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Public Expectations Of Nonprofit And For-Profit
Ownership In American Medicine: Clarifications
And Implications
For much of the American public, ownership does seem to matter.

by Mark Schlesinger, Shannon Mitchell, and Bradford H. Gray

ABSTRACT: Policymakers, advocates, and scholars frequently make claims about how the
American public sees ownership affecting the delivery of medical care. In this paper we pro-
vide a comprehensive assessment of how Americans think about nonprofit and for-profit
ownership. We summarize findings from surveys fielded between 1985 and 2000 and sup-
plement them with findings from a new survey. Most Americans believe that ownership
matters for multiple aspects of medical care; they expect nonprofit hospitals and health
plans to be more trustworthy, fair, and humane but lower in quality. People who are better
informed about ownership have more positive expectations about nonprofits’ performance.

T
he appropr iate role and effects of
the profit motive in medical care con-
tinue to be fiercely contested.1 From

one extreme come claims that the preferential
tax treatment of nonprofits should be elimi-
nated because “the case has not been made for
a general policy of government preferences
for the nonprofit health sector.”2 At the other
extreme, some argue that nonprofits’ more
trustworthy practices and greater commit-
ment to the community justify prohibiting in-
vestor ownership in health care.3

Both critics and supporters of nonprofit
medicine invoke the views of the American
public. Skeptics conclude that “the public
seems to have little concern about who owns
their hospitals” and assert that “the vast ma-
jority of consumers either did not know the
difference between for-profit and nonprofit
insurers, or did not care.”4 These attacks are
countered by defenders of the nonprofit sector,

who cite evidence indicating that 46 percent
of Americans reported that ownership was an
important factor for selecting a health plan and
nonprofit ownership, their favored choice.5

The public’s assessments of nonprofit and
for-profit health care thus speak to both ongo-
ing policy debates and academic theories
about the influence of ownership on organiza-
tional behavior. However, understanding of
public opinion on these matters has been dis-
torted by strategic manipulation of poll results
and clouded by the fragmented state of empiri-
cal research, which is scattered across disci-
plines, often not published in academic jour-
nals, and incomplete in its coverage of
theoretically relevant differences in health care
delivery. This paper provides a comprehensive,
more balanced picture of how Americans
think ownership matters in medical care. We
begin by reviewing and critiquing the surveys
conducted between 1985 and 2000. We sup-
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plement these earlier findings with evidence
from a newer survey, fielded in the summer of
2002. This survey focuses on dimensions of
performance neglected in past surveys and
takes into account the public’s limited under-
standing of legal ownership.

Past Surveys About Ownership
Public opinion researchers began asking

about hospital ownership in the mid-1980s,
following a wave of expansion among inves-
tor-owned hospital corporations and the me-
dia coverage that followed.6 In 1986, for exam-
ple, 44 percent of Americans said that they had
“heard or read anything” about the growth of
for-profit hospitals.7 The Henry J. Kaiser Fam-
ily Foundation (KFF) fielded a second wave of
surveys between 1995 and 1998. These fol-
lowed a second era of expansion by investor-
owned hospital corporations, in which hospi-
tals “emerged as a prime growth industry
attractive to entrepreneurs.”8

� Comparative advantages. The early
surveys established two ownership-related
questions that would continue to be asked
over the next fifteen years: (1) Do nonprofit or
for-profit hospitals provide better-quality
care, and (2) do nonprofit or for-profit hospi-
tals provide treatment at lower cost to pa-
tients? The prevailing wisdom among most
economists was that nonprofits provide
higher-quality care, but for-profits deliver ser-
vices at lower cost.9 Public expectations dif-
fered from economists’ predictions. In two

surveys fielded in 1986, most of the public saw
no strong link between ownership and quality
(Exhibit 1). The same respondents, however,
saw a connection between ownership and
cost—one that ran counter to economists’ pre-
dictions, anticipating nonprofits’ costs to be
lower.

The distinction between the public’s and
economists’ perceptions became even more
pronounced in the 1990s. On the KFF surveys,
a majority of Americans reported that for-
profit hospitals were likely to offer higher-
quality care, but an even larger majority ex-
pected nonprofit hospitals to offer treatment
at lower cost. Many fewer respondents ap-
peared to think that ownership was unrelated
to cost and quality.10

� Public expectations. Why does the
public expect ownership to matter differently
for cost and quality? The KFF surveys help ad-
dress this question, providing additional mea-
sures of ownership-related expectations and
additional data in the latter 1990s. By compar-
ing responses from the new and old questions
and by tracking how both sets of responses
changed over time, we can derive some addi-
tional insights.

The KFF fielded surveys on ownership-
related perceptions through early 1998. This
created an interesting natural experiment
about the effects of adverse publicity, based on
events that occurred in the summer of 1997.
Columbia/HCA, the largest and most promi-
nent U.S. health care corporation, was rocked
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EXHIBIT 1
Trends In Public Attitudes About Comparative Cost And Quality, Not-For-Profit Versus
For-Profit Hospitals, Selected Years 1986–1997

Quality of care (%) Cost of care to patients (%)

Date of survey NP better Same FP better NP better Same FP better

July 1986
October 1986

24
8

33
49

19
12

40
29

25
30

10
8

December 1995
March 1997

34
32

–a

8
57
55

73
71

–a

8
22
18

SOURCES: Roper Center for Public Opinion Research; and Henry J. Kaiser Family Foundation.

NOTES: NP is not-for-profit. FP is for-profit.
a Question not asked.



by scandals involving fraudulent billing and
inappropriate treatment practices at its hospi-
tals.11 The media covered these events exten-
sively: 27 percent of the public indicated that
they had followed the story closely, and 40–50
percent had some knowledge of the events.12

Public perceptions of the quality of for-
profit hospitals dropped between March and
October 1997 and continued to fall through
January 1998 (Exhibit 2). Perceptions that
nonprofit hospitals offered better quality rose,
but not as sharply. (Curiously, the proportion
of the public that expected for-profit hospital
care to cost less did not change in the face of
these media exposés.)

Negative publicity may account for some of
the improvement in perceptions of for-profit
hospitals between the 1980s and 1990s. During
the mid-1980s there was extensive coverage of
fraudulent practices among for-profit hospital
corporations, much like those involved in the
Columbia/HCA scandals.13 Adverse effects on
Americans’ attitudes may have faded by the
mid-1990s, before being reawakened by the
publicity about Columbia/HCA.

Additional insights can be gained by con-
sidering two questions that the KFF surveys
added. One related to the economic perfor-
mance of hospitals, the other to the care they
provided. On the first, respondents were
asked whether nonprofit or for-profit hospi-
tals “are more efficient.” Notably, many re-

spondents who expected that care in non-
profit hospitals would cost patients less did
not consider them to be more efficient. This
suggests that respondents assumed that lower
costs to patients were a consequence of non-
profit hospitals’ pricing policies, not the re-
sources they used to provide services.14 This
disassociation between efficiency and cost to
patients grew more pronounced in the wake of
the Columbia/HCA scandal: Perceptions of
for-profit efficiency declined, while expecta-
tions about costs were unchanged.

The second question asked whether non-
profit or for-profit hospitals were “more re-
sponsive to customers.” Answers closely
matched those on the question comparing
quality of care before and after the Columbia/
HCA scandal. Between March 1997 and Janu-
ary 1998, public perceptions that for-profit
hospitals offered higher-quality care and that
they were more responsive to consumers each
declined by twenty-one percentage points.
This parallel suggests that the public’s inter-
pretation of hospital “quality” was closely re-
lated to its notions of responsiveness to con-
sumers.

� Perceptions of ownership applied to
health plans. Half of the respondents to the
KFF surveys were asked about their percep-
tions of nonprofit versus for-profit health in-
surers.15 Perceptions of health plan ownership
closely replicated their attitudes toward hos-
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EXHIBIT 2
Public Attitudes Before And After The Columbia/HCA Scandal, Not-For-Profit Versus
For-Profit Hospitals, 1997–1998

Cost-related dimensions
of hospital performance (%)

Quality-related dimensions
of hospital performance (%)

Date of
survey

Cost patients less Are more efficient
Provide better-
quality care

Are more responsive
to consumers

NP FP NP FP NP FP NP FP

March 1997
October 1997
January 1998

71
61
63

18
21
17

30
39
39

57
40
41

32
39
43

55
38
34

37
40
58

53
42
32

SOURCE: S. Srinivasan, For-Profit Health Care Companies: Trends and Issues (Menlo Park, Calif.: Henry J. Kaiser Family
Foundation, February 1998).

NOTES: NP is not-for-profit. FP is for-profit.



pital ownership. Through early 1997, for-profit
plans were seen as being more efficient and
more responsive to customers and as offering
better-quality care. Following the HCA scan-
dals in mid-1997, attitudes became more hos-
tile toward for-profit health plans in much the
same manner and magnitude as we observed
regarding hospitals.

� The bottom line. Is the profit motive
good or bad for American medicine? Some
scholars who have examined public opinion
data related to ownership, such as those pre-
sented in Exhibit 1, conclude that Americans
must have no strong preferences about owner-
ship in health care, since nonprofits and for-
profits are seen as each having certain advan-
tages.16 That inference turns out to be wrong.
In 1986 respondents were asked whether it
was a “good idea or a bad idea for hospitals to
be operated just like any other profit-making
business.” Roughly a third thought that profit
making in health care was a good idea; half had
a negative assessment.

The second wave of ownership surveys con-
tained a similar question. Four times between
July 1996 and October 1997, respondents were
asked whether it was a “a good thing,” “a bad
thing,” or “doesn’t make much difference either
way” for American health care that “in recent
years, health insurance plans, HMOs, and hos-
pitals have changed from not-for-profit status
into for-profit institutions.” The proportion
who saw the growth of for-profit ownership as
pernicious varied from 42 percent to 54 per-
cent across these four surveys. Fewer than one
in five viewed it in positive terms.17 These as-
sessments did not shift much in response to
the Columbia/HCA coverage.

This pattern of survey findings leaves us
with a puzzle. Why do Americans have such
negative attitudes toward for-profit owner-
ship, even in eras in which they see them as
having important advantages over their non-
profit counterparts? Perhaps the public is con-
cerned about some implications of for-profit
health care that have not been adequately cap-
tured in past surveys. Or perhaps the public
fears the expansion of for-profit ownership
simply because it does not really understand

the implications. To more fully explore these
alternative explanations, in 2002 we fielded a
survey about public attitudes toward non-
profit and for-profit health care.

Attitudes About Nonprofit And
For-Profit Health Care, 2002

� Assessing the impact of knowledge
about ownership form. Past surveys suggest
that less than half of the public followed media
coverage of the expansions of investor-owned
health care. When asked about their reaction
to the term “for-profit health care” in 1996, 24
percent of respondents indicated that they
were not familiar with the term; 3 percent re-
fused to respond.18 To assess the implications
of this limited knowledge, it is not sufficient to
simply count the number of respondents re-
porting that they don’t know about the impli-
cations of ownership. We must also consider
how limited knowledge may affect the expec-
tations of those who think they do understand
ownership in medical care.

� Examining trust. The idea that non-
profit health care organizations would be seen
by the public as more trustworthy than their
for-profit counterparts has been repeated of-
ten by advocates of nonprofits but seldom
tested empirically. The literature on trust in
health care suggests a number of ways in
which untrustworthy practices might mani-
fest themselves without affecting quality of
care, ranging from inept administration to
fraudulent billing practices.19 The pertinent
question is this: What concerns about un-
trustworthy health care are most salient for
the American public and thus most relevant to
their assessment of whether nonprofit owner-
ship reduces those threats?

� Examining social values. Another as-
pect of organizational behavior that has re-
ceived less attention in health policy circles in-
volves the embedding of social values into
nonprofits’ organizational missions.20 These
include notions of fairness and the goal of
adapting services to meet clients’ idiosyncratic
needs. This potentially distinctive feature (the
“humaneness”) of nonprofit behavior has been
given the most attention in the literature on
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the privatization of government services.21

� Survey design and methods. The sur-
vey, designed by investigators from Yale Uni-
versity and the New York Academy of Medi-
cine, was completed by telephone between 26
June and 20 September 2002. A total of 5,000
respondents were interviewed; the average in-
terview lasted approximately thirty minutes.
The response rate was 49.5 percent.

The survey collected information on re-
spondents’ understanding of ownership. Spe-
cifically, they were asked
whether they were familiar
with the term “nonprofit,” if
they knew “what makes non-
profit organizations different
from other kinds of organiza-
tions,” and what those differ-
ences were. Respondents
were also asked if they had
ever worked in a nonprofit
firm or the health care sector,
since this would have made
them more familiar with nonprofit health care.

Respondents were then asked ten ques-
tions related to their expectations about non-
profit versus for-profit ownership for hospi-
tals and health plans. We first replicated the
questions pertaining to quality of care. We
adopted the format of the surveys from the
1980s by explicitly asking respondents, for
each dimension of performance, whether they
expected the behavior to be more common in a
nonprofit plan or a for-profit plan, or whether
they were “about the same.”

To assess the potential linkage between
ownership and trustworthiness, we asked
about several aspects of hospital and health
plan performance that would be difficult for
consumers to assess. Two questions were in-
tended to assess cost–quality trade-offs and
two more about pricing practices. Trade-offs
were assessed by the relative propensity of
nonprofit and for-profit hospitals to “dis-
charge sick patients if their insurance runs
out” and health plans to “provide all necessary
tests and procedures, regardless of cost.” Un-
trustworthy pricing was explored by asking
whether nonprofit or for-profit hospitals were

more likely to “charge for services that pa-
tients don’t really need” and health plans to
“overcharge for health insurance.”

Two aspects of “humane” treatment were
examined. For both hospitals and health plans,
respondents were asked whether nonprofit or
for-profit organizations would be more likely
to “treat patients fairly, regardless of race.” To
assess whether ownership was seen to affect
the propensity to adapt to idiosyncratic per-
sonal needs, respondents were asked whether

nonprofit or for-profit health
plans  would  be  more  likely
“to treat you like a number,
rather than a person” and
whether nonprofit or for-
profit hospitals would be
more likely to treat “patients
with the dignity and respect
that they deserve.”

These questions inter-
mixed positive and negative
attributions about health care

and were presented in random order, to avoid
any ordering effects. The ordering of “non-
profit” and “for-profit” in the questions was
also randomized for similar reasons. To assess
the salience of these aspects of organizational
behavior, respondents were asked how fre-
quently they thought each type of behavior oc-
curred in the health care system (on a four-
point scale, ranging from “never” to “always”).

� Survey findings. Understanding ownership.
About 12 percent of respondents initially ad-
mitted that they had no idea what nonprofit
meant. This is consistent with the responses
from the earlier KFF surveys, which typically
had item nonresponse rates of 12–15 percent
on questions about ownership-related expec-
tations. However, when we probed further, it
became clear that another 19–20 percent of re-
spondents were unable to offer a coherent def-
inition of nonprofit ownership (even applying a
low standard of coherence). An understanding
of ownership was more common among those
with higher educational attainment or work
experience in either the nonprofit or the health
care sector.

Based on these responses, it appears that in
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2002 about a third of the public had little un-
derstanding of the meaning of ownership, let
alone any clear expectations for how owner-
ship might alter organizational performance.
This casts suspicion on survey findings that
aggregate responses from those who under-
stand ownership and those who do not. We
explore later whether this biases the results in
favor of either type of organization.

Expectations of hospital and health plan perfor-
mance. Respondents were asked about ten as-
pects of performance, five related to hospitals
and five to health plans. Most had little diffi-
culty answering these questions, although
there was higher item nonresponse for the
health plan questions, particularly those re-
lated to coverage of tests and procedures (7
percent) and quality of care (6 percent). The
comparable questions for hospitals had non-
response rates of 3 percent or lower.

It is evident that most Americans have a
more jaundiced view of health plans than of
hospitals (Exhibit 3). However, neither type of
organization has a very positive image. The

public’s concerns are most pronounced for
measures of trustworthiness—more than 70
percent of respondents saw frequent problems
with the trustworthiness of health plans. By
contrast, 40–50 percent expected frequent un-
trustworthy behavior from hospitals—hardly
a sterling image for the hospital industry, but
certainly better than for health plans. There
were similar concerns about quality of care.
Indeed, the only dimension of performance
that received relatively sanguine assessments
involved hospitals’ and health plans’ willing-
ness to treat people fairly, regardless of race.
Even here, more than a third of respondents
thought that problems were frequent.

Expected implications of ownership for health plan
and hospital performance. Most respondents be-
lieved that ownership matters for the delivery
of medical care. Looking across all ten mea-
sures of performance (five for health plans, five
for hospitals), 88 percent of respondents ex-
pected ownership to be consequential for two
or more of the measures reported in Exhibit 4.

One can observe clear differences across the
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EXHIBIT 3
Public Expectations About The Prevalence Of Health Care System Problems, 2002

Believe that problems are frequently found among

Types of problems Hospitals (%) Health plans (%)

Question replicating prior surveys (quality)
Do not provide access to high-quality care 36.9 66.1

Questions related to trustworthiness
Discharge sick patients if their insurance

runs out
Do not provide all necessary tests and

procedures, regardless of cost
Charge for services that patients don’t

really need
Overcharge for health insurance

54.1

–a

42.1
–a

–a

82.1

–a

72.8

Questions related to humaneness
Do not treat patients/enrollees fairly,

regardless of race
Treat you like a number rather than a

real person
Do not treat patients with the care and

respect that they deserve

36.9

–a

42.1

40.1

62.3

–a

SOURCE: Yale–New York Academy of Medicine Consumer Experiences Survey, 2002.
a Question not asked.



three categories of measures. Quality of care is
seen as a domain of for-profit advantage, much
as it was before the Columbia/HCA scandals,
in the mid-1990s. Ownership is judged to affect
quality more frequently among health plans
than among hospitals. In either case, about
twice as many respondents who thought that
ownership matters believed that for-profit or-
ganizations deliver higher-quality care.

The responses to the trustworthiness ques-
tions represent a dramatic contrast to the
quality domain. Roughly two-thirds of re-
spondents (as high as three-fourths for over-
charging on insurance premiums) expected
ownership form to be related to trustworthy
practices. For three of the four measures, non-
profit enterprise was more trusted—by a mar-
gin of eleven to one. The one exception in-
volves plan coverage of necessary tests and
procedures. Here respondents were divided
evenly among those expecting for-profits to
perform better, expecting nonprofits to per-
form better, and expecting ownership not to
matter at all. Such an even distribution is most
often found when respondents are confused by
a question, answering more or less at random.
Because of the relatively high item nonre-

sponse for this question, these results should
be viewed with caution.

The questions related to humane treatment
fall into a middle ground. Most respondents
expected hospitals to treat patients humanely,
whatever the form of ownership. However,
among the 40 percent who thought that own-
ership does matter in this regard, about three
times as many favored nonprofit facilities as
endorsed for-profit hospitals. Ownership ap-
peared to be viewed as a more reliable predic-
tor of performance among health plans (as was
true for the quality question). Nonprofit
health plans were seen as being more humane
by a four-to-one margin.

Impact of understanding on ownership-related
expectations. Recall that about one-third of re-
spondents had little understanding of owner-
ship. Because the ownership-related expecta-
tions presented in Exhibit 5 have item
nonresponse rates of only 3–7 percent, they in-
clude responses from many people who didn’t
really understand what ownership means. One
might expect that their answers would be rel-
atively random, obscuring somewhat the rela-
tionship between ownership and expecta-
tions. In fact, they bias reported expectations
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EXHIBIT 4
Public Expectations Relating Ownership To Quality, Trustworthiness, And
Humaneness Among Hospitals And Health Plans, 2002

Hospitals (%) Health plans (%)

Which organization most likely to
NP
better Same

FP
better

NP
better Same

FP
better

Question replicating prior surveys (quality)
Provide access to high-quality care 13 55 29 19 39 35

Questions related to trustworthiness
Discharge sick patients if their insurance runs out
Provide all necessary tests and procedures,

regardless of cost
Charge for services that patients don’t really need
Overcharge for health insurance

60

–a

59
–a

28

–a

33
–a

8

–a

3
–a

–a

30
–a

69

–a

34
–a

22

–a

28
–a

5

Questions related to humaneness
Treat patients/enrollees fairly, regardless of race
Treat you like a number rather than a real person
Treat patients with the care and respect that

they deserve

31
–a

27

57
–a

58

7
–a

12

37
41

–a

49
39

–a

9
14

–a

SOURCE: Yale–New York Academy of Medicine Consumer Experiences Survey, 2002.

NOTES: NP is not-for-profit. FP is for-profit.
a Question not asked.



in ways that favor for-profit ownership.
To assess the impact of understanding

about ownership, we divided the study popu-
lation into those with higher and lower levels
of comprehension. To test for sensitivity, we
conducted this stratification in a variety of
ways, all of which produced broadly similar re-
sults. In Exhibit 5 we report the results from
stratifying the population based on three ques-
tions: (1) whether respondents could offer
some definition of nonprofit ownership, (2)
whether respondents had completed college
(including those who had more advanced edu-
cation), and (3) whether respondents had
worked in the health care industry. Our “high
understanding” stratum (27 percent of our
sample) involved those who could define non-
profit ownership and who had high levels of edu-
cation or experience in health care. The re-
mainder of the sample was categorized for the
following analyses as having less understand-
ing of ownership in medical care.

To simplify our presentation, in Exhibit 5
we report only six of ten measures of owner-
ship-related expectations for these stratified

samples: two from each of the three categories
(quality, trustworthiness, and humane treat-
ment). The most dramatic differences between
these two sets of respondents involve expecta-
tions about quality. Those with little under-
standing of ownership perceived for-profits to
have the largest advantage in providing high-
quality treatment. By contrast, those who un-
derstood ownership were more likely to pre-
dict that ownership does not matter for the
quality of medical care. But among those who
thought that it did matter, a majority still per-
ceived for-profit organizations as providing
higher-quality services.

A similar shift occurs in our measure of
trustworthiness involving plans’ willingness
to pay for necessary tests and procedures.
Among those with limited understanding of
ownership, a majority favored for-profit plans
in this regard. For those with higher levels of
understanding, a majority expected nonprofit
plans to be more trustworthy, although sup-
porters of nonprofits held a small plurality.
Contrast this with expectations about finan-
cially motivated hospital discharges: Among
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EXHIBIT 5
Expectations Regarding Ownership In Medical Care, By Understanding Of Ownership,
2002

Limited understanding of
ownership in health care (%)

Greater understanding of
ownership in health care (%)a

Which organization more likely
to do specified action

NP
better Same

FP
better

NP
better Same

FP
better

Questions replicating prior surveys (quality)
Health plan provides access to high-quality careb

Hospital provides high-quality careb
17.2
13.5

37.8
52.7

37.5
30.1

22.7
12.2

41.5
60.0

29.8
24.9

Questions related to trustworthiness
Hospital discharges sick patients if insurance

runs outb

Health plan provides all necessary tests
and proceduresb

58.6

28.1

28.7

33.3

8.5

30.3

63.3

36.3

27.6

36.0

5.9

23.3

Questions related to humaneness
Hospital treats patients fairly, regardless of race
Health plan treats you like a number rather

than a person

30.6

40.0

56.7

39.1

7.4

14.8

31.5

41.8

59.2

40.3

5.8

12.8

SOURCE: Yale–New York Academy of Medicine Consumer Experiences Survey, 2002.

NOTES: NP is not-for-profit. FP is for-profit.
a Understanding of the implications of ownership based on respondent’s ability to describe the meaning of nonprofit,
educational attainment, and work experience in health care.
b Difference between high and low knowledge strata statistically significant at the .01 level.



the best-informed respondents, nonprofit hos-
pitals were seen as better by more than a ten-
to-one margin.

In the dimensions of humane health care,
the attitudinal differences between informed
and ill-informed respondents are less pro-
nounced. Among both sets of respondents,
nonprofits were seen to have an advantage. But
more than half of respondents expected that
ownership did not matter much for most as-
pects of humane treatment, and this goes up a
bit among the respondents
who understood the most
about ownership form.

Discussion And Policy
Implications

We have identified several
noteworthy patter ns in
Americans’ expectations
about ownership differences
in medical care. For much of
the American public, owner-
ship does seem to matter. Half of the public
perceives the spread of investor ownership as a
“bad thing” for the health care system. Roughly
two-thirds see nonprofit health care agencies
as more trustworthy and less likely to charge
high prices for treatment. Between a third and
half of the public sees nonprofit health care as
being more humane. Ownership-related per-
ceptions appear to be somewhat more pro-
nounced for health plans than for hospitals.

But perceptions of ownership are not en-
tirely one-sided. A modest number of Ameri-
cans see for-profit enterprise as more trust-
worthy or humane. A majority of those who
expect that ownership affects performance be-
lieve that for-profit organizations deliver care
more efficiently, more responsively to consum-
ers, and at higher quality (although this latter
expectation declines as understanding of
ownership increases).

� Limitations. The findings reported here
should be considered in light of certain meth-
odological limitations. Throughout the paper
we have noted that public attitudes may not
always be accurately measured. However, the
consistency of ownership-related expecta-

tions over time suggests that our findings are
not simply artifacts of survey design; they con-
sistently appear despite variation in question
wording, placement in the survey, or the con-
tent of other survey questions.

Not all expectations, of course, are neces-
sarily consistent with reality. Nonetheless, one
would expect that over time the accumulated
exposure to nonprofit and for-profit health
care providers should leave the public’s expec-
tations reasonably consistent with its experi-

ences.22 This is particularly
true for health care organiza-
tions with which Americans
have the most regular contact.
Hence, one would expect
public expectations to more
closely match experience for
health plans than for hospi-
tals and to be more consistent
for hospitals than for services
that are less frequently used,
such as nursing homes.

� Implications for policy and economic
theory. In an era in which trust in American
health care has eroded, the value of bolstering
perceived trustworthiness cannot be readily
dismissed. Because sizable portions of the
public see nonprofit health care as more trust-
worthy and humane, policymakers must con-
sider the use of ownership-related policies to
bolster public faith. This is particularly rele-
vant for matters of trustworthiness and hu-
mane treatment, because these are relatively
difficult to measure and reward more directly.

Our findings also have implications for aca-
demic theories of the nonprofit sector. Al-
though economists have long hypothesized
that nonprofit organizations are seen as more
trustworthy, there has been remarkably little
past evidence about public expectations.23 The
findings reported here represent the first clear
evidence that in at least some aspects of per-
formance, most Americans see nonprofit
enterprise as more trustworthy than its for-
profit counterparts. Yet other public expecta-
tions conflict with theoretical predictions. For
example, it remains unclear why some con-
sumers expect for-profit hospitals and health
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plans to have higher quality. This may reflect
an implicit association between charity care
and cut-rate services (metaphorically, like the
quality of clothes at a Salvation Army thrift
shop); this possible connection merits further
study.

To date, health services researchers and
students of the nonprofit sector have paid less
attention to aspects of performance that we
call “humane” treatment. A key feature of the
health care system involves its capacity to
“care,” as opposed to cure. However, prior to
this research, there has been little sense that
this caring dimension might be related to
ownership. Because the public sees such a link,
future research should determine whether
these aspects of performance are a realistic jus-
tification for nonprofit medicine.

Ultimately, the key challenge for research-
ers and policymakers is to better understand
the relationship between the public’s expecta-
tions of ownership and its actual experiences.
Are those who expect nonprofits to be more
trustworthy or humane more likely to seek
care at nonprofit venues, particularly if they
see themselves to be at risk of exploitation or
less personalized treatment? To what extent
does ownership substitute for or complement
other markers of organizational performance
in health care markets?

Apart from these connections between ex-
pectations and behavior, it is important to rec-
ognize that public expectations in themselves
may have important consequences for health
policy making. For example, whatever the rela-
tionship between plans’ ownership and trust-
worthiness, our findings suggest that the
spread of for-profit ownership in the managed
care industry almost certainly exacerbated
public fears and the resultant “backlash”
against managed care. One can better under-
stand the proliferation of state managed care
regulation by recognizing the extent to which
the public saw investor-owned health plans as
a source of untrustworthy practices. Precisely
because public perceptions can shape policy
making, it is important for researchers and
policymakers to better understand how those
perceptions emerge, how they are altered by

the public’s understanding of complex con-
cepts such as ownership, and how those un-
derstandings make particular policy initiatives
legitimate.

For all of these reasons, we expect that the
role of nonprofit and for-profit ownership in
American medicine will remain an important
theme in contemporary health policy, despite
efforts by some academics to dismiss these is-
sues as irrelevant or misleading. It seems es-
sential that policymakers and researchers con-
tinue to pay attention to ownership in health
care, particularly as it is understood by the
American public.
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