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Abstract

We investigated unfair treatment among 1863 Medicare Advantage (MA) enrollees from 21 MA plans using 2022 survey data (40% response rate)
in which respondents indicated whether they were treated unfairly in a health care setting based on any of 10 personal characteristics. We
calculated reported unfair treatment rates overall and by enrollee characteristics. Nine percent of respondents reported any unfair treatment,
most often based on health condition (6%), disability (3%), or age (2%). Approximately 40% of those reporting any unfair treatment endorsed
multiple categories. People who gqualified for Medicare via disability reported unfair treatment by disability, age, income, race and ethnicity,
sex, sexual orientation, and gender/gender identity more often than those who qualified via age. Enrollees dually eligible for Medicare and
Medicaid or eligible for a Low-Income Subsidy (DE/LIS) reported unfair treatment by disability, income, language/accent, race and ethnicity,
culture/religion, and sex more often than non-DE/LIS enrollees. Compared with White respondents, racial and ethnic minority respondents
more often reported unfair treatment by race and ethnicity, language/accent, culture/religion, and income. Female respondents were more
likely than male respondents to report unfair treatment based on age and sex.
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program.'>"'® The Star Ratings program is used to measure
and compare MA plans to one another using a rating scale
from 1 to 5 stars calculated from nationally collected data
across a variety of quality-of-care domains.'”

The present study sought to fill a gap by testing, collecting, and
exploring rates of reported unfair treatment in the Medicare
population. We describe the prevalence of unfair treatment dur-
ing health care encounters in the prior 6 months due to a range of
personal attributes and how unfair treatment varies by enrollee
characteristics in a sample of MA enrollees. To our knowledge,
thisis the first attempt to document the prevalence of unfair treat-
ment in a national Medicare population.

Introduction

Unfair treatment in the health care setting because of one’s
personal characteristics is one of many factors contributing
to health disparities.' Unfair treatment by health care pro-
viders or hospitals is associated with worse quality of care
and health outcomes, such as delayed treatment, limited access
to care, and poor patient care experiences.”® As such, unfair
treatment may be an underlying cause of persistent health
disparities in the United States, the eradication of which is a
national priority.”

Assessment of unfair treatment is now instrumental to
disparity-reduction efforts in hospitals.'” Such assessment
may be especially important for reducing health care dispar-

ities among people with Medicare.'"'* Large portions of the
Medicare population identify with racial and ethnic minority
groups, prefer another language to English, have a disability,
or have low income and assets.'*'* Each of these characteris-
tics is a potential basis for unfair treatment. However, no prior
study has investigated rates of reported unfair treatment in this
population.

Consistent with the broader interest in research to
support hospital disparity-reduction efforts, the Centers for
Medicare and Medicare Services (CMS) called for testing
and the potential inclusion of a measure of unfair treatment

Data and methods
Data sources

As part of a field test of the MA Consumer Assessment of
Healthcare Providers and Systems (CAHPS) survey conducted
in July through October 2022, 4712 enrollees from 21 MA
plans were randomized to 2 survey administration mode pro-
tocols: (1) Web-Mail-Telephone or (2) Mail-Telephone. In the
Web-Mail-Telephone protocol, a pre-notification letter was
mailed which included the web survey URL and PIN code, fol-
lowed by an invitation to the web survey by email (when avail-
able) or mail, with follow-up by a second reminder invitation.

in the Medicare Advantage (MA) and Part D Star Ratings ~ Mail administration was attempted for all web
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nonresponders, with follow-up by a second mailing attempt;
phone administration was attempted with all mail nonres-
ponders. In the Mail-Telephone protocol, a pre-notification
letter was mailed followed by an initial mailing and follow-
up by a second mailing attempt. A second questionnaire was
mailed to nonrespondents 4 weeks after the initial survey mail-
ing; phone administration was attempted with all mail nonres-
ponders. The response rate (response rate = completes/[total
sampled—post-sampling ineligibles]) was 40% (1863 re-
spondents); the mode of survey administration was not pertin-
ent to the present study. Administrative enrollment data were
also extracted from the CMS Integrated Data Repository.'®

Unfair treatment measure

We developed a brief measure of unfair treatment during
health care encounters. The development process began with
a literature scan of existing, publicly available measures of un-
fair or insensitive treatment of patients in health care settings.
We adapted the equitable treatment measure from CAHPS
Cultural Competency Survey items,'” which asked about un-
fair treatment in the past 12 months due to race or ethnicity
or insurance type. To align with other MA CAHPS items,
we shortened the recall period to the past 6 months—a refer-
ence period that was selected based on multiple rounds of test-
ing during the development of the MA CAHPS survey”® and
asked about broader categories of unfair treatment. Iterative
rounds of cognitive testing were conducted in English and
Spanish to test, revise, and re-test the item wording and re-
sponse list to ensure that they were understood and interpreted
as intended. The resulting question, shown in Table 1, asked,
“In the last 6 months, did anyone from a clinic, emergency
room, or doctor’s office where you got care treat you in an un-
fair or insensitive way because of any of the following things
about you?” Respondents answered this question with regard
to the following 10 personal characteristics: “health condi-
tion, disability, age, culture or religion, language or accent,
race or ethnicity, sex (female or male), sexual orientation, gen-
der or gender identity, or income.” We include in our denom-
inator anyone who answered any of the items in this set (all but
39 did so, ~2%). We imputed “No” for missing responses

Table 1. Unfair treatment item question wording and prevalence.

In the last 6 months, did anyone from a clinic, emergency room, or
doctor’s office where you got care treat you in an unfair or insensitive
way because of any of the following things about you?

Yes No Prevalence
a. Health condition O O 6.3%
b. Disability O O 2.9%
c. Age O O 2.0%
d. Culture or religion O O 1.0%
e. Language or accent O O 1.2%
f. Race or ethnicity O O 1.0%
g. Sex (female or male) O O 0.9%
h. Sexual orientation O O 0.4%
i. Gender or gender identity O O 0.4%
j- Income O O 1.0%
ANY RESPONSE 9.4%

We imputed “No” for respondents who answered some but not all unfair
treatment items as it is common

for respondents to misunderstand long sequences of similar items as a
“check-all-that-apply” format.**

Approximately 2% of respondents (1 = 39) did not answer any of the unfair
treatment questions and were

removed from analysis. 7z = 1824 respondents; excludes 2.1% missing responses.
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among those who answered some but not all unfair treatment
items, as respondents often misunderstand long sequences of
yes/no items as a “check-all-that-apply” format.*! We created
a summary measure of any unfair treatment to denote whether
a respondent endorsed at least 1 unfair treatment item.
Approximately 2% of respondents (z=39) did not answer
any of the unfair treatment question and were removed from ana-
lysis (7 = 1824 respondents; excludes 2.1% missing responses).

Analysis

We calculated rates of unfair treatment overall and by the fol-
lowing enrollee characteristics: disability status, operationalized
as original entitlement for Medicare via disability; low-income
status, operationalized as dual-eligibility for Medicare and
Medicaid or Low-Income Subsidy eligibility (DE/LIS eligible);
race and ethnicity; age; and sex. Chi-square tests were performed
to evaluate statistically significant differences (P < .05) by enrol-
lee characteristics for each unfair treatment category. This study
was approved by the RAND Human Subjects Protection
Committee.

Limitations

This study had several potential limitations. First, our data were
limited to MA enrollees from 21 health plans and may not by
generalizable to the broader population of Medicare enrollees
or to the general adult population. The 21 plans that partici-
pated had sufficient enrollment to allow for oversampling of re-
spondents for this study beyond the sample needed for their
participation in the national MA CAHPS survey. Enrollees in
smaller plans are therefore underrepresented in our sample.
Second, the sample size provided adequate (80%) power for a
2-sided test with alpha=.05 to detect differences of 1.0%—
1.7% from the overall average for a 20% subgroup when the
overall prevalence of an unfair treatment category was 3 %—
9%; smaller differences, which may nonetheless have important
implications, may not have been detected. Power was not suffi-
cient to compare individual racial and ethnic groups; the expe-
riences of individual groups may differ substantially, which
may be apparent when larger scale data become available.
Third, unlike some such measures, the measure of unfair treat-
ment used in this study did not attempt to assess the impact of
unfair treatment on those who experience it. Fourth, our meas-
ure does not attempt to assess potential causes of unfair treat-
ment, including patient—provider concordance by race and
ethnicity or other provider characteristics. The CMS’s goal of
developing this measure of unfair treatment is to hold plans ac-
countable for this aspect of care, rather than to assess the role of
individual providers. Fifth, while respondents are required to
report on events over a 6-month period, evidence suggests that
recall is good for patient experiences over such an interval®’;
events of unfair treatment may be especially salient.?>*?
Sixth, we did not explicitly screen for utilization in the past 6
months, which could, in principle, underestimate the rate of un-
fair treatment. However, 90% of those responding to this item
reported utilization in the past 6 months outside of emergency
department and urgent care settings; the remaining 10% re-
ported similar rates of unfair treatment and may have been ref-
erencing care in emergency department or urgent care settings.
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Figure 1. Rate of unfair treatment and disability status. Significance levels: *.01 < P< .05, **.001 < P<.01, and ***P< .001 indicate significant

difference between groups. n= 1824 respondents.

Results

Comparison of respondent characteristics with the
MA population

Most respondents were 65-79 years old (65 %), female (63 %),
not DE/LIS eligible (56 %), without disabilities (70%), White
(67%), and had a high school degree but not a 4-year college
degree (58 %) (see Appendix Table 1). Respondents were simi-
lar to those sampled and to all MA CAHPS respondents in a
larger national survey.

Prevalence of unfair treatment

As shown in Table 1, rates of unfair treatment based on differ-
ent characteristics ranged from 0.4% to 6.3%, with 9.4% of
respondents reporting any unfair treatment; the proportion re-
porting any unfair treatment among the 90% of patients who
reported any health care utilization in the prior 6 months
(9.6%) was similar to the rate among all respondents (9.4%;
P =.50 for those with and without reported utilization). The
most commonly endorsed unfair treatment category was
health condition (6.3%), followed by disability (2.9%) and
age (2.0%). Unfair treatment by culture or religion, language
or accent, race or ethnicity, sex, and income were each re-
ported by approximately 1% of respondents. Unfair treatment
due to sexual orientation and gender or gender identity were
each reported by less than 1%.

Of respondents who reported any unfair treatment, 38% en-
dorsed multiple unfair treatment categories. As shown
in Appendix Table 2, respondents who reported multiple
categories of unfair treatment most often endorsed health
condition (69%), followed by disability (66%), age (43%), lan-
guage or accent (29%), and culture or religion (26%).
Respondents most commonly reported unfair treatment based
on health condition and disability jointly, accounting for 57%
of the instances in which a person cited multiple categories of un-
fair treatment. An additional 12% of those instances involved re-
ports of unfair treatment based on health condition, disability,
and age. Other combinations were endorsed by 3% or less of re-
spondents who cited multiple categories of unfair treatment.

Unfair treatment by disability status

As shown in Figure 1, MA enrollees who qualified for Medicare
via disability benefits more often reported unfair treatment than
those who qualified via age (13.0% vs 7.9%). Those who quali-
fied for Medicare via disability were at least 5 times more likely
to report unfair treatment by sex (2.0% vs 0.4%), sexual orien-
tation (1.1% vs 0.2%), and gender or gender identity (0.9% vs
0.2%); 4 times more likely to report unfair treatment by disabil-
ity (6.0% vs 1.5%), income (2.2% vs 0.5%), and race or ethni-
city (2.0% vs 0.5%); and twice as likely to report unfair
treatment by age (3.3% vs 1.5%) as those who qualified via
age (P < .05 for all differences).
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Figure 2. Rate of unfair treatment and DE/LIS status. Significance levels: *.01 < P< .05, **.001 < P< .01, and ***P< .001 indicate significant difference
between groups. n= 1824 respondents. Abbreviation: DE/LIS, eligible for a Low-Income Subsidy.

Unfair treatment by DE/LIS status

While DE/LIS eligible enrollees reported experiencing unfair
treatment of any kind at rates similar to those of non-DE/LIS en-
rollees, they were 10 times more likely to report unfair treatment
by income (2.0% vs 0.2%), 4 times more likely to report unfair
treatment by race or ethnicity (1.7% vs 0.4%), 3 times more like-
ly to report unfair treatment by language or accent (1.9% vs
0.6%) and culture or religion (1.6 % vs 0.5%), and twice as likely
to report unfair treatment by disability (4.1% vs 1.9%) as other
enrollees (Figure 2) (P < .05 for all differences).

Unfair treatment by race and ethnicity

Racial and ethnic minority respondents were grouped to en-
sure adequate statistical power. Medicare Advantage enrollees
who identified with racial and ethnic minority groups were 8
times more likely to report unfair treatment by income
(2.4% vs 0.3%) and approximately 4 times more likely to re-
port unfair treatment by language or accent (2.4% vs 0.6%),
race or ethnicity (2.1% vs 0.6%), and culture or religion
(2.1% vs 0.6) than White MA enrollees (see Figure 3).
Conversely, White MA enrollees were nearly twice as likely
as other enrollees to report unfair treatment by health condi-
tion (7.5% vs 4.1%).

Unfair treatment by sex

Male and female respondents reported similar rates of unfair
treatment, with 2 exceptions. Female respondents were more
than twice as likely to report unfair treatment by age (2.6%
vs 1.0%) and 13 times as likely to report unfair treatment
by sex (1.3% vs 0.1%) (see Appendix Figure 1) (P < .05 for
both differences).

Discussion

In this study, we found that almost 1 in 10 MA enrollees re-
ported experiencing unfair treatment in a health care setting.
This finding is consistent with the small number of studies
that have investigated this issue among older adults.'”**?3
However, our summary measure incorporated more categor-
ies of unfair treatment than measures used in other studies
and used a shorter recall period.

The most commonly reported categories of unfair treatment
were health condition and disability. Reported unfair treat-
ment varied strongly by enrollee characteristics, with a much
greater prevalence among those with disabilities and limited
income and assets. Racial and ethnic minority enrollees were
more likely than White enrollees to report unfair treatment
based on race and ethnicity, language or accent, culture or re-
ligion, and income. While some variation in unfair treatment
categories varied by a corresponding enrollee characteristics
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(eg, more unfair treatment by sex for women than men), there
was also variation by characteristics with a less direct corres-
pondence; for example, women were more likely than men
to report unfair treatment based on their age. The fact that
women were more likely than men to report unfair treatment
based not only on their sex but also on their age may reflect the
enduring phenomenon of gendered ageism.>®

Unfair treatment may be an important contributor to the
health care disparities that have been observed among people
with Medicare.”” A recent study found that unfair treatment
and anticipation of future unfair treatment can lead to disrup-
tions in health care,?® potentially exacerbating health disparities.

The CMS plans to include a measure of unfair treatment as a
display measure in the MA and Part D Star Ratings program
starting with the 2025 Star Ratings and to provide detailed infor-
mation to individual plans."® Routine collection of this informa-
tion would allow monitoring of trends in reported unfair
treatment and help identify opportunities to promote equitable
care.
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