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The Medicaid program serves a social justice function in the United
States. The program’s effectiveness in achieving this aim is traditionally evaluated in terms of resource allocation and distribution using measures and concepts such as financing, access, and
enrollment. The patient’s perspective in ascertaining the quality
of actual care delivery has not been utilized to ascertain social
justice. This paper uses the confidential evaluations of 40% of the
hospitals in Rhode Island, New Jersey, and Connecticut to compare the experiences of Medicaid patients versus privately insured
patients hospitalized in 2002 and cross-validates results in independent samples collected in 2003 and 2004. The results found
that Medicaid patients experienced interactions with physicians
that resulted in lower ratings of statistical and practical significance than privately insured patients. Admissions and discharge
processes were also rated lower by Medicaid patients. The ‘‘hotel’’
amenities provided by hospitals—room and meals—were rated
more favorably by Medicaid patients. Yet there were no significant
differences in Medicaid and private insurance patients’ overall
satisfaction with their acute care experience. Medicaid patients’
evaluations should be considered a key component of evaluating
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whether a state’s Medicaid program has achieved patients’ and
society’s need for social justice.
KEYWORDS Medicaid, social justice, patient experience, program
evaluation, bioethics, patient satisfaction, hospitals, access, public
health

INTRODUCTION
Study Purpose
The Medicaid program serves a social justice function in the United States.
The program’s effectiveness in achieving this aim is traditionally evaluated
in terms of resource allocation and distribution using measures and concepts
such as financing, access, and enrollment. To date, the quality of the patient’s
experience has not been utilized to ascertain social justice. This study provides a method for an empirical assessment of social justice using patients’
evaluations of their care experience and reports the results of a comparison
of Medicaid patients’ experiences to those of private-pay patients from a
representative region.

Medicaid as a Policy for Social Justice
Social justice in U.S. healthcare is typically considered a problem of access:
providing access to care for those without private insurance (Chandler, 2006).
More than any other policy, Medicaid serves this function. Medicaid is a
federally and state-funded, state-administered healthcare insurance program
for persons who fall into more than a dozen categories, including lowincome and uninsured children, pregnant women, long-term chronically ill
or disabled persons, the severely mentally ill, and low-income elderly. The
common thread among these categories is the relative below-average ability
for those persons to provide for the costs of their own healthcare. Market
justice would dictate that that these individuals should fend for themselves
based on an ethic of self-sufficiency, whereas social justice dictates that collectively society should not allow these individuals to simply die; we should
share in the care of these vulnerable populations (Beauchamp, 1976). This
makes Medicaid a program that serves a social justice function in American
society.
SOCIAL

JUSTICE

Social justice is an ideologically neutral virtue that seeks to ensure that individuals and groups receive fair treatment in society (Novak, 2000; Daniels &
Sabin, 1998). Fair treatment is typically evaluated in terms of the presence of a
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fair process for resource allocation and distribution (Daniels & Sabin, 1997;
Daniels, 2001, 2002, 1982) in order to maximize utility; that is, providing
maximum benefit to society (Savalescu, 1998). Recently, certain healthcare
programs and processes have been examined through the lens of social
justice, including pandemic influenza preparedness (Uscher-Pines, Duggan,
Garoon, Karron, & Faden, 2007), nurse practitioner utilization (Browne &
Tarlier, 2008), dementia patient care (Barnes & Brannelly, 2008), and community health centers (Pérez & Martinez, 2008). These studies all insist that
social justice stands as a primary objective of public health and social work.
To this end, it is appropriate to evaluate the social justice efficacy of Medicaid.
This has traditionally been accomplished by examining the distribution and
allocation of resources and access to those resources.
MEDICAID

RESOURCE ALLOCATION AND DISTRIBUTION

Medicaid cannot be considered a single entity. States administer Medicaid
with broad discretion over content and funding; thus, services vary drastically
across the United States. For example, some states (e.g., Alabama) reimburse
hospitals 70 to 75 cents on the dollar, whereas others (e.g., North Carolina,
Tennessee) give 94 to 96 cents on the dollar. Medicaid has emerged as the
largest spending category in state budgets, at 21.4% of total state expenditures (KCMF, 2006), twice the share of states’ budgets from 15 years ago
(Commonwealth Fund, 2005). Continued rising healthcare costs and privatesector forces causing increasing Medicaid enrollments combine to project
unsustainable1 long-term growth relative to the size of the economy and
current tax-collecting willingness (Weil, 2003).
These economic pressures brought about significant policy change for
Medicaid in recent years. Between 2002 and 2005, nearly every state deployed cost-containment strategies, such as cutting and freezing provider
payments, reducing benefits, and increasing enrollee copayments (KCMU,
2005). Additionally, between 2003 and 2004, nearly half of the states imposed enrollment barriers, such as increasing premiums, additional procedural requirements, limiting or eliminating outreach programs, and changing
redetermination policies.2 States have also engaged in administrative and operational innovations to reduce the costs of prescription pharmaceuticals, improve care management cost-effectiveness, and create unique models for extending and funding coverage (Silow-Carroll & Alteras, 2004). Most recently,
many states and the federal government are seeking to implement drastic
budget cuts in program funding; many states continue to apply for waivers to
execute broader cuts than currently allowed by federal law (Rowland, 2005).
State Medicaid programs also vary in their programs’ resource distribution to different health services. Programs continually balance between
funding basic, preventive, and disease management health services with
intense, expensive, but life-saving treatments. Striking an appropriate balance
but rationing is not always easy. For example, in the early 1990s, Oregon
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implemented a plan variation that dropped coverage for expensive organ
transplants in order to provide basic care to more people, but when a child
died after being denied a bone marrow transplant, public outcry motivated
the Oregon legislature to reverse the policy (Thomas, 1993; Strosberg, 2004).
Because of their lack of popularity, prioritization and rationing care remain
largely untapped policy mechanisms that could improve cost-effectiveness
(Wikler, 2003). Despite all these political pressures, market forces, and potential for improvement, the prior assessments conclude that Medicaid provides
a relatively fair process for financial resource allocation and distribution
(Rowland, 2005).
ACCESS

TO HEALTHCARE

Medicaid recipients represent social groups distinct from the majority of
the population in various ways. Low-income populations are sicker than
high-income populations and require more care than average (Rowland,
Salganicoff, & Keenan, 1999; Holahan, 2001). By offering healthcare access
to these populations more predisposed to sickness, Medicaid has the effect
of taking this highest-risk and most expensive population out of the private
insurance pool, thereby reducing the premiums for most Americans with private insurance (Rowland & Tallon, 2003). Nationally, Medicaid funds nearly
60% of all nursing home residents, 50% of all public mental healthcare, 37% of
all births, 25% of all children’s healthcare, and insurance for 40% of all adults
below the poverty line and fills the ‘‘Medicare gap’’ by covering 42% of all
expenditures not addressed by Medicare for ‘‘dual-eligible’’ persons (Smith
& Moody, 2005; Rowland, 2005). Overall, 43.6% of all Medicaid beneficiaries
are disabled or blind (Vladeck, 2003).
Enrollment is another indicator of access, specifically, tracking enrollment in relationship to changes in the eligible population. According to Weil,
Coughlin, Florio, and Smith’s analysis (2006), despite challenges, Medicaid
has served successfully in picking up the slack for private insurance. As the
eligible population has increased, Medicaid enrollment has seen a corresponding increase, across nearly every state, totaling approximately 5 million. The aforementioned administrative changes designed to limit Medicaid
growth also have the effect of limiting access. For example, states that remove
asset tests, implement presumptive eligibility, and use self-declaration of
income instead of administrative hurdles will have higher State Children’s
Health Insurance Program enrollment levels (Kronebusch & Elbel, 2004).
Access may also be affected by the economic requirements imposed on
beneficiaries. For example, the Oregon Health Plan (OHP) increased hospital
copayments from $5 to $250 to make up for budget shortfalls while striving to
maintain fair access for Medicaid beneficiaries; in response, courts ordered
OHP, the U.S. Department of Health and Human Services, and Secretary
of Health and Human Services Tommy Thompson to significantly decrease
those hospital copayments (Wright et al., 2005).
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State and federal policy alone does not determine Medicaid’s success
in providing access. Private insurers and providers that work with Medicaid
programs also affect patients’ access. Those same cost pressures and market
forces squeezing government have ripple effects on insurers and providers.
Commercial health insurance companies are starting to limit their exposure
to Medicaid managed care products, an indication that may limit this success
in the future (Howard, Croke, Mensah, & Mullner, 2006).
To date, multiple studies judge Medicaid a success in improving access
to care (Long, Coughlin, & King, 2005; Putsch & Pololi, 2004; Couglin, Long,
& Kendall, 2002; Callaway & Hall, 2000). These studies evaluated Medicaid’s
fulfillment of this social justice function in the traditional terms: a fair process
for resource allocation and distribution. The outstanding questions remain:
what happens after patients gain access, and is care delivery also a just
process for Medicaid patients?
ANOTHER

PERSPECTIVE ON FAIR PROCESS: PATIENTS’ EVALUATIONS OF

THEIR CARE EXPERIENCE

Another consideration for social justice is the patients’ evaluation of their
care experience. In other words, after Medicaid patients receive access to
care, do they also receive equitable service quality, interpersonal care, and
clinical quality of care? Several authors have considered the probability that
Medicaid patients are treated differently and receive demonstrably different
care quality. For example, Tong and Williams (2002) discuss the existence
of injustice in the quality of care that is provided to women in different
income groups; employed middle-class women tend to receive standard or
even boutique medicine, whereas ‘‘At the opposite end of the spectrum,
the woman who has not made it in this society will go to another kind
of women’s health center, called the ‘Medicaid clinic.’ : : : Depending on
the level of state and federal support available, a woman who depends on
Medicaid funds for her care will be provided with a more or less basic package of services delivered by a hurried and harried staff.’’ Despite the strong
face validity of this allegory, few have empirically studied the possibility that
Medicaid patients receive a different care experience than privately insured
patients.
Those few empirical studies are typically limited in scope with conflicting results. The seminal and most generalizable study (Hadley, Steinberg,
& Feder, 1991) found that insurance status was associated with a broad
spectrum of aspects of hospital care; specifically, among privately insured
patients, condition on admission was healthier, resource use was higher,
and outcomes were better than Medicaid patients. No other broad study has
refuted this finding since.
Other studies focused on limited diagnoses and present conflicting results. Joyce et al. (1999) found that publicly insured HIV patients receive sim-

Patient Evaluations to Assess Medicaid Programs

491

ilar care to privately insured HIV patients. Conversely, Glied and Gnanasekaran (1996) found that infants in the neonatal intensive care unit receive
less care than privately insured infants; this confirmed Braveman et al.’s
(1991) finding that low–birth weight infants whose care was paid for through
Medicaid received less intensive care than the privately insured infants. For
obstetrics patients, Medicaid patients perceived their service experience more
negatively than private-pay patients, with less trust in the physician and confidence in the practice, a decreased likelihood to make referrals to the practice,
and lower overall satisfaction (Crutchfield, Eveland, & Eveland, 2002).
Despite the conflicting findings, it remains clear that sizeable potential
for ethically salient differences in Medicaid patients’ care experiences abound
from frontline staff through senior management. Hospital senior management
may strategically select their facility locations to attract a well-insured population or distance themselves from a Medicaid population. Hospitals may
discourage Medicaid patients from seeking care at their facilities through their
informative materials, telephone triage, and their reception and/or information desk. Since knowledge of patient payment source is common, nurses,
physicians, and staff may intentionally or unintentionally treat those patients
differently. These situations would constitute a less-than-fair process, but
how do we evaluate these care processes?
Ultimately, it is the patients’ perceptions of the care delivery processes
that make the difference; it is from their perspective that they experience a
just or unjust care process. Thus, it is appropriate to use patient evaluations
of their care experience as an assessment of social justice in health service
delivery. This paper seeks to compare Medicaid patients’ evaluations of
their inpatient acute care with the evaluations of private-pay patients. Only
one other study has used patients’ appraisals to evaluate social justice in
healthcare: Fondacaro et al. (2005) employed similar core constructs and
items as in our instrument (e.g., involvement in decision making, behaviors of
nurses and doctors). Their ‘‘Health Care Justice Inventory’’ focused on three
common dimensions of procedural justice: trust, impartiality, and participation. This methodology has an advantage of utilizing a patient perspectives’
measurement process already in place at many hospitals. Applying patient
evaluations of care for an empirical assessment of bioethics in hospitals has
had precedence in research by Joffe, Manocchia, Weeks, and Cleary (2004),
who utilized a similar patient survey database methodology as we employed.

METHODS
Data Source
Patient satisfaction data for this cross-sectional study were drawn from the
Press Ganey National Inpatient Database, because it is currently the largest
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single-method database of patient satisfaction in the United States, representing 30% of the nation’s hospitals and 40% of the nation’s hospitals with more
than 100 beds. The study focuses on the geographic region of Connecticut,
New Jersey, and Rhode Island for two reasons. First, patient satisfaction data
were available from a high percentage of hospitals in theses states. (The
database contains 87% of Connecticut’s general acute care hospitals, 78%
of New Jersey’s general acute care hospitals, and 100% of Rhode Island’s
general acute care hospitals.) Second, the Medicaid programs in these three
states are similar in structure, scope, and design: Medicaid spending per
resident ($361 to $508, ranked 2 to 17), percentage of population covered
(8.3% to 14.3%), percentage of total state spending (19.9% to 26.1%, ranked
4 to 17), and their correlations between percentage covered by Medicaid and
Medicaid spending per resident (Kappel & Royle, 2003).
Press Ganey is an independent research firm with which hospitals contract to measure patient experiences. The database is based on a standard
instrument and a standard methodology. Thus, differences in satisfaction
levels between hospitals and between patients within a single hospital can
be attributed to differences in patient experiences rather than differences in
the data collection methodologies.
The standardized mail-out/mail-back methodology is conducted in the
following way. For each client hospital, standardized surveys are mailed to
random samples of discharged patients continuously throughout the year.
Continuous sampling throughout the year aids in hospitals’ ongoing performance improvement initiatives as well as reducing seasonal variation in the
data. Patients who are admitted more than once are sent only one survey
within any 3-month period in order to avoid respondent fatigue. The surveys
are mailed to patients’ homes within 5 days of discharge, when memories
are still fresh, well within the 6 weeks recommended by current research
on reliability of patient survey responses (Brédart et al., 2002). The mail
methodology allows patients the opportunity to complete the survey in the
privacy of their homes and at a time and pace of their choosing. It further
allows for more complete cognitive processing of the survey questions.
Mail surveys also eliminate the possibility of selection bias: an automated
mailing ensures that all patients selected through a facility’s sampling strategy receive a survey. A cover letter, signed by a member of the hospital’s
senior management, is included with each survey. It informs patients that
the hospital is interested in improving the quality of its services and asks for
honest feedback. Moreover, the letter promises respondents that individual
responses will be kept confidential. Pre-addressed stamped envelopes are
included with the surveys so that patients can return the completed survey
at no cost.
Hospital response rates average 25% to 30%, which is typical of welldesigned single-wave inpatient satisfaction surveys (Press, 2002) and higher
than other ‘‘cold’’ direct mail surveys sent without previous contact to the
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TABLE 1 Number and State Location of Hospitals Included in the Sample Compared to
Hospital Populations
2002

CT
NJ
RI

2003

2004

N

%
Sample

%
Pop

N

%
Sample

%
Pop

N

%
Sample

%
Pop

5
41
3

10
84
6

16
51
27

4
42
3

8
86
6

13
53
27

2
32
2

6
89
6

6
40
18

Note. Population percentages are based on the 2005 ‘‘Profiles of U.S. Hospitals’’ published by HCIA Inc.
(CT: N D 31, NJ: N D 80, RI: N D 11).

receiver because of the personal relevance the topic holds (Kelley, Clark,
Brown, & Sitzia, 2003; Alreck & Settle, 1995).

Sample
Hospitals were excluded from the sample if they did not have a minimum
number of completed surveys that were coded for the patient’s main source
of payment for the hospital stay. Source of payment was identified by patient
responses. Hospitals with fewer than 30 surveys coded as ‘‘Medicaid’’ and
30 surveys coded as ‘‘private insurance’’ were excluded to ensure reliable
estimates of satisfaction for each group at each hospital. Three discrete
samples were drawn for 2002, 2003, and 2004 in order to cross-validate
results. The 2002 and 2003 samples each comprised 12 months of data; the
2004 sample comprised data collected from January through July.
Preliminary analysis of outliers identified two hospitals with standardized scores in excess of 3.29 along several dependent variables in the 2002
sample; these hospitals were removed from the sample. The final 2002 and
2003 samples included 49 hospitals each; the final 2004 sample included
36 hospitals. The number of returned surveys per hospital ranged from 122
to 6,303. A total number of 175,958 patient surveys were included in the
study. The 2002 and 2003 samples each represented 40% of all Connecticut,
New Jersey, and Rhode Island hospitals; the 2005 sample represented 30%
of all Connecticut, New Jersey, and Rhode Island hospitals (HCIA, 2002).
Additional sample size information is provided in Tables 1 and 2.

TABLE 2 Number of Patients Included in the Sample

Private
Medicaid

2002

2003

2004

71,945
5,569

61,161
5,699

28,575
3,009
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Preliminary analysis showed that each sample was a fair representation
of the population of Connecticut, New Jersey, and Rhode Island hospitals
along these HCIA/Solucient (Evanston, IL) measures (HCIA, 2002): ownership (not-for-profit, government, investor-owned), location (urban, rural),
teaching status (major, minor, non-teaching), number of acute care beds, total
number of facility beds, and percentage of Medicaid acute care discharges.3
There were no significant differences between the hospitals included and
not included in the study within each state along these variables. Thus, the
study’s high level of external validity readily allows its findings to generalize
to the population of Connecticut, New Jersey, and Rhode Island hospitals
at-large.
Preliminary analyses showed that the assumption of normality held for
all variables in all samples.4 Thus, p-values should be considered accurate.

Instrument
The self-administered paper and pencil questionnaire consists of 45 items
that measure patient satisfaction with specific elements of hospitalization
and 4 items that ask for global assessments of the hospitalization experience
(see Appendix A for full measure). Items on the questionnaire are written in
the language of the patient and are worded such that the patient is asked
to provide a numeric rating of a concept, such as ‘‘speed of the admission
process.’’ According to the Flesch-Kincaid Index, the inpatient questionnaire
has a reading level between the fifth and sixth grades. Items are rated on a
5-point scale with the following anchors: 1 D very poor, 2 D poor, 3 D fair,
4 D good, and 5 D very good. The items of the survey are arranged into 10
subscales, each representing a specific dimension of the hospitalization experience (admissions, room, meals, nursing, tests and treatments, physicians,
visitors and family, discharge, personal issues, and overall ratings). Question
and subscale order follow the patient’s temporal experience in the acute care
setting. Subscale scores are calculated by averaging across items within each
survey subscale. An ‘‘overall satisfaction score’’ is calculated by averaging the
10 subscale scores. These 11 composite scores (10 subscale scores, 1 fullmeasure score) were the dependent variables in the current study.
The instrument’s validity and reliability surpass accepted standards for
sound scale construction and are briefly described below (for more detail,
see Gesell, Clark, & Williams, 2004; Kaldenberg, Mylod, & Drain, 2003; Clark
et al., 2005).
The instrument’s construct validity has been determined by principal
components analysis with Promax oblique rotation. Overall evaluation questions were omitted from the factor analysis due to their appropriately high
intercorrelations with other items. The factor analysis identified 9 factors that
accounted for 68% of the total variance in patient satisfaction. These factors
paralleled the structure of subscales on the survey.
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The reliability of the instrument was determined by Cronbach’s alpha
coefficients for each subscale and for the entire instrument. Cronbach’s alpha
for the subscales ranged from .84 to .95. Cronbach’s alpha for the entire
instrument was .98.
The instrument’s convergent validity has been demonstrated by the
strong correlations between each item and its parent scale, corrected for
the contribution made by the particular item so as to avoid artificial inflation
(average correlations ranged from .62 to .86). Discriminant validity has been
demonstrated by items being more highly correlated with their parent scales
than with non-parent scales (average correlations ranged from .40 to .59).
The instrument’s predictive validity has been measured by the relationship of individual items (and the entire instrument) to patients’ self-reported
likelihood of recommending their hospital to other people. A series of simple
regression analyses has revealed that each of the individual items was a
significant predictor (at the .001 level) of patients’ reported likelihood to
recommend the facility (betas ranged between .30 and .85). Additionally,
multiple regression analysis has revealed that these collectively predicted
patients’ reported likelihood to recommend the hospital, F (48, 1951) D
138.714, p < .001, R 2 D .77 (adjusted R 2 D .77). In other words, the instrument explained approximately 77% of the variance in patients’ self-reported
likelihood of recommending to others the hospital they had visited.

Statistical Analysis
The research firm converted the 5-point scale to a 100-point scale: 1 D 0,
2 D 25, 3 D 50, 4 D 75, and 5 D 100. This scale conversion did not change
the relationship between the variables but placed the descriptive statistics on
a familiar scale to ease interpretation.
A within-subjects design was used in which each hospital produced
two satisfaction scores: one score from patients whose visit was covered by
Medicaid and one score from patients whose visit was covered by private
insurance. Such a design allows for an assessment of the effect of insurance
type on patient satisfaction without letting the differences across hospitals
in average level of patient satisfaction influence the magnitude of the error
estimate. In effect, each hospital served as its own control.
A series of paired-samples t-tests were conducted in each sample in
order to cross-validate results. The paired-samples t-test procedure evaluates
whether the mean difference between the two scores is significantly different
from zero. If the difference is greater than zero and the test results are
deemed statistically significant, it can then be concluded that patients with
Medicaid and patients with private insurance have discrepant perceptions of
the care provided by the same hospital.
All tests were two-tailed tests. Alpha was set at .05 to test the significance
of the group difference in overall satisfaction. To test the significance of
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the difference in subscale scores, alpha was set at .005 using Bonferroni
adjustment to maintain alpha at .05 over all subscale comparisons (˛ pc D
.05/c, where c is number of comparisons, ˛ pc D .05/10 D .005).
As an index of the relationship between insurance type and satisfaction,
effect sizes were computed as d D t (2[1 r ]/n)1/2 , where r is the correlation
between measures. This formula appropriately adjusts for the correlation
between measures so that effect size estimates are not inflated (Dunlap,
Cortina, Vaslow, & Burke, 1996). An effect size of .2 is generally considered
small, .5 medium, and .8 large (Cohen, 1988). Corresponding R 2 values, the
percentage of variance in satisfaction that is accounted for by insurance type
membership, were provided as an alternative interpretation of effect size.

RESULTS
Results of the data analyses are given in Tables 3 through 6. Pairedsample statistics in Tables 3 and 4 reveal that Medicaid patients’ overall
satisfaction with their acute care experience did not differ significantly
from the evaluations of privately insured patients. Yet when examining the
dimensions within the acute care experience, we see systematic differences.
TABLE 3 Paired-Sample Statistics
2002
Satisfaction
measure
Admission
Room
Meals
Nurses
Tests
Visitors and
family
Physician
Discharge
Personal issues
Global
assessments
Overall
satisfaction

2003

2004

Insurance
type

Mean

N

SD

Mean

N

SD

Mean

N

SD

Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid
Private
Medicaid

83.4
82.0
78.4
81.3
76.0
78.7
86.7
85.9
84.0
82.7
83.5
83.9
86.9
84.4
83.6
82.3
82.8
82.4
85.7
85.8
83.1
82.9

49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49

3.5
4.3
3.0
3.3
2.8
4.0
2.7
3.3
2.1
2.9
2.6
3.6
2.0
3.3
2.1
3.5
2.5
3.8
3.3
3.7
2.4
3.1

84.0
82.1
78.5
81.7
76.3
79.3
86.7
86.1
84.4
83.4
83.5
83.8
87.4
84.2
84.1
82.6
83.1
82.6
85.8
86.1
83.3
83.1

49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49

3.5
4.2
3.7
3.4
3.2
3.6
3.8
3.9
2.8
3.1
3.8
3.2
2.6
3.3
2.8
3.2
3.8
3.7
4.3
4.0
3.2
3.1

83.8
81.4
77.7
80.9
76.7
79.5
86.3
85.6
84.3
82.6
83.3
82.9
87.5
84.3
83.7
82.4
82.8
82.2
85.4
85.7
83.1
82.6

36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36
36

3.2
4.0
3.2
3.6
3.0
3.3
3.7
3.9
2.6
3.6
3.5
4.1
2.3
3.5
2.9
3.2
3.5
4.0
4.1
4.3
2.9
3.3
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1.4
2.9
2.7
0.8
1.3
0.3
2.5
1.3
0.4
0.1
0.2

Admission
Room
Meals
Nurses
Tests
Visitors and family
Physician
Discharge
Personal issues
Global assessments
Overall satisfaction

3.2
2.2
3.2
2.5
2.3
2.8
2.8
3.0
2.6
2.5
2.2

SD
3.1
9.2
6.1
2.2
4.2
0.8
6.3
3.0
1.0
0.3
0.6

t
.003
.000
.000
.036
.000
.445
.000
.005
.329
.787
.557

p*
0.4
0.9
0.8
0.3
0.5
0.1
0.9
0.4
0.1
0.0
0.1

d **
1.9
3.3
3.0
0.6
1.0
0.3
3.1
1.5
0.5
0.3
0.2

Mean
3.1
2.5
3.1
2.7
2.2
2.7
2.7
2.3
3.0
3.2
2.2

SD

Paired
differences

4.3
9.4
6.7
1.6
3.1
0.9
8.0
4.6
1.1
0.7
0.7

t

2003

.000
.000
.000
.117
.003
.383
.000
.000
.261
.496
.483

p*
0.5
0.9
0.9
0.2
0.3
0.1
1.0
0.5
0.1
0.1
0.1

d **

2.3
3.2
2.8
0.7
1.6
0.4
3.2
1.3
0.6
0.3
0.5

Mean

3.6
2.4
3.1
3.0
2.4
2.9
3.1
2.5
2.9
2.8
2.3

SD

Paired
differences

3.9
7.9
5.4
1.4
4.1
0.7
6.1
3.0
1.2
0.7
1.3

t

2004

.000
.000
.000
.157
.000
.465
.000
.004
.227
.519
.212

p*

0.6
0.9
0.9
0.2
0.5
0.1
1.0
0.4
0.2
0.1
0.2

d **

Note. *2-tailed significance given. Bolded values indicate that per-comparison alpha of .005 was met and results were deemed statistically significant.
**In computing effect sizes, the correlation between matched measures was taken into account to avoid inflated estimates. An effect size of .2 is generally considered
small, .5 medium, and .8 large.

Mean

Satisfaction measure

Paired
differences

2002

TABLE 4 Paired-Samples Tests of Mean Differences
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Specifically, Medicaid patients provided more favorable evaluations of the
room and meals than the privately insured patients. These are often referred
to as the ‘‘hotel’’ or ‘‘amenities’’ functions of the hospital. Conversely, the
components of the hospital experience emphasizing interpersonal care—
admissions, nurses, physicians, tests and treatment, and discharge—found
Medicaid patients reporting more negative evaluations than privately insured
patients. However, the difference in the performance of nursing services
was not statistically significant. These data tell us that Medicaid patients
experienced more problems and dissatisfaction with the admissions process,
during tests and treatment, interacting with doctors, and being discharged
from the hospital than privately insured patients. Evaluations of treatment
of visitors and family as well as personal issues (privacy, pain control,
emotional/spiritual support, etc.) did not differ between the two groups of
patients. This pattern of results was consistent across the three samples.
Naturally, the next question is whether the differences that did exist
are meaningful. Table 5 takes the first step by confirming our previous
research showing that each dimension is a strong predictor of overall patient
satisfaction with care. With large sample sizes where nearly any difference
will be statistically significant, we need to evaluate the effect sizes of the
differences for each dimension (Table 6). According to Cohen’s standard,
the difference in Medicaid and privately insured patients’ evaluations of
physicians’ care, rooms, and meals are large, meaning that the differences
are likely not due to chance and represent a practical, meaningful effect.
Discharge and admissions process differences are of moderate effect size.
The effect size for tests and treatment is considered small.
In sum, patients treated at the same hospital had discrepant perceptions
of care depending on the type of insurance they carried (Table 7). Medicaid
patients were more satisfied with the hospital’s ‘‘hotel functions’’ and less
satisfied with the interpersonal elements of their care than were private

TABLE 5 Paired-Samples Correlations (Included for Use in Future Meta-analyses)

Pair
Pair
Pair
Pair
Pair
Pair
Pair
Pair
Pair
Pair
Pair

1
2
3
4
5
6
7
8
9
10
11

Admission Private and Admission Medicaid
Room Private and Room Medicaid
Meals Private and Meals Medicaid
Nurses Private and Nurses Medicaid
Tests Private and Tests Medicaid
Visitors Private and Visitors Medicaid
Physicians Private and Physicians Medicaid
Discharge Private and Discharge Medicaid
Personal Issues Private and Personal Issues Medicaid
Global Assessment Private and Global Assessment Medicaid
Overall Satisfaction Private and Overall Satisfaction Medicaid

Note. All correlations are significant at p < .01 (2-tailed).

2002

2003

2004

0.67
0.77
0.63
0.68
0.62
0.65
0.53
0.52
0.74
0.75
0.72

0.70
0.76
0.58
0.75
0.73
0.72
0.60
0.71
0.68
0.71
0.75

0.52
0.75
0.52
0.70
0.75
0.71
0.49
0.66
0.71
0.78
0.74
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TABLE 6 Average Effect Sizes
Average effect size
across 3 samples
Satisfaction
measure

d

Cohen’s
standard

R2

Admission
Room
Meals
Tests
Physician
Discharge

0.5
0.9
0.8
0.4
1.0
0.5

medium
large
large
small
large
medium

.06
.17
.14
.04
.20
.06

insurance patients treated at the same hospital. On the other hand, the
admissions and discharge process experiences were sources of significant
dissatisfaction for Medicaid patients. The largest and most significant difference was in the patient-physician relationship, where Medicaid patients
consistently rated their interactions with physicians more poorly. For those
interested in promoting social justice during acute care hospitalizations, the
interpersonal care and treatment Medicaid patients receive from physicians
should be of paramount concern, with the experience during admissions
and discharge representing a secondary but significant priority.

Discussion
Previous conceptions of social justice in evaluating the U.S. Medicaid program have been limited in scope to resource allocation and distributive
justice. While these evaluations have been mostly positive, they leave out two
essential factors: what happens to Medicaid patients after they gain access
to health services and their own perspectives on the healthcare experience.
Perhaps no one is in a better position to judge the nature of the care process
than the person at the sharp end of the scalpel.
This study presents the most generalizable comparison of Medicaid and
privately insured patients’ evaluations of their care experience to date in
TABLE 7 Summary of Findings
Medicaid patients’
experiences
significantly lower
1. Physician Relationships
2. Admissions Process
3. Discharge Process

Medicaid patients’
experiences
significantly higher
1. Rooms
2. Meals

No differences
1.
2.
3.
4.

Overall Satisfaction
Tests and Treatments
Visitors & Family
Personal Issues
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the context of social justice. It is striking that the area of greatest disparity
belongs to physicians’ treatment of Medicaid patients. Such a difference in
quality of care could be a result of providers treating these groups differently,
either because the groups elicit different attitudes and behaviors or because
care providers walk into the encounter with biases. Alternatively, Medicaid patients might come to the care encounter with different expectations
and thus leave with different evaluations of that experience depending on
whether their expectations were not met, met, or exceeded. Procedurally, the
experiences of private-pay and Medicaid patients may differ. For example,
some hospitals require Medicaid patients to complete additional paperwork
during the admission or discharge process in order to obtain or confirm
their Medicaid eligibility as part of revenue cycle management processes. It
is also possible that Medicaid patients are treated differently from privatepay patients in their interactions with physicians. The sociocultural difference
between patients and physicians would be greatest between the low-income
minimally-educated patient and the high-income highly-educated physician;
this creates a high potential for dissonance in the medical encounter and
increased association of negative feelings (e.g., Lazare, 1987). Additionally,
these differences could also be attributable to the attitudes toward and
treatment differences experienced by minority and immigrant patients (Mead
et al., 2008).
Qualitative research to more precisely determine the source of these discrepancies are warranted. Nevertheless, understanding that Medicaid patients
perceive lower service quality from physicians than other groups of patients
gives hospitals the opportunity to deploy initiatives to address the issue.
For example, hospitals may engage physicians in cultural competence or
communication skills training to improve interactions with Medicaid patients.
Conversely, hospitals may decide to deploy additional educational resources
to assist patients with their understanding and experience with physicians
(decision aids, tools to assist interaction, etc.). Medicaid patients’ evaluations
of care should be considered a key outcome measure in determining whether
a state’s program is truly serving patients’ and society’s need for social
justice.
Not only may Medicaid patient evaluations be considered an outcome
useful for evaluating the program’s efficacy in promoting social justice, but
they may also be a strategy for improving other measures of social justice,
such as access. Shown to improve patient appointment compliance and
return-to-provider behavior, improving Medicaid patients’ experience would
also improve patients’ likelihood of continued use of services. This may be a
more cost-effective strategy than increasing Medicaid payment generosity, a
policy shown to have minimal effect on access and beneficiary use (Shen &
Zuckerman, 2005). Ultimately, listening to the voice of Medicaid patients is a
long overdue step to promote the ethical effectiveness of the U.S. healthcare
system.
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Limitations
Patient report of insurance type may have error associated with it. Specifically, patients may not understand the difference between private insurance,
Medicaid, and Medicare. Our cognitive tests and qualitative research with
patients indicate that the likelihood of this error is negligible.
It was necessary to use the insurance variable to operationalize patient
groups; however, by using it approximately 45% of all patient surveys returned to Connecticut, New Jersey, and Rhode Island client hospitals were
not included in the sample because of missing data on this variable, and
approximately 25% of Connecticut, New Jersey, and Rhode Island client
hospitals were not included in the sample because they do not ask for
insurance information from patients on satisfaction surveys. Hospitals that
ask patients for insurance information on their satisfaction surveys appear to
have lower satisfaction than hospitals that do not ask for this information.
So hospitals with higher mean satisfaction levels may be underrepresented.
Analysis showed no difference in overall satisfaction between patients
who provide insurance information and those who do not within the same
hospital. In any case, the bigger issue is the potential for self-selection bias
between patients who return a satisfaction survey and those who do not
(as opposed to the difference between patients who do and do not give
insurance information of the patients who return a survey). Past research
on nonresponse bias in the Press Ganey Inpatient Database suggests that
minority patients may be underrepresented at hospitals with high minority
populations (Kaldenberg, 1998a).
The Press Ganey Database was selected for analysis because it represents the nation’s largest database of inpatient satisfaction. The database,
however, does not include patient satisfaction data from every hospital and
patient in the nation and, therefore, may contain some degree of selection
bias at both the hospital and patient level.
Hospitals that hire survey research firms may be—and probably are—
different from those that do not (e.g., they may emphasize continuous quality improvement as an organizational goal). Hospital participation in Press
Ganey’s continuous performance measurement is voluntary and fee-based,
which suggests that poorly performing hospitals or those that choose not to
dedicate funds to satisfaction measurement may exclude themselves from the
national database. The effects of self-selection are likely lessened in this study
by the fact that individual hospital scores are kept confidential. In contrast,
the effects of self-selection are likely to be more pronounced in surveying
situations where performance evaluation is voluntary and results are publicly
reported (e.g., Patients’ Evaluation of Performance in California or Cleveland
Health Quality Choice; Benko, 2003; Neuhauser & Harper, 2002).
Patients who respond to patient satisfaction surveys may be different from those who do not. A previous study of nonresponse bias in the
Press Ganey Inpatient database (Kaldenberg, 1998a, 1998b) found that some
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groups were more likely to return a completed patient satisfaction survey
than others, mirroring other studies on response patterns to mailed surveys.
Females were more likely to respond than males, Caucasians were more
likely to respond than other ethnic groups, married individuals were more
likely to respond than singles, the youngest and oldest patients were less
likely to respond than other age groups, and patients with Medicaid coverage
or no insurance were less likely to respond than patients with other types of
insurance. However, overall patient satisfaction was not statistically different
among categories of sex, marital status, age, or type of insurance, although
it was different among categories of ethnicity, whereby Asian Americans
were the least satisfied and Hispanic Americans the most satisfied groups.
Based on these findings, the satisfaction scores in the current study were
likely not biased by lower response rates among men, single patients, and
the very old but were likely biased by lower response rates from nonCaucasian populations. The opinions of non-Caucasian patients in hospitals
with high non-Caucasian populations were likely underrepresented, so that
the reported level of satisfaction may not be representative of the entire
patient population. In hospitals where non-Caucasians do not represent
a sizeable proportion of the patient population, the satisfaction score is
unlikely to be biased and the correlations accurate.
Two steps were taken to mitigate patient-level nonresponse bias. The
first was to ensure that all eligible patients had an equal probability of being
selected for the survey and that random sampling was used. The second step
to reduce measurement error was to increase the amount of data analyzed.
Smaller samples are more likely to be different from the population than
larger ones. As a result, smaller samples have more measurement error and
lower reliability.

NOTES
1. It is important to note that health policy analysts have been labeling the growth in Medicaid
(and healthcare in general) costs as unsustainable for more than 2 decades (Vladeck, 2004).
2. As an entitlement program, states cannot engage in enrollment moratoriums or change
enrollment standards (Jost, 2003).
3. HCIA is a quality measurement benchmarking company, acquired by Solucient and subsequently acquired by Thomson Reuters.
4. In two instances, difference scores were not normally distributed (discharge difference
score in 2004; room difference score in 2003); however, both sample sizes exceeded 30,
which is thought to be reasonably sufficient to yield accurate p values when a difference
score is nonnormal.
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