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Article Synopsis

This study examines gender differences in public evaluations of the U.S. healthcare system during the
COVID-19 pandemic, using nationally representative data from the 2021-2022 General Social Survey (GSS).
While prior research has documented significant gender-based disparities in healthcare access and outcomes,
this analysis finds no statistically significant relationship between gender and reported dissatisfaction with

the healthcare system, even after controlling for self-reported health status. These findings suggest that broad
indicators of system satisfaction may not adequately reflect the gendered nature of healthcare experiences.
However, supplementary analysis of perceived access to healthcare reveals meaningful gender differences,
pointing to potential limitations in using general satisfaction measures as proxies for structural inequities.

The study underscores the importance of incorporating more specific and experience-based metrics in future
research, as well as the need to examine intersecting factors such as income, race, and insurance status to better
understand the complexity of gender disparities in healthcare delivery during public health emergencies.
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Abstract

This study examines gender differences in healthcare satisfaction during the COVID-19 pandemic in
the United States using data from the 2021-2022 General Social Survey (GSS). Although existing literature
generally points to the disadvantages women face in terms of healthcare access and health outcomes, this study
assesses gender differences in satisfaction with the U.S. healthcare system, controlling for health conditions.
This study is the first to systematically assess gender differences in healthcare satisfaction during an epidemic
from a quantitative perspective using large-scale representative data, filling a gap in the existing literature
on this critical issue. Bivariate and multivariate analyses of the article showed no statistically significant
relationship between gender and healthcare satisfaction, challenging the hypothesis that women are less
satisfied. However, the findings also suggest that it is difficult to capture small gender differences by relying
solely on broad satisfaction metrics. Future research could consider introducing more specific variables and
exploring the interaction between gender and socioeconomic factors. The results of the study not only provide
data-based insights for policymakers, but also provide a quantitative foundation for achieving gender equity in

the U.S. health system.

Introduction

Gender disparities in healthcare delivery have
existed in the United States and globally. Although
women have poorer health outcomes than men
(Macintyre, Hunt, and Sweeting 1982), they often
face greater challenges in accessing primary
healthcare services (Sialubanje 2015), reflecting
underlying gender inequalities in healthcare delivery.

Taking diabetes as an example, it is more
difficult for women to access specialized care,
which negatively impacts their quality of life and
disease outcomes (Suresh and Thankappan 2019).
Also, in the U.S., 10% fewer female coronary heart
disease patients receive professional medical care
than male patients (Arber et al. 2006), reflecting
the disadvantage of women’s access to healthcare
delivery. Also, in other countries, such as Ghana,
women have more difficulty accessing health care
due to economic constraints and low health insurance

coverage (Seidu et al. 2020). The COVID-19
pandemic has disrupted healthcare systems globally
(Bisht, Saharia, and Sarma 2020), increasing

the likelihood of expanding these pre-existing
inequalities. In this crisis, women have taken on more
caregiving responsibilities (Guerrina et al. 2021) and

are more susceptible to virus infection (Penfold and
Magee 2020).

Thus, to examine the possible gender inequalities
in healthcare delivery in the U.S. during the
pandemic, this paper aims to examine gender
differences in Americans’ evaluations of the
healthcare system during the COVID-19 pandemic,
using data from the General Social Survey (GSS).
This is a direct way to study gender differences in
healthcare system evaluation. Additionally, a deeper
understanding of these disparities can help recognize
the existing healthcare system problem and establish a
strong foundation for future improvements.
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This paper begins with a review of the relevant
literature on gender differences and healthcare

accessibility, followed by the statement of hypothesis.

The methodology section presents data sources,
sample selection, and measures. The results of the
correlation and impact of gender on evaluating the
healthcare system during the pandemic are presented.
The key contributions of the study are the possible
policy improvements based on these findings
discussed.

Literature Review

Research on gender disparities in healthcare
delivery, particularly during the COVID-19 pandemic
in the U.S., has highlighted inequalities that affect
women’s health outcomes and life quality. Thus,
reviewing the existing literature is essential to
understand the broader context and identify gaps
that require further research. This literature review
is therefore organized into three key subtopics:
existing gender disparities in healthcare delivery, the
pandemic’s impact on these disparities, and gender
differences in satisfaction with healthcare delivery.

Gender Differences in Health Care Delivery

Gender has played an essential role in influencing
individuals’ receiving healthcare services. Generally,
research has shown that women are more likely than
men to need healthcare services to manage chronic
conditions and reproductive healthcare and more
likely to seek healthcare services (Case and Paxson
2005; Long et al. 2011). However, women tend to
face more barriers to accessing necessary healthcare
services than men and have less favorable healthcare
experiences than men (Ng 2010; Elliott et al. 2012).
Also, in the U.S., the health gap between men and
women is well documented over time (Rapp et al.
2021). First, women are more likely than men to
delay or forgo medical care for financial reasons
or insurance gaps because women generally have
higher prices for treatment and insurance costs than
men (Lavelle and Smock 2012). Moreover, general
gender discrimination within the U.S. influences
health service utilization, with many states with high
levels of gender discrimination exacerbating gender

disparities in health care (Rapp et al. 2021), which

is more detrimental to women’s receiving health

care services. Thus, this existing research shows that
women face more challenging conditions than men in

receiving healthcare delivery in the U.S. and globally.

Impact of the COVID-19 Pandemic on Healthcare
Delivery

Even worse, the COVID-19 pandemic has
dramatically changed the landscape of healthcare
delivery, which increases the likelihood of enlarging
this gender disparity. During the pandemic, demand
for healthcare services outstripped supply, resource
constraints, and overwhelmed systems, severely
impacting vulnerable populations (Rivenbark and
Ichou 2020; Siegel and Mallow 2020). Based on
this unique context, women, as a vulnerable group,
face unique challenges during the pandemic.

Firstly, since the majority of frontline healthcare
workers are female, they are more susceptible to the
virus (Penfold and Magee 2020). Also, due to the
increased family responsibilities associated with the
pandemic, women suffered severe negative physical
and mental effects (Maposa 2024). Therefore, the
pandemic increases the possibility that women need
professional and comprehensive healthcare services
and is likely to exacerbate gender-based challenges in
healthcare (Heise et al. 2019). Thus, gender-specific
challenges during this period widen the potential for

exacerbating pre-existing gaps in health care delivery.

Gender Difference in Satisfaction with the
Healthcare System

Considering the persistent gender inequality in
the medical field and the unprecedented impact of
the pandemic, satisfaction with the healthcare system
becomes a crucial indicator for directly assessing
these influences. First, gender differences in health
care satisfaction have long existed. Women are more
likely than men to report difficulties in accessing
health care services and are less satisfied with the
services they receive than men, particularly regarding
drug costs and medical diagnoses (Daher 2021).
Additionally, this lower satisfaction among women
stems from various factors, including the complexity
of the healthcare system and inadequate access to
medical care in areas such as reproductive health

and chronic disease management (Bryant, Leaver,
and Dunn 2009). These perceptions highlight gender
differences in the receipt of health care services and
reflect the disadvantaged position of women.

Existing Literature Gaps

While existing research provides insights into
gender differences in healthcare satisfaction, few
studies have used large-scale U.S. datasets such as
the GSS to conduct systematic quantitative analyses.
Most studies, such as that of Bryant, Leaver, and
Dunn (2009), lack a specific focus on the pandemic
period, thus leaving a gap in understanding how
gender affects healthcare delivery satisfaction during
this critical period. Therefore, this study fills this gap
by utilizing GSS data to analyze gender differences
in healthcare satisfaction during the most recent
pandemic.

Hypothesis

Based on the context of gender disparity in
the healthcare field, this paper presents one key
hypothesis: gender is relevant to satisfaction with the
healthcare system, and women are expected to report
lower satisfaction during the pandemic compared to
men. This hypothesis is grounded in existing research,
which indicates that women generally face more
barriers to receiving healthcare than men. Also, this
gender gap may be exacerbated by the challenges of a
pandemic because research has shown women faced
more difficulties than men during this critical time
period.

Methods
Data

This paper utilizes data from the General Social
Survey (GSS), which targets the adult (age 18
and older) household population of the U.S.,is a
comprehensive, nationally representative survey that
captures public opinions, attitudes, and demographic
information across the US (Marsden and Smith 2016;
NORC at the University of Chicago 2021). The
analysis focuses on healthcare system satisfaction

as the dependent variable, with gender as the
independent variable and health status as a control.
Also, the study specifically examines data from the
COVID-19 pandemic period (2021-2022) to assess
relevant social trends.

Sample Selection

The sample for this study consists of respondents
from the 2021-2022 General Social Survey (GSS)
who provided complete responses on gender,
health status, and healthcare system satisfaction
in the United States. By focusing on this subset
of respondents, the study aims to analyze gender
disparities in healthcare satisfaction during the
pandemic.

Measures

Dependent Variable. The dependent variable
in this study is the respondents’ dissatisfaction with
the U.S. healthcare system during 2021-2022, which
can directly reflect public attitudes and perceptions
of healthcare delivery. Thus, the dissatisfaction level
helps to understand the complexity of accessing and
receiving healthcare services and gender disparities.
In the planned cross-tabulation analysis, the original
GSS variable representing healthcare system
inefficiency (‘HLTHINF’) was recoded to collapse
attributes into three categories: 1 for “Agree,” 2 for
“Neither agree nor disagree,” and 3 for “Disagree”
rather than original five categories. This recording
combines responses into distinct categories, clearly
reflecting the dissatisfaction level. To be more
specific, Table 1 below presents the recoded variable
with its attributes, codes, and percentages, and the
GSS question prompting this variable will be included
verbatim in Appendix A.

Independent Variable. Due to the long history
of gender health disparity in the U.S. and worldwide,
the chosen independent variable is the respondents’
gender. Thus, gender is significant in exploring
existing and potential inequalities through analyzing
healthcare satisfaction. The original variable ‘SEX’
was recoded to a binary format that O represents
“Male” and 1 represents “Female.” Also, Table 1
includes the gender variable, showing its attributes,
metrics, and distribution percentages, and specific



Vertices: Duke’s Undergraduate Research Journal

Volume 4, Issue 1 | Spring 2025

GSS questionnaire items for gender will be
provided in Appendix A.

Control Variable. This study’s control variable
is the respondents’ self-reported health condition.
It was chosen to avoid any possible influence on
the satisfaction of the healthcare system from an
individual’s health status. The original variable
‘HEALTH’ was recoded to classify responses into
three categories: 1 for “Excellent,” 2 for “Good,”
and 3 for “Not good,” which combines the original
“Fair” and “Poor” attributions. This recording was
crucial to simplifying interpretation and making the
analysis clear and distinct by combining the less-than-
good attributions. As previously mentioned, Table
1 presents the health status variable, its attributes,
codes, and percentages. The corresponding GSS
question will also be included verbatim in Appendix
A.

Analytic Plan

To explore the relationships among the variables,
this study will use SDA software to perform both
bivariate and multivariate cross-tabulation, supported
by a Rao-Scott chi-square test statistic at a 95%
confidence level.

The bivariate analyses will include (1) a cross-
tabulation of the dependent variable (healthcare
system dissatisfaction) by the independent variable
(gender) to examine the relationship between gender
and healthcare dissatisfaction, reflecting the general

changes and differences; (2) a cross-tabulation of the
dependent variable by the control variable (health
condition) to assess how health status relevant to
healthcare; and (3) a cross-tabulation of the control
variable by the independent variable to analyze
relationship between gender and self-reported health
status.

Furthermore, the multivariate analysis will
involve a cross-tabulation of the dependent variable
by the independent variable, with the control variable
included. This analysis will help recognize whether
the relationship between gender and healthcare
satisfaction persists, weakens, or strengthens when
considering health status.

Also, each table generated from these analyses
will be assessed using the Rao-Scott chi-square
statistic, which considers the complexity of the
p-values to check the statistical significance. Finally,
the elaboration model will be applied to recognize
and evaluate the relationship among these three

variables, which can show the types of their relevance

and impact clearly.
Results

Generally, as Table 2 shows, there are minor
differences between genders in healthcare
satisfaction. First, 58.4% of males and 60.0% of
females consider the U.S. health system inefficient,
which does not indicate a large difference between
the genders. Similarly, The proportion of respondents

Table 1. Variable Descriptions, Metrics, and Descriptive Statistics for Kev Variables

Variable Name Description Metric FPercentages (%)
Dependent Fariabie
Respondent's perception of the  1=Agree 60.0
L5, healtheare system's 2=Neither 220
HLTHINF incificiency I=Dizagree 18.0
Independent Varialde
=Mule 451
SEX Respondents” sex I=Female 549
Cioniral Variahble
1=Excellent 202
2=kyorond :
HEALTH Roll-reporied health slatus A=Md ol 25,7
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Table 1: Bivariate Cross Tabulation Amalysis for Dissatisfaction with the U5, Healiheare

Svstem by Gender (Unweighted M= 1,118)

Gender
Healtheare Dissatisfaction Male Female
Agree (Dhssahsled) =4 64, 0
Meither agree nor disagree 233 22.0
Dizagree (Satizfied) 193 18,00
Column Total 100 | (il
Unweighied Column Total (501 (617}

Chi-Square = 0,37 p=0293

Table 3: Bivariante Cross Tabulation Analysis for Dissatisfaction with the Us, Healtheare

System by Health Condition (Unweighted M= 1,119}

Health Condifion

Healtheare Dissatisfaction Excellent oo ol Ciood
Apgree (Lissatisfied) 49.5 61.3 61.2
Mether sgree nor desugres 247 252 15.1
Drizagree (Satisfied) 238 15.5 20.7
Calumn Total 100 % 108 1 (K%
Unweighied Column Total (226) (521) (302}
Chi-Squane = 17.20 p=0.1%9

who neither agree nor disagree is 22.3% for males
and 22.0% for females, while those who disagree

are 19.3% for males and 18.0% for females. This
phenomenon can also be supported by the chi-square
test result (%2 = 0.37, p = 0.93), which indicates no
statistically significant relationship between gender
and attitude towards the healthcare system (p > 0.05).

Table 3 shows the percentage difference between
healthcare satisfaction and self-reported health
condition. First, the respondents in “Excellent”
health are less likely to agree that the U.S. healthcare
system is inefficient (49.5%) compared to those in
“Good” (61.3%) and “Not Good” (61.2%) health.

Also, the percentage of respondents who disagree is
higher among those in “Excellent” health (25.8%)
compared to those in “Good” (15.5%) and “Not
Good” (20.7%) health status. This phenomenon
shows that the respondents with excellent health
status are more satisfied than those with less good
health status. Moreover, the respondents who have
“Not Good” health status are less likely to choose
the neutral option (18.1%) compared to others
(24.7% for excellent and 23.2% for good). These
percentage differences seem to suggest there may be
an association, as those with excellent health report
being less dissatisfied.
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Table 4: Bivariate Cross Tabulation Analysis for the Health Condition by Gender

(Unwelghted N=7.458)

Gender
Health Condition Male Female
Excellent 2008 8.4
Lo 53.0 55.4
Mot Good 26.2 257
Cislumn Tetal 1 | (et
Uimwretghted Column Total 13.56d0) [ER

l'h1-!~‘u:|u:n: = W13

However, the chi-square statistic (%> = 17.20,
p = 0.19) indicates that the relationship between
health conditions and healthcare satisfaction is
not statistically significant (p > 0.05). Thus, the
percentage differences are insignificant enough to
confirm a strong relevance between health conditions
and attitudes toward the U.S. healthcare system.

According to Table 4, there appear to be slight
differences between gender and health conditions.
First, the data shows that a higher percentage of males
(20.8%) report being in “Excellent” health compared
to females (18.4%). A more significant percentage
of females (55.8%) report being in “Good” health
compared to males (53.0%). Also, the “Not Good”
health status percentage is similar for both genders
(26.2% for males and 25.7% for females). Moreover,
the chi-square test shows these slight differences do
not bear out a relationship between the two variables,
which is not statistically significant (}>=8.13,p =
0.08,p>0.05).

The trivariate analysis provides comprehensive
and detailed data on the relationship between gender
and satisfaction with the U.S. healthcare system,
controlled for health conditions, and the chi-square
test shows the significance of each relationship.

Partial Table 5a, controlling for people with
excellent health, shows a difference in satisfaction
levels between genders of the healthcare system.
Males are more likely to agree (63.0%) than females
(39.3%), and females have a higher percentage of

p o= 00K

disagreement (29.6%) compared to males (19.4%).
Also, female respondents are more likely to choose
the neutral option than males (31.1% for women and
17.6% for men). In addition, although the chi-square
test result (x% = 12.63, p = 0.06) is close, it did not
reach conventional significance (p < 0.05), reflecting
that the likelihood of an existing relationship between
the dependent and independent variables is not
supported.

For respondents who have a good health status,
the percentages for dissatisfaction with the healthcare
system (“Agree” (the system is inefficient)) are
relatively similar, with males at 58.9% and females
at 63.2%. Similarly, the proportion of respondents
who neither agree nor disagree is also close (23.5%
for males and 23.0% for females). Regarding the
dissatisfaction choice (“Disagree” (the system is
efficient)), the rates are higher for males (17.6%) than
for females (13.7%). The chi-square test (x> = 1.85,p
= 0.70) indicates no significant relationship between
gender and satisfaction in this health group.

Finally, there is a significant difference in
the “Agree” choice for the unhealthy respondents,
with 68.3% of females agreeing compared to 54.2%
of males. Also, the percentage of respondents who
neither agree nor disagree is higher among males
(23.2%) than females (12.8%). Similarly, for the
“Disagree” option, the males (22.5%) are also
higher than females (18.9%). Despite those apparent
differences, the chi-square statistic (2 =
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Tahle 5a: Trivariate Cross Tabulation Analvils for Dissatisfaction with the 1.5, Healthcare
Syslem by Gender, Controlling for Health Condition = Excellent {(Unweighted M= 215)

Gender
Healtheare Dissatisfuction Male Female
Agree (Dissatisficed) 630 N3
Neither agree nor dizagree 17.4 31
[Dneagres (Sansfied) 194 26
Column Todal 11KFa [ (HrFa
Unweighted Column Total i 10} {125}

Chi-Square = 12,63 p =006

Table 5h: Trivariate Cross Tabulation Analyviis for Dissafisfaction with the LS. Healthcare
avsiem by Gender, Controlling for Health Condition = (reed (U nweighied SN= 5%0)

Grender
Healthcare Dissatlsfaction Male Female
Agree (Dissatisfied) 589 63,2
Mveather agree nor disagree 235 230
Disagree { Satisfied) 174 13.7
Column Total | 0y [ My
Unweighted Column Total (264 {126)

Chi-Square = 1 .85 p=0.70

Tahle 5¢: Trivariate Cross Tabulation Analyvsks for Dissatisfacton with the 1.5, Healthcare
System by Gender, Controlling for Health Condition = Not Good (Unweighted M= 302}

Lender
Healthcare DissatisTaction Mak Female
Agree (Dssatisled) 542 683
Nenher agree nor disagrec 232 12.8
Dhsagree (Sahshed) 125 184
Column Toqal 0 100
Unweighted Column Total (137) (163)

Chi-5quare = 7.45 p=0.l2
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7.45,p =0.12) suggests that these differences are
not statistically significant.

To conclude, although there are some observable
proportion differences in satisfaction levels between
genders based on various health statuses, these
differences do not reach statistical significance in
all health situations. This result shows that when
considering health status, gender alone cannot
significantly influence the satisfaction of the
healthcare system.

Finally, based on the results from Tables 2 to 5,
this study’s most fitting elaboration model appears
to be replication. The initial relationship between
gender and satisfaction with the U.S. healthcare
system remains consistent across different levels
of the control variable (health condition) without
huge changes. Thus, while the satisfaction level may
change due to different genders and health conditions,
these do not result in a statistically significant change
when the health condition is controlled. Therefore,
the original relationship between gender and
satisfaction, which was not statistically significantly
different, is not significantly impacted by the control
variable since each partial table shows no statistical
significance.

Discussion

The results section of this study indicates no
statistically significant relationship between gender
(IV), the U.S. healthcare system dissatisfaction
(DV), and health conditions (CV) based on the cross-
tabulation analyses. This conclusion is supported
by p-values greater than 0.05 for all chi-square
tests. However, Table 4 (cross-tabulation of health
conditions by gender) demonstrates a p-value of
0.08, which suggests a potential relationship between
gender and health status at the 90% confidence
level. This result, while not reaching the traditional
threshold of significance, suggests a potential
relationship between health conditions and gender
that warrants further investigation.

Additionally, the findings align with the
replication elaboration model. According to this
model, the initial relationship between gender and

10

healthcare system dissatisfaction remains consistent
even after controlling for health conditions. Thus, in
this study, the relationship between dissatisfaction
and gender was not statistically significant, and the
health conditions neither significantly strengthened
nor significantly weakened the observed relationship.
In addition, this result reflects that other unexamined
factors, such as respondents’ age, may contribute

to differences in satisfaction (Xesfingi and Vozikis
2016).

Thus, the results refute the hypothesis that
women would report lower satisfaction with the
healthcare system than men during the pandemic, as
no significant relationship was found between the two
variables. Also, while prior literature suggests that
women face more significant challenges in accessing
healthcare and are often less satisfied with healthcare
systems (Daher et al. 2021; Bryant, Leaver, and Dunn
2009), this study did not find statistically significant
gender disparities. One possible explanation is that
healthcare system satisfaction may be too broad to
measure and capture the subtle experiences of gender
disparities. In addition, the widespread stress caused
by a pandemic may produce consistent feelings of
health system dissatisfaction across genders, thus
masking the specific differences. Therefore, although
the results refute the hypothesis and do not align with
existing literature, the gender disparities in healthcare
need more diverse and specific measures to explore.

Moreover, this study’s limitations could have
influenced the findings. First, some demographic
factors, such as respondents’ age, were not included
in the analysis, and these factors may intersect with
gender in influencing healthcare experiences. Thus,
excluding these variables may have masked essential
or subtle changes during analysis. In addition,
the dependent variable - dissatisfaction with the
healthcare system - may not be sufficient to measure
differences in healthcare access. For example,
other measures, such as HLTHACC3 in GSS data
(Appendix A), which focuses on gender perspectives
on ease of access to healthcare services, show
significant gender differences during the pandemic
(Appendix B). This result suggests the likelihood
of exploring other more appropriate and specific
measurements of gender differences in access to
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healthcare delivery in the U.S.

Based on the findings and limitations of the
study, this paper suggests that future research use
more targeted measurement to address these issues,
such as accessibility, affordability, and timeliness
of healthcare services, rather than relying solely
on the broad satisfaction variable. Also, including
cross-cutting variables such as socio-economic
status provides a more complete description of
healthcare disparities. Specifically, future research
could analyze gender interaction with age or income
to better capture subtle differences. In addition,
qualitative methods such as qualitative interviews
can complement quantitative analysis by capturing
the lived experiences and perceptions behind the
statistics. By closing these gaps, future research can
better explore the structural and contextual factors
contributing to gender disparities in healthcare
delivery, ultimately contributing to a more equitable
U.S. healthcare system.

Conclusion

This study explored gender disparities in
satisfaction with the U.S. healthcare system during
the COVID-19 pandemic and aimed to find and
improve this potential unequal social issue. While
no statistically significant differences were found,
the results suggest that potential and subtle gender
disparities need more precise measurements to
capture in healthcare experiences.

This research is essential because it focuses on
how healthcare inequalities persist or evolve during
a pandemic, providing insights into the challenges
women face in accessing equitable healthcare
delivery. Also, by addressing gender disparities,
we can build a health system that better meets
the needs of all people and promotes greater trust
and accessibility. By identifying gaps in current
measurements and emphasizing the role of external
factors, this study provides a foundation for future
research to develop targeted solutions that promote
healthcare gender equity and improve outcomes for
all populations.
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APPENDIX A: Original GSS Question Wording
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Dependent Variahle

(HLTHINF)

Original Codebook Cluestion Wording
{How much do vou agree or disagree with the following
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APPENDIX C: SDA Output
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Mentioned Above 1o health care... for women than for men?
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APPENDIX B:

Rivariate Cross-tabulation Analysis for HLTHACC (men vs. women acoess to healthcare)

and Gender (Unweighted X = 1,0558)
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