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ADMINISTERING SURVEYS

 I.
PURPOSE OF THE PROTOCOL
Surveys of Medicaid beneficiaries or other entities are becoming an increasingly common method of health care quality measurement.  Surveys can provide information that is not generally available through clinical or administrative records.  Surveys also can capture beneficiaries’, families’, caregivers’, providers’, or other relevant parties’ perceptions of access to care and quality of health services.  However, in order for a survey to produce valid and reliable information (upon which to make valid and reliable judgments about health care access, quality, and/or timeliness), the design and administration of a survey must be carried out in accord with certain fundamental principles of survey design and administration.  Therefore, this protocol describes the activities that must be undertaken in administering surveys if those surveys are to be included as a component of the external, independent quality review required under federal law for Medicaid managed care organizations (MCOs) and prepaid health plans (PIHPs).

II.
ORIGIN OF THE PROTOCOL

This protocol is based on generally accepted principles of survey design and administration.  These principles are typically discussed in textbooks and other academic and research publications.  The publications (or references) that were used in the development of this protocol are located in Attachment A.

III.
PROTOCOL OVERVIEW

This protocol applies to all types of surveys; for example, beneficiary surveys and provider surveys.  It does not recommend one particular survey instrument, sampling methodology or approach to analyzing and reporting study results because differences in the purposes of surveys preclude any one questionnaire, sampling methodology and analysis and reporting strategy from meeting all needs.  In a number of instances, however, the protocol provides specific information about the Consumer Assessment of Health Plans Study (CAHPS) surveys and reporting formats, which were developed by the Agency for Healthcare Research and Quality (AHRQ) (formerly the Agency for Health Care Policy and Research - AHCPR) through cooperative agreements with the RAND Corporation, Harvard University, and the Research Triangle Institute.  CAHPS surveys are frequently used by States to evaluate Medicaid beneficiaries’ experiences with managed care. 

This protocol assumes that the State Medicaid agency has made certain key decisions pertaining to: 1) survey goals and objectives (specifically, the question(s) the survey is designed to answer); 2) the intended audience(s) for survey findings; and 3) the selection of a survey instrument.  The State may make these decisions independently or in consultation with the States’ External Quality Review Organization (EQRO)
 at the discretion of the State. 

The protocol specifies eight activities that must be undertaken as part of a methodologically sound survey:

1.
Identification of survey purpose(s) and objective(s)

2.
Identification of intended survey audience(s)

3. 
Selection of the survey instrument

4.
Development of the sampling plan 

5.
Development of the strategy for maximizing the response rate

6. 
Implementation of the survey

7. 
Preparation and analysis of the data obtained from the survey

8. 
Documentation of the survey process and results

A companion protocol on validating the results of a survey previously administered is located beginning on page 29.
IV.  
PROTOCOL ACTIVITIES 
The eight activities comprising this protocol are discussed below.  EQROs should use a work sheet such as that found in Attachment B to assist in and document the implementation of these activities.

ACTIVITY 1:
Identification of survey purpose(s) and objective(s).

The EQRO must have a clearly written statement of the State’s purpose(s) and objective(s) for administering the survey.  These decisions will shape the survey methodology, administration, and analytical approach.  The EQRO should have in writing the answers to the following 

questions: “What does the State want to learn by administering the survey?” and “What does the State plan to do with the survey results?”  Typically, States will want to obtain survey information to help monitor and evaluate the quality of care provided to Medicaid beneficiaries, assist Medicaid beneficiaries to choose between MCOs/PIHPs, and/or promote quality improvement initiatives.  Although a State may have multiple purposes for a given survey, for purposes of this protocol, one of the stated purposes of the survey must be to assess -- either alone or in combination -- the access, quality, and/or timeliness of care received by Medicaid beneficiaries enrolled in individual MCOs/PIHPs.

The purpose(s) and objective(s) of the survey will also determine the survey’s “unit of analysis.”  The unit of analysis refers to the type of entity about which the State wishes to obtain information.  The unit of analysis may be, for example: individual MCOs/PIHPs, the State’s managed care initiative as a whole, or a particular group of providers.  Thus, the unit of analysis also greatly influences the design, conduct, and analysis of the survey.  Although the State’s survey may address multiple units of analysis, at least one of the units of analysis must be the individual MCOs/PIHPs participating in the survey; i.e., the survey must be designed to provide representative and generalizeable information about individual MCOs/PIHPs.

Following the determination of the survey’s purposes(s) and unit(s) of analysis, more detailed objectives, derived from the purpose, should be stated in writing.  Objectives should be concise, explicit and measurable.  For example, if the purpose of the study is to discover how satisfied Medicaid managed care enrollees are with their health care, objectives that are more specific might include:

· Determining if enrollees of individual MCOs/PIHPs are satisfied with their access to specialty care

· Determining if enrollees of individual MCOs/PIHPs are involved in planning for their own treatment

· Determining if enrollees of individual MCOs/PIHPs are satisfied with the quality of their interactions with their primary care provider  

ACTIVITY 2:
Identification of intended survey audience(s).
The EQRO also must know the State’s intended audience(s) for the survey results. The intended audience(s) will have implications for the design, administration and analysis of the survey. While the primary audience is the State Medicaid agency, which will use the survey results as part of external quality review, other audiences, identified by the State, could include:

· Medicaid beneficiaries and their families who are choosing between fee-for-service (FFS) and MCOs/PIHPs, or among Medicaid MCOs/PIHPs.  Survey information increasingly is viewed as one source of information to assist the consumer in making an informed choice. This requires that the survey be designed to enable MCO/PIHP - to - MCO/PIHP comparisons.

· MCO/PIHP managers and providers, who can use the survey results to identify areas of superior health service delivery as well as areas that need improvement.  When surveys will be used to provide information to MCOs/PIHPs, the State will need to develop a policy that specifies whether or not the MCO/PIHP will be able to receive, or have access to, individual enrollee survey results or just summary, plan-level information on their enrollees’ survey results in the aggregate.  Providing MCOs/PIHPs with survey results for individual enrollees could violate enrollee confidentiality and potentially subject enrollees for adverse action by the MCO/PIHP.  Even if the enrollee’s name or other identification is removed from the survey response form, there remains a concern that a MCO might still be able to identify a particular survey respondent by his or her responses.  Because of this, the Medicare program does not allow its contracting MCOs to receive individual-level survey data, even when the surveys are stripped of enrollee identifiers.  Medicare is establishing, however, a mechanism for MCOs to request special analyses of their own data since they cannot receive the individual-level data themselves. 

· State policy makers who can use survey findings to monitor how Medicaid beneficiaries perceive the care they receive under the State’s managed care initiative.  In this case, the survey analysis would need to provide information on the State’s managed care initiative as a whole, as well as on individual MCOs/PIHPs. 

It is important for the State to clearly identify the intended audiences to the EQRO, as this will significantly affect the format of the report(s) prepared by the EQRO for the State.  Because of this, the State will need to identify the audiences for which it wants the EQRO to prepare reports.  Sometimes the State will want the EQRO to prepare reports only for the State Medicaid agency, after which the Medicaid agency will prepare reports for other audiences.  In other situations, the State may want the EQRO to prepare survey reports in multiple formats for different audiences.

ACTIVITY 3:
Selection of the survey instrument.
The State will determine the survey instrument to be used.  The State may do so independently or in consultation with the EQRO, at the discretion of the State.  There are three approaches to selecting a survey instrument for use: 1) use an existing instrument, 2) develop a new instrument, and 3) adapt an existing instrument.  The State’s decision with respect to these choices should be consistent with the survey purposes, objectives, and units of analysis, and should promote the collection of reliable and valid data (reliability and validity).  

Reliability refers to: 1) the internal consistency of a survey instrument, and 2) the reproducibility of survey results when the survey is administered under different conditions (e.g., by different people, or at different times).  Internal consistency requires that positive statistical correlations exist between questions within a survey.  In other words, a respondent’s answers to particular survey questions should not contradict the respondent’s answer to other survey questions.  Answers should be consistent across related questions.  Reproducibility means that a tool yields the same results in repeated trials.  For example, a grocery store scale should show the same weight each time the same bag of produce is measured.  If it shows a different weight, it is unreliable.  Similarly, a survey instrument’s questions should not be answered differently depending upon who is administering the survey or in what location or manner the survey is administered.  Survey questions also should be clear so individuals responding to the same question in the survey will not interpret the same question differently.

Validity refers to the degree to which a tool captures what it is intended to measure.  Different types of validity measurement include face validity, content validity, construct validity, and criterion-related validity.  Face validity is also known as logical validity and ensures that the tool generates common agreement and/or mental images associated with a concept about which the survey is asking.  This type of validity does not involve statistical analysis, but is an opportunity to determine if a concept is well addressed by a question or questions in a survey.  This can be accomplished through a review that may include one or more focus groups whose primary purpose is to agree/disagree on whether the survey, on its face, is capturing the concept to be addressed by the survey.  Content validity builds on face validity by asking whether the survey fully captures and represents the concept under study.  This type of validity is typically established by a review for relevance by individuals with expertise in the subject matter addressed in the survey.  Content validity also is not established using statistical procedures.  Rather, it is established by agreement from experts in the topic under study.

Construct and criterion validity are more sophisticated measures of validity, and require more time and resources to assess.  Construct validity assesses how well the test measures the underlying issue (e.g., access to care, satisfaction with care, and satisfaction with providers) it is supposed to measure.  Criterion validity measures how well the performance on a test reflects the performance on what the test is supposed to measure.  There are two types of criterion validity: concurrent and predictive.  Concurrent validity uses a correlation coefficient to compare the survey to a "gold standard" survey for measuring the same variable.  Predictive validity measures the survey's ability to "predict" future outcomes and uses a correlation coefficient for comparison.  While no instrument is ever determined to be “perfect” with respect to reliability and validity, the greater amount of reliability and validity testing, and the greater the positive findings with respect to reliability and validity associated with a given survey instrument, the greater confidence an EQRO can have in a survey’s findings. 

The CAHPS survey instruments and reporting formats have undergone rigorous testing for reliability and validity, including focus group interviewing, cognitive interviewing, and field-testing.  However, if a State chooses to use another instrument, develop one of its own, or modify an existing instrument, at a minimum, it should promote reliability and validity by first establishing face and content validity, then pre-testing the tool for reliability.  Face and content validity can be established by convening one or more focus groups that include beneficiaries and individuals with subject matter expertise.  Reliability can be assessed using the test-retest method in which the survey is administered to the same group at two different times.  A correlation coefficient is calculated and indicates the reproducibility of results.  Correlation coefficients with r-values at or above 0.70 indicate good reliability.

One option: use existing survey instruments.  Because of the resources required to develop and test new survey tools, many States will choose to use an existing survey instrument - especially one that has undergone strong reliability and validity testing such as CAHPS.  CAHPS testing included cognitive testing during the development and evaluation phases, calculation of reliability estimates in a sample of Medicaid enrollees and private health insurance purchasers, and convening of focus groups to test relevance of survey concepts and items.  In addition, CAHPS surveys include a free, easy-to-use CAHPS Survey and Reporting Kit.  The kit contains a set of mail and telephone survey questionnaires including Spanish language versions, sample reporting formats, and a handbook with step-by-step instructions for sampling, administration, analysis, and reporting.  The handbook’s instructions are easy to understand and allow for flexibility within the sample and analysis design.  The handbook also includes a comprehensive, statistical software package as well as the telephone number and e-mail address of the technical assistance hotline.

There are wide varieties of other existing questionnaires that can be selected as the survey instrument.  While some have undergone extensive reliability and validity testing, others have been developed with little or no testing for reliability and validity.  Unless the developers of an existing survey can describe an instrument’s reliability and validity testing and results, an instrument’s reliability and validity should always be suspect.  Even pre-existing, validated survey instruments may not have been validated in a Medicaid population.  Selection of instruments not validated in a Medicaid population may not yield valid or reliable results for this population.

Another advantage of selecting an existing instrument is that use of the same questionnaire, methods, and analysis for surveys of MCOs/PIHPs, population groups, and States, permits a State to compare its findings against those of other studies.  For example, standardization of the survey instruments, methodology, and report formats in CAHPS provides reliable and valid measures that can be compared across MCO/PIHPs, across MCO/PIHPs and fee-for-service (FFS), as well as across a wide range of respondents and States. 

When using an existing survey instrument for External Quality Review, the EQRO should be able to document the extent of reliability and validity testing of the survey instrument. 

Option 1: develop new survey instruments.  In some cases, a State may decide to use a new survey that it or a State contractor develops.  Usually a State will choose to develop a new survey instrument when the purposes and objectives of the study require answers to questions that are not addressed by existing instruments.  A well-designed, State-specific instrument can capture information that is of great interest and relevance to the questions under study.  However, assuring the reliability and validity of new surveys is costly and takes time.  Without such reliability and validity testing, surveys can have serious methodological shortcomings and be vulnerable to criticism.  A 1997 report by the Department of Health and Human Services (DHHS) Inspector General, “Medicaid Managed Care: The Use of Surveys as a Beneficiary Protection Tool” found that some State-specific surveys were designed to meet too many objectives and provided little useful data.  When developing new survey instruments and methods for purposes of External Quality Review, the State Medicaid agency should involve an individual with experience in survey design and methodology and assure testing of the instrument for validity and reliability.   

Option 2: adapt existing surveys.  States also may decide to adapt an existing questionnaire by adding or deleting items, modifying questions, or using only certain groups of questions to respond to a specific issue under study.  This approach provides States with the flexibility to add or change the data to be collected, while providing many of the advantages of using a pre-existing questionnaire.  However, this approach also can raise questions about the validity and reliability of the new or modified questions, as well as the survey overall.  Validated instruments are tested “as a whole,” and modifications can change the focus and purpose of the tool.  Adapting an existing survey is easier if CAHPS is used, as the CAHPS survey instruments have been specifically designed with opportunities to customize the questionnaire by adding questions from a list of supplementary optional items, as well as State-designed questions.  Most pre-existing questionnaires are not designed to accommodate such modifications and require additional testing.  Modifications and additional testing is time intensive and will likely result in increased costs.  When a State undertakes to adapt an existing tool for its purposes, it should obtain the advice of an individual knowledgeable in survey design (preferably knowledgeable about the original survey) to advise on the modification and how to appropriately test for reliability and validity.

ACTIVITY 4:
Development of the sampling plan.
When the State decides to collect information directly from beneficiaries, providers, or other unit of analysis, it must decide how many “units” will need to be surveyed.  A State could decide to take a “census;” i.e., ask every individual entity that the survey is designed to represent, to answer the survey questions.  For example, a State could decide to survey all Medicaid beneficiaries or all Medicaid providers.  However, because the cost of contacting all these entities is expensive, surveys typically are administered to only a portion (a “sample”) of the target population.  Whenever a sample, as opposed to a census, is used, it is very important to select the sample members in a way that represents as closely as possible the population about whom information is desired - both those included in the sample, and those not selected to respond to the survey.  

Step 1:
Identify the study population. 

Sample selection begins with the identification of the population to be studied; e.g., all Medicaid beneficiaries enrolled in a State’s Medicaid managed care initiative, or all children with special health care needs.  The “population” represents all units of analysis (sometimes referred to as “the universe”).  A good sample is a smaller version of the population to be studied and is representative of the population in terms of certain pre-identified characteristics (e.g., race, age, MCO/PIHP affiliation.)

Step 2:
Define the sample frame.

Once the target population for the survey is identified, the population from which the sample will be drawn must be further refined.  This is the “sample frame”.  The sample frame lists all members of the study population eligible for the study and is used to select the sample.  Questions used to define individuals eligible for the survey (the sample frame) might include, for example:

 
Is a minimum period of enrollment in a MCO/PIHP necessary for individuals who will be surveyed?  Must the beneficiary be continuously enrolled in a specific MCO/PIHP for a specified period of time to be considered an enrollee for purposes of the survey?  Frequently, a minimum period of continuous enrollment, such as six months, is required to increase the likelihood that enrollees have had contact with their specific MCO/PIHP.

 
Should any MCO/PIHP enrollees be excluded?  Why? For example, if a study population is to address children with special health care needs, should the survey be limited to only children receiving SSI or Title V; should it address all children that a MCO/PIHP might identify as having special health care needs; or, should it include all children whose family might identify them as having a special health care need?

 
Should only one member per household be surveyed?
Will children be surveyed?
 
When is open enrollment and how will it impact survey administration?
Step 3:
Determine the type of sampling to be used.

There are two basic types of statistical sampling: probability sampling and non-probability sampling.  Probability sampling leaves selection of the units to be included in the survey up to chance.  It is designed to prevent any biases in the sample selected by ensuring that each segment of the study population is represented in the sample to the extent it composes part of the population under study.  Simple random sampling is the most common form of probability sampling used in survey research.  Population members are generally assigned a number, and random numbers generated by a computer or table of random numbers are used to select members from the population.  This sampling approach ensures that all members of the target population have an equal chance of selection.  The sample is thus assumed fully representative of the population. 

Stratified random sampling also may be used.  This technique calls for dividing the population (based on prior knowledge about the population) into specific, pre-identified strata or subgroups that are homogeneous with respect to certain characteristics (e.g., ethnicity, age, diagnosis).  A random sample is then taken from each stratum or subgroup.  Stratification is done both to improve the accuracy of estimating the total population’s characteristics and to provide information about the characteristics of interest within subgroups.  However, stratified random sampling requires more information about the population, and can require a larger total sample size.  As a result, it is typically more expensive than simple random sampling.  Stratified sampling may also involve “weighting” the sample.  In this process, a survey would select a disproportionately larger number of units of analysis from one or more of the strata to allow the survey to produce information on that particular stratum; e.g., individuals dually receiving both Medicare and Medicaid. 

Non-probability sampling methods are based on the decisions of those administering the survey, and not on random chance.  For example, a State might wish to obtain information about new Medicaid beneficiaries by surveying all new beneficiaries eligible in a particular month.  It might wish to obtain information on average stage of pregnancy at time of the establishment of Medicaid eligibility by examining the records of women giving birth at a particular hospital.  In such cases, the information obtained by the State will have been biased.  Non-random sampling methods such as these also do not lend themselves to statistical analysis.  Because of the risk of biased results and the obstacles to statistical analysis, non-probability sampling is discouraged.  However, at times it can be an appropriate and efficient way of collecting needed information.

Step 4:
Determine needed sample size.

A sample only collects information from a fraction of the population.  Based on data obtained from the sample, estimates are produced about the utilization of health care services, satisfaction with care, quality of care or other issues.  However, these estimates are at risk of being “inaccurate” to the extent that: (1) they are different from the population’s true values because only a portion of the entire population was involved in producing the estimates, and (2) a different sample will give different estimates.  Fortunately, the risk of inaccuracy can be reduced by carefully selecting the sample size.

Two factors influence the determination of the appropriate sample size for the survey
: (1) the level of certainty desired for the estimate to be produced and 2) the margin of error that is defined as acceptable.  Combining these two factors establishes the parameters for the estimates to be produced by the survey (e.g., a survey would target the answers to its questions to be 95% accurate with a 5% margin of error).  The greater the certainty and the smaller the margin of error desired, the larger the sample will need to be, (and the more expensive the survey will be).  In addition, over-sampling (sampling for a greater number of entities than are actually needed to produce valid estimates) is sometimes undertaken, to compensate for an anticipated percent of non-respondents to the survey.  Because of these and other factors; e.g., whether or not the State intends to compare MCOs/PIHPs to one another, the EQRO will need to determine the sample size either as directed by the State, or, if the State allows the sample size to be determined by the EQRO, in consultation with a qualified statistician.  The level of certainty and margin of error must be approved by the State. 

If the CAHPS survey is used, the EQRO can take advantage of the statistical analysis already performed by the CAHPS developers and follow the sampling specifications given in the CAHPS handbook.  However, these will differ from the specifications provided by the National Committee for Quality Assurance (NCQA) in the CAHPS 2.0H manual.  (CAHPS 2.0H is an adaptation of CAHPS developed by the NCQA, in conjunction with AHCPR, for use with NCQA’s Healthplan Employer Data and Information Set - HEDIS).  The CAHPS 2.0H questionnaire is identical to the CAHPS questionnaire except for the inclusion of the HEDIS smoking cessation counseling questions as mandatory items.  This difference produces different sampling specifications for CAHPS 2.0 and for NCQA CAHPS 2.0 H.  NCQA’s CAHPS 2.0H requires a larger sample size in order to obtain adequate numbers of respondents who can answer the smoking questions.

Step 5:
Specify the sample selection strategy.

Once the sample size is determined, this number of entities must be selected from the sample frame.  The strategy for selecting the sample should specify the following:

 
How the sample will be drawn.  Once the type of sampling has been determined, the EQRO, State, or some other entity will implement the sample selection procedures to identify the specific individuals to be surveyed.  The State should first approve sample selection parameters and criteria.  If the EQRO or some other entity is drawing the sample, the EQRO should review the specifications prior to the draw.  The EQRO will review the sample selection procedures even if it does not pull the sample.  This should include review of the statistical program used to generate the sample, a scan of the sample frame files for face validity, and the generation of the statistical program on a sample from the data files.

 
How will the files/sample be delivered and in what format?  Information technology staff may need to be consulted on the mechanism to be used to deliver the sample frame member files for sample selection and contact.  Typical modes of delivery include file transfer protocol (FTP), e-mail, or overnight mail on disk or tape.  Formats might include CD-ROM, Excel, 4 mm.dat, or reel tape.

 
Is there a data dictionary for the sample frame or sample file?  A data dictionary should be provided to facilitate immediate use of the sample frame or sample file.  The data dictionary is a listing and description of all data fields found in an electronic or hardcopy list of sample frame or selected sample members.

ACTIVITY 5:
Development of the strategy for maximizing the response rate.
The EQRO must employ a strategy for maximizing the response rate that addresses: 1) how respondents in the sample will be contacted; and, 2) how the response rate will be maximized and calculated. 

Step 1:
Specify the strategy for contacting individuals to be surveyed.
The strategy for locating and contacting individuals who are to be surveyed (target respondents) should be developed in detail.  Surveys can be administered in a face-to-face interview, by telephone interview, or by a mailed questionnaire to be completed by the respondent and mailed back.  Because of the importance of achieving a high response rate, considerable research has been conducted on these approaches to survey administration.  Recent studies indicate the percentage of non-respondents is increasing, making survey research more difficult.  Although in the past survey researchers believed that face-to-face interviewing produced higher response rates, recent research challenges this view.  No single method of survey administration is believed to be superior in all circumstances.  Therefore, the type of survey administration chosen (e.g., face-to-face interviewing, telephone or mail) should reflect careful consideration of the response rate as well as cost and time issues.  Telephone and mail surveys usually are much less expensive than in-person interviewing.  In-person interviews are expensive because of the time and cost required when using experienced, well-qualified interviewers.

Specific data needed by the EQRO to administer the survey should be identified; e.g., an individual’s full name, address, phone number, date of birth, primary language and, if relevant, the name of the MCO/PIHP the individual is enrolled in, and the length of time of enrollment.  It is also important to consider the completeness of the information needed to contact individuals selected for the survey, and to what extent, if any, necessary information such as addresses and telephone numbers can be verified through other means; e.g., the MCO’s/PIHP’s enrollee files.  Plans for maximizing the probability that respondents can be located and contacted also should be outlined (e.g., sending names in the sample to a telephone number look-up vendor or using a change-of-address data base vendor.)

The strategy also should address the steps to be undertaken if the actual rates of contacting individuals are lower than expected.  These may include mailing a reminder postcard or second survey, a follow-up phone call to individuals failing to respond to a mail survey, conducting repeat calls in a telephone survey, using special mail delivery services for respondents who have no telephones.  , These may also include tracking and following up on the number of  “bad number” or  “undeliverable” cases by using directory assistance, reverse directories, CD-ROM address directories, national change-of-address database vendors, and telephone number look-up vendors.  However, the data collection strategy will also need to consider the cost implications of using these techniques.  For example, the CAHPS developers have estimated that tracking respondents through directory assistance adds $.75 per case, tracking them through reverse directories adds $3 per case, and tracking them with telephone number look-up vendors adds $4 to $8 dollars per case. 

Step 2:
Maximizing and calculating the response rate.
The response rate generally is the number of entities that respond to the survey divided by the number of entities selected to respond to the survey.  However, the exact definition is generally more detailed and complex that this; there are a number of different ways to calculate response rates, as well as different strategies for reporting these rates.  In addition, the definition of response rate may differ depending on mode of administration.  For example, mail surveys typically may exclude non-deliverable addresses from the denominator while telephone interviews may exclude people with non-working telephone numbers and those who no longer reside in the household from the denominator.  The EQRO and the State must determine an appropriate response rate methodology.  Given the response rate methodology chosen, the State will define acceptable levels of response rates.

The response rate is important because a low rate reduces the ability to make accurate conclusions (statistical inferences) about the population under study.  Those individuals who do not respond to the survey may differ systematically from individuals who respond, thereby biasing the results.

Medicaid beneficiaries typically have a low survey response rate.  Medicaid populations tend to have lower literacy levels than average, are more likely to speak a primary language other than English, are highly mobile, and have high rates of inaccurate or unavailable telephone numbers and mailing addresses.  As a result, surveys of Medicaid beneficiaries tend to require extra effort to maximize response rates.  These efforts can include using an expansive contact strategy that emphasizes tracking methods, and a mixed-mode approach to survey administration that typically combines mail and telephone survey procedures.  However, even with these additional measures, response rates for Medicaid beneficiaries are likely to be lower than for other populations.  The CAHPS developers suggest that the target response rate for administering CAHPS to Medicaid beneficiaries should range from 40% to 60%.  They also recommend that survey vendors focus on strategies that promote high response rates and develop a plan of correction actions to take if the response rate falls short of the goal.

No matter what mode of survey administration is selected, research indicates that a number of strategies can be used to achieve better response rates.  For example, if mail surveys are used, all of the following strategies should be considered: 

· Send an advance (pre-notification) letter.  When developing an in-house letter, the CAHPS developers suggest that a number of points should be stressed in the correspondence:

   Anonymity and confidentiality

   How the enrollee was selected for participation

   How the results will benefit the respondent

   Why the survey should be completed

   How to return the survey

· Use follow-up contacts (e.g., reminder postcards, second mailing of the questionnaire, phone contact or special postage mailing of a second questionnaire),
· Emphasize survey sponsorship (e.g., to indicate State agency sponsorship, use a cover letter on State government letterhead signed by the Agency Director),
· Use personalized correspondence with respondents (e.g., addressing all correspondence to the respondent),
· Provide stamped return envelopes, and

· Use special postage for replacement questionnaire mailings (e.g., overnight mail or certified mail).

Translation of surveys and correspondence into languages other than English also may be important for Medicaid populations.  If not addressed, language issues may lead to lower response rates because surveys cannot be completed if they cannot be read.  Failure to provide surveys in the respondent’s primary language may also result in excluding vulnerable segments of the population.  Unfortunately, the primary language of specific individuals in the survey sample may be difficult to determine.  One solution may be to translate a sentence in the introductory letter and provide a phone number for the respondent to call for more information.  During the call, the respondent may request a translated survey, complete the survey over the phone, or schedule a more convenient telephone interview time.  However, survey translations and beneficiary telephone hot lines can have significant cost implications for the project.

The survey methodology should specify the required response rate established by the State, procedures for handling missing data, and the specific methods for calculating both raw and adjusted response rates.  For example:

Raw response rates can be calculated by:

                     Number of completed surveys                                      

  

Total number of targeted survey respondents             

Adjusted response rates can be calculated by:

                     Number of completed surveys                              
    Total number of targeted survey respondents minus deceased and ineligible due to 

     hospitalization, cognitive impairment, or other reasons specified in the methodology

ACTIVITY 6:
Implementation of the survey.

Based on the information obtained in Activities 1, 2, and 3, and the decisions made in activities 4 and 5, the EQRO should prepare a work plan to govern the implementation of the survey.  The work plan should specify routine aspects of project management including key staff and their responsibilities, timelines, and deliverables; the degree to which each phase of the survey process will be documented; and a plan of action for identifying and resolving problems.  It should also address final report production including format, content, and specification of any needed approval by the State or other entities, and number of reports to be submitted.  It should include a description of any reports to be publicly released by the EQRO, if this is part of the EQRO’s scope of work.

Key methodological issues to be addressed in the work plan include:

· Procedures to be followed in formatting, reproducing, and distributing the survey questionnaire;

· Procedures for assuring the confidentiality of the data;
· Data collection, data entry, and internal quality control methods. The EQRO should determine with the State procedures for handling responses that fail edit checks, the treatment of missing data, and the handling of procedures for determination of usable/complete surveys.

· Data analysis plan including statistical methodology; and, 

· Production of data files and their format and delivery, if applicable.
The work plan should be approved by the State prior to implementation.

If it is feasible, the survey vendor should provide the State with a mock-up of survey results prior to administering the survey.  This will help assure that the information to be produced by the survey is consistent with the State’s planned use of survey results.  The implementation of the survey should be in accord with the State-approved work plan.

ACTIVITY 7: Preparation and analysis of data obtained from the survey.
Once the surveys have been completed and returned to the EQRO, preparation of the data for analysis, and data analysis occurs.  This includes data quality control procedures (e.g., cleaning and editing), data analysis, and production of data files.

Data quality control.  The EQRO should develop, implement, and document quality control procedures for all survey administration activities.  In particular, quality control should address: recording receipt of mail surveys; telephone administration of surveys; handling of respondent information and assistance telephone calls; coding, editing, and keying in or optical scanning of survey data; data tabulation and analysis; and preparation of survey reports.

Data analysis.  Each MCO/PIHP should be treated as the basic unit of analysis and reporting.  The analysis should include simple statistical procedures such as calculation of measures of central tendency and frequency distributions for specific survey questions.  In addition, differences in survey results among MCOs/PIHPs may be examined using standard statistical tests.  For example, the F-test may be used to determine if the average scores of any MCO/PIHP differ significantly from that of other MCOs/PIHPs.  The F-test tests the hypothesis that all MCO/PIHP means (averages) are equal by comparing the relative size of two variances.  The F-test will be significant if at least one MCO or PIHP mean is statistically different from any other MCO or PIHP mean.  If the F-test indicates that there are significant differences, a series of t-tests may be conducted to identify which MCO/PIHP is different from other MCO/PIHPs.  The t-test tests the hypothesis that two specific MCO/PIHP means are significantly different from each other.  A significant t-test indicates that the two MCO/PIHPs represent two populations with different means.

In addition, an EQRO may want to consider multivariate regression and/or analysis of covariance techniques to further identify meaningful differences between MCOs/PIHPs while controlling for respondent characteristics.  For example, a driver analysis and a quadrant analysis may be used to gain more insight into the current survey measures and possible approaches to future improvement.  Driver analysis refers to statistical techniques that may be used to identify the important factors or “drivers” that significantly affect some outcome measure.  In this context, the driver analysis will identify the most important factors (drivers) that significantly affect overall scores.  Individual questions can be analyzed to determine their effect on overall scores.  These identified drivers, along with their current measures, will then be subjected to a quadrant analysis that compares the importance of the drivers against the current survey measures on these drivers.  For example, if access to specialists has been identified as a driver of patient satisfaction, then depending on the importance of access as a driver and the MCO/PIHP current performance on access, there could be four different combinations or quadrants: (1) high importance and high performance; (2) high importance and low performance; (3) low importance and low performance; and (4) low importance and high performance.  High importance means that health care access has an important effect on satisfaction, and high performance means that health care access has been well addressed.  Therefore, quadrant (1) identifies strength; i.e., satisfactory performance on a crucial driver.  Similarly, quadrant (2) identifies areas needing improvement; quadrant (3) and (4) are areas of low leverage and insignificance.  The most important insight that can be gained through quadrant analysis is the identification of improvement opportunities.  MCOs/PIHPs can then make strategic decisions about where to devote their efforts and resources in order to improve MCO/PIHP scores.

Consistent with the purposes and objectives of the survey, populations within each MCO/PIHP could also be analyzed and reported separately.  For instance, the State may be interested in whether any particular variable differs significantly across geographic locations, demographic groups, socio-economic groups, or other identifiable subgroups (e.g., frequent and infrequent users of health care services). 

Survey results may be adjusted for external factors that influence results.  For example, studies suggest that age, education, and self-reported health status, among others, have a significant effect on patient satisfaction. 

Regardless of the statistical analyses performed, the display of survey findings is important.  Statistical graphs should accompany narrative text to aid comparison and interpretation.  For example, bar graphs and comparison charts, such as those recommended by CAHPS, convey important information about the performance of each MCO/PIHP and indicate meaningful differences among MCOs/PIHPs.

ACTIVITY 8:
Documentation of the survey process and results.

The EQRO should prepare and submit reports to the State that document the survey process and results, including:  

1. Survey purpose and objectives,


2.
Technical methods of survey implementation and analysis (Activities 2 - 7),
3.
Data obtained,


4.
Conclusions drawn from the data,
5.
A detailed assessment of each MCO/PIHP’s strengths and weaknesses with respect to (as appropriate) access, quality, and/or timeliness of health care furnished to Medicaid enrollees and
6.
As the State determines, methodologically appropriate, comparative information about all MCOs/PIHPs.

The final report also should include a detailed description of survey methodology problems, lessons learned, and recommendations for improving future efforts.  If the scope of work with the State requires the EQRO to produce a report on survey results for public reporting, the content and format of this report should conform to the mock-up specifications previously approved by the State.  Recently, many States have shown increasing interest in using survey data for public reporting.  However, fitting survey information into the design and distribution of other beneficiary materials and agreeing on the report’s length, design, and graphics can prove difficult.  Therefore, it is important for the EQRO and the State to agree on how to present the results before the production of the reports.
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ATTACHMENT B

SURVEY PLANNING AND IMPLEMENTATION -- DOCUMENTATION
	SURVEY ELEMENT 
	DOCUMENTATION

	Activity 1: Survey Purposes(s) and Objective(s)

	· There is a written statement of survey purpose(s) that addresses access, timeliness, and /or quality of care.
	

	· Unit(s) of analysis is clearly stated and include individual MCOs/PIHPs.


	

	· Study objectives are clear, measurable, and in writing.


	

	Activity 2: Survey Audience(s)

	· Audiences for survey findings are identified.

       - If consumers are an intended audience, survey strategy will allow MCO-to-MCO comparisons.

       - If MCOs/PIHPs are an intended audience, the State has a policy regarding MCO/PIHP access to individual enrollee’s survey responses.

       - If information on the State’s program as a whole is desired, the design of the survey will produce information on the State’s managed care initiative as a whole.  
	

	· If using an existing survey, there is evidence of its reliability.


	

	Activity 3: Survey Instrument

	· If using an existing survey, there is evidence of its validity.


	

	· If using a newly developed survey, there is evidence that an individual with experience in survey design and methodology was involved in the development of the survey.
	

	· If using a newly developed survey, there is evidence of reliability testing.
	

	· If using a newly developed survey, there is evidence of validity testing.
	

	· If using an adapted survey, an individual(s) with expertise in survey design (preferably expertise in the original survey instrument) participated in the adaptation and testing of the instrument. 


	

	· If using an adapted survey, there is evidence of reliability testing.
	

	· If using an adapted survey, there is evidence of validity.
	

	Activity 4: Sampling Plan

	· Population to be studied is clearly identified.


	

	· Sample frame clearly defined.


	

	· Sampling strategy (simple random, stratified random, non-probability) is appropriate to study question.  


	

	· If random sampling is used, sampling process is valid.


	

	· If stratified random sampling is used, sampling process is valid.


	

	Activity 4: Sampling Plan - continued

	· If non-probability sampling is used, there is clear and strong evidence why random sampling is not feasible.


	

	· Sample size is determined using reasonable statistical parameters and is appropriate to survey purpose and objectives.


	

	· Sample selection processes are in place, including  specifications for drawing the sample and assuring validity of sample frame.  A test of the sampling specifications is to be performed on a portion of the sample frame file.


	

	· Methods for delivering sample files are in place.


	

	· Data dictionary is provided for the sample frame file.


	

	Activity 5: Response rate 

	· Strategy for locating and contacting target respondents is in place.  Specify if mail, phone, face-to-face, or combination strategy is used.


	

	· The required response rate is specified by the State.


	

	· Strategies for maximizing response rates are in place.
	

	· Procedures for handling missing data and for calculating raw and adjusted response rates are in place.


	

	Activity 6: Implementation of the survey

	· There are procedures for formatting, reproducing, and distributing the survey questionnaire.
	

	· There are procedures for assuring data confidentiality.


	

	· Data collection, data entry, and internal quality control methods are in place.
	

	· The data analysis plan is in place.


	

	· Data file production and delivery mechanisms are in place.


	

	Activity 7: Data Preparation and Analysis

	· Quality control procedures are in place, including administration of surveys; receipt of survey data; information and assistance; coding, editing, and entering data; procedures for missing data and data that fails edits. 


	

	· Data preparation and analysis procedures are in place.
	

	· Final report includes narrative text accompanied by graphical display of data.  
	

	Activity 8: Survey Documentation – Final report includes:

	· Survey purpose and objectives 
	

	· Technical methods of survey implementation and analysis
	

	· Description of data obtained
	

	· Conclusions drawn from data
	

	· Detailed assessment of each MCO’s/PIHP’s strengths and weaknesses with respect to (as appropriate) access, quality, and/or timeliness of health care furnished to Medicaid enrollees
	

	Activity 8: Survey Documentation – continued

	· Comparative information about all MCOs/PIHPs (as directed by the State)
	

	· Problems with survey methodology
	

	· Lessons learned
	

	· Recommendations for future survey efforts
	


VALIDATING SURVEYS
 I.



PURPOSE OF THE PROTOCOL
Surveys of Medicaid beneficiaries or other entities are becoming an increasingly common method of health care quality measurement.  Surveys can provide information that is not generally available through clinical or administrative records.  Surveys also can capture beneficiaries’, families’, caregivers’, providers’, or other relevant parties’ perceptions of access to care and quality of health services.  However, in order for a survey to produce valid and reliable information (upon which to make valid and reliable judgments about health care access, quality, and/or timeliness), the design and administration of a survey must be carried out in accord with certain fundamental principles of survey design and administration.

If a State desires its External Quality Review Organization (EQRO) to incorporate the findings of a survey (one that is not administered by the EQRO at the direction of the state Medicaid agency) into the required EQRO activity of “analysis and evaluation  . .  of aggregated information on timeliness, access, and quality of the health care services furnished to Medicaid recipients by each MCO .  .  ,”1 the EQRO must determine the extent to which the survey has produced valid and reliable information.  This determination is necessary in order for the EQRO to determine how much significance to place on a particular survey’s findings when the EQRO is aggregating and analyzing information from multiple sources about access, quality, and/or timeliness of care.  This protocol describes the steps that need to be undertaken by an EQRO to evaluate the methodological soundness of a particular survey, if the survey is to be included as a component of the external, independent quality review required under federal law for Medicaid managed care organizations (MCOs) and prepaid health plans (PIHPs).  In the Center for Medicare and Medicaid Service’s (CMS)’s (formerly the Health Care Financing Administration (HCFA)) proposed rule on external quality review of Medicaid MCOs and PIHPs, administration or validation of provider surveys of quality of care is identified as an optional EQRO activity, to be used at the discretion of the State.2 

II.



ORIGIN OF THE PROTOCOL

This protocol is a variation of the protocol on “Administering Surveys” and is based on the same generally accepted principles of survey design and administration that guided that protocol.  This protocol was also guided by the same academic and research publications.  These are cited in Attachment A.

III.



PROTOCOL OVERVIEW

This protocol applies to all types of surveys; for example, beneficiary surveys and provider surveys.  It does not assume the use of one particular survey instrument, sampling methodology or approach to analyzing or reporting study results because differences in the purposes of surveys preclude any one questionnaire, sampling methodology and analysis and reporting strategy from meeting all needs.  In a number of instances, however, the protocol addresses the Consumer Assessment of Health Plans Study (CAHPS) surveys and reporting formats, which were developed by the Agency for Healthcare Research and Quality (AHRQ) (formerly the Agency for Health Care Policy and Research - AHCPR) through cooperative agreements with the RAND Corporation, Harvard University, and the Research Triangle Institute.  CAHPS surveys are frequently used by States to evaluate Medicaid beneficiaries’ experiences with managed care. 

In this protocol, survey validation is limited to review of survey procedures.  It does not include collecting survey data anew from the initial survey respondents to verify their responses.  Time, resource requirements, and the potential demands on survey respondents typically make this activity infeasible.

The protocol specifies seven activities that must be undertaken to assess the methodological soundness of a given survey:

1.




Review survey purpose(s) and objective(s)

2.




Review intended survey audience(s)

3.




Assess the reliability and validity of the survey instrument

4.




Assess the sampling plan 

5.




Assess the adequacy of the response rate

6.




Review survey data analysis and findings/conclusions

7.




Document evaluation of survey

IV.



PROTOCOL ACTIVITIES 
The eight activities comprising this protocol are discussed below.  EQROs should use a work sheet such as that found in Appendix B to assist in performing and documenting the validation process for the survey under review.
ACTIVITY 1:



Review survey purposes(s) and objective(s).
In order to have a sufficient understanding of the design, administration, and analysis of the survey, the EQRO should communicate with the entity(ies) that administered the survey to review and understand key decisions about the survey’s purpose(s) and objective(s).  These decisions will have shaped the survey methodology, administration, and analytical approach.  The EQRO should be able to answer the following question: “What did the survey sponsor want to learn by administering the survey?”  Although a survey sponsor may have multiple purposes for a given survey, for purposes of this protocol, one of the stated purposes of the survey must have been to assess -- either alone or in combination -- the access, quality, and/or timeliness of care received by Medicaid beneficiaries enrolled in individual MCOs/PIHPs.

The purpose(s) and objective(s) of the survey will also have determined the survey’s “unit of analysis.”  The unit of analysis refers to the type of entity about which the survey sponsor wishes to obtain information.  The unit of analysis may be, for example: individual MCOs/PIHPs, the State’s managed care initiative as a whole, or a particular grouping of providers.  Thus, the unit of analysis also greatly influences the design, administration, and analysis of the survey.  Although the survey under review may have addressed multiple units of analysis, at least one of the units of analysis must have been individual MCOs/PIHPs participating in the survey; i.e., the survey must have been designed to provide representative and generalizeable information about individual MCOs/PIHPs.

Following from the survey’s purposes(s) and unit(s) of analysis, objectives that are more detailed should have been explicitly stated in writing.  Ideally, objectives should be concise, explicit, and measurable.  For example, if the purpose of the study was to discover how satisfied Medicaid managed care enrollees were with their health care, objectives that are more specific might include:

· Determining if enrollees of individual MCOs/PIHPs are satisfied with their access to specialty care

· Determining if enrollees of individual MCOs/PIHPs are involved in planning for their own treatment

· Determining if enrollees of individual MCOs/PIHPs are satisfied with the quality of their interactions with their primary care provider

The survey sponsor should provide documentation of the survey purpose(s), explicitly stated objectives, and a description of the unit of analysis. 

ACTIVITY 2:



Review intended audience(s) for survey findings.
The EQRO also should have an understanding of the intended audiences for the survey results.  Typically, the audiences may include:

· State Medicaid agencies that plan to use the survey results as part of their contracting strategy for improving delivery of health services

· Medicaid beneficiaries and advocates who are choosing between FFS and MCOs/PIHPs or among Medicaid MCOs/PIHPs.  Survey information increasingly is viewed as one method for allowing the consumer to make an informed choice.  This type of survey effort would typically enable comparisons of MCOs/PIHPs.
· MCO/PIHP managers and providers who can use the survey results to identify areas of superior health service delivery performance as well as areas that need improvement

· State policy makers who can use survey findings to monitor how Medicaid beneficiaries perceive the care they receive

The intended audience for a survey can influence the selection of the survey instrument, the wording of individual survey questions, the type of data analysis performed, and the selection and presentation of particular survey findings.  It also can inadvertently introduce bias in the survey process.  The EQRO should understand the intended use of the survey, as one part of its overall evaluation of the reliability and validity of the survey. 

ACTIVITY 3:



Assess the reliability and validity of the survey instrument.
A survey may have been administered using: 1) a pre-existing instrument that was developed prior to the survey for use by others; 2) a new instrument developed specifically for the particular survey under review; or 3) an adaptation of a pre-existing instrument.  Regardless of which of these three options a survey sponsor employed, the EQRO will need to determine the validity and reliability of the survey instrument as a critical step in deciding how much confidence to place in the survey’s findings.  

Reliability refers to: 1) the internal consistency of a survey instrument; and 2) the reproducibility of survey results when the survey is administered under different conditions; e.g., by different people, or at different times.  Internal consistency requires that positive statistical correlations exist between questions within a survey.  In other words, a respondent’s answers to particular survey questions should not contradict the respondent’s answer to other survey questions.  Answers should be consistent across related questions.  Reproducibility means that a tool yields the same results in repeated trials.  For example, a grocery store scale should show the same weight each time the same bag of produce is measured.  If it shows a different weight, it is unreliable.  Similarly, a survey instrument’s questions should not be answered differently depending upon who is administering the survey or in what location or manner the survey is administered.  Survey questions also should be clear so individuals responding to the same question in the survey will not interpret the same question differently.

Validity refers to the degree to which a tool measures what it is intended to measure.  Different types of validity measurements include face validity, content validity, construct validity, and criterion-related validity.  Face validity is also known as logical validity and ensures that the tool generates common agreement and/or mental images associated with a concept about which the survey is asking.  This type of validity does not involve statistical analysis, but is an opportunity to determine if a concept is well assessed by a question or questions in a survey.  This can be accomplished through a review that may include one or more focus groups whose primary purpose is to agree/disagree on whether the survey, on its face, is capturing the concept to be addressed by the survey.  Content validity builds on face validity by asking whether the survey fully captures and represents the concept under study.  This type of validity is typically established through a “review for relevance” by individuals with expertise in the subject matter.  Content validity also is not established using statistical procedures.  Rather, it is established by agreement from experts in the topic under study.

Construct and criterion validity are more sophisticated measures of validity and require more time and resources to assess.  Construct validity assesses how well the test measures the underlying issue (e.g., access to care, satisfaction with care, and satisfaction with providers) it is supposed to measure.  Criterion validity measures how well the performance on a test reflects the performance on what the test is supposed to measure.  There are two types of criterion validity: concurrent and predictive.  Concurrent validity uses a correlation coefficient to compare the survey to a "gold standard" survey for measuring the same variable.  Predictive validity measures the survey's ability to "predict" future outcomes and uses a correlation coefficient for comparison.  While no instrument is ever determined to be “perfect” with respect to reliability and validity, the greater amount of reliability and validity testing, and the greater the positive findings with respect to reliability and validity that are associated with a given survey instrument, the greater confidence an EQRO can have in a survey’s findings. 

The CAHPS survey instruments and reporting formats have undergone rigorous testing for reliability and validity, including focus group interviewing, cognitive interviewing, and field-testing.  If a survey sponsor chose to use another instrument, develop one of its own, or modify an existing instrument, at a minimum, it should promote reliability and validity by first establishing face and content validity, then pre-testing the tool for reliability.  Face and content validity can be established by convening one or more focus groups that include beneficiaries and individuals with subject matter expertise.  Reliability can be assessed using the test-retest method in which the survey is administered to the same group at two different times.  A correlation coefficient is calculated and indicates the reproducibility of results.  Correlation coefficients with r-values at or above 0.70 indicate good reliability.

Existing survey instruments.  Because of the resources required to develop and test new survey tools, many survey sponsors will choose to use an existing survey instrument - especially one that has undergone strong reliability and validity testing such as CAHPS.  CAHPS testing included cognitive testing during the development and evaluation phases, calculation of reliability estimates in a sample of Medicaid enrollees and private health insurance purchasers, and convening of focus groups to test relevance of survey concepts and items.  In addition, CAHPS surveys include a free, easy-to-use CAHPS Survey and Reporting Kit.  The kit contains a set of mail and telephone survey questionnaires including Spanish language versions, sample reporting formats, and a handbook with step-by-step instructions for sampling, administration, analysis, and reporting.  The handbook’s instructions are easy to understand and allow flexibility within the sample and analysis design.  The handbook also includes a comprehensive, statistical software package as well as the telephone number and e-mail address of the technical assistance hotline.

There are wide varieties of other existing questionnaires that can be selected as the survey instrument.  While some have undergone extensive reliability and validity testing, others have been developed with little or no testing for reliability and validity.  Unless there is evidence of an instrument’s reliability and validity testing and results, an instrument’s reliability and validity should always be suspect.  Even pre-existing, validated survey instruments may not have been validated in a Medicaid population.  Instruments not validated in a Medicaid population may not yield valid or reliable results for this population.

Another advantage of existing instruments is that use of the same questionnaire, methods, and analysis for surveys of MCOs/PIHPs, population groups, and States, can permit a particular survey’s findings to be compared against those of other studies.  For example, standardization of  survey instruments, methodology, and report formats in CAHPS provides reliable and valid measures that can be compared across MCOs/PIHPs, across MCOs/PIHPs and fee-for-service (FFS), as well as across a wide range of respondents and States. 

When an existing survey instrument was used, the EQRO should document the extent of reliability and validity testing of the survey instrument. 

New survey instruments.  In some cases, a survey sponsor may have chosen to create a new survey that was developed specifically for a particular survey.  Usually, new survey instruments are developed and used when the purposes and objectives of the study require answers to questions that are not addressed by existing instruments.  Such survey instruments can capture information that is of great interest and relevance to the questions under study.  However, assuring the reliability and validity of new surveys is costly and takes time.  Without such reliability and validity testing, surveys can have serious methodological shortcomings and be vulnerable to criticism.  A 1997 report by the Department of Health and Human Services (DHHS) Inspector General, “Medicaid Managed Care: The Use of Surveys as a Beneficiary Protection Tool” found that some State-specific surveys were designed to meet too many objectives and provided little useful data.  When external quality review is to incorporate the findings of a new survey instrument and methodology, the EQRO should document the extent of reliability and validity testing of the survey instrument and methodology.  The results of the reliability and validity testing are an important consideration in determining the extent to which the EQRO incorporates the survey findings into its analysis and evaluation of information on the access, quality, and timeliness of health care services furnished to Medicaid beneficiaries enrolled in MCOs/PIHPs.  

Adaptations of existing surveys.  Survey sponsors also may have decided to adapt an existing questionnaire by adding or deleting items, modifying questions, or using only certain groups of questions to respond to a specific issue under study.  This approach provides flexibility to add or change the data to be collected, while providing many of the advantages of using a pre-existing questionnaire.  However, this approach also can raise questions about the validity and reliability of the new or modified questions, as well as the survey overall.  Validated instruments are tested “as a whole,” and any modifications can change the focus and purpose of the tool, and thereby the validity and reliability of the tool as a whole and/or its individual questions.  Adapting an existing survey is easier if CAHPS is used, as the CAHPS survey instruments have been specifically designed with opportunities to customize the questionnaire by adding questions from a list of supplemental optional items, as well as State-designed questions.  Most pre-existing questionnaires are not designed to accommodate such modifications and require additional testing.  Modifications and additional testing are time intensive and will likely result in increased costs.

The EQRO should review the evidence about the reliability and validity testing of all survey instruments, regardless of whether they are existing, new, or adapted instruments.  Each survey’s reliability and validity testing should be an important element in determining to what extent the EQRO relies upon the survey findings to inform its analysis and evaluation of access, quality, and timeliness of health care. 

ACTIVITY 4:



Review the sampling plan.
When a survey sponsor decides to collect information directly from beneficiaries, providers, or other unit of analysis, it must decide how many “units” will need to be surveyed.  A survey sponsor could decide to take a “census;” i.e., ask every individual entity that the survey is designed to represent, to answer the survey questions.  For example, a survey sponsor could decide to survey all Medicaid beneficiaries or all Medicaid participating providers.  However, because the cost of contacting all these entities is expensive, surveys typically are administered to only a portion (a “sample”) of the target population.  Whenever a sample, as opposed to a census, is used, it is very important to select the sample members in a way that represents as closely as possible the population about whom information is desired - both those included in the sample and those not selected to respond to the survey.  The EQRO should review documentation related to the sampling plan, particularly (1) the definition of the study population; (2) specifications for the sample frame; (3) the type of sampling used; (4) the adequacy of the sample size; and (5) sample selection procedures.  The level of detail involved in this review will require that the EQRO use professional statisticians.  The EQRO will need to make a judgment about whether the sample selected was sufficiently representative of the study population for the EQRO to have confidence in the survey findings.

Step 1:
Identify the study population. 

The EQRO should first document what population the survey was designed to study; e.g., all Medicaid beneficiaries enrolled in managed care, or all children with special health care needs.  The “population” represents all units of analysis (sometimes referred to as “the universe”) about which the survey questions are raised.  A good sample is a small version of the population to be studied and is representative of the population in terms of certain pre-identified characteristics (e.g., race, age, MCO/PIHP affiliation.)

Step 2:
Review the sample frame.

Once the target population for the survey is identified, the EQRO must also identify and understand the construction of the survey’s “sample frame.”  The “sample frame” is a listing of all members of the study population who are eligible for the study.  From this listing, the sample is selected.  Questions used to define individuals eligible for the survey (the sample frame) might include, for example:

 
Was a minimum period of enrollment in a MCO/PIHP necessary for individuals who were surveyed?  Did beneficiaries have to be continuously enrolled in a specific MCO/PIHP for a specified period of time to be included in the survey?  Frequently, a minimum period of continuous enrollment, such as six months, is required to increase the likelihood that enrollees have had contact with their specific MCO/PIHP.

 
Were any MCO/PIHP enrollees excluded?  Why?  For example, if a study aimed to address children with special health care needs, was it limited only to children receiving SSI or Title V, or did it address all children that a MCO/PIHP might identify as having special health care needs, or all children whose family might identify them as having a special health care needs?

 
Was only one member per household allowed to be surveyed?
Were children allowed to be surveyed?
 
When was open enrollment and how did it influence survey administration?
Step 3:
Review the type of sampling used.

There are two basic types of statistical sampling: probability sampling and non-probability sampling.  Probability sampling leaves selection of the units to be included in the survey up to chance.  It is designed to prevent any biases in the sample selected by ensuring that each segment of the study population is represented in the sample to the extent it composes part of the population under study.  Simple random sampling is the most common form of probability sampling used in survey research.  Population members are generally assigned a number, and random numbers generated by a computer or table of random numbers are used to select members from the population.  This sampling approach ensures that all members of the target population have an equal chance to be selected.  The sample is thus assumed fully representative of the population. 

Stratified random sampling also may be used.  This technique calls for dividing the population (based on prior knowledge about the population) into specific, pre-identified strata or subgroups that are homogeneous within them with respect to certain characteristics (e.g., ethnicity, age, diagnoses).  A random sample is then taken from each stratum or subgroup.  Stratification is done both to improve the accuracy of estimating the total population’s characteristics and to provide information about the characteristics of interest within subgroups.  However, stratified random sampling requires more information about the population, and can require a larger total sample size.  As a result, it is typically more expensive than simple random sampling.  Stratified sampling may also involve “weighting” the sample.  In this process, a survey would select a disproportionately larger number of units of analysis from one or more of the strata to allow the survey to produce information on that particular stratum; e.g., individuals dually receiving both Medicare and Medicaid. 

Non-probability sampling methods are based on the decisions of those administering the survey, and not on random chance.  For example, a State survey sponsor might wish to obtain information about new Medicaid beneficiaries by surveying all new beneficiaries eligible in a particular month.  It might wish to obtain information on average stage of pregnancy at time of the establishment of Medicaid eligibility by examining the records of women giving birth at a particular hospital.  In such cases, the information obtained by the State will have been biased.  Non-random sampling methods such as these also do not lend themselves to statistical analysis.  Because of the risk of biased results and the obstacles to statistical analysis, non-probability sampling is discouraged.  However, at times it can be an appropriate and efficient way of collecting needed information.

Step 4:
Review adequacy of sample size.

A sample only collects information from a fraction of the population.  Based on data obtained from the sample, estimates are produced about the utilization of health care services, satisfaction with care, quality of care or other issues.  However, these estimates are at risk of being “inaccurate” to the extent that: (1) they are different from the population’s true values because only a portion of the entire population was involved in producing the estimates, and (2) a different sample will give different estimates.  Fortunately, the risk of inaccuracy can be reduced by carefully selecting the sample size.

Two factors influence the determination of the appropriate sample size for a survey3: (1) the level of certainty desired for the estimate to be produced and 2) the margin of error that is defined as acceptable.  Combining these two factors establishes the parameters for the estimates to be produced by the survey (e.g., a survey would target the answers to its questions to be 95% accurate with a 5% margin of error).  The greater the certainty and the smaller the margin of error desired, the larger the sample will need to be (and the more expensive the survey will be).  In addition, over-sampling (sampling for a greater number of entities than are actually needed to produce valid estimates) is sometimes undertaken, to compensate for an anticipated percent of non-respondents to the survey.  Because of these and other factors (e.g., whether the State intended the survey to provide estimates of individual MCO/PIHP performance or whether the survey findings were intended to compare MCP/PIHP performance), in order to review the adequacy of the sample size, the EQRO needs to evaluate: (1) the level of certainty desired about the estimate to be produced and 2) the margin of error that was defined as acceptable.  The EQRO will need a qualified statistician to review the adequacy of the sample size that was used for the survey.

If the CAHPS survey is used, the EQRO can take advantage of the statistical analysis already performed by the CAHPS’ developers.  However, these will differ from the specifications provided by the National Committee for Quality Assurance (NCQA) in the CAHPS 2.0H manual.  CAHPS 2.0H is an adaptation of CAHPS developed by the NCQA, in conjunction with AHCPR, for use with NCQA’ Healthplan Employer Data and Information Set - HEDIS.  The CAHPS 2.0H questionnaire is identical to the CAHPS questionnaire except for the inclusion of the HEDIS smoking cessation counseling questions.  This difference produces different sampling specifications for CAHPS 2.0 and for NCQA’s CAHPS 2.0H version.  NCQA’s CAHPS 2.0H requires a larger sample size in order to obtain adequate numbers of respondents who can answer the smoking questions.

Step 5:
Review the sample selection procedures.

The EQRO will review the sample selection procedures.  This includes reviewing the statistical program or other process used to generate the sample.  The EQRO will need to determine the extent to which the selection of sample members from the sample frame was conducted in a manner that protects against bias.

ACTIVITY 5:
Review the adequacy of the response rate.
The EQRO must assess the adequacy of the response rate.  This includes a review of: 1) how respondents in the sample were contacted; and, 2) what the response rate was and how it was calculated. 

Step 1:
Review the strategy for contacting individuals participating in the survey.
Surveys can be administered in a face-to-face interview, by telephone interview, by a mailed questionnaire to be completed by the respondent and mailed back, or by a combination of these approaches.  Because of the importance of achieving a high response rate, considerable research has been conducted on these approaches to survey administration.  Recent studies indicate that the percentage of non-respondents is increasing, making survey research more difficult.  Although in the past survey researchers believed that face-to-face interviewing produced higher response rates, recent research challenges this view.  No single method of survey administration is believed to be superior in all circumstances.

Step 2:
Review the response rate.
The response rate generally is the number of entities that respond to the survey divided by the number of entities selected to respond to the survey.  However, the exact definition is generally more detailed and complex that this; there are a number of different ways to calculate response rates, as well as different strategies for reporting these rates.  In addition, the definition of response rate may differ depending on mode of administration.  For example, mail surveys typically may exclude non-deliverable addresses from the denominator, while telephone interviews may exclude from the denominator people with non-working telephone numbers and those who no longer reside in the household.  The response rate is important because a low rate reduces the ability to make accurate conclusions (statistical inferences) about the population under study.  Those individuals who do not respond to the survey may differ systematically from individuals who respond, thereby biasing the results.

Medicaid beneficiaries typically have a low survey response rate.  Medicaid populations tend to have lower literacy levels than average, are more likely to speak primary languages other than English, are highly mobile, and have high rates of inaccurate or unavailable telephone numbers and mailing addresses.  As a result, surveys of Medicaid beneficiaries tend to require extra effort to maximize response rates.  These efforts can include using an expansive contact strategy that emphasizes tracking methods, and a mixed-mode approach to survey administration that typically combines mail and telephone survey procedures.  However, even with these additional measures, response rates for Medicaid beneficiaries are likely to be lower than for many other populations.  The CAHPS developers suggest that the target response rate for administering CAHPS to Medicaid beneficiaries should range from 40% to 60%.  They also recommend that survey vendors focus on strategies that promote high response rates and develop a plan of correction actions to take if the response rate falls short of the goal.

The EQRO should evaluate the response rate and discuss with survey sponsors the potential reasons for non-response, and the extent to which non-response may have introduced bias in the survey findings.  The EQRO also should examine the specific methods for calculating both raw and adjusted response rates.  For example:

Raw response rates can be calculated by:

                                                   Number of completed surveys             
  

                Total number of targeted survey respondents  

Adjusted response rates can be calculated by:

                     Number of completed surveys                              
    Total number of targeted survey respondents minus deceased and ineligible due to 

    hospitalization, cognitive impairment, or other reasons specified in the methodology)

The EQRO will need to assess the response rate, whether the survey employed a reasonable method for calculating the response rate, potential sources of non-response and bias, and the extent to which the response rate weakens or strengthens the generalizeability of the survey findings. 

ACTIVITY 6:
Review survey data analysis and findings/conclusions.
The EQRO should review the approach to analyzing the survey data and the findings/conclusions of the survey.  

Data quality control.  The EQRO should review how the survey sponsor handled responses that failed edit checks, the treatment of missing data, and procedures for determination of usable/complete surveys.

Data analysis.  The EQRO should review how the survey sponsor analyzed the survey data.  Each MCO/PIHP should have been treated as the basic unit of analysis and reporting.  The analysis should include simple statistical procedures such as measures of central tendency and frequency distributions for specific survey questions.  In addition, the findings may include a statistical analysis of the extent to which there are differences in responses to questions according to survey subgroups (e.g., MCOs/PIHPs).  Any differences should be examined using standard statistical tests such as the F-test and the T-test.  The F-test may be used to determine if the average scores of any entity (e.g., MCO or PIHP) differ significantly from that of other MCOs/PIHPs.  The F-test tests the hypothesis that all MCO/PIHP means (averages) are equal by comparing the relative size of two variances.  The F-test will be significant if at least one MCO/PIHP mean is statistically different from any other MCO/PIHP mean.  If the F-test indicates that there are significant differences, a series of t-tests may be conducted to identify which MCO/PIHP is different from other MCO/PIHPs.  The t-test tests the hypothesis that two specific MCO/PIHP means are significantly different from each other.  A significant t-test indicates that the two MCOs/PIHPs represent two populations with different means.

In addition, multivariate regression and/or analysis of covariance might have been used to further identify meaningful differences between MCOs/PIHPs while controlling for respondent characteristics.  For example, a driver analysis and a quadrant analysis may have been used to gain more insight into the survey measures and possible approaches to future improvement.  Driver analysis refers to statistical techniques that may be used to identify the important factors or “drivers” that significantly affect some outcome measure.  In this context, the driver analysis will identify the most important factors (drivers) that significantly affect overall scores.  Individual questions can be analyzed to determine their effect on overall scores.  These identified drivers, along with their current measures will then be subjected to a quadrant analysis that compares the importance of the drivers against the current survey measures on these drivers.  For example, if access to specialists has been identified as a driver of patient satisfaction, then depending on the importance of access as a driver and the current performance on access, there could be four different combinations or quadrants: (1) high importance and high performance, (2) high importance and low performance, (3) low importance and low performance, and (4) low importance and high performance.  High importance means that access to specialists has an important effect on satisfaction, and high performance means that access has been appropriately provided.  Therefore, quadrant (1) identifies strength, i.e. satisfactory performance on a crucial driver.  Similarly, quadrant (2) identifies areas needing improvement; quadrant (3) and (4) are areas of low leverage and insignificance.  The most important insight that can be gained through quadrant analysis is the identification of improvement opportunities.  MCO/PIHPs can then make strategic decisions about where to devote their efforts and resources in order to improve MCO/PIHP scores.

Consistent with the purposes and objectives of the survey, populations within each MCO/PIHP could also be analyzed and reported separately.  For instance, the State may be interested in whether any particular finding differs significantly across geographic locations, demographic groups, socioeconomic groups, or other identifiable subgroups (e.g., frequent and infrequent users of health care services).  Survey results also may have been adjusted for external factors that influence results; e.g., studies suggest that age, education, and self-reported health status, among others, have significant effect on patient satisfaction. 

Regardless of the statistical analyses performed, the data analysis should yield clear information about the performance of each MCO/PIHP and, as appropriate, differences among MCOs/PIHPs.

ACTIVITY 7:
Document evaluation of survey

Using the information obtained from activities 1 - 6, including the review of:  

· survey purpose, objectives and intended audience(s)

· reliability and validity of the survey instrument

· adequacy of the sampling strategy and response rate 

· data obtained and its analysis

The EQRO should make a determination of the generalizeability of the survey findings, and the extent to which the survey findings can be relied upon to make inferences about the access, quality, and timeliness of health care delivered to Medicaid beneficiaries enrolled in MCOs/PIHPs.  The EQRO should document these conclusions and provide written findings on:

1) The survey’s technical strengths and weaknesses; 

2) The limitations /generalizeability of survey findings; 

3) Conclusions drawn from the survey data; 

4) A detailed assessment of each MCO/PIHP’s strengths and weaknesses with respect to (as appropriate) access, quality, and/or timeliness of health care furnished to Medicaid enrollees; and 

5) Comparative information about all MCOs/PIHPs, as the State determines methodologically appropriate..
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ATTACHMENT B
SURVEY VALIDATION WORKSHEET
	SURVEY ELEMENT 
	DOCUMENTATION

	Activity 1: Survey Purposes(s) and Objective(s)

	· There is a written statement of survey purpose(s) that addresses access, timeliness, and/or quality of care


	

	· Unit(s) of analysis is clearly stated and includes individual MCOs/PIHPs


	

	· Study objectives are clear, measurable, and in writing


	

	Activity 2: Survey Audience(s)

	· Audiences for survey findings are identified


	

	Activity 3: Survey Instrument

	· If an existing survey instrument was used, there is evidence of its reliability


	

	· If an existing survey instrument was used, there is evidence of its validity


	

	· If a newly developed survey was used, there is evidence of reliability testing
	

	· If a newly developed survey was used, there is evidence of validity testing


	

	· If using an adapted survey: there is evidence of reliability testing


	

	· If using an adapted survey, there is evidence of validity


	

	Activity 4:  Sampling Plan

	· Population to be studied was clearly identified


	

	· Sample frame was clearly defined and appropriate
	

	· Sampling strategy (simple random, stratified random, non-probability) was appropriate to study question


	

	· If random sampling is used, sampling process was valid


	

	· If stratified random sampling is used, sampling process was valid


	

	· If non-probability sampling is used, there is clear and strong evidence why random sampling was not feasible


	

	· Sample size was determined using reasonable statistical parameters, as appropriate to survey purpose and objectives


	

	· Sample selection processes were sound


	

	Activity 5: Response rate 

	· Specify if mail, phone, face-to-face, or combination strategy was used to contact targeted survey respondents


	

	· Specifications for calculating raw and adjusted response rates are clear and appropriate


	

	· The response rate, potential sources of non-response and bias, and implications of the response rate for the generalizeability of survey findings are assessed


	

	Activity 6: Review of Data Preparation and Analysis

	· Quality control procedures were in place for: administration of the survey, receipt of survey data, respondent information and assistance, coding, editing and entering data,  procedures for missing data, and data that fails edits


	

	· Methodologically appropriate data preparation and analysis procedures were used.  
	

	· Final report provided understandable and relevant data.  

	

	Activity 7: Documentation of Validation of Survey.  The EQRO documents its findings regarding its: 

	· Assessment of the technical methods of survey implementation and analysis, and the survey’s technical strengths and weaknesses
	

	· The limitations /generalizeability of survey findings


	

	· Conclusions drawn from the survey data
	

	· A detailed assessment of each MCO’s/PIHP’s strengths and weaknesses with respect to (as appropriate) access, quality, and/or timeliness of health care furnished to Medicaid enrollees
	

	· Comparative information about all MCOs/PIHPs (as directed by the State)
	


END OF DOCUMENT
�A State may choose an organization other than an EQRO as defined in Federal regulation to administer a survey.  However, for convenience, in this protocol we use the term “external quality review organization” (EQRO) to refer to any organization administering a survey.


� A third factor (the true frequency of the occurrence of a characteristic within a population) is also often used to calculate the sample size for some studies.  However, since a survey studies multiple questions, and the true prevalence of responses to any of these questions may be variable across questions, and change over time, the most prudent course of action is to assume the need for the maximum sample size by assuming that the presence or absence of the characteristic in question is evenly distributed across the population.    


1Proposed rule on Medicaid Program; External Quality Review of Medicaid Managed Care Organizations.  Federal Register Vol.64, No 230 December 1, 1999.


2Ibid.


3 A third factor (the true frequency of the occurrence of a characteristic within a population) is also often used to calculate the sample size for some studies.  However, since a survey studies multiple questions, and the true prevalence of responses to any of these questions may be variable across questions, and change over time, the most prudent course of action is to assume the need for the maximum sample size by assuming that the presence or absence of the characteristic in question is evenly distributed across the population.    
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