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BACKGROUND: Racial and ethnic disparities in opioid
prescribing in the emergency department (ED) are well
described, yet the influence of socioeconomic status
(SES) remains unclear.
OBJECTIVES: (1) To examine the effect of neighborhood
SES on the prescribing of opioids for moderate to severe
pain; and (2) to determine if racial disparities in opioid
prescribing persist after accounting for SES.
DESIGN: We used cross-sectional data from the Na-
tional Hospital Ambulatory Medical Care Survey be-
tween 2006 and 2009 to examine the prescribing of
opioids to patients presenting with moderate to severe
pain (184 million visits). We used logistic regression to
examine the association between the prescribing of
opioids, SES, and race. Models were adjusted for age,
sex, pain-level, injury-status, frequency of emergency
visits, hospital type, and region.
MAIN MEASURES: Our primary outcome measure was
whether an opioid was prescribed during a visit for
moderate to severe pain. SES was determined based on
income, percent poverty, and educational level within a
patient’s zip code.
RESULTS: Opioids were prescribed more frequently at
visits from patients of the highest SES quartile com-
pared to patients in the lowest quartile, including
percent poverty (49.0 % vs. 39.4 %, P<0.001), house-
hold income (47.3 % vs. 40.7 %, P<0.001), and
educational level (46.3 % vs. 42.5 %, P=0.01). Black
patients were prescribed opioids less frequently than
white patients across all measures of SES. In adjusted
models, black patients (AOR 0.73; 95 % CI 0.66–0.81)
and patients from poorer areas (AOR 0.76; 95 % CI
0.68–0.86) were less likely to receive opioids after
accounting for pain-level, age, injury-status, and other
covariates.
CONCLUSIONS: Patients presenting to emergency de-
partments from lower SES regions were less likely to
receive opioids for equivalent levels of pain than those
from more affluent areas. Black and Hispanic patients
were also less likely to receive opioids for equivalent
levels of pain than whites, independent of SES.
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INTRODUCTION

The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO), the Federation of State Medical
Boards, and many state medical boards have stressed the
importance of adequate pain control, yet the under-
treatment of pain in the emergency room setting remains a
significant concern.1 Several studies have consistently
documented disparities in opioid prescribing in the emer-
gency department (ED) based on race and ethnicity.2–7 For
instance, one study demonstrated that Hispanic patients
were twice as likely as non-Hispanic white patients to
receive no analgesia for isolated bone fractures in EDs.5

Further, a recent study demonstrated that the prescribing
gap in opioid prescribing by race and ethnicity did not
diminish between 1993 and 2005.2

Although racial and ethnic disparities in opioid prescrib-
ing in the emergency departments remains steady, the
broader influence of socioeconomic status (SES) on the
treatment of patients’ pain is unknown. Additionally, it is
unknown whether differences in SES may explain some of
the racial and ethnic disparities previously observed in
opioid prescribing in the emergency setting. Understanding
the factors that influence the decision to prescribe opioids in
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the emergency setting is critical to the development of equitable
treatment policies.
To better understand the factors associated with opioid

prescribing for pain-related emergency department visits, we
aim to (1) examine the effect of neighborhood socioeconomic
status (income, percent poverty, and educational level) on the
prescribing of opioids; and (2) to determine if racial and ethnic
disparities in opioid prescribing persist after accounting for
SES. We hypothesized that patients presenting to emergency
departments with moderate to severe pain who reside in lower
socioeconomic areas would be less likely to receive an opioid
prescription. We also hypothesized that accounting for SES
would attenuate, but not extinguish, the previously defined
racial disparities in opioid prescribing for patients who present
to the ED in pain.

METHODS

Data Source

We used cross-sectional data from the National Hospital
Ambulatory Care Survey (NHAMCS) to examine the pre-
scribing of opioids to adults aged 18 years and older
presenting to the ED with a complaint of moderate to severe
pain from 2006 to 2009. NHAMCS is a national survey
designed to collect data on the utilization and provision of
emergency care throughout the United States.8 NHAMCS is
conducted yearly by the National Center for Health Statistics
(NCHS), with the U.S. Bureau of the Census acting as the field
agents for data collection. The survey uses a multistage
probability design to select a stratified systematic sample of
visits to EDs throughout the United States. The data are then
weighted to produce national estimates of utilization of
emergency medical care services in the United States.8 A
comprehensive description of all methods used for sampling,
data collection, and weighting are available online at http://
www.cdc.gov/nchs/ahcd.htm. Prior to 2006, SES variables
were not routinely available through the NHAMCS.

Inclusion Criteria

We included visits from patients age 18 years or older
presenting with moderate to severe pain to EDs. We did not
include patient visits where patients reported no pain or
only mild pain, since we would not expect an opioid to be
prescribed in these circumstances.

Main Outcome Measure

Our primary outcome measure was whether an opioid was
prescribed (yes/no) during a visit to the ED for moderate to
severe pain. We defined an opioid based on classification

codes provided NHAMCS and the Lexicon Plus®, a propri-
etary database of Cerner Multum, Inc. The Lexicon Plus is a
comprehensive database of all prescription drug products
available in the U.S. drug market. Additional information on
the Multum Lexicon Drug Database is available at: http://
www.multum.com/Lexicon.htm. We included all scheduled
II-V opioids. We did not include non-controlled, centrally-
acting synthetic analgesics in our analyses.

Independent Variables of Interest—
Socioeconomic Status, Race,
and Ethnicity

We used three measures of neighborhood-level SES, including
(1) poverty level, (2) income status, and (3) educational level.
The NCHS collects data on SES based on census data geo-
coded to the five-digit zip code provided by patients at
registration. Therefore, poverty indicates the percent of
poverty within the patient’s zip code, income describes the
median household income within the patient’s zip code, and
education indicates the percent of adults with a Bachelor’s
degree or higher in the patient’s zip code. We evaluated levels
of SES based on the quartiles provided by the NCHS.
We categorized race as white, black, or other. Due to

sample size constraints, we collapsed Asian, Native
Hawaiian/Other Pacific Islander, and American Indian/
Alaska Native into “other race”. Ethnicity was recorded
separately as Hispanic or non-Hispanic.

Other Key Covariates

Pain was recorded based on patients’ self-reported severity of
pain. Between 2006 and 2008, NHAMCS recorded patient
reported pain with a 4-point scale (None, Mild, Moderate,
Severe). Beginning in 2009, NHAMCS began recording pain
along a 10-point scale based on patient report. To produce a
common measure of pain across the years studied, we used the
Clinical Practice Guidelines published by the Agency for
Healthcare Research and Quality to categorize pain listed on a
10-point scale to none (0), mild (1–3), moderate (4–6), or severe
(7–10). We only included ED visits for moderate to severe pain
in our analyses.
Other key covariates included age, sex, whether the visit

was related to an injury or trauma, the frequency of prior visits
to the ED, region of the country (Northeast, South, Midwest,
West), type of hospital (nonprofit, government, proprietary),
and metropolitan status (large, medium, small, or non-metro).

Data Completeness

Field representatives from the U.S. Bureau of the Census
performed checks for data completeness and, when necessary,
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missing data were imputed by the NCHS for race and ethnicity.
A comprehensive description of methods used to ensure data
completeness and imputation of missing data is available at
http://www.cdc.gov/nchs/ahcd/ahcd_data_collection.
htm#nhamcs_collection and through the NHAMCS documen-
tation.8 Socioeconomic status (either poverty, income, or
education) was missing for approximately 5.7 % of visits.
Visits without SES were not included in our analysis.

Data Analysis

All Statistical tests were performed using SAS version
9.1 and SAS callable SUDAAN functions to appropriately
weight visits and account for the complex sampling design.
We used commonly accepted standards from the NCHS to
determine the reliability of the estimates derived in this
study.
We examined the bivariate associations between our primary

independent variables of interest (SES, race, and ethnicity) and
our outcome measure (prescribing of an opioid—yes/no).
We used chi2 test statistics to compare all proportions
and also list unadjusted odds ratios with 95 % confidence
intervals.
We subsequently developed logistic regression models to

examine the independent effects of socioeconomic status, race,
and ethnicity on the prescribing of opioids in emergency
departments (opioid prescribed—yes/no). Based on prior
literature, we included patient race, ethnicity, gender, patient
age, pain severity, region of country, hospital location (urban/
Metropolitan Statistical Areas (MSA)), hospital ownership,
and whether the visit was related to an injury or trauma in our
models.2,4 To control for whether a patient was a frequent
visitor to the ED, we also included the frequency of prior visits
to the EDwithin the past year and whether the patient had been
seen in the ED within the past 72 hours. All covariates were
included based clinical significance and statistical significance
in bivariate analyses. To avoid colinearity, we developed
separate models for each measure of socioeconomic status
(poverty, income, and education). Each separate regression
model included only one measure of SES, but included race,
ethnicity, and all covariates.
The NCHS has established strict release standards for data

based on the relative standard error of the point estimate and
the absolute number of visits to ensure reliability of national
estimates.8 All values reported meet the established release
criteria for national estimates.

Institutional Board Review

This study was approved by the University of Rochester
Research Subjects Review Board and the protocols used by
NHAMCS were approved by the NCHS Institutional
Review Board.

RESULTS

Between 2006 and 2009, a total of 1,408 emergency de-
partments participated in NHAMCS (90 % participation rate).
There were 50,264 visits in which opioids were prescribed for
moderate or severe pain. Table 1 lists the weighted character-
istics of these patient visits.

Socioeconomic Status

Opioids were prescribed less frequently to patients in lower
socioeconomic groups, including patients residing in poorer
areas and those in neighborhoods with lower levels of
education (Fig. 1a, b, and c). In adjusted models, SES was an
independent predictor of opioids being prescribed for moderate
to severe pain. Table 2 describes the percent of patients
receiving opioids in the ED and provides three regression
models, each with a different marker of socioeconomic
status—poverty, income, and education. Compared to patients
in low poverty areas (< 5 % poverty), those residing in high
poverty areas (> 20 % poverty) were less likely to receive
opioids for moderate to severe pain (39.4 % vs. 49.0 %; AOR
0.76, CI 0.68–0.84). Similar associations with opioid prescrib-
ing were found based on level of income and educational status
(Table 2).

Race and Ethnicity

Opioids were prescribed less frequently to black patients for
moderate to severe pain compared to white patients at all
levels of SES (Fig. 1). Adjusting for SES did not attenuate
the influence of race on the prescribing of opioids for
patients in the emergency department with moderate to
severe pain (Table 2). For moderate to severe pain, white
patients presenting to the ED more frequently received
opioids compared to black patients (46.4 % vs. 38.7 %; P<
0.001). In adjusted models, black patients were less
frequently prescribed opioids compared to white patients
while accounting for percent poverty (AOR=0.81, 0.68–
0.97), median household income (AOR=0.80, 0.66–0.96),
and education level (AOR=0.79, 0.66–0.95) (Table 2).
Similarly, opioids were prescribed less frequently to

Hispanic patients for moderate to severe pain compared to
non-Hispanic patients (40.4 % vs. 44.9 %; P<0.001). In
adjusted models, Hispanic patients were less frequently
prescribed opioids compared to non-Hispanic patients while
accounting for percent poverty (AOR=0.83, 0.75–0.91),
median household income (AOR=0.83, 0.74–0.88), and
education level (AOR=0.80, 0.73–0.88) (Table 2).

Trend Over Study Period

We did not find a trend between 2006 and 2009 in the
frequency of prescriptions written for opioids for white
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patients (β=0.01; P=0.69), black patients (β=0.03; P=0.32),
or patients of other racial groups (β=−0.03; P=0.63).

DISCUSSION

This study found that patients presenting to emergency
departments for moderate to severe pain from lower
socioeconomic neighborhoods were less likely to receive
an opioid for equivalent levels of pain compared to patients
presenting to the ED from more affluent neighborhoods. We
also found that racial and ethnic disparities in opioid
prescribing persist in emergency departments in the United

States and were not attenuated by the influence of
socioeconomic status.
This is the first study, to our knowledge, to identify

differences in prescribing of opioids for pain based on SES.
We found that visits from patients from lower SES
neighborhoods were less likely to receive an opioid for
equivalent levels of reported pain than patients from more
affluent neighborhoods. This relationship was consistent
across all aspects of SES studied, independent of race and
ethnicity. Disparities based on the percent of poverty in the
patient’s neighborhood revealed the most striking differ-
ences, with an approximate 10 % absolute difference in
prescribing rates between those in the highest versus lower
quartiles. Several smaller studies have observed variations
in preventive screening, timing of diagnosis, and overall
survival,9–15 but none have examined the relationship of
opioid prescribing, SES, and race.
Consistent with prior studies,2,4 we found that black

patients were prescribed opioids less frequently than white
patients for moderate to severe pain in the emergency
setting. This relationship remained consistent across each
aspect of neighborhood-level SES, while accounting for
other factors including pain level, type of visit, age, gender,
frequency of prior ED visits, and hospital location.
Similarly, Hispanic patients were less likely to receive an
opioid than non-Hispanic patients for equivalent levels of
pain after accounting for SES.
The combination of black race or Hispanic ethnicity and

residing in poorer SES neighborhoods creates a negative
synergistic effect on opioid prescribing for pain. For
instance, black patients from lower SES neighborhoods
were approximately 6 % less likely to receive opioids for
pain compared to white patients residing in similar
neighborhoods, nearly 6 % less likely than black patients
in more affluent neighborhoods, and nearly 14 % less likely
than white patients residing in more affluent neighborhoods.
The factors mediating this finding are likely numerous and
difficult to reconcile, but this is clearly a psychosocial
dilemma that needs to be further addressed.
The influence of physician–patient racial and ethnic

concordance on patient care has been consistently docu-
mented for decades,16–20 and may partially explain some of
the disparities found. Previous studies have demonstrated
that despite their best efforts, physicians sometimes struggle
to perform as unbiased operators, often allowing their own
cultural and social constructs to partially dictate their
approach to patient care, including their medication pre-
scribing.21,22 The fact that the majority of physicians
currently employed in the United States are white, and
likely members of the highest socioeconomic quartile, may
in part reflect why this group was the most likely to receive
prescriptions for opioids.23

We also found that prescribing patterns varied according
to geographic region, consistent with the previous litera-

Table 1. Visit Characteristics in the NHAMCS Between 2006 and
2009

Characteristic Weighted percent*

Age (years)
18–39 49.7 %
40–64 38.1 %
> 65 12.2 %

Sex
Female 59.1 %

Poverty
< 5.00 % 13.7 %
5.00–9.99 % 26.9 %
10.00–19.99 % 37.3 %
> 20.00 % 22.1 %

Education - bachelors or higher
> 31.69 % 33.6 %
16.67–31.68 % 25.9 %
12.84–19.66 % 22.3 %
< 12.84 % 18.2 %

Severity of pain
Moderate 44.4 %
Severe 55.6 %

Type of Hospital
Nonprofit 75.3 %
Government (non-Fed) 13.9 %
Proprietary 10.8 %

Race
White 72.6 %
Black 24.3 %
Other 3.1 %

Ethnicity
Hispanic 11.3 %
Non-Hispanic 88.7 %

Income
$52,388 or More 33.0 %
$40,627–$52,387 26.1 %
$32,794–$40,626 22.4 %
$32,793 or less 18.5 %

Region
Northeast 17.7 %
South 22.9 %
Midwest 42.3 %
West 17.1 %

Urban/Rural
Large Metro 46.0 %
Medium/Small Metro 35.2 %
Non-Metro 18.8 %

Insurance
Private 34.9 %
Public 35.6 %
Uninsured 20.3 %
Unknown/Other 9.2 %

*Total unweighted sample size was 50,236 patient visits; total
weighted sample size was 183,784,463 visits
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ture.2,4 Opioids were prescribed more frequently at ED visits
in the South and West regions as compared to the Northeast.
According to the most recent US Census data, however,
Southern and Midwest states had lower per capita incomes as
compared to states in the Northeast.23 Despite these regional
variations, we did not find that regional differences attenuated
the influence of SES or race on the prescribing of opioids for
moderate to severe pain in the ED.
This study has several limitations. Most notably, SES was

defined based on the patient’s five-digit zip code. NHAMCS
uses the patient’s self-reported zip code to stratify patient visits
into specific quartiles for poverty, income, and education level.
Unfortunately, we are not able to capture patient-level SES
parameters beyond neighborhood-level quartiles. Second, our
sample size did not allow us to examine racial differences for
Asian or other races. Third, information on the quantity and
strength of opioids prescribed was not available. Last, we were

not able to account for clinician factors, such as race or
ethnicity, or institutional level factors. Differences in prescrib-
ing patterns in EDs based on provider and hospital type
have been previously described.24 To adjust for the potential
differences between institutions, we were able to adjust for
hospital type, but were unable to account for individual
prescriber trends and predilections. We were also unable to
assess whether emergency prescribers employed testing
methods, such as urine and serum toxicology, or other
techniques, such as prescription monitoring websites, to help
determine risk for abuse and aid in their decisions on whether
or not to prescribe opioids.
Despite these limitations, it is clear that disparities in the

prescribing of opioids in emergency departments exist, not
only by race and neighborhood-level socioeconomic status, but
along regional levels as well. It is imperative that national
guidelines and safety standards be instituted in an effort to

Table 2. Characteristics of Patients Receiving Opioids for Moderate to Severe Pain Visit to the Emergency Department Between 2006 and
2009

Variable % Visits opioid Rx Odds ratio
(95 % CI)

AOR poverty*
(95 % CI)

AOR income* (95 % CI) AOR education*
(95 % CI)

Race
White 46.4† 1.0 1.0 1.0 1.0
Black 38.7† 0.73 (0.66–0.81) 0.73 (0.67–0.80) 0.71 (0.65–0.78) 0.69 (0.63–0.76)
Other 42.2† 0.84 (0.72–0.99) 0.81 (0.68–0.97) 0.80 (0.66–0.96) 0.79 (0.66–0.95)

Ethnicity
Non-Hispanic 44.9† 1.0 1.0 1.0 1.0
Hispanic 40.4† 0.83 (0.75–0.92) 0.83 (0.75–0.91) 0.81 (0.74–0.88) 0.80 (0.73–0.88)

Poverty §

< 5.00 % 49.0† 1.0 1.0 – –
5.00–9.99 % 47.7† 0.95 (0.87–1.0) 0.93 (0.86–1.0) – –
10.00–19.99 % 43.3† 0.79 (0.71–0.88) 0.82 (0.75–0.90) – –
> 20.00 % 39.4† 0.68 (0.60–0.76) 0.76 (0.68–0.84) – –

Income ║

> $52,388 47.3† 1.0 – 1.0 –
$40,627–$52,387 47.4† 1.00 (0.91–1.10) – 0.97 (0.89–1.07) –
$32,794–$40,626 44.5† 0.89 (0.80–1.00) – 0.89 (0.81–0.99) –
$32,793 or less 40.7 0.76 (0.68–0.86) – 0.83 (0.75–0.91) –

Education ¶

> 31.69 % 46.3‡ 1.0 – – 1.0
16.67–31.68 % 45.8‡ 0.98 (0.90–1.07) – – 0.97 (0.89–1.06)
12.84–19.66 % 44.3‡ 0.92 (0.84–1.02) – – 0.92 (0.84–1.01)
< 12.84 % 42.5‡ 0.86 (0.76–0.96) – – 0.90 (0.82–0.98)

Age
18–39 years 43.5† 1.0 1.0 1.0 1.0
40–64 years 47.3† 1.17 (1.11–1.24) 1.17 (1.10–1.23) 1.17 (1.1–1.23) 1.17 (1.1–1.23)
> 65 years 38.9† 0.83 (0.75–0.91) 0.84 (0.76–0.92) 0.84 (0.76–0.92) 0.84(0.76–0.92)

Sex
Female 43.9‡ 1.0 1.0 1.0 1.0
Male 45.1‡ 1.05 (1.00–1.10) 1.03 (0.98–1.08) 1.02 (0.98–1.07) 1.03(0.98–1.08)

Pain
Moderate 34.1† 1.0 1.0 1.0 1.0
Severe 52.6† 2.15 (2.03–2.27) 2.15 (2.04–2.27) 2.15 (2.04–2.27) 2.15 (2.04–2.27)

Injury
Non-injury Related 42.0† 1.0 1.0 1.0 1.0
Injury related 48.7† 1.31 (1.25–1.38) 1.34 (1.27–1.41) 1.34 (1.27–1.42) 1.34 (1.27–1.42)

AOR Adjusted Odds Ratio, CI Confidence interval, Rx prescription
*Logistic regression model was adjusted for all covariates listed in the table, as well as type of hospital (nonprofit, government, proprietary; p=
0.04), metropolitan status (large, medium, small, or non-metro; p<0.001), whether the patient had been seen in the past 72 h (p=0.01), the number
of ED visits within the last year (p<0.001), and region of the country (p<0.001)
† p<0.001 using chi2 test statistics
‡ p<0.05 using chi2 test statistics
§ Poverty indicates the percent of poverty within the patient’s zip code
║ Income indicates the median household income in the patient’s zip code
¶ Education indicates the percent of adults with Bachelor’s degrees or higher in patient’s zip code
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Figure 1. a Percentage of visits with opioid prescriptions by poverty level in patient’s zip code between 2006 and 2009. b Percentage of visits
with opioid prescriptions by income level in patient’s zip code between 2006 and 2009. c Percentage of visits with opioid prescriptions by

education level in patient’s zip code between 2006 and 2009.
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provide consistent and unbiased treatment for pain in all
settings. Policies such as uniform teaching to medical students
and residents, specific guidelines and continuing education for
current practicing providers, as well as accessible prescription
monitoring programs, should be considered.25,26

CONCLUSION

Patients presenting to United States emergency departments
for moderate to severe pain from lower socioeconomic
neighborhoods were less likely to receive opioids for
equivalent levels of pain compared to those from more
affluent neighborhoods. Furthermore, black patients and
Hispanic patients were less likely to receive opioids for
equivalent levels of pain while accounting for socioeco-
nomic status. The reasons for these disparities are complex,
likely multifactorial, and warrant further investigation.

Financial Disclosures: None.

Conflict of Interest: The authors declare that they do not have any
conflicts of interest.

Contributor’s Statement: All authors made substantial contribu-
tions to the conception and design, interpretation of data, drafting
and revising of the manuscript, and final approval for publication.

Corresponding Author: Robert J. Fortuna, MD, MPH; Center for
Primary Care, Culver Medical Group, University of Rochester School
of Medicine and Dentistry, 913 Culver Road, Rochester, NY 14609,
USA (e-mail: Robert_Fortuna@urmc.rochester.edu).

REFERENCES
1. Manchikanti L, Singh A. Therapeutic opioids: a ten-year perspective on

the complexities and complications of the escalating use, abuse, and
nonmedical use of opioids. Pain Physician. 2008;11:S63–88.

2. Fortuna R, Robbins BW, Caiola E, Joynt MR, Halterman JS.
Prescribing of controlled medications to adolescents and young adults
in the United States. Pediatrics. 2010;126(6):1108–16.

3. Phillips DM. JCAHO pain management standards are unveiled. Joint
Commission on Accreditation of Healthcare Organizations. JAMA.
2000;284:428–9.

4. Pletcher MJ, Kertesz SG, Kohn MA, Gonzales R. Trends in opioid
prescribing by race/ethnicity for patients seeking care in US emergency
departments. JAMA. 2008;299(1):70–8.

5. Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk factor for
inadequate emergency department analgesia. JAMA. 1993;269(12):1537–9.

6. Epstein AM, Ayanian J. Racial disparities in medical care. NEJM.
2001;344(19):1471–3.

7. Bazarian JJ, Pope C, McClung J, Cheng YT, Flescher W. Ethnic and
racial disparities in emergency department care for mild traumatic brain
injury. J Acad Emerg Med. 2003;10(11):1209–17.

8. National Center for Health Statistics. NCHS public-use data files and
documentation: National Hospital Ambulatory Medical Care Survey
(NHAMCS)—2006, 2007, 2008, 2009. Available at: ftp://ftp.cdc.gov/pub/
health_statistics/nchs/dataset_documentation/nhamcs.

9. Pollack CE, Mallya G, Polsky D. The impact of consumer-directed
health plans and patient socioeconomic status on physician recommenda-
tions for colorectal cancer screening. J Gen Intern Med. 2008;23(10):1595–
601.

10. Green CR, Ndao-Brumblay SK, West B, Washington T. Differences in
prescription opioid analgesic availability: comparing minority and white
pharmacies across Michigan. J Pain. 2005;6(10):689–99.

11. Bradley CJ, Given CW, Roberts C. Race, socioeconomic status, and
breast cancer treatment and survival. JNCI J Natl Cancer Inst.
2002;94(7):490–6.

12. Madison T, Schottenfeld D, James SA, Schwartz AG, Gruber SB.
Endometrial cancer: socioeconomic status and racial/ethnic differences
in stage at diagnosis, treatment, and survival. Am J Public Health.
2004;94:2104–11.

13. Cooper R, Cutler J, Desvigne-Nickens P, Fortmann SP, Friedman L,
Havlik F, Hogelin G, Marler J, McGovern P, Morosco G, Mosca L,
Pearson T, Stamler J, Stryer D, Thom T. Trends and disparities in
coronary heart disease, stroke, and other cardiovascular diseases in the
United States: findings of the national conference on cardiovascular
disease prevention. Circulation. 2000;102:3137–47.

14. Meara ER, Richards S, Cutler DM. The gap gets bigger: changes in
mortality and life expectancy, by education, 1981–2000. Heal Aff.
2008;27(2):350–60.

15. Le H, Ziogas A, Lipkin SM, Zell JA. Effects of socioeconomic status and
treatment disparities in colorectal cancer survival. Cancer Epidemiol
Biomarkers Prev. 2008;17(8):1950–62.

16. Tamayo-Sarver JH, Dawson NV, Hinze SW, Cydulka RK, Wigton RS,
Albert JM, Ibrahim SA, Baker DW. The effect of race/ethnicity and
desirable social characteristics on physicians’ decisions to prescribe
opioid analgesics. Acad Emerg Med. 2003;10(11):1239–48.

17. Komaromy M, Grumbach K, Drake M, Vranizan K, Lurie N, Keane D,
Bindman AB. The role of black and Hispanic physicians in providing
health care for underserved populations. NEngl JMed. 1996;334(20):1305–
10.

18. Rabinowitz HK, Diamond JJ, Veloski JJ, Gayle JA. The impact of
multiple predictors on generalist physicians’ care of underserved
populations. Am J Public Health. 2000;90(8):1225–8.

19. Cooper LA, Powe NR. Disparities in patient experiences, health care
processes, and outcomes: the role of patient-provder racial, ethnic, and
language concordance. The Commonwealth Fund, July 2004.

20. Berger JT. The influence of physicians’ demographic characteristics and
their patients’ demographic characteristics on physician practice: impli-
cations for education and research. J Assoc Am Med Coll.
2008;83(1):100–5.

21. Sequist TD, Fitzmaurice GM, Marshall R, Marston A, Safran DG,
Ayanian JZ. Cultural competency training and performance reports to
improve diabetes care for black patients: a cluster randomized, con-
trolled trial. Ann Intern Med. 2010;152:40–6.

22. Glymour MM, Saha S, Bigby JA. Physician race and ethnicity,
professional satisfaction, and work-related stress: results from the
Physician Worklife Study. Natl Med Assoc. 2004;96(10):1283–9. 1294.

23. U. S.CensusBureau. Per capita statistics: United States. RetrievedApril 11,
2012. From http://www.census.gov/statab/ranks/rank29.html;2000.

24. Heins A, Grammas M, Heins JK, Costello MW, Huang K, Mishra S.
Determinants of variation in analgesic and opioid prescribing practice in
an emergency department. J Opioid Manag. 2006;2(6):335–40.

25. Dormuth CR, Miller TA, Huang A, Mamdani MM, Juurlink DN.
Canadian drug safety and effectiveness research network. Effect of a
centralized prescription network on inappropriate prescriptions for
opioid analgesics and benzodiazepines. Can Med Assoc J.
2012;184(16):E852–6.

26. Reifler LM, Droz D, Bailey JE, et al. Do prescription monitoring
programs impact state trends in opioid abuse/misuse? Pain Manag.
2012;13:434–42.

1610 Joynt et al.: Socioeconomic Status, Race, and Opioid Prescribing JGIM

ftp://ftp.cdc.gov/pub/health_statistics/nchs/dataset_documentation/nhamcs
ftp://ftp.cdc.gov/pub/health_statistics/nchs/dataset_documentation/nhamcs
http://www.census.gov/statab/ranks/rank29.html

	�<$>\raster(p,100%)=
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	Data Source
	Inclusion Criteria
	Main Outcome Measure
	Independent Variables of Interest—Socioeconomic Status, Race, and Ethnicity
	Other Key Covariates
	Data Completeness
	Data Analysis
	Institutional Board Review

	RESULTS
	Socioeconomic Status
	Race and Ethnicity
	Trend Over Study Period

	DISCUSSION
	CONCLUSION

	REFERENCES


