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vidence that cardiovascular disease (CVD) and its
risk factors are common in women has grown

apidly in recent decades. During the same period,
umerous studies have demonstrated gender dispar-

ties in the detection, prevention, care, and outcomes
f CVD as well as in conditions that contribute to
VD, such as diabetes (Correa-de-Araujo & Clancy,
006; Mosca et al., 2005; Bird et al., 2003). Yet recog-
ition of CVD prevalence and its risk factors among
omen remains low and gender disparities remain

below the radar” for many key stakeholders. Conse-
uently, gender disparities are not routinely assessed
r acted upon. The set of four studies on gender
ifferences in the quality of CVD and diabetes care in

his issue of Women’s Health Issues offer an unprece-
ented look at care associated with an increasingly

mportant, but relatively understudied group of stake-
olders and settings of care—namely, managed health
are plans. Managed health care plans are currently
esponsible for the care for more than half of the US
opulation. They are also in a position to employ tools
nd technology to disseminate and reward evidence-
ased practices to address disparities in care. Unfor-
unately, the studies show that, as in other settings,
ender disparities in managed health care plans have
een and continue to be common. Taken together, the
tudies make a compelling case that routine assess-
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ent of and action on gender disparities in care for
VD and diabetes is warranted.
The fact that gender disparities and the need to

ddress them has not been a high priority for most
ealth plans is understandable given the existent gaps

n the gender disparities literature. For example, most
tudies to date have focused on gender disparities
elated to cardiac care and outcomes for acute cardiac
vents involving hospitalization, such as an acute
yocardial infarction. Relatively few studies have

xamined gender disparities in ambulatory care set-
ings where most primary and secondary preventive
are for CVD and diabetes takes place. Moreover,
ost have involved Medicare fee-for-service patients
65 years old, rather than the younger population of

ommercial enrollees who constitute the vast majority
f managed health care plan members. Such gaps raise
uestions about generalizability to and wisdom of
lans devoting resources to reporting performance
ata separately by gender given they are already

nvesting considerable resources into increasing over-
ll quality of care.
The current studies largely redress previous gaps in

he literature and clarify that considering gender dif-
erences in care can contribute to rather than compete

ith plans’ efforts to improve overall quality of care.
hese studies include analyses of gender disparities in

arge samples of enrollees in commercial and Medi-
are plan ambulatory settings in 1999 (Bird et al., 2007)
nd more recently in 2005 (Chou, Brown, et al., 2007;
hou, Wong, et al., 2007; Chou, Scholle, et al., 2007).
lthough the papers examined data from different

lans and periods of time and used somewhat differ-
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nt analytic models, results were consistent across
apers and with previous studies (Corbelli et al., 2003;
orrea-de-Araujo et al., 2006; Kim, Kerr, Bernstein, &
rein, 2006).
Using data from 1999, Bird et al. (2007) assessed 11

creening, treatment, and intermediate outcome mea-
ures of quality care for patients with CVD or diabetes
n 19 Medicare and commercial plans covering �2

illion individuals affiliated with a single insurer.
ven after adjustment for age, race/ethnicity, socio-
conomic status (SES), and individual plan effects,
ender differences were common, with more than
hree fourths of the observed differences favoring men
mong both Medicare and commercial enrollees. The
uthors found that the greatest disparities occurred in
ntermediate outcome measures, which also had poor
verall performance. For example, the percentage of
iabetic Medicare plan enrollees with their low-den-
ity lipoprotein cholesterol (LDL-C) level controlled
as low overall (�40%), but even lower for women,
ho were 19% less likely to be controlled compared
ith men.
In 2005, Chou, Scholle, et al. (2007) collected indi-

idual patient-level data on 7 quality indicators from
1 health plans representative of commercial plans in
eneral. Data were also stratified by age, and pre-
umed SES and race/ethnicity. For 6 of the measures,
en had better outcomes than women. Again, lipid

ontrol in men with diabetes or CVD was clinically
nd statistically better than in women. The only mea-
ure to (slightly) favor women was blood pressure
ontrol. For the remainder, differences were small and
aried as much or more by SES or race/ethnicity as by
ender.
Chou, Wong, et al. (2007) examined the feasibility of

ollection of gender-stratified results of CVD-related
erformance measures from a broad national spec-

rum of representative health plans and assessed this
ata by individual plan. Gender-related disparities
ere common and varied widely in magnitude both

y plan and specific measure, but when present,
lmost uniformly favored men. There were no obvious
atterns of performance except for the occurrence of
reater gender differences in intermediate outcomes
e.g., lipid control) than in identification of risk (e.g.,
ipid screening). The collection and reporting of these
ypes of quality indicators by gender was shown
easible with current methods, but reporting of the
ata at the plan level was judged a disappointingly

ow priority based on interviews with several of the
lans’ quality improvement representatives.
Finally, Chou, Brown, et al. (2007) evaluated 6

iabetes management quality measures by both gen-
er and race/ethnicity (African American vs. white)
nd found that, among diabetics, women compared
ith men and African Americans compared with

hites consistently suffered gaps in performance mea- b
ures and were significantly less likely to achieve
dequate control of their diabetes and lipids. In par-
icular, LDL-C control was poorest among African
merican women, followed by African American
en, and diabetic control poorest in African American
en followed by African American women. Three of

he 4 evaluated screening performance measures were
oorer for African Americans.
Collectively, these findings make a convincing case

hat gender disparities have been and continue to be
ommon within managed health care settings. The
inding that large disparities were most often ob-
erved for intermediate control outcomes, such as
ontrol of hyperlipidemia, whereas gender differences
n process measures, such as lipid profiles in diabet-

cs, tended to be small, is particularly concerning. As
he authors note, these findings suggest that plans are

ore effective at screening than at achieving the
esired intermediate outcomes in women as com-
ared with men. It is also troubling that this basic
attern remained relatively constant whether one fo-
used on HEDIS 2000 data (Bird, et al., 2007) or HEDIS
006 data (e.g., Chou, Scholle, et al., 2007), suggesting
stable situation in which, even when care for men

nd women appear to be similar, intermediate out-
omes often are not. Results revealed by examining
erformance by gender such as these can permit plans

o prioritize interventions and monitor improvement
ver time to make sure disparities are narrowing
Trivedi, Zaslavsky, Schneider, & Ayanian, 2006).
owever, as suggested in the papers, even relatively

mall gender disparities (e.g., fewer than 5 percentage
oints) observed for several measures warrants atten-

ion and action given the substantial number of people
hat translates into when weighted across all enrollees.

These studies also remind us that, although “gender
isparities” are sometimes assumed to refer only to

nstances where women receive worse care than men,
hey also include differences that disadvantage men.
or example, although women with CVD risk factors
enerally were less likely than men to have their
DL-C controlled (Bird et al., 2007; Chou, Brown, et
l., 2007; Chou, Wong, et al., 2007; Chou, Scholle, et al.,
007), they were more likely than men to have their
lood pressure controlled—at least among commer-
ial plans. Interestingly, the gender disparity in blood
ressure control observed among enrollees �65 years
ld in commercial plans disappeared or even reversed
mong older adults in Medicare plans.
Delineating instances where care differs for men

nd women, particularly those that may be counterin-
uitive, are critical to developing a better understand-
ng of how and why care may differ for men and

omen. For example, instances in which outcomes
iffer by gender but processes of care appear to be
quivalent may reflect important gender differences in

ehavior or physiology (Correa-de-Araujo, 2006). Be-
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ause causal factors and effective interventions may
ary across settings, the availability of such data will
lso be crucial to allowing quality improvement teams
o identify the specific factors underlying gender
ifferences in health outcomes and plan performance,
nd to initiate appropriate interventions within their
espective organizations (Correa-de-Araujo & Clancy,
006). Sharing knowledge between provider organiza-
ions about best practices for improving quality of care
or women can help to accelerate progress.

In addition to demonstrating differences in the
uality of care for men and women, the papers also
ighlight the fact that gender differences in quality of
are can vary in important ways depending on mem-
ers’ race/ethnicity or SES. For example, although
omen were more likely than men to have poorly

ontrolled cholesterol overall, a more complicated
attern was revealed when gender differences within
nd between racial subgroups was considered (e.g.,
hou, Brown, et al., 2007). Thus, to most effectively

arget interventions, plans need to assess whether and
ow gendered patterns of performance vary between
acial/ethnic and SES groups. Although plans still
ack self-reported race/ethnicity (and SES) data for

ost members, they can obtain accurate estimates cost
fficiently by using newer indirect methods (Fiscella &
remont, 2006; Elliot, Fremont, et al., 2006; Fremont, et
l., 2005) such as those used by plans in the National
ealth Plan Collaborative to Reduce Disparities and

mprove Quality sponsored by Agency for Healthcare
esearch and Quality and the Robert Wood Johnson
oundation (Lurie, Fremont, et al., in press) or, in the
ational Committee for Quality Assurance’s pilot
roject that provided data for analyses described in
hou, Brown et al. (2007).
Admittedly, the sheer logistics of sifting through

erformance measures stratified by gender, race/eth-
icity, and SES can seem daunting to plans given
esources they already allocate to analysis and report-
ng of overall performance scores. Yet, although we
re sympathetic to the challenges these changes could
reate for plans, we are also clear that the status quo is
ot a viable or necessarily less expensive option for
lans. Indeed, if they are to achieve the level of quality

hey are committed to and those paying for care are
ncreasingly demanding, they need greater clarity on
actors contributing to gaps in quality for different
nrollee groups and more careful targeting of the
nterventions to those subgroups. These challenges
hould not be faced by plans alone, but should also be
focus of academic researchers, policy makers, and

mployers.
In conclusion, measuring, reporting, and bench-
arking quality measures is crucial to improving

uality of care and reducing disparities in care. The
esults reported in this issue of Women’s Health Issues

rovide strong evidence that gender disparities are
ommon in health plans and that routine assessment
nd reporting of selected quality indicators by sex/
ender is needed. Although improvements in the
uality of cardiovascular care for both men and
omen are needed, priorities for intervention may

ary. Because women have different experiences with
are and on average have more frequent interactions
ith the health system than men, the effectiveness of

uality interventions may also have vary by gender.
tratifying quality indicators by gender will allow
lans to specifically evaluate the effectiveness of im-
rovement interventions among women and men.
lthough this approach will undoubtedly create some
ew challenges for plans, the status quo is no longer a
iable option. Key factors influencing health dispari-
ies remain unexplored and how the factors are inter-
elated is poorly understood. Consequently, system-
tic data collection to identify gaps and eliminate
isparities needs to be broadened to capture addi-

ional information about SES and cultural factors as
ell as the determinants of health and disease both at

ommunity and individual levels.
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