psychiatric services; and Science. To round out our
journal search, we manually searched the following four key journals (in addition to our
electronic database search) because of their particular relevance: Women’s Health Issues;
Journal of Women’s Health; Women and Health; and Journal of Men’s Health and Gender. In
general, each source was searched for the preceding 10-year period (1996-2006), although search
dates varied somewhat based on individual title availability.

All searches were conducted electronically using a series of keywords. The primary keywords
were terms related to sex or gender (including “sex,” “gender,” “woman,” “women,” “girl,”
“female,” “man,” “men,” “boy,” and “male”’) and words related to health (including “health,”
“healthcare,” “health care,” “mental health,” “public health,” and “dental”). Each identified item
included both kinds of keywords in its primary identifiers (including title, subject header, article

keywords, and article abstract).

In addition to these primary keywords, relevant materials also included at least one secondary
keyword. Secondary keywords included “access to care,” “
outcome,” “chronic disease,” “clinical care,
“disparity/disparities,” “doctor-patient communication,

99 ¢

approach,” “attract,” “barriers,” “care
continuity of care,” “difference,” “disasters,”
” “effective,” “efficacy,” “engage,”

99 ¢ 99 ¢

9% ¢ 29 ¢

“evaluate,” “evidence-based,” “infrastructure,” “lay health workers,” “model,” patient advocate,”
“patient navigator,” “patient reimbursement,” “patient safety,” “pharmaceutical coverage,”
“practices,” “process change,” “quality improvement,” “quality of care,” “rapid cycle change,”

29 ¢ 29 ¢ 29 ¢ 29 ¢ 29 46 29 ¢

“recruit,” “self-management,” “structural change,
approach,” “systems of care,” and “trends.”

structure, systemic, system,” “systems

Once articles were electronically retrieved using the primary and secondary keywords, the lead
author of this report reviewed thousands of titles and abstracts to identify relevant materials to be
included in this search. Articles of interest were retrieved in full-text (where available) for
subsequent analysis.
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To supplement our journal-based approach, we also used the following techniques to locate
relevant materials:

Conducted a search for relevant books and book chapters using our identified keywords
(using the Georgetown library book catalog).

Thoroughly reviewed the reference section of identified materials to locate additional
materials.

Contacted other Federal agencies and programs to search for unpublished materials on
this topic; agencies contacted included the Department of Veterans Affairs and other
offices on women’s health throughout the Federal Government.

Contacted key authors to request additional materials.

Searched the Web sites of relevant nonprofit organizations (e.g., The Commonwealth
Fund and the Kaiser Family Foundation) to identify other potentially relevant materials.
Conducted a Google search to identify other content for this review that might have been
missed in our previous searches.

Our initial searching located approximately 400 items for possible inclusion in this review.
Identified items were reviewed and summarized by a research assistant and entered into an

EndNote library (EndNote is a reference program that stores bibliographic information, abstracts,

research notes, and PDF versions of materials). This EndNote library was used to generate

bibliographic information in this report, and a complete copy of the final library has been
provided to OWH.
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Background

This section of the report includes a brief discussion of some recent findings related to health-
related differences between men and women. These include biologically and physiologically
driven differences in disease symptoms and rates, as well as gender-based differences driven by
norms, socialization, or lifestyle. This section of the report is not meant to be a comprehensive
listing of such differences (see the two volume medical textbook "Principles of Gender-Specific
Medicine," Legato, 2004, for such a discussion), but rather is intended to provide a contextual
background against which to understand both the importance and complexity of gender-based
medicine. We also provide a brief discussion on how issues of quality relate to gender-based
care.

Sex-based differences

Two of the primary sources of medical differences between men and women are biology and
physiology. The most obvious sex differences in these categories relate to size, hormones, and
the reproductive system, but there are many other such differences that can impact overall health.
The result is that men and women may experience the same diseases at different rates or with
different symptoms, or they may experience different kinds of illness altogether. Here we
provide a limited number of examples in which women and men differ in disease rate,
expression, onset, or severity. Many of these examples are attributable to variations in hormonal
cycles. Others are driven by other factors or have not yet been fully explained:

e Men and women are both at risk for cardiovascular disease, however “the onset and
development of coronary heart disease (CHD) in women are closely related to ... ovarian
hormones” (Penco, Fratine, Romano, & Novo, 2003).

e Men have higher blood pressure than women through middle age, “but after menopause,
systolic blood pressure increases in women to levels even higher than those for men”
(Kim, Alley, Seeman, Karlamangla, & Crimmins, 2006).

e  Women are at a significantly higher risk for autoimmune disease. This may be because
“periods of hormonal fluctuation in women may allow a greater plasticity of immune
responsiveness, thus altering susceptibility to disease” (Shames, 2002).

e Women’s hormonal cycles also lead to differences in the expression of pain: “Pain
sensitivity varies with the stage of the menstrual cycle; pain threshold and pain tolerance
are higher in the follicular phase, when progesterone levels are low, than in the luteal
phase. Chronic pain states are more common in females than in males from puberty to
menopause and beyond” (Wiesenfeld-Hallin, 2005).

¢  While men and women bear about the same cancer burden overall, “taking all cancers
combined worldwide, the distribution of burden according to gender is slightly unequal,
with 53% of all incident cases, and a somewhat larger proportion (57%) of all cancer
deaths experienced by men” (Bray & Atkin, 2004).

® Some cancers are more prevalent in women, however. For example, thyroid cancers are
more common in women than men. While “the presumption is that estrogens play a role,
no clear evidence has yet emerged” (Adlersberg & Burrow, 2002).
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e The study of Alzheimer’s disease (AD) has found several differences between the sexes:
“Women with AD were more likely to exhibit severe cognitive impairment than men. ...
Men [are] more likely to exhibit behavioral problems (e.g., wandering, verbal and
physical abuse, and other socially inappropriate behavior). In addition, studies have
shown gender differences in the psychiatric manifestation of AD, with women more
likely to have depression and multiple psychiatric problems” (Buchanan, Wang, Ju, &
Graber, 2004).

¢ Some diseases tend to affect men and women at different ages. For example, “women
have a later age of onset than men” for schizophrenia (Fleming, 2004).

As these examples indicate, biology and physiology contribute to significantly different rates in
the expression of disease in men and women. As we will discuss in later sections of this report, if
medical practitioners are not aware of and responsive to these differences, the quality of patient
care may suffer.

Gender-based differences

In addition to these biologically and physiologically driven differences, the fact of being male or
female leads to different socialization, expectations, and lifestyles. Thus, gender roles
additionally affect and interact with health. These interactions may be even more complex than
biological and physiological factors, as the direction of their effect is not always consistent. For
example, some factors make women more likely to seek treatment, while others make them less
likely to seek treatment. The following are some examples of the influence of gender on health:

e  Women may not recognize their risk for certain diseases. For example, “women are less
likely to attribute their symptoms to cardiac-related causes ... most women still do not
internalize their risk from cardiovascular disease” (Azad & Nishtar, 2005). Thus, women
may not seek appropriate cardiovascular care.

® At the same time, women are more likely to seek treatment for most diseases, especially
potentially stigmatized diseases such as those related to mental health. These differences
in willingness to seek help begin to appear early in life. One study found that “girls were
more likely than boys to indicate a willingness to use mental health services” (Chandra &
Minkovitz, 2006).

e On average, women report more symptoms than men, even when illness status is similar:
“Women ... rated their symptoms as more severe than men did and experienced more
days with a multitude of symptoms. Women had higher symptom frequencies for two-
thirds of the symptoms on our scale” (van Wijk, Huisman, & Kolk, 1999; van Wijk &
Kolk, 1997). It is unclear whether these differences are due to “symptom frequency,
symptom intensity, or both” (van Wijk et al., 1999; van Wijk & Kolk, 1997).

e However, women may be more embarrassed than men to report certain symptoms. For
example, “women are taught that bodily functions are something to be kept private and
secret ... [e.g.,] bowel functioning becomes a source of shame and embarrassment
[negatively impacting treatment for irritable bowel syndrome]” (Chang et al., 2006).

®* Women are the primary health deciders, including taking charge of “the vast majority of
routine health care decisions and responsibilities for their children” (Salganicoff, Ranji,
& Wyn, 2005).
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e  With this responsibility comes extra burden, however. Women are more likely to be
caretakers, either for young children, ill spouses, or elderly parents. Indeed, “it is
estimated that the average woman can expect to spend 18 years caring for a parent,
comparable to the number of years spent raising and taking care of her children”
(Donelan, Falik, & DesRoches, 2001).

e Likewise, studies have shown that women experience more daily stressors than men
(Matud, 2004), which could contribute to differences in disease. Women report more
stress related to “social life, relationship, child, family health, and job” (McDonough &
Walters, 2001). Women may experience this additional stress because they are “more
reactive to negative stimuli” (Rhudy & Williams, 2005).

e Women and men engage in different types of risk activities, and their behaviors vary in
important ways. For example, “men start smoking at a younger age, smoke more
cigarettes per day, and report inhaling more deeply on their cigarettes than women”
(Zeman, Hiraki, & Sellers, 2002).

¢  Women are more likely to engage in self-screening behaviors for health threats (e.g.,
“wives are considerably more likely to detect melanoma on their husbands than the
reverse” (Evans, Brotherstone, Miles, & Wardle, 2005)), and in general place a higher
value on a wide range of preventive behaviors such as “eating fruit and vegetables” and
“wearing seatbelts” (Evans et al., 2005).

¢ Finally, women and men deal with different cultural expectations related to health, with
women being subject to greater medicalization, including “the medical takeover of
weight control, fitness, cosmetic surgery, and infertility, all areas where women are the
primary clients” (Zimmerman & Hill, 2000).

Thus, gender, in addition to biological sex, is an important variable in understanding health and
health behaviors. Gender impacts numerous aspects of how men and women perceive the need
for care, report their symptoms, and experience illness and disease.

Quality in gender-based care

In thinking about gender-based medical care, one issue that immediately arises is the problem of
how to define and measure quality care for men and women. If men and women have different
health concerns and needs, then what constitutes quality care for women and men likely differs
in important ways. Thus, it becomes a challenge to determine when quality objectives have been
achieved, because equivalent care may not be sufficient to meet quality objectives.

The objective of quality improvement is to improve care for everyone. Sometimes this will mean
treating men and women the same, but sometimes it will mean treating men and women
differently according to evidence-based, gender-specific guidelines.

The next several sections of this report will examine how sex and gender impact overall quality
of medical care in the United States, as well as what differences exist between men and women
in experiencing medical care (including insurance coverage and costs), and how the U.S.
healthcare system can more effectively incorporate sex- and gender-based differences into
medical care.
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Research Question 1: Key Sex and Gender Differences

1. What key sex and gender differences exist in the current healthcare system structure,
including reimbursement mechanisms, content of and access to appropriate care,
quality of care, and patient safety?

Our first research question focuses on the key sex and gender differences in the current U.S.
healthcare system. For this section of the report, we focus on these differences as they pertain to
access to care and quality of care (which includes content of care and patient safety)."

While access differences are relatively easy to quantify, it is more difficult to accurately catalog
sex- and gender-based differences in quality. There is a growing body of research discovering
sex-based differences in treatment approaches, responses to treatment, speed and accuracy of
diagnosis, etc., as well as possible improvements to the healthcare system to account for known
sex- and gender-based differences. However, very few studies have extensively investigated how
the practice of gender-specific medicine affects care outcomes.

In this section of the report, we begin with a discussion of sex- and gender-based differences in
access to healthcare, and follow this with a discussion of sex- and gender-based differences in
healthcare quality.

Access to healthcare

To begin our examination of research question 1, we look at the fundamental question of access.
How do women and men access medical care in the United States? What barriers impede access
to care? How do patients enter the medical system, and do these access points fragment” care?

We first describe research as it relates to sex- and gender-based differences in access to care, and
then look briefly at how race, socioeconomic status, geographic location, and other factors may
impact access. As will be described in more detail in this section and elsewhere, access to the
U.S. healthcare system is exceedingly complex. The U.S. has no centralized system of care, and
thus patients enter care through multiple entry points that change as patients age, switch jobs or
insurance plans, or lose coverage. Women'’s access to medical care is affected by their use of
gynecological services, which tends to additionally fragment care.

The decision to seek care:

Among U.S. adults, non-emergency care is typically initiated by patient decisions. While the
factors motivating care-seeking vary by individual and situation, our review uncovered one
model that offers a helpful description to conceptualize this process. Developed by Currie and
Wiesenberg (2003), the model was based on women in Third World countries but is generally
applicable. It has three phases:

" A discussion of gender differences in reimbursement mechanisms is included in section 3 of this report.
? Here, we refer to fragmented care as opposed to coordinated care. See Cleary (2003) for a case study description of
fragmented care.
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I. Do I have a health problem? This includes perception and knowledge of illness.
II. Can I seek healthcare? This includes financial resources, time, empowerment to seek
care, and personal mobility.
III. Will I seek healthcare? This includes ease of accessing care, perceived quality of care,
and attitudes about healthcare workers.

The model outlines basic issues related to access to care, and provides a starting point to look for
gender differences in care-seeking.

Barriers to care-seeking:

As described in Currie and Wiesenberg’s (2003) model, the recognition of illness is not
sufficient to motivate care. Many barriers can impede access to care, and some of the most
frequent of these barriers are described in this section of the report.

One of the primary barriers to access is lack of insurance coverage.’ Studies have shown that
women with insurance coverage are more likely to use healthcare services. For example,
“women who had insurance coverage for hospitalization and prescription medication were
significantly more likely to use these services. ... Similarly, near-elderly women whose
insurance covered some cost of their dental care were 2.4 times more likely to report a dental
visit over the past 2 years” (Xu, Patel, Vahratian, & Ransom, 2006). Uninsured women are more
likely to report that they have not visited a provider in the past year, that they have delayed care,
that they were not able to see a specialist, and that they did not fill a prescription (Salganicoff,
2004). This lack of access also has been tied to worse medical outcomes:

Lack of health insurance coverage is associated with reduced access to health care and
poorer medical outcomes. Several studies show that uninsured persons are less likely to
have a regular source of care, less likely to receive preventive and primary care, less
likely to receive required preventive services, and more likely to delay needed medical
care than insured persons. Another study found that uninsured persons are more likely to
be in poor health and to die earlier, even when analyses controlled for other
sociodemographic factors (Freeman & Lethbridge-Cejku, 2006).

Ability to pay is yet another driver of access to care, and women tend to have lower incomes
than men, making this a larger barrier for women (Xu & Borders, 2003). A recent study found
that among low-income women one-third “delayed or went without needed care in the prior year
because they didn’t have insurance. Half (52%) of poor women and 38% who are near poor
(100% to 199% of poverty) report they delayed or did not get needed health care because of the
cost. ... Two-thirds of uninsured women (67%) report delayed/forgone care due to costs”
(Salganicoff et al., 2005).

Indeed, cost is a frequently cited barrier. A study of women’s mental health needs found that
“cost is one of the most frequently reported barriers” to care-seeking, and this is true especially
among the uninsured (Sherbourne, Dwight-Johnson, & Klap, 2001).

? Overall insurance coverage differences between men and women are described in section 3 of this report and will
not be discussed in detail here.
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Other barriers to care include the following:

e [llness or disability: Those in poor health face additional challenges accessing care,
“including costs, lack of insurance, and limited access to specialists,” and “these
additional barriers may further worsen health” (Salganicoff et al., 2005). This problem is
especially pronounced among those with disabilities. For example, one study found that
“although women with disabilities place a high value on preventive health screenings,
they often do not participate in them because of the difficulties associated with living
with a disability” (Mele, Archer, & Pusch, 2005).

e (Caregiving responsibilities: Women are more likely than men to be caregivers (9% of
women vs. 4% of men) (Donelan et al., 2001), and caring for another makes it more
difficult to access care for oneself. A comprehensive study found that women caregivers
“are 50% more likely than other women to report they experienced difficulties in getting
needed medical care services,” and twice as likely to not get care when they need it or to
not fill a prescription because of costs (Donelan et al., 2001). Women with young
children also mention the absence of childcare as a barrier (Khoury & Weisman, 2002).

® Lack of time: Time to access care is an important barrier for all people, but women may
be especially pressed for time because of their multiple roles. For example, one study
found that “younger women (ages 18 to 34) often reported extreme role overload (due to
parenting as well as working or schooling) and therefore wanted health care providers
who could see them promptly when they needed care, did not keep them waiting,
provided services efficiently, and were willing to provide information or prescriptions by
telephone” (Scholle et al., 2000).

®  Wait times and inconvenient locations: Long wait times are a barrier to care, especially
for men: “Waiting times of 30 minutes or longer in a physician’s office sharply reduced
the likelihood of a man’s having visited a doctor” (Xu & Borders, 2003), and “waiting
longer than one week for an appointment for regular or routine care is a strong negative
predictor of men’s ratings of their health plan and of men’s getting needed care, but this
does not hold for women” (Weisman, Henderson, Schifrin, Romans, & Clancy, 2001).
Another study (this one based in Canada where coverage is universal) found that “waiting
times were the most highly mentioned barrier followed by the geographic location of
doctors’ offices relative to respondents’ residences” (Wellstood, Wilson, & Eyles, 2006).

e Language or cultural barriers: Poverty, birth outside the United States, and lack of
citizenship all have been linked to lack of access to healthcare (Freeman & Lethbridge-
Cejku, 2006). Additionally, factors such as “the availability of translator and other
culturally sensitive services” help to facilitate care (Khoury & Weisman, 2002).

Entry to the healthcare system:

Men and women tend to access the healthcare system in markedly different ways. Three of the
primary drivers of these differences are women’s use of obstetrical and gynecological services,
women’s greater tendency to have a primary care provider and/or a usual source of care, and
women’s greater willingness to seek preventive care.

Obstetricians and gynecologists are key sources of medical care for women, and “gynecologists
are also the exclusive providers of primary care to substantial segments of women in the United
States, especially women in their prime reproductive years” (Lentz, Ayala, & Eckert, 2006). One
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study of low-income women found that nearly half “identified the ob/gyn clinic as PCP [primary
care physician],” and this was true even while these women reported a “similar burden of
physical and mental health problems” to other women in the study (Scholle & Kelleher, 2003).
Additionally, “nearly one half of all obstetricians and gynecologists consider themselves to be
primary care providers” (Lentz et al., 2006). Thus, gynecologists are a critical source, and
sometimes the only source, of primary care for women. Moreover, there is some evidence that
women relying on a gynecologist for primary care during pregnancy may not replace this source
of care after the birth of a child (Feinberg et al., 2006), further highlighting the importance of
these providers as a means to reach women.

It is worth noting that use of ob/gyns varies by age. Elderly women are more likely to use a
regular care provider (and not to see a gynecologist), whereas women in their reproductive years
are more likely to rely on a gynecologist and not to see a regular care provider (Salganicoff et al.,
2005).

Unfortunately, women who utilize a gynecologist as their primary source of care do not receive
the same care as women seeing both an internist and a gynecologist. For example, one study of
women attending the same women’s health clinic found that gynecologists were “practicing as
specialists and providing little primary care medicine” (Lentz et al., 2006). It appears that women
receive the best prevention screening when they receive care from both a generalist and an
ob/gyn: “Seeing two physicians for regular care (a generalist and an ob/gyn), compared with
seeing a generalist alone, is consistently associated with nonelderly women’s receipt of more
recommended clinical preventive services” (Henderson, Weisman, & Grason, 2002).

This use of two doctors is growing more frequent among women. A significant portion of
American women (one-third to one-half) already receive such care (Bean-Mayberry, Chang,
McNeil, & Hudson Scholle, 2006). One way to both promote and coordinate such dual care is to
have women attend comprehensive clinics that “combine ob/gyn and general medical care
services in a single site” (Scholle & Kelleher, 2003). Some research suggests “these centers
achieve improved rates of preventive care and satisfaction” (Scholle & Kelleher, 2003). Another
system that improves access to multiple care providers is managed care plans. Such plans have
“facilitated access to ob/gyns and reinforced the pattern of seeing both a generalist and a
reproductive health specialist for regular care” (Henderson et al., 2002). Women in such plans
“report significantly greater use of two physicians” (Henderson et al., 2002).

In general, women are “more likely to have a usual primary care provider than men” (Agency for
Healthcare Research and Quality, 2004), and are “more likely to enter treatment through primary
care [as opposed to emergency services]” (Hauenstein et al., 2006). Having a regular source of
care also is an important predictor of the use of other services. For example, “women with a
connection to the health care system are more likely to have their mental health needs met”
(Sherbourne et al., 2001).

Having a regular source of care is associated with other positive benefits as well: “Women who
have a usual source of care (a place they usually go when they are sick) are more likely to

receive preventive care, to have access to care (as indicated by use of a physician or emergency
room, or not delaying seeking care when needed), to receive continuous care, and to have lower
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rates of hospitalization and lower health care costs” (Health Resources and Services
Administration, 2005b).

Thus, women appear more likely than men to enter the healthcare system, and are more likely to
have a regular point of access through which to enter the system. One of women’s key points of
access is gynecologists, although women receive better care if they visit both a gynecologist and
a generalist.

Fragmentation of care:

Because of the use of multiple providers, women’s care tends to be fragmented. While this
fragmentation can improve care, as described previously, it also complicates the coordination of
care and increases redundancies. Women tend to use three main types of doctors who provide
overlapping services: “family physicians, internists, and gynecologists” (Gonen, 1999).

Fragmentation of care can create problems with knowing where to receive care. For example,
“there is no clear specialty ownership of problems of the breast. The breast has traditionally been
a sort of orphan organ, and it seems that unless it is a seriously diseased breast, no specialty
really wants to take responsibility for it. As a result, primary care clinicians’ lack of expertise in
the management of common breast problems is out of proportion to what is known” (Carlson,
2001). Additionally, fragmentation creates measurement problems, as it is not always clear what
services are being offered where, making tracking of services or treatment challenging (Carlson,
2001). Finally, when care is fragmented, it becomes more difficult for specialists to collaborate
on care (Unutzer, Katon, Sullivan, & Miranda, 1999).

Use of services:

Men and women exhibit different patterns in the types of services they use. Overall, women use
more services than men. For example, “in 2002, females of all ages made almost 530 million
physician office visits, compared to only 361 million visits made by males” (Health Resources
and Services Administration, 2005b, data from National Ambulatory Medical Care Survey,
2002). In general, “males (65 percent) were less likely than females (78 percent) to have an
office or outpatient visit” (Ro, Casares, Treadwell, & Thomas, 2004).

As previously noted, women are more likely to obtain preventive services, with almost one in
five women’s visits for prevention purposes; the most preventive visits are made by women
between the ages of 25 and 44 (Health Resources and Services Administration, 2005b).
Additionally, “ninety-four percent of women received preventive health care during the year”
(Taylor, Larson, & Correa-de-Araujo, 2006). Consistent with this emphasis on prevention,
women may be more likely to seek “medical care earlier in their disease stage” and to seek
“healthcare on their own volition rather than relying on referral from a healthcare provider”
(Box, Olsen, Oddone, & Keitz, 2003). Despite this increased desire to seek care, “women may
have slightly more problems getting referrals, equipment, and assistance” (Cleary, Zaslavsky, &
Cioffi, 2000).

Type of health insurance plan is a key component of use of services. Some data indicate that
“enrollment in plans with richer coverage for office visits is significantly associated with greater
use of Papanicolaou smears and mammograms, and that this association is more pronounced
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among hourly workers for whom there is a greater difference in out-of-pocket expenses for office
visits between PPO and the FFS plans” (Friedman et al., 2002). For women, coverage by a
managed-care plan (as opposed to a fee-for-service plan) leads to more gender-specific
preventive services: “Women in managed care are significantly more likely than women in other
types of health plans to report receiving a physical breast examination and Pap smear in the past
12 months. Women aged 40 years and over in managed care plans are more likely than women in
traditional fee-for-service plans to have received a mammogram” (Weisman & Henderson,

2001).

Access to healthcare, other factors

Just as sex and gender are key influencers on healthcare, access patterns also vary by factors
such as race, ethnicity, socioeconomic status, geography, and sexual orientation. Each of these
variables can interact with others, which further complicates analysis. In this section of the
report, we briefly describe access trends as they relate to these five main variables. Our intention
is to provide a broad outline of where these factors might interact in important ways with sex or

gender.

Variations by race and ethnicity:

Across the board, U.S. minority populations face greater barriers to healthcare access. These
barriers include the following:

More limited health insurance coverage: “Almost one-third of married Hispanic or
Latino women did not have health insurance coverage compared with 7.5% of married
non-Hispanic white women and 11.6% of married non-Hispanic black women” (Freeman
& Lethbridge-Cejku, 2006).

Insurance coverage is worse among those born outside the United States: “Foreign-born
Hispanic or Latino women were 2.3 times as likely as U.S.-born Hispanic or Latino
women to lack health insurance coverage. For foreign-born Hispanic or Latino women,
lack of health insurance coverage decreased with the number of years they resided in the
United States” (Freeman & Lethbridge-Cejku, 2006).

Fewer usual places of care: “Overall, the percentage of Hispanic or Latino women who
had a usual place to go for health care was 80.2%, significantly lower than non-Hispanic
white women (91.7%) and non-Hispanic black women (89.5%)” (Freeman & Lethbridge-
Cejku, 2006).

Hispanics are less likely to have a regular doctor: African American and white women
with insurance are more likely to have a regular doctor than Hispanic women
(Salganicoff et al., 2005), while non-Hispanic white or Asian men with higher
socioeconomic status are also more likely to have a regular doctor (Ro et al., 2004).

Less preventive care: “Compared with non-Hispanic white women, Hispanic or Latino
women were more likely to receive routine or preventive care in a clinic or health center
and less likely to receive such care in a doctor’s office. Overall, 56.4% of Hispanic or
Latino women did not get routine preventive care anywhere compared with 41.4% of
non-Hispanic white women and 40.9% of non-Hispanic black women” (Freeman &
Lethbridge-Cejku, 2006).

Fewer physician visits: “Overall, most women (87%) have visited a doctor in the past
year; however, there are differences among subgroups of women. Nearly a quarter (24%)
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