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Abstract: Health equity is attained when everyone has
the opportunity achieve the health they envision;
however, health disparities are a barrier to health
equity. As health disparities specific to urogynecology
exist, it is critical to examine and contextualize them in
a framework that improves understanding of what
factors may drive these disparities to craft effective
solutions. This article will review what we currently
know about urinary incontinence disparities and
provide a framework for evaluation as well as a
framework for advancing health equity in the care of
diverse patient populations with urinary incontinence.
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Introduction
Health Equity is “the absence of unfair and
unavoidable or remediable differences in
health among population groups defined
socially, economically, demographically
and geographically.”1 Health care disparities

are a barrier to health equity for all popula-
tions and pose a significant economic burden
on society. The role that social determinants
of health play in driving health disparities are
well established. Racial/ethnic disparities in
health and health care in particular are
driven by the influence of systemic racism
on social, political, and structural determi-
nants of health,2 and these health inequities
pose a significant economic burden on soci-
ety. A 2009 study found that between 2003
and 2006, 30.6% of direct medical care
expenditure for African-Americans, His-
panics, and Asians were excess costs because
of health inequities.3 Furthermore, that study
showed that eliminating health disparities for
minorities would have reduced direct medi-
cal care by $229.4 billion between 2003 and
2006. Beyond the economic impact of health
disparities, there is a moral case to evaluate
root causes in all medical fields and craft
solutions to address these disparities.

In the field of urogynecology, where
care centers on improving quality of life,
equity must be at the forefront of our care
delivery and health outcomes. There is
currently a paucity of robust data
on health disparities related to urinary
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incontinence (UI) and strategies to ad-
dress observed disparities, which then
lead to potential suboptimal prevention,
diagnosis, and treatment of UI. An addi-
tional challenge in capturing disparities
lies in the fact the women of color are
underrepresented in most studies on UI.4

This article will review what we currently
know about health and health care dis-
parities specific to UI and provide a
framework for understanding disparities
and advancing health equity in our care of
persons with UI.

TERMINOLOGY

Health Disparity/Health Inequity
Healthy People 2020 defines a health dis-
parity as a “particular type of health differ-
ence that is closely linked with economic,
social, and environmental disadvantage.
Health disparities adversely affect groups
of people who have systematically experi-
enced greater social or economic obstacles
to health based on their racial or ethnic
group, religion, socioeconomic status, sex,
age, or mental health; cognitive, sensory, or
physical disability; sexual orientation or
sex identity; geographic location; or other
characteristics historically linked to dis-
crimination or exclusion.”5 Concisely,
health disparities are systemic and avoid-
able health differences that adversely affect
populations that experience marginaliza-
tion in society.6 The predominant cause of
racial and ethnic health disparities is struc-
tural racism.7,8 As a result, health disparity
does not refer to all health differences9,10

and not all health differences are health
disparities. For example, if we observed
that basketball athletes have higher rates of
anterior cruciate ligament injuries than
nonathletes, this would be a health differ-
ence and not a health disparity. However,
if athletes from a disadvantaged group
experience worse outcome after anterior
cruciate ligament injury than athletes from
a different group, this would be a disparity.
In this article, we will often use the term

health inequity when referring to gaps in
health and health outcomes between pop-
ulations.

Social Determinants of Health
The World Health Organization (WHO)
defines social determinants of health as
the conditions in which persons are born,
grow, live, work, and age, including the
health care system.1 They are nonbiolog-
ical determinants of health.

Structural/Systemic Racism
Structural racism according to Bailey et al8

refers to the “totality of ways in which
societies foster racial discrimination via
mutually reinforcing inequitable systems
(housing, education, employment, earn-
ings, benefits, credit, media, health care,
criminal justice, etc.), that in turn reinforce
discriminatory beliefs, values, and distribu-
tion of resources.”

Equity
The concept of equity is distinct from
equality. While both concepts promote
fairness, equality aims to achieve this by
treating everyone the same regardless of
need, and equity emphasizes that people
should receive what they need to achieve
optimal outcomes. Equity as a framework
is essential in health care because it ac-
knowledges a justice-oriented framework
that different groups may require different
resources to achieve optimal health. Inher-
ent in the definitions of health disparity and
health equity is the notion of social dis-
advantage and the concern for social
justice,6,9 which is at the heart of these
concepts and why they demand attention.

DISPARITIES SPECIFIC TO UI. WHAT
WE CURRENTLY KNOW
The available literature on disparities
among patients with pelvic floor disorders
(PFD) is lacking relative to the body of
literature on this topic for gynecologic
conditions. While a systematic review
of publications addressing outcome
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differences and disparities specific to UI is
beyond this article’s scope, this section
will provide an overview of what is
currently known about UI disparities.
As a significant portion of the disparity
literature is related to race/ethnicity, it is
essential to note that the relationship
between race/ethnicity and UI is poorly
understood. Race is a social construct,
but as earlier stated, systemic racism plays
a root-cause role in health disparities.
Some studies suggest that there are differ-
ences in the prevalence of UI by race/
ethnicity, with White women having a
higher prevalence of UI compared with
Black or Hispanic women.11–13 Other
studies also suggest racial/ethnic differ-
ences in the prevalence of UI subtypes
with a higher prevalence of urgency UI
observed in Black women than White
women, and a higher prevalence of stress
urinary incontinence (SUI) in White and
Mexican American women than Black
women.14,15 While these studies suggest
differences that are not necessarily dis-
parities, the etiology of these differences
are unknown and the following must be
considered while incorporating the data
from these studies. First, racial minority
groups are underrepresented in many
prevalence studies relative to their demo-
graphic representation in general popula-
tion, making the estimates unreliable for
these groups. In addition, one must con-
sider the impact of reporting bias, where
many racial/ethnic minority women may
not disclose their UI symptoms. Risk
factors for UI, such as some medical
comorbidities such as obesity,16 are expe-
rienced disproportionately among specific
racial/ethnic populations, which also con-
founds this relationship.

Knowledge About UI
While differences in UI prevalence and
perceptions ofUI do not indicate disparities,
some studies suggest that disparities in
knowledge about UI exist. Shah et al17

found that among care-seeking women,

knowledge of UI was higher among White
women than non-White women. White
women and women with higher education
levels were also more likely to demonstrate
knowledge of treatment options for UI than
non-White women and women with lower
education levels.17 However, Kubik et al18

demonstrated that White women had great-
er knowledge about UI compared with non-
White women; this finding was no
longer significant when controlling for
socioeconomic status. Another analysis of
community-dwelling women found racial/
ethnic disparities in knowledge proficiency
about modifiable risk factors and treatment
options for UI and pelvic organ prolapse
(POP).19 Specifically, non-Black women of
color demonstrated the most significant
knowledge disparities and showed a lack
of proficiency regarding any effective treat-
ment options for both UI and POP.19 Non-
Black women of color were more likely to
assume that surgery is the only treatment
option for both UI and POP. Black women
were less likely to recognize childbirth as a
risk factor for UI, less likely to know that
pelvic floor exercises could help control
leakage, less likely to recognize pessaries as
a treatment for UI.19

These studies highlight that the reasons
behind observed racial differences in
knowledge about UI are not well defined
and may be explained by factors such as
education level and socioeconomic status.
Disparities in knowledge about PFD and
misbeliefs could influence care-seeking
and apprehension to pursue treatment
for PFDs, underscoring the importance
of curating culturally competent interven-
tions and resources to enhance knowledge
about UI effectively.

Care Seeking and Barriers to Care
and Treatment Seeking
Studies estimate that at least 50% of
women do not seek care for UI.20,21

Understanding barriers to care can im-
prove care-seeking in various populations.
A study by Berger et al21 suggests that
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there are no racial differences in care-
seeking for UI and showed no differences
in care-seeking for UI between Black and
White women (53% Black, 50.6% White,
P= 0.64). However, for Black women,
having regular pelvic exams, which im-
plied having regular access to health care,
was associated with care seeking.21 Thus,
one must consider the role of regular
access to care in interpreting these results
as regular access to a health care provider
is associated with increased care seeking
for UI22 and thus results may differ in
populations with limited health care ac-
cess. Another recent qualitative study
found that while experiences related to
UI were similar between Black, White,
and Latina women, there were different
perceptions about care seeking among
women of different racial backgrounds.23

Specifically Latina women maintained
more secrecy about UI and reported
longer delays in seeking care, while White
and Black women described discussing
their UI symptoms with close friends and
family, which normalized the symptoms
and prevented care-seeking suggesting a
cultural impact on care-seeking for UI.23

Similarly Waetjen et al22 found that race
or ethnicity, socioeconomic measures, and
education were not significantly related to
seeking treatment for UI.

Several studies also suggest that when
care-seeking barriers are present, they
may differ across racial groups. A study
of barriers to UI care among White,
Black, and Latina women found that
Latina women faced significantly higher
barriers to care for UI than White and
Black women, including cost, inconven-
ience, fear, and site-related factors.24 An-
other study examining treatment for
women with SUI in a racially diverse
population found that Black women were
likely to consult with a specialist to
address UI and were less likely to undergo
active treatment.25 Dunivan et al found
that elder American Indian women re-
ported more barriers to care-seeking than

historic gynecology controls. In particu-
lar, the most significant barriers to care
were related to cost and inconvenience.26

In this study, the most frequently cited
barriers in this cohort of American Indian
women were long delays before co-pay
reimbursement, with 29.7% reporting that
this prevented them from seeking care and
prolonged wait times for appointments,
with 19.7% reporting this prevented them
from seeking care.26 Almost half of the
women in this study reported an annual
household income < $10,000 highlighting
that socioeconomic status impacts care-
seeking, although it is not solely respon-
sible for barriers to care-seeking.26

The relationship between socioeconomic
status and care-seeking barriers is demon-
strated in a study that found that lower
household income was associated with a
decreased likelihood of discussing UI with
any provider or with a specialist.27 Also,
women with only a high school education
were less likely to report discussing UI
compared with women with graduate school
education or higher.27 However, even among
racial minority women from higher socio-
economic backgrounds, care-seeking barriers
exist. A study of community-dwelling insured
professionalAfrican-Americanwomen found
that the attitudes that PFDs are a normal
part of aging and concern about insurance
complexity were significant barriers to care-
seeking [adjusted odds ratio (aOR): 5.56; 95%
confidence interval: 1.46-21.23 and aOR:
3.80; 95% confidence interval, 1.39-10.33,
respectively].28

Treatment for UI
It is currently unknown if there are dis-
parities in the rates of surgeries performed
for UI, and no recent population-based
studies examine the current epidemiology
of surgical procedures performed for UI in
the US. Boyles et al,29 using a federal
database of outpatient surgery in the US,
found 76% of women undergoing surgery
between 1994 and 1996 for SUI were
White compared with the 0.3% who were
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African-American. Shah et al30 in 2003
suggested that White women underwent
surgery for SUI at higher rates than
African-American women. The data from
these studies are, however, over 20 years
old and do not adjust for the incidence of
UI in these populations.

Nonetheless, there are a few studies that
suggest that inequities in treatment for UI
exist. Washington el al31 found that wom-
en with Medicaid and no insurance cover-
age were less to participate in pelvic floor
physical therapy, highlighting a possible
inequity in access to this treatment modal-
ity. Self-pay cost of pelvic floor physical
therapy are high and costs and inadequate
coverage poses a barrier to this treatment,
thus further studies are needed to evaluate
the impact of insurance type on coverage
for pelvic floor physical therapy and sub-
sequent access to this treatment. Duralde
et al27 reported that Black and Asian
women were less likely to report being
offered surgical/invasive treatments for
UI. Among women who underwent sur-
gery for SUI in a study of Medicare
beneficiaries age 65 and older, non-White
women were twice as likely to have a
nonurologic complication.32 A recent
study examined disparities in use of sacral
neuromodulation over a 10-year period
and found that minority patients (non-
White) were less likely to undergo treat-
ment than White patients (aOR: 0.38,
P< 0.0001) as were patients who lived in
the West compared with other regions of
the US (aOR: 0.52, P< 0.0001).33 In this
study the most common diagnosis for
sacral neuromodulation was overactive
bladder.33

MODEL FOR UNDERSTANDING
DISPARITIES
To begin to understand the drivers of the
disparities discussed above and craft sol-
utions to address health disparities, we
must focus on the interplay between the
multiple factors, including individual and
population level determinants of health.

Disparate health outcomes are typically a
result of inequities in the distribution of
resources, often driven by systemic racism,
that promote optimal health outcomes.10

However, a common pitfall is to reflex-
ively attribute disparities solely to inherent
differences in the groups affected, which
implies a sole biological basis for the
disparity and ultimately disregards the
complex relationship of several external
factors that places individuals and popu-
lations at risk for disparate health out-
comes. Warnecke and colleagues present a
model for analyzing health disparities
shown in Figure 1. In Figure 1, 3 levels
of health determinants are shown: distal,
intermediate, and proximal factors.

The distal factors are the social con-
ditions, the policies, and policy-making
bodies that impact social conditions and
the health care system and are considered
fundamental causes of disparate health
outcomes at a population level. Distal
factors also include legislation and gover-
nance that facilitate neighborhood level
segregation, systemic racism (which is not
explicitly stated in the Warnecke and
colleagues model, but is an integral piece
of the framework), inadequate health
care and quality of health care, state-
sanctioned violence, and political exclu-
sion. The distal factors can impose
downstream barriers that limit individu-
als at a population level from attaining
optimal health care. Research evaluating
how these distal social determinants of
health impact care for women with UI is
absent and needed. The intermediate fac-
tors are the link between the distal factors
and in the individual level factors. They
are the social and physical contexts and
social relationship structures that impact
health. The proximal factors represent the
individual demographics and risk behav-
iors as well as biological responses and the
environment and to disease states.

This framework assumes that health
inequities do not occur as a result of one
isolated factor and instead result from an
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interplay between multiple levels of deter-
minants of health and underlying sys-
temic racism. Also inherent in the
framework above is the concept that
certain populations may be structurally
vulnerable to disparate health outcomes
because of these groups experience indi-
vidual patient and system mismatches; a
concept highlighted in a recent publica-
tion describing a framework for health
equity in gynecology oncology.34

Structural Vulnerability for Native
and Black Women
For example, American Indian/Alaska
Native (AIAN) tribes in the United States

have a unique history experiencing racist
policies and practices that encompass
genocide, marginalization, and displace-
ment from their land, which has resulted
in treaties and policies to provide services
to these groups. The Indian Health Serv-
ice (IHS) is the agency within the Depart-
ment of Health and Human Services
responsible for providing federal health
services to federally recognized American
Indian tribes in the United States. How-
ever, not all Native tribes are federally
recognized, thus potentially excluding
some Native tribes from coverage under
the IHS. The capacity for adequate cover-
age is also impacted by underfunding of

FIGURE 1. Model for evaluating health disparities. Figure adapted with permission from
Warnecke et al.10
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the IHS.35 Reluctance for some tribes and
AIAN people to enroll in Centers for
Medicare and Medicaid Services pro-
grams has also been described for many
reasons, including trust concerns about
sharing personal information with non-
Indian government agencies.35 These sys-
tem and individual level factors can create
issues with access to care, particularly
subspecialized care like urogynecology
for AIAN populations, and undoubtedly
would contribute to health inequities in
this population.

The history of slavery and the system
level policies that allow neighborhood
level and residential segregation, racism,
economic injustice, and social deprivation
impact the experience of health and health
care for many Black women in the United
States.8 For example, residential segrega-
tion impacts health care access, utiliza-
tion, and quality of neighborhood health
care and providers. The chronic divest-
ment that results from residential segrega-
tion also worsens economic disadvantage,
and creates barriers to attracting specialist
care, for example, to facilities that are in
some neighborhoods that end up being
predominantly Black.8

Structural Vulnerability Because
of Language Proficiency
Many groups are impacted by the unique
challenges that arise in interfacing with the
US health care system with low English
proficiency. Often parallel, is the experience
of immigrants and the challenges and mar-
ginalization this creates and its impact on
health. There are challenges in communica-
tion described in the urogynecology litera-
ture for persons with low English
proficiency that impact patient knowledge
of conditions and the provider-patient rela-
tionship, both of which place patients at risk
for disparate outcomes. A recent study that
analyzed the readability of patient informa-
tion materials in Spanish for PFD including
UI available through organizations, profes-
sional societies, government and industry

found that these materials were at a range of
average to difficult reading level.36 Also,
none of the analyzed materials met the
sixth-grade reading level criteria suggested
by the National Institutes of Health and
American Medical Association.36

Another study evaluating communica-
tion between Spanish-speaking Latin-
American women with PFD and physicians
found that physicians commonly avoided
medical terminology and instead used sim-
ple words when describing the patient’s
diagnosis.37 Also, a common theme identi-
fied in the study was a lack of Spanish
proficiency among physicians, with physi-
cians commonly using inadequate Spanish
during counseling of patients, in addition to
speaking for several minutes at a time
without pausing to elicit patient feedback
and understanding.37 In this study, the
researchers found that the patients had poor
understanding of their diagnosis even at the
end of the physician-patient encounter and
often felt overwhelmed during the clinical
encounter.37 The communication barriers
that patients with limited English profi-
ciency meet extend beyond physician en-
counters and often are present at many
points of interface with the health care
system from office staff to interpreters,38

which can create a marginalized experience
as these patients seek care. Communication
deficits and barriers put patients at a dis-
advantage in understanding their condi-
tions, decision making, and can place
patients at risk for disparities.

Structural Vulnerability for Rural
Populations
Finally, prolonged travel to access care
and limited availability of subspecialty
care in some rural areas present barriers
to obtaining treatment, seeking care, ad-
herence to care, and can limit the presence
of patient-chosen advocates during health
care encounters, all of which can place
persons from rural populations at risk for
health inequities.
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APPLYING A HEALTH EQUITY
FRAMEWORK TO UI TO REDUCE
DISPARITIES
First, it is vital to address challenges in
capturing disparities related to UI. Measure-
ment of variables presents a challenge in
elucidating disparities. While not all dispar-
ities are based on race/ethnicity, the majority
of the disparity studies specific to UI report
on racial/ethnic disparities. However, the
research describing racial differences in UI
prevalence offers no etiology for these differ-
ences. Some studies that have attempted to
elucidate the etiology for these differences
have approached this question from a per-
spective that assumes inherent biological
(anatomic and physiological) differences by
race. However, we know that the race
categories are flawed. Traditional race/eth-
nicity categories, particularly in research, do
not accurately identify populations. Race is a
social construct, and these categories embody
significant ancestral heterogeneity, and thus
are a poor proxy for genetics and ancestry. In
research, race/ethnicity is not always self-
identified and does not capture mixed ances-
try, and the genesis of the classification
criteria linking individuals in race categories
is rooted in skin color.

Focusing on the “race” variable as a risk
factor in disparities research models as op-
posed to racism and social determinants
commonly experienced by the groups
lumped by race, limits our ability to identify
the drivers of observed racial differences and
protective factors and mechanisms of resil-
ience against adverse social determinants of
health. Complex modeling systems that can
consider multiple social determinants of
health, bias, and cumulative risk with ex-
posures to these determinants are needed.
This sort of complexmodeling would require
us to craft relevant variables and objective
measures to thoroughly evaluate disparities
and move beyond convenient variables typ-
ically found in large databases such as annual
household income, education level, and zip
code that reflect deeply rooted patterns of
privilege, power, and exclusion.

Another challenge in evaluating dis-
parities in the use of treatment modalities
for UI is that there are multiple treatment
options for UI, and there is not one
treatment modality that is the standard
of care. As a result, when there are racial
differences in the use of surgical modal-
ities, it is difficult to discern if this results
from patient preference, provider bias, or
access issues. Furthermore, the data on
utilization is often from administrative
databases that lack information on im-
portant sociodemographic variables that
could account for observed differences.

How Do We Move Forward?
In our delivery of care, we should aim to
deliver care that is free from racism and
discrimination, which requires acknowl-
edging the structural vulnerability and
marginalization of certain communities,
addressing systemic racism and discrim-
ination, provider-level implicit and explic-
it bias. We should individualize care and
leverage culture and community. Diversi-
fying our workforce is also integral to
ensuring health equity in our care. Adopt-
ing innovative solutions such as telemedi-
cine and patient navigators offers an
avenue to advance equity and address
barriers to care. For example, telemedi-
cine allows us to offer early morning and
evening appointments to accommodate
patients who do not have flexibility in
work schedules and can overcome access
and travel challenges. We acknowledge
that there are equity challenges with tele-
medicine, such as limited internet and
phone access, which need to be considered
when implementing new care approaches
and technology in health care delivery. At
our individual institutions, we can ad-
vance equity by having an equity focus
in our quality improvement process, by
reviewing our outcomes and treatment
utility for different groups to identify gaps
in care provision and areas of bias. In our
research, we can strive for inclusive re-
search practices and recruitment of
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diverse study populations. Finally, we
should incorporate equity competency in
trainee and provider education.

Advancing equity must be intentional
and should be central to our patient care,
research, and education for UI.
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