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Abstract

Objective—Sexual and reproductive health care (SRHC) guidelines recommend the delivery of
quality preventive SRHC to males beginning in adolescence. A quality of care (QOC) framework
was used to examine factors associated with young male’s perceptions of QOC and satisfaction
with care, which can influence their engagement and use of SRHC.

Methods—cCross sectional surveys were conducted from August 2014 to September 2016 with
385 male patients aged 15-24, recruited from primary care and STD clinics. Surveys measured
QOC received, satisfaction with care, and domains of a QOC framework. Poisson regression
analyses examined associations between domains of quality and perceived QOC as well as
satisfaction with care.

Results—Over half of males reported QOC as excellent (59%) and were very satisfied with the
services (56.7%). Excellent QOC and high satisfaction with services was associated with timely
care, higher Clinician-Client Centeredness, and, and being a bi-sexual male. Excellent QOC was
also associated with greater comfort in the clinic, being tested for HIVV/STDs, attending primary
care settings, and receipt of higher number of SRHC services.

Conclusion—Utilizing a QOC framework as part of providing SRHC to young males can be

important in improving their perceptions of QOC and satisfaction with services.
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INTRODUCTION

Receipt of sexual and reproductive health care (SRHC) by young sexually experienced men
aged 15-24 continues to lag substantially behind that of young women despite high rates of
sexually transmitted diseases (STDs), human immunodeficiency virus (HIV) and
experiences of unintended pregnancy among young men.1~2 Existing SRHC guidelines
recommend the delivery of quality preventive SRHC to males begin in adolescence and be
delivered by all provider types, including primary care and specialty care providers (e.g.,
STD services).10.11 Regardless of the visit’s purpose, SRHC guidelines recommend
provision of clinical preventive services (e.g., testing for STDs/HIV, sexual health screening)
to young men. At the same time, how young men process and act upon the information,
recommendations, and services received from providers can be influenced by their overall
clinical visit experience.12-19 Here, young men’s perceptions of the quality of care (QOC)
and satisfaction with care received can influence their continued engagement and use of
SRHC.

Low QOC (e.g., lack of privacy and confidentiality; poor provider-patient interaction) has
been linked to negative sexual and reproductive health outcomes in adult populations,
including uptake and adherence to contraception and retention in care.12:20-22 Moreover,
satisfied clients are more likely to comply with treatment advice received from their
providers, return to that setting for care, and share information about clinical visits with
others.18.23.24 Degpite these findings and recommendations to monitor young people’s
receipt of QOC, studies with young men focus on SRHC receipt rather than measure their
QOC and satisfaction with care.25-28

The use of established QOC frameworks can elucidate factors that influence the quality of
SRHC received and patient satisfaction with such services, leading to innovative strategies
that reduce the rates of negative sexual and reproductive health outcomes among young men.
12,29-31 Established frameworks outline key domains of care that influence patients’
experiences during their clinical visit and have been shown to influence SRHC engagement.
These domains include: (1) accessibility, (2) respectful client and staff interactions, (3)
efficient and effectively organized care, (4) comfortable and clean structure and facilities, (5)
patient-centered care (6) appropriate package of SRHC (e.g., assessment, counseling and
material services),10:11 (7) effective and sufficient communication and information, and (8)
technically competent care.12:29-32

Moreover, there is need for improvement of quality measures among adolescents and young
adults, as noted by the American Academy of Pediatrics (AAP). The AAP advocates for
using adolescents and young adults themselves as sources of measurement data about their
clinical visit because their reports of their care experiences are more valid and reliable than
chart review and other data sources.?1:33:34 Yet, there continues to be a lack of attention to
their opinions and experiences.

This study’s goal is to examine and identify factors associated with young male clients’ self-
report of service quality and satisfaction at the time of their clinical visit. To do this, we use

J Healthc Qual. Author manuscript; available in PMC 2019 November 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Pilgrim et al.

METHODS

Sample

Procedures

Measures

Outcomes

Page 3

established QOC frameworks to distill key aspects of QOC and satisfaction with services
received by young men during their visit to primary and specialty STD care settings.12:29-31

Cross sectional surveys were conducted from August 2014 to September 2016 with male
patients aged 15-24 recruited from three primary care and two public health STD clinics in
an urban mid-Atlantic city with high STD/HIV rates. Data was collected over four
surveillance data collection rounds as part of a larger study, which trained non-clinical
youth-serving professionals in community-based settings to engage young men on SRHC.
Each round lasted approximately two weeks. Eligibility criteria for the clinic survey was
identifying as a male between aged 15-24 years old and being able to speak, read, and
understand English or Spanish. Of 786 individuals screened, 307 (39.0%) were ineligible.
Among eligible participants, 52 refused (10.9%) and 427 enrolled (89.1% participation rate).
This study consists of 385 male participants who reported being sexually active.

Study protocols were approved by the University’s Institutional Review Board (IRB) and
affiliated institutional IRBs. Adults and minors whose visits were SRHC-related gave
consent to participate in research. Minor assent and parent consent were given if visits were
non-SRHC-related. After the healthcare visit, male participants completed a survey using an
10-15 minutes audio-assisted computer survey (ACASI) in English or Spanish.. All
participants received a $5 gift certificate for their time.

The survey measured socio-demographic characteristics, SRHC received, perceived QOC
received and satisfaction with care, and seven of the eight domains of the QOC framework.
12,20.31 Technical competence which assesses the degree to which the care provided
complies with accepted clinical standards cannot be assessed through patient report and
therefore, was not measured in this study.

QOC was assessed by a single item (“How would you rate quality of services you received
today”), with response options of excellent, good, fair, poor, and very poor. Overall
perceived visit QOC was categorized as excellent versus all others because only 3% of the
sample endorsed the latter options.

Satisfaction with care was assessed by a single item (“Overall, how satisfied are you with the
services you received at the clinic today?”), with responses ranging from very dissatisfied to

very satisfied. Overall satisfaction was categorized as very satisfied versus all others because
only 5% of the sample endorsed the former options.
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The accessibility domain measures whether care is geographically accessible, affordable,
and convenient. Two items measured this domain (e.g., “Do you have health insurance”),
with response options of no and yes.

The respectful client and staff interactions domain, which assesses providers and staff
respect of clients’ privacy, was assessed by two items (e.g., “Did a doctor tell you what you
talked about with them was confidential?”"), with response options of no and yes.

The efficiency and effective organization of care domain was measured on two dimensions:
the timeliness of care and the check-in process at the clinic. Two items assessed timeliness
of care (e.g., “It took me too long to be seen today after | arrived”), with response options
ranging from strongly disagree (1) to strongly agree (4), with higher scores indicating
greater receipt of timely care. Three items, with a Cronbach’s alpha of 0.72, assessed the
check-in process (e.g., “Was it clear what you needed to do to check-in?”), with responses
coded as no and yes. Higher scores indicate better check-in process.

The structure and facility domain, which assesses comfortableness, safety, cleanliness and
privacy of facilities, was measured using the Clinic Discomfort Scale.20 With an alpha of
0.87, the scale has four items measuring clients’ negative waiting room experience and
treatment by staff (e.g., “the waiting rooms were too crowded,”). Response options ranged
from strongly disagree (1) to strongly agree (4) and were reverse coded; higher scores
indicate greater comfort in the clinic.

The patient-centered care domain assesses whether care is tailored to the needs and
preferences of individual clients and whether care is equitable and non-discriminatory care;
that is, quality services are provided irrespective of age, gender, or sexual orientation 12 The
adapted Clinician-Client Centeredness Scale, with an alpha of 0.87, comprised of six items
that assessed client’s favorable interpersonal relationship with clinician (e.g., “The
healthcare provider listened to me carefully”).29 Item response choices ranged from strongly
disagree (1) to strongly agree (4). Two items measured equitable and non-discriminatory
care (e.g., “The health care provider had a respectful attitude towards my sexual
orientation”) with similar response choices.

Appropriate package of SRHC domain assesses whether the health facility provides a
package of information, counseling, diagnostic, treatment, and care services that fulfill the
needs of all adolescents and young adults.12 Based on the MMWR’s 2014 Providing Quality
Family Planning Services (QFP) guidelines, which outlines the clinical preventive SRHC
males should receivel®11 we assessed whether male clients received the appropriate
package of services using 12 items with response options of no or yes [9 history items:
sexual practices, partner number and gender, protection, past HIV and STI test, pregnancy
history, sexual identity, and plans for children; 2 counseling items: reducing STD/HIV risk,
and preventing pregnancy; and 1 material provided: condoms)]. A summative score was
created ranging from 0-12 and categorized by receipt of <10 services versus >10. Two
additional items measured this domain: screening for STDs and HIV. Response options were
no and yes.
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The communication and information domain, which assesses whether information provided
to clients is understandable and sufficient, was measured by two items that were combined
(“Provider | saw taught me about protecting myself against...” “pregnancy” and “STDs/
HIV”). Response options ranged from strongly disagree (1) to strongly agree (4), with
higher scores indicating better communication of information.

Socio-demographic factors included age, race/ethnicity, sexual orientation, established
patient status, and clinic setting type.

Data analyses

RESULTS

Since data was collected over four surveillance data collection rounds,, before pooling the
data across rounds, we conducted sensitivity analyses to assess whether the main outcomes
varied by round. Results showed that they did not vary by round. Using the pooled data,
descriptive statistics (chi-square test or #test) were used to describe the outcomes and
covariates. Bivariate and multivariable Poisson analyses examined associations among
perceived QOC, satisfaction with care, and domains of quality and participants’ socio-
demographics. Poisson analyses were applied to calculate a relative risk (RR) because odds
ratios overestimate RR when the outcome event is common (incidence of >10%).3°
Additional descriptive statistics investigated the role of clinic setting on quality and
satisfaction of care because it is a modifiable background characteristic that was associated
with both outcomes. We accounted for survey design, patients selected from within the same
clinic, using Taylor series linearization via survey estimation commands in Stata/SE 13
(StataCorp, College Station, TX).

Sample Description

The majority of the sample was aged 20-24 (66.2%), non-Hispanic Black (90.6%) and
heterosexual (78.9%) (Table 1). Male clients’ visits were split between STD clinics (51%)
and primary care settings (49%). For 34.5% of respondents, this was their first visit to the
clinic. Over half of the respondents rated the QOC received at the clinic as excellent (59%)
and reported being very satisfied with the services received (56.7%).

Regarding accessibility, the majority reported having health insurance (77%) and a minority
reported needing to pay anything for the visit (7%). Most male clients reported respectful
client and staff interactions (87%). Regarding efficiency and effective organization of care,
male clients reported, on average, they were satisfied with the waiting time and the majority
reported being satisfied with the check-in process (93%). Male clients, on average, agreed
they were satisfied with how they were treated by clinic staff other than the provider (clinic
structure and facility), and strongly agreed with being satisfied with how the provider
communicated with them and that the provider respected their sexual orientation (patient-
centered care).

Quality of SRHC receipt at the visit was reported by 24% of male clients and less than half
(48%) reported being tested for both HIV and STDs. Male clients, on average, agreed their
provider communicated with them about SRHC.
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Perceived QOC

Satisfaction

In multivariable analyses (Table 2), males with higher scores on the Clinician-Client
Centeredness scale (Adjusted Incidence Rate Ratio (AdjIRR)=2.69, 95%CI=1.81-4.00),
who reported greater comfort in the clinic (AdjIRR=1.26, 95%CIl= 1.01-1.55), and who
reported receiving timely care (AdjIRR=1.23, 95%CI=1.08-1.40) were more likely to rate
the QOC received as excellent. Males who reported being tested for HIV and STDs
(AdjIRR=1.14; 95%CI=1.01-1.23) and receiving higher number of SRHC services from
their provider (AdjIRR=1.12; 95%CI=1.03-1.25) were more likely to rate the QOC received
as excellent. Bisexual males were more likely to rate the QOC as excellent in comparison to
heterosexual males (AdjIRR=1.56; 95%CI1=1.12-2.18). Males who received services at a
primary care setting were also more likely to rate the QOC as excellent relative to those who
received services at STD clinics (AdjIRR=1.30; 95%CI1=1.08-1.57).

with Services

In multivariable analyses, males with higher scores on the Clinician-Client Centeredness
scale (AdjIRR=3.46; 95%CI=2.16-5.54) and who reported receiving timely care
(AdjIRR=1.41; 95%CI=1.18-1.70) were more likely to report being very satisfied with
services (Table 3). Bisexual males were more likely to be very satisfied with services in
comparison to heterosexual males (AdjIRR=1.89; 95%CI=1.29-2.76).

Clinic Setting on QOC and Satisfaction with Services Domains

Compared to males who attended primary care settings, a significantly lower proportion of
males who attended STD clinics rated the QOC as excellent (69.3% vs. 48.9%), and were
very satisfied with services (66.7 vs. 47.1%) (Table 4). Males who attended STD clinics
were less likely to pay for their visit than males who attended primary care settings.
However, males who attended STD clinics reported less timely care, comfort in the clinic
and clinician-client centeredness but were more likely to have been tested for both HIV and
STDs.

LIMITATIONS

Young men may not have disclosed the full experience of their visit if they felt
uncomfortable revealing certain information, especially in close proximity to health staff. It
is possible that health staff might have changed the manner in which they treated clients
because they were informed about the study. We acknowledge that the measures used do not
capture all aspects of each stated domain. However, this is one of the few studies that has
comprehensively examined QOC and satisfaction among young males. Finally, our results
may not be generalizable beyond the groups included in our sample.

DISCUSSION

This study found that young men do distinguish between QOC and satisfaction with care.
Although the interpersonal dynamics between provider and patient were associated with
both outcomes, the entire clinical experience played a stronger role in young males’
perception of receipt of excellent QOC. Study findings highlight the need to improve all
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aspects of young men’s clinical experience for this population to evaluate their QOC as
being excellent.

The entire clinical experience, from the physical environment to engagement with providers,
influenced young males’ perceptions of QOC. These findings corroborate with other studies
that found that structural factors, such as setting type, contribute to differentials in SRHC
exposure and utilization.16.20:31.33 Strategies are needed to train health staff, from
administrators to providers, to provide male-centered care; improve the efficiency of
services; and change the clinical environment to reflect both males’ and females’ interest
and needs.20.29.36-38 Additional work is needed that evaluates whether such strategies result
not only in young males’ increase and continued engagement in SRHC, but also their
perceptions of QOC.3°

Patient-centered care was the only QOC domain that was associated with excellent QOC and
satisfaction with services, indicating its importance in SRHC delivery. Patient-centered care
is associated with better health outcomes, higher adherence to treatment recommendations
and retention in care, a critical point when young males are already reluctant to access health
services.21:23:40-42 A 2016 study from an adolescent population in England reported a strong
association between lack of good provider experience and poor health measures (e.g., poor
sleep); however this study did not stratify findings by gender or focused on SRHC delivery.
22 Thus, it is important that clinicians are trained in the provision of patient-centered care,
where care is tailored to the needs and preferences of young males.

The finding that young men who are attracted to both females and males are more likely to
perceive excellent QOC and higher satisfaction of care than those attracted to only females
is an interesting one. Prior work suggests that feeling respected in clinical settings is
positively associated with young sexual minority males’ engagement, retention and health
care use.*3 In this study, it is possible that this was experienced by young men attracted to
both females and males, resulting in a better rating of care experience. Future work should
examine this more directly since this was not the main goal of the present study.

The finding that young men report lower QOC and satisfaction with services in STD settings
relative to primary care settings is noteworthy, especially given that a larger percentage of
users of STD clinics in the United States are men, younger than 30, and non-White. 4445
Funding cuts threaten STD clinics nationally but they are critical to the SRHC of young
men.4546 As such, they are prime to deliver high quality SRHC with appropriate quality
improvement strategies. Finally, the perceived QOC and satisfaction with services for both
setting types was less than 70%, indicating a need for improvement.

CONCLUSIONS

This study found that young men’s receipt of patient-centered care and timely care
influenced both perceived QOC and satisfaction with care. Additionally, receipt of SRHC
and STD/HIV testing influenced perceived QOC, indicating the importance of creating
clinical environments that are responsive to young men’s sexual and reproductive health
needs. In the context where young sexually experienced males receive few SRHC but have
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high rates of unintended pregnancy, STDs and HIV, we need a greater focus on improving
the clinician-client relationship as it relates to improving the quality of SRHC delivered to
this population. Future research is needed to assess young men’s clinical experiences and its
impact on their sexual and reproductive health outcomes. Utilizing a QOC framework as part
of providing SRHC to young males can be important in improving their perceptions of QOC
and satisfaction with services.

IMPLICATIONS

A number of implications for practice can be drawn from the study findings. First, to
improve young men’s service quality and satisfaction of care, there is need to develop and
implement training on patient-centered care that is adaptable for different clinical settings
and types of staff. Next, clinical settings should develop (if not in existence) and implement
metrics of quality and satisfaction of care, such as the ones used here in the QOC
framework. These metrics should be regularly monitored and evaluated with male youth,
examined against health outcomes, and where needed, improvement strategies developed
and implemented. In addition, clinical settings serving young men should follow
recommended SRHC guidelines as only 25% of young males in our study received 10 or
more of the recommended SRHC and only 50% received both HIV and STD tests. These
represent missed opportunities to engage young men in preventive SRHC and possibly
treatment services, and were important covariates in young men’s perceived QOC. Finally,
future research on QOC and satisfaction with services is needed in other clinical settings
(e.g., school-based health) and among racial and ethnic not captured in the current study to
provide a more comprehensive profile of healthcare quality among young men.
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Table 1

Male clients’ perceptions of excellent quality and high satisfaction of care, quality of care domains and socio-

demographics

Measures

Total % or Mean (SD)

Outcomes
Perceived excellent quality of care
Perceived high satisfaction of care
Quality of care domains
Accessibility
Health insurance
Paid anything for visit
Respectful client and staff interactions
Confidential communication?

Efficient and effective care
Timely care?

Check-in processb

Structure and facility

Clinic discomfort scale (by staff and not provider)?

Patient-centered care
Clinician-client centeredness (provider communication)@

Equity and non-discriminatory care (provider respected my sexual orientation)?

SRH care receipt

Recommended SRH care receipt®
<10 items
>10 items
Screening test for HIV & STD
<1 test
Both tests

Communication/information

Provider taught me about SRH?
Socio-demographics
Age
15-19
20-24
Race/ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Sexual attraction

Females only

59.0
56.7

78.6

6.4

0.87 (0.23)

2.93 (0.87)

0.93 (0.21)

3.37(0.63)

3.67 (0.42)

3.55 (0.61)

75.6
24.4

52.1
479

3.05 (0.79)

33.8
66.2

90.6
6.8

2.6

78.9
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Measures Total % or Mean (SD)
Females and males 39
Males only 13.8
Don’t know/prefer not to say 3.4
Established patient 65.5
Setting
STD clinic 50.9
Primary care clinic 49.1

STD=sexually transmitted disease; SRH=sexual and reproductive health; HIV=human immunodeficiency virus
aRanges from 1 (strongly disagree) to 4 (strongly agree)
bRanges from 0 (no) to 1 (yes)

cScore ranged from 0 to 12 SRH items
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Table 3

Unadjusted and adjusted models examining factors associated with perceived high satisfaction of care

Perceived satisfaction of care?

RR (95% Cl1)&

aRR (95% CI)P

Quality of care domains
Accessibility
Health insurance
Paid anything for visit
Respectful client and staff interactions
Confidential communication?

Efficient and effective care
Timely care®

Check-in processd

Structure and facility

Clinic discomfort scale (by staff and not provider)¢

Patient-centered care
Clinician-client centeredness (provider communication)®

Equity and non-discriminatory care (provider respected my sexual orientation)©

SRH care receipt

Recommended SRH care receipt®
Screening test for HIV and STD

Communication/information

Provider taught me about SRH¢
Socio-demographics
Age

15-19

20-24

Race/ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic

Sexual attraction
Females only

Females and males

Males only
Don’t know/prefer not to say

Established patient

Setting
STD clinic

1.17 (0.90-1.52)
0.82 (0.49-1.38)

1.77 (1.10-2.85)

1.71 (1.47-1.99)

1.87 (0.86-4.08)

1.82 (1.42-2.33) "

4.19 (2.59-6.78) "

1.60 (1.23-2.07)

1.11 (0.90-1.36)

1.11 (0.98-1.25)

1.17 (1.02-1.34)*

Ref

0.82 (0.67-0.99) "

Ref
1.01 (0.68-1.51)
0.44 (0.08-2.40)

Ref
1.19 (0.78-1.80)
0.98 (0.72-1.33)
1.07 (0.64-1.80)

*

1.33 (1.05-1.67)

Ref

J Healthc Qual. Author manuscript; available in PMC 2019 November 01.

0.99 (0.79-1.25)
0.89 (0.49-1.64)

1.18 (0.76-1.83)

1.41 (1.18-1.70) ™
0.64 (0.30-1.35)

1.04 (0.81-1.35)

3.46 (2.16-5.54) "
0.87 (0.70-1.07)

0.95 (0.78-1.15)

1.10 (0.98-1.23)

0.98 (0.88-1.10)

Ref
0.91 (0.76-1.09)

Ref
1.15 (0.82-1.61)
0.49 (0.09-2.72)

Ref

1.89 (1.29-2.76)
0.88 (0.68-1.14)
1.08 (0.82-1.42)
1.01 (0.79-1.28)

Ref
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Perceived satisfaction of care?

RR (95% CI)2 | aRR (95% CI)P

1.21 (0.97-1.50)

Primary care clinic 1.41 (1.16-1.73) o

STD=sexually transmitted disease; SRH=sexual and reproductive health; HI\V=human immunodeficiency virus
Satisfaction with care was only asked in rounds 2-4, resulting in analytic sample size of 307.

a R ] . L . : . o .
Relative risk (RR) & 95% confidence intervals (CI) from bivariate Poisson regression models examining association between each factor with
outcome

bAdjusted RR (aRR) & 95% CI from multivariate Poisson regression model examining association between factors with outcome
CRanges from 1 (strongly disagree) to 4 (strongly agree)
dRanges from 0 (no) to 1 (yes)

eScore ranged from O to 12 SRH items

*

p<0.05,

A

p<0.01,

Aok

£<0.001
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Table 4

Differences in excellent quality and high satisfaction of care and quality of care domains by service location

where male youth sought services

Measures Primary Care | STD Clinic | P-value
Outcomes
Perceived excellent quality of care 69.3 48.9 <0.001
Perceived high satisfaction of care 66.7 47.1 <0.001
Quality of care domains
Accessibility
Health insurance 86.7 66.8 <0.001
Paid anything for visit 10.7 25 0.001
Respectful client and staff interactions
Confidential communication? 0.87(0.28) 0.88 (0.27) 0.724
Efficient and effective care
Timely care 3.07(0.86) | 2.80(0.86) | 0.002
Check-in processb 0.94 (0.20) 0.91 (0.21) 0.273
Structure and facility
Clinic discomfort scale (by staff and not provider)? 3.51(0.59) 3.23(0.65) <0.001
Patient-centered care
Clinician-client centeredness (provider communication)@ 3.71(0.40) 3.63(0.44) 0.030
Equity and non-discriminatory care (provider respected my sexual orientation)? 3.58 (0.59) 3.53(0.62) 0.374
SRH care receipt
Recommended SRH care receipt® 0.716
<10 items 74.1 724
210 items 259 27.6
Screening test for HIV & STD <0.001
<1 test 58.5 37.8
Both tests 41.4 62.2
Communication/information
Provider taught me about SRH? 2.98 (0.89) 3.13(0.68) 0.058

STD=sexually transmitted disease; SRH=sexual and reproductive health; HI\VV=human immunodeficiency virus

aRanges from 1 (strongly disagree) to 4 (strongly agree)
bRanges from 0 (no) to 1 (yes)

CScore ranged from 0 to 12 SRH items
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