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I.
INTRODUCTION

A.
Background

There is growing interest in measuring the quality of care provided by medical group practices (Health Systems Research, 1999).  This interest reflects several developments, including: 1) overlap among health plans’ provider networks, which diminishes the usefulness of plan-level assessment of quality due primarily to clinician behavior; 2) increased financial risk being borne by medical groups in many health care markets and an associated shift in responsibility for critical care management from health plans to medical groups (Kerr, 1995; Kerr, 1996; Trauner and Chestnutt, 1996), and; 3) the salience of medical groups to consumer choice, especially for the large share of employees (35% in 1999) who are offered no choice of plans by their employer (Kaiser Family Foundation, 2000). 

The Consumer Assessment of Health Plans Study (CAHPS®) survey is currently the national standard for measuring patients’ experience of care with their health plans.  In 1999 the U.S. Agency for Healthcare Research and Quality and the California HealthCare Foundation jointly sponsored the development and field testing of a version of this questionnaire for use in medical group practices.  In this report, we describe results from a field-test of the Group-Level CAHPS® (G-CAHPS) instrument developed as part of that project.

B.
Study Objectives 

The goal of the study was to support the development of a national, standardized instrument for measuring patients’ experience with their medical groups.  Such an instrument would allow for more meaningful comparisons of groups, thereby helping consumers and purchasers make more informed health care choices and facilitating quality improvement efforts.  Through coordinated sampling and “roll-up” strategies, group-level results could conceivably be combined to describe the performance of health plans and larger systems of care, resulting in greater efficiencies.     

Specific aims of the study were to: 

· Evaluate the ability of respondents to recognize and report about experiences with their medical groups;

· Develop a questionnaire that is consistent, to the extent possible, with the plan-level CAHPS® instrument but that incorporates questions necessary and appropriate for the assessment of medical group practices;

· Assess the feasibility of administering an instrument at the group practice level;

· Assess the reliability and validity of a draft survey in multiple health care markets and practice types, and;

· Use analyses of the field test data to revise and shorten the instrument.

C.
Study Methods

Field Test Sites

The G-CAHPS instrument was field tested between July and September of 2000 in forty-two physician organizations located in Denver, Knoxville, St. Louis, Eastern Massachusetts and California (Table I.C.1).  Study areas were selected to represent a range of market characteristics, including managed care penetration and physician organization.  Medical groups in those areas were selected as field test sites to represent a wide range of group practice types.  In Denver, Knoxville and St. Louis, the instrument was tested in three multi-site primary care groups.  Two of these groups are independent, physician-owned organizations.  The third is a hospital-owned medical group.   In California, the instrument was tested in two multi-specialty group practices, one safety net provider and one independent practice association (IPA) that includes multiple physician practices.  In Eastern Massachusetts, the questionnaire was administered to a network of 35 medical groups affiliated with a local hospital system.  This network includes community-based practices, community health centers and practices owned by academic medical centers.  

Instrument Development

Development of the G-CAHPS instrument began with an extensive review of existing instruments including CAHPS® 2.0, Physician Value Check, the Primary Care Assessment Survey (PCAS), and the Picker Institute’s survey of ambulatory care (Garcia et al., 2000).  Concurrently, we conducted patient focus groups in each of four non-California field test sites (8 groups total) to identify aspects of care provided by medical groups that were most salient to patients.  A pool of candidate items was then developed and reviewed by the research team.  Two draft instruments were developed.  One was used for cognitive testing in California.  The other was used for testing in the other study sites.  

Cognitive Testing

We conducted individual cognitive interviews in Knoxville, St. Louis and California (n=75) and group pre-tests in Boston and Denver (4 groups with 5-8 participants per group).  Cognitive testing focused on those items that were not previously tested by the CAHPS® consortium in the development of the plan-level instrument (Hays et al., 1998).  Draft questionnaires were revised on the basis of these results.     

Table I.C.1.  G-CAHPS Field Test Site Characteristics  

	
	Three-Cities Sites
	Eastern Massachusetts*
	California
	U.S. Avg.

	
	Denver
	Knoxville
	St. Louis
	
	
	

	Participating Practices 
	4 practice sites affiliated with a physician-owned group.

MD size range: 4-5

PA/NP size range: 0-3

Specialties: 3 FP, 1 IM

Urban/rural: 1 urban, 2 suburban, 1 rural 
	3 practice sites affiliated with a physician-owned group

MD size range: 2-10 

PA/NP size range: 0-1

Specialties: 2 GP, 1 IM 

Urban/rural: 2 suburban, 1 rural   
	3 practice sites affiliated with a hospital-owned group

MD size range: 2-8

PA/NP size range: 0-4

Specialties: 2 FP, 1 IM

Urban/rural: 1 urban, 1 suburban, 1 rural  
	35 PCHI-affiliated practices, including community health centers, private practices, AMC-based practices and community hospital-based practices  
	4 medical organizations including an  IPA, a safety net provider, a physician-owned practice and an AMC-based practice  
	

	Sponsoring Organization
	Colorado Business Group on Health
	Healthcare 21
	Gateway Purchasers for Health
	Partners Community Healthcare, Inc. (PCHI)
	
	

	HMO Penetration(1)
	43%
	16%
	36%
	49%
	49%
	29%

	Percent of MDs in Group Practice(2)
	32%
	43%
	41%
	20%
	24%
	32%

	MDs/1000(3)
	2.44
	2.51
	2.8
	3.91
	n/a
	2.17

	PCPs/1000(3)
	1.95
	2.10
	1.79
	2.58
	n/a
	1.66

	Population/square mile(3)
	950
	233
	753
	2,737
	n/a
	n/a


Sources: 1) InterStudy Competitive Edge, 1998; 2) state-level estimates from the AMA Group Practice Survey, 1999; 3) Area Resource File, November 1998. 

Abbreviations: PA = physician assistants; NP = nurse practitioner; FP = family practitioners; IM = internists; GP = general practitioners; AMC = academic medical center.

Note: Eastern Massachusetts figures are for the Boston, MA/NH MSA

Surveys

The questionnaire used in the field test includes questions that ask for global ratings of care as well as reports of specific experiences with the medical group (A description of the field test items can be found in Appendix 1).  Of the four global rating items, three (rating of specialist, personal doctor or nurse and all care) are from CAHPS® 2.0 while the fourth, a global rating of the medical group, is a new item.  All global ratings have a 0-10-point response scale.  Additional items ask about access and wait times, patient/doctor communication, trust, continuity of care, coordination between primary care physicians and specialists, the referral process, preventive care, experiences with the office staff and patient demographics.  Like the CAHPS® 2.0 version for commercially insured populations, the G-CAHPS questionnaire asks about experiences in the last 12 months.  

Three different versions of the questionnaire were developed, one each for Eastern Massachusetts and California, and a third for the remaining study sites.  Different versions were needed because study sponsors in California and Massachusetts wanted to add trending items from previously administered questionnaires.   Other differences among the versions reflect variation in the referent used to describe the sampled unit and the attribution of care experiences to the medical group.  In each of these versions, the respondent is instructed at the beginning of the instrument to think about the sampled organization when they answer the questionnaire.  The sampled organization is referred to by name with a customized insert or label.   

The questionnaire fielded in Denver, Knoxville and St. Louis had 63 questions.  That instrument references “your doctor’s medical group” and limits most questions to respondents’ experiences with the sampled medical group.  Exceptions include reports about specialty care and preventive care (i.e., flu shots, cholesterol checks and blood pressure checks), where questions are not tied to the sampled practice.  Data from these sites are referred to collectively as “Three-Cities” analyses in subsequent sections of this report.   

The questionnaire administered in Eastern Massachusetts had 100 questions.  This version uses the term “your doctor’s office” as the organizational referent.  It also refer to the “doctor or nurse you saw most often” at the sampled unit in several questions about interactions with providers, rather than the CAHPS® “personal doctor or nurse” terminology.  

The instrument tested in California had 83 questions.  It asks respondents to think about all sources of ambulatory care, and refers variously to “your doctors’ offices or clinics” and “a doctor’s office or clinic.”   

Appendix 1 summarizes item content for the three versions of the instrument used in this field test.  

Sample  

Sampling frames were constructed from practice management systems (Denver, Knoxville, St. Louis and California) and health plan claims data (Eastern Massachusetts).  In order to be included in the frame, patients had to be at least 18 years of age, with at least one visit to the doctor’s office over a 12 month period.  Sampling frames included patients from all payers, with the exception of the Eastern Massachusetts sample which included predominately managed care and a small sample of fee-for-service patients.  An additional criterion for that sample was that an evaluation and management CPT code had to be recorded for the visit, a restriction which was not imposed on frames used in the other field test sites.   

A random sample of patients was drawn from each medical group participating in the field test.  In California, 400 patients were sampled per group/IPA.  In the other field test locations, the sampled unit was the site of care.  In Knoxville and St. Louis, 200 patients were sampled from each of three affiliated practice sites for a total sample size of 600 per medical group.  In Denver, 150 patients were sampled from each of four affiliated practice sites for an equivalent total sample size for the group as a whole.  In Eastern Massachusetts, 285 patients were sampled per site in each of 13 multi-site groups; approximately 200 patients were sampled from each of 15 single-site groups in that location.    

Differences across study sites in the number of sampled patients reflect differences in anticipated response rates and in the unit of analysis in the various locations.  In California, the goal was 200 completed surveys per multi-site group.  In the remaining field test locations, where the site of care rather than the group as a whole was the unit of analysis, the goals was a minimum of 100 responses per unit.  A pilot test of a clinic-level CAHPS® instrument (Cleary et al., 1999) found significant inter-clinic differences in two of three CAHPS® composites and in global clinic ratings with responses of fewer than 80 patients per clinic.  A power analysis using data from that pilot indicated that a sample size of 75 is sufficient to detect inter-unit differences in CAHPS® composite scores as low as 0.20 (0.35 SDs, on average) on four-point scales and differences in the 10-point global rating scales of 0.63 (0.36 SDs), with a power of 80 percent.  
Survey Administration  

In California, half of the sampled patients were randomized to mail and half to phone.  Respondents in California were paid $10 for participation.  The other field test sites used a three-wave mail method with a post-card reminder mailed to non-respondents approximately two weeks after the initial mailing.  Non-responders received a third mailing approximately four weeks later, which included another copy of the instrument.  The survey packets (Appendix 6) included the G-CAHPS questionnaire and a cover letter explaining the purpose of the survey on the letterhead of the participating medical group.  To aid in the recognition of the medical group name, respondents in Denver, Knoxville and St. Louis also received a one-page insert listing the names and addresses of all the sites of care affiliated with the participating medical group.  A similar insert was included in the third mailing to non-responders in California.  

Debriefing and Non-Response Interviews

Debriefing interviews were conducted with respondents in Denver, St. Louis, Knoxville and Eastern Massachusetts (n=107).  Most were interviewed within two weeks of completing the instrument.  The overall goal of these interviews was to evaluate the clarity of the G-CAHPS instrument.   Additionally, these interviews provide data on how respondents conceptualized the entity referred to in the instrument, and which medical professionals they were thinking about when they answered the questionnaire.  Finally, follow-up interviews were used to assess test-retest reliability of the instrument.  We also interviewed a random sample of non-respondents in three of the field test markets (n=111) to determine whether there are systematic non-response biases.              

II.
RESULTS

A.
Non-Response Analysis: Comparisons of Mail and Telephone Respondents in the Three-Cities Test Site.
Background
One of the goals of this field test of a group-level CAHPS instrument was to design a data collection protocol that was feasible for medical group practices with varying levels of survey research expertise and resources to implement.  Because telephone administration of survey instruments is labor intensive and costly, a decision was made to test a mail protocol that allows patients of group practices to report and rate their medical care experiences in a self-administered survey instrument.  A disadvantage of a reliance on mail questionnaires is the difficulty of ensuring a high response rate.  Maximizing response rates to mail surveys has been a long time concern or survey methodologists (see Dillman 1978, 1991).  An obvious question is whether respondents differ in important ways from non-respondents: a situation that can introduce bias and limit the generalizability of the findings (Groves & Couper, 1998).  

In order to evaluate this concern, an experiment to assess non-response bias associated with mail returns was undertaken.  This experiment provided empirical data that allowed comparison of the characteristics of respondents and non-respondents and an evaluation of the potential for telephone interviews of mail non-respondents to reduce non-respondent bias.  This section reports the results of that experiment.

Methods

Telephone interviews were conducted with a sample of mail non-respondents in the Three-Cities test sites following the close of the data collection period for the mail protocol.  Data were collected by the Center for Survey Research at the University of Massachusetts Boston, an academic research center independent of the sites and medical groups.  Data collection for both modes of administration followed standard survey research protocols as outlined below. 

The Sample

The sampling frames were administrative databases provided by the medical groups.  These files included the names and contact information for adult patients who had a billable visit to selected offices affiliated with the medical group within a specified 12-month period.  From each of the three medical group files, a probability sample of 300 adults, aged 18 and older, was drawn.  See Section IIB, Frame Construction Issues, for a more in-depth discussion of criteria for sample selection.

After the mail data collection protocol was complete, a random sample of 100 mail non-respondents was drawn in each of the Three-Cities medical groups from among all those who had not responded within 8 weeks of the initial contact by mail. 

Mail Protocols

Mail administration of the survey involved three waves of respondent contact: initial mailing of the questionnaire packet to all sampled patients, sending  reminder/thank you postcards 7-10 days later, and the provision of a replacement questionnaire packet to all who had not responded within 4 weeks of the first mailing.   Questionnaire packets included a cover letter printed on medical group stationery signed by the group’s CEO, an insert listing the names and locations of offices affiliated with the group, a ten page questionnaire, and a postage-paid envelope in which to return the completed instrument.  Outgoing envelopes were imprinted with “Address Service Requested”; the U.S. Postal Service returned undeliverable packets and provided forwarding addresses where available for patrons whose forwarding time had expired.    Copies of the questionnaire, sample cover letters and office location inserts are included in the Appendices.

Telephone Protocols

Following the close of the mail field period, efforts were made to conduct a telephone interview with those who had not responded to the mail protocol.  Telephone numbers were obtained from the administrative data provided by the medical groups and by contacting Directory Assistance.  Interviews were conducted by specially trained professional interviewers using a computer assisted telephone interview (CATI) which included all items on the mail questionnaire.  

Telephone protocols included a minimum of 6 call attempts to each case for which a telephone number could be identified.  To maximize the likelihood of reaching sampled individuals, calls were placed at different times of the day and on different days of the week, with day time and evening call attempts occurring midweek and on weekends.

Data Reduction

The mail returns were coded and 100% verified by blind reentry.  The mail data were then integrated with the responses from the CATI interviews.

Analysis

To assess how non-respondents to the mail protocol affect representativeness and key descriptive results, the following analyses were conducted.  

1. Response rates to the mail and telephone protocols were calculated for each of the cities.

2. Self-reported characteristics of respondents to both phases of the study were compared using the Pearson chi square test.


3. Responses obtained by mail were compared with telephone responses for patient reports  of utilization, also using Pearson chi squares.

4. The mean scores of items used in the G-CAHPS composites and global ratings were compared by mode, testing for significance by t-test.

5. To evaluate if adding telephone interviews to mailed survey responses changed substantive conclusions, we compared mail-only ratings of primary care providers, specialists, overall health care, and the medical group with combined mail and phone survey results on a city-by-city basis using the Pearson chi square test.

6. Administrative data provided by the physician group practices for the sampling frame were examined to compare available demographic information for respondents at each phase of contact, those who never responded, and the total sample.  The goal here was to assess whether increasing the number of respondents also increased sample representativeness. 

Results

Mail and Telephone Response Rates

Table II.A.1 reports the mail protocol response rates by city.  The response rate is calculated as the proportion of eligible sample that returned a completed questionnaire.  Sample members who had moved out of state or who were deceased are considered ineligible, while those for whom good contact information could not be obtained are eligible.  Respondents who returned blank questionnaires are also considered eligible. In the cover letters accompanying the replacement questionnaires, respondents were advised that if they did not wish to participate in the survey, they could return the questionnaire unanswered and they would be removed from our lists. If they did so, it was counted as a refusal.

Medical groups in Sites A and B included samples from 4 doctors office locations each, and there were three sites of care sampled in Site C.  The overall mail response rate was 50%, ranging from 49% to 51% across the three cities, and from a low of 41% to a high of 58% across sites of care within cities. 

At 3% and 2% respectively, the rates of refusal and of incorrect contact information were acceptably low for the mail study. 

Telephone response rates for the mail non-respondent samples are presented in Table II.A.2.  The denominator for these calculations were all those sampled from the mail non-respondents, minus only those confirmed to be ineligible as outlined for the mail protocol.  The total telephone response rate across the three cities was 37% (ranging from 36% to 38%).   The telephone refusal rate (4%) mirrored the mail experience, but the accuracy of the telephone contact information received from the groups was not as good as the patient addresses provided.  Overall, 12% of the sample of mail non-respondents had either an incorrect telephone number or one that we were not able to trace using Directory Assistance.  To estimate the overall effect on response of adding telephone interviewing to the mail protocol, weights were applied.  A dual mode protocol brings the overall response rate to nearly 70%.

Self-Reported Demographics

Table II.A.3 presents self-reported demographic characteristics of mail respondents and mail non-respondents interviewed by telephone .  The mail protocol produced significantly fewer returns from younger respondents (those under 35), those with less than a high school education, and from non Whites.  

Health Status and Utilization

Mail and telephone respondents were not different from one another on measures of health status, including self-reported ratings of overall health and mental health. In addition, there were no differences with regard to the number of days out of work in the last 3 months for reasons related to health.

With the exception of responses to one item, mail non-respondents interviewed by telephone were not significantly different than mail respondents in their reports of utilization of health services.  The exception was in making any health care decisions in the last 12 months, where mail respondents were significantly more likely to have reported that a decision had been made.  



From Table II.A.4 it can be seen that mail non-respondents who completed the telephone interview had less experience with the medical group.  They had shorter tenures with the sampled medical group and were less likely than the mail respondents to have had a visit to the group within the last 6 months.  Telephone respondents were also less likely to have received a flu shot or to have had their blood cholesterol level checked within the last 5 years.  

Reports and Ratings of Interactions with the Medical Group

There are indications that those who did not return a mail questionnaire were less positive about their experiences at the group.  They were more likely to report having a problem getting needed care and they expressed significantly more interest in switching medical groups.  All global ratings of experiences – with a specialist, personal doctor or nurse, all health care received, and overall experiences at the medical group  – were lower for mail non-respondents.  The ratings of the personal doctor or nurse and all care received were significantly lower.  For two of the four items that comprise the Communication With Doctors composite score, mail nonresponders reported that their doctors listened and explained things significantly less often than mail respondents.  In addition, measures of doctors’ respect for what patients have to say and spending enough time with patients were also lower by telephone, at a level that approaches significance (see Table II.A.5).

Combining Mail and Telephone Responses

Table II.A.6 demonstrates how adding the mail and telephone results would affect the global ratings on a city-by-city basis.  The findings are consistent across medical groups; in all but the rating of specialists in City B, the combined mail and telephone ratings are lower than the ratings obtained from mail respondents alone.   

Adding the telephone interviews tended to yield a more representative sample with respect to age and gender as recorded in administrative data.  Table II.A.8 is an interesting table, for it enables us to see how closely the returns matched the age and gender of the total population after each phase of data collection.  The characteristics of all those sampled are in the right-hand column.  The characteristics of all those responding are by mail and telephone are cumulated in the third column.  There is a clear pattern that the combined returns from the two phases of data collection look more like the sampled population than the results from the mail survey alone.

Discussion

Patients who are older, more educated, and white, have more recent visits to the medical group, have longer tenure with the group, and are more positive about their experiences at the group are more likely to respond to the mailed G-CAHPS survey.  The results from this study of mail non-respondents indicate that there does not seem to be a large effect of mode of administration on responses to the G-CAHPS instrument.  We have evidence are that most of the differences in responses by mode that we found are not biases usually associated with mode effects, such as a social desirability bias.  Instead, where we found variation in response by method of administration, the most likely explanation is a real difference in the characteristics of respondents.  

Although there were no significant gender differences between mail respondents and non-respondents interviewed on the telephone, a larger proportion of males responded by telephone than by mail.  This finding parallels previous CAHPS® studies in both privately insured (Fowler, Gallagher, & Nederend, 1999) and Medicaid (Gallagher, Fowler, & Stringfellow, 1999) populations, where men were significantly under represented in mail returns.

It should be noted that this experiment was not designed as a true mode test; here the focus was on nonrespondents to a mail survey.  Using this design, we can’t differentiate between effects of mode of administration and the effects of who responds to a particular mode, but we have evidence that the differences in responses by mode in the Three-Cities data primarily reflect the self selection of those who chose to respond by mail.  

It is not possible to directly compare the Three-Cities nonresponse study with the California mode test (see Section IIC).  In California, the sample was randomized to mail or telephone administration.  To compare the data from these two studies would require an analysis restricted to the California mail nonrespondents who subsequently completed a telephone survey.  It is noteworthy, however, that across these two studies, there was only one item that demonstrated a significant difference by mode; the rating of the personal doctor or nurse.

The patterns seen in this study of the G-CAHPS instrument are generally consistent with mail non-response studies conducted in the development of the CAHPS® instruments.  The patterns are divergent with respect to health status and global ratings.  In the CAHPS® studies, poorer health was a driver of response rates, here a stronger relationship with the medical group, reflected in increases in recent visits and in length of association with the group, was a more significant factor.  Another difference between these surveys of patients of medical groups and those of health plan enrollees is that, in contrast to CAHPS®, mail non-respondents to the G-CAHPS survey were more critical of their experiences than mail respondents.  In CAHPS® studies, mail respondents reported significantly lower ratings of their personal doctors, all health care, and of their health plans than mail non-respondents.

Increasing the generalizability of the data by increasing the representativeness of the sample is always advisable.  While adding a telephone component following mail administration of the G-CAHPS survey will increase costs, this research shows that this additional step decreases bias by improving response rates from people that are different from mail respondents in ways that matter.

Table II.A.1:  Mail Response Rates by Site: Three-Cities Data
	Site
	Eligible Sample
	Completed Questionnaires
	Refusal
	Bad Address
	Response Rate

	A
	598
	302
	15
	15
	50.5%

	B
	596
	294
	15
	16
	49.3

	C
	598
	300
	36
	3
	50.2

	TOTAL
	1792
	896
	66 (3%)
	34 (2%)
	50.0%


Table II.A.2:  Mail Non-Respondent Sample: Telephone Response Rates by Site: Three-Cities Data 

	Site
	Eligible Sample
	Ints
	Refusal
	Tel

Response

Rate
	Combined Mail+Tel

Response Rate

(Weighted Data)

	A
	99
	36
	2
	36.4%
	68.7%

	B
	100
	38
	3
	38.0
	68.6

	C
	98
	37
	4
	37.8
	69.3

	TOTAL
	297
	111
	9 (4%)
	37.4%
	68.9%


Table II.A.3:  Self-Reported Demographics from Mail and Phone Respondents: Three-Cities Data

	
	
	Mail

%

(n)
	Phone

%

(n)

	Gender


	Male
	35.7
	42.3

	
	Female
	64.3
	57.7

	
	Total
	100

(893)
	100

(111)

	Current Age


	18-34 years
	14.6
	22.5*

	
	35 plus years
	85.4
	77.5

	
	Total
	100

(881)
	100

(111)

	Education


	<High School Grad
	16.0
	23.4*

	
	HS Grad or more
	84.0
	76.6

	
	Total
	100

(891)
	100

(111)

	Race


	White
	95.0
	87.0**

	
	Black
	1.8
	2..8

	
	Mult Ans or Other
	3.2
	10.2

	
	Total
	100

(876)
	100

(108)

	Hispanic Origin
	Yes
	4.1
	9.3*

	
	No
	95.9
	90.7

	
	Total
	100%

(832)
	100%

(107)


*p<.05; **p<.01 by chi square test

Table II.A.4:  Utilization Questions for Which Answers from Mail and Phone Respondents were Significantly Different: Three-Cities Data



	
	
	Mail

%

(n)
	Phone

%

(n)

	Made Any Health Care Decisions


	Yes
	66.0
	53.2**

	
	No
	34.0
	46.8

	
	Total
	100

(826)
	100

(109)

	Time with Medical Group
	Less than 12 months
	10.9%
	16.3%**

	
	1-2 years
	12.2
	15.3

	
	2-5 years
	24.0
	34.2

	
	5 or more years
	52.9
	34.2

	
	Total
	100

(879)
	100

(111)

	When Did You Last Go to Medical Group
	Less than 12months ago
	58.6
	46.4*

	
	More than 12 months ago
	41.4
	53.6

	
	Total
	100

(881)
	100

(110)

	Had a Flu Shot
	Yes, in doctor’s office
	31.7
	14.4**

	
	Yes, in other place
	25.7
	24.3

	
	No
	42.6
	61.3

	
	Total
	100

(888)
	100

(111)

	Had Cholesterol Checked
	Never
	9.5
	14.4*

	
	Less than 5 yrs ago
	86.3
	76.6

	
	5 or more yrs ago
	4.2
	9.0

	
	Total
	100

(792)
	100

(111)

	*p<.05; **p<.01 by chi square
	
	
	


	Table II.A.5: Significance of Differences for Composite and Global Rating Items by Mode



	Item
	Mail mean (n)
	Phone mean (n)
	t-statistic
	Prob.

	Access: Getting Care Quickly
	
	
	
	

	H04  Care as soon as wanted
	3.41 (667)
	3.38 (88)
	 0.38
	.70

	H06  Get care for regular care
	3.36 (696)
	3.27 (78)
	0.94
	.35

	H12   Wait more than 15 minutes
	2.21 (854)
	2.24 (109)
	-0.26
	.79

	H08  Get advice needed
	3.41 (630)
	3.27 (75)
	1.48
	.14

	Access: Getting Needed Care
	
	
	
	

	H11  Problem to get care
	2.81 (851)
	2.61 (110)
	 3.80
	.000**

	H39  Problem to get referral
	2.75 (416)
	2.60 (45)
	1.67
	.11

	Communication
	
	
	
	

	H14  Doctors listen
	3.65 (855)
	3.45 (109)
	2.90
	.004**

	H15  Doctors explain
	3.66 (850)
	3.53 (110)
	 2.00
	.046*

	H20  Show respect 
	3.66 (850)
	3.53 (110)
	1.95
	.051±

	H21  Spend enough time
	3.46 (850)
	3.32 (110)
	1.89
	.064±

	Coordination
	
	
	
	

	H43  Help decide specialist
	2.92 (431)
	3.00 (45)
	-0.41
	.68

	H44  Informed 
	3.10 (423)
	2.83 (46)
	1.75
	.081±

	Office Staff
	
	
	
	

	H24  Office staff respect
	3.57 (851)
	3.52 (110)
	0.78
	.44

	H25  Staff helpful
	3.39 (854)
	3.34 (110)
	0.66
	.51

	Preventive Counseling
	
	
	
	

	H32  Foods you eat
	1.57 (759)
	1.67 (95)
	-1.95
	.052±

	H33  Exercise
	1.45 (758)
	1.52 (96)
	-1.39
	.17

	Global Rating Items
	
	
	
	

	H46  Specialist rating
	8.48 (424)
	8.04 (46)
	1.35
	.176

	H48  Personal MD or nurse rating
	8.79 (812)
	8.27 (101)
	2.78
	.006**

	H49 All care rating
	8.40 (845)
	7.85 (109)
	2.76
	.006**

	H50 Overall experience rating
	8.24 (873)
	7.91 (111)
	1.60
	.11


± p<.10; * p<.05y; ** p<.01 by t-test

Table II.A.6:  Mean Physician Group Ratings: Mail Only vs. Mail and Telephone Combined Responses by Site (Weighted Data)

	
	Rate

Specialist
	Rate

Personal Dr
	Rate 

All Care
	Rate 

Medical Group

	Site A 

Mail Only

Mail & Tel Combined

Change
	8.14

7.89 

(SE=.18)

-.25
	8.45

8.27

(SE=.11)

-.18
	8.02

7.76

(SE=.11)

-.26
	8.14

7.89 

(SE=.12)

-.25

	Site B
Mail Only

Mail & Tel Combined

Change
	8.54

8.62

(SE=.14)

+.08
	8.98

8.90

(SE=.09)

-.08
	8.75

8.67

(SE=.09)

-.08
	8.59

8.58

(SE=.09)

-.01

	Site C 

Mail Only

Mail & Tel Combined

Change
	8.78

8.57

(SE=.15)

-.21
	8.92

8.75

(SE=.09)

-.17
	8.42

8.30

(SE=.09)

-.12
	8.24

8.18

(SE=.09)

-.06


Table II.A.7 Gender and Age of Mail and Phone Respondents Based on Medical Group Data (Weighted Data)

	
	
	Mail Respondents

(n=896)
	Phone Respondents

(n=111)
	Combined Respondents

(n=1007)
	Total Sample

(n=1800)

	Gender


	Male
	36.7%
	44.1%
	38.7%
	40.2%

	
	Female
	63.3
	55.9
	61.3
	59.8

	Age


	18-34
	15.2*
	25.2
	17.9*
	22.9

	
	35-54
	36.1
	49.6
	39.8
	39.8

	
	55 or older
	48.7*
	25.2*
	42.3*
	37.3

	
	Total
	100.0
	100.0
	100.0
	100.0



* Significantly different from total sample by t-test, p <.01

	Table II.A.8: Significance of Differences for Composite and Global Rating Items by Mode 



	Item
	Mail mean (n)
	Phone mean (n)
	t-statistic
	Prob.

	Access: Getting Care Quickly
	
	
	
	

	H04  Care as soon as wanted
	3.41 (667)
	3.38 (88)
	 0.38
	.70

	H06  Get care for regular care
	3.36 (696)
	3.27 (78)
	0.94
	.35

	H12   Wait more than 15 minutes
	2.21 (854)
	2.24 (109)
	-0.26
	.79

	H08  Get advice needed
	3.41 (630)
	3.27 (75)
	1.48
	.14

	Access: Getting Needed Care
	
	
	
	

	H11  Problem to get care
	2.81 (851)
	2.61 (110)
	 3.80
	.000**

	H39  Problem to get referral
	2.75 (416)
	2.60 (45)
	1.67
	.11

	Communication
	
	
	
	

	H14  Doctors listen
	3.65 (855)
	3.45 (109)
	2.90
	.004**

	H15  Doctors explain
	3.66 (850)
	3.53 (110)
	 2.00
	.046*

	H20  Show respect 
	3.66 (850)
	3.53 (110)
	1.95
	.051±

	H21  Spend enough time
	3.46 (850)
	3.32 (110)
	1.89
	.064±

	Coordination
	
	
	
	

	H43  Help decide specialist
	2.92 (431)
	3.00 (45)
	-0.41
	.68

	H44  Informed 
	3.10 (423)
	2.83 (46)
	1.75
	.081±

	Office Staff
	
	
	
	

	H24  Office staff respect
	3.57 (851)
	3.52 (110)
	0.78
	.44

	H25  Staff helpful
	3.39 (854)
	3.34 (110)
	0.66
	.51

	Preventive Counseling
	
	
	
	

	H32  Foods you eat
	1.57 (759)
	1.67 (95)
	-1.95
	.052±

	H33  Exercise
	1.45 (758)
	1.52 (96)
	-1.39
	.17

	Global Rating Items
	
	
	
	

	H46  Specialist rating
	8.48 (424)
	8.04 (46)
	1.35
	.176

	H48  Personal MD or nurse rating
	8.79 (812)
	8.27 (101)
	2.78
	.006**

	H49 All care rating
	8.40 (845)
	7.85 (109)
	2.76
	.006**

	H50 Overall experience rating
	8.24 (873)
	7.91 (111)
	1.60
	.11



± p<.10 by t-test; * p<.05 by t-test; ** p<.01 by t-test

B.
Sample Frame Construction: Challenges and Recommendations

This section describes the experience of the Center for Survey Research in working with data management departments in the Three-Cities field test site to achieve acceptable patient lists for sampling. From previous CAHPS®-related experiences with constructing sampling frames from data files provided by health plans, we knew that this detail-oriented task can often take more time and communication with management information systems (MIS) personnel than might be expected.  

The people at the participating group practices in Knoxville, Denver, and St. Louis who were responsible for supplying the sampling frame files appeared interested in the goals of the G-CAHPS project and were verbally committed to supplying the information we requested.  In addition, the MIS personnel were aware that high-level executives in their groups were interested in the success of the project.  In order to foster buy-in on the project and to have face-to-face contact with the people on whom we would be relying to construct the files, we invited MIS personnel to attend the project planning meetings held with medical group executives and other administrative personnel.  At these meetings, we outlined the data elements we would be requesting and all three groups reported that they were confident that they would be able to provide the necessary data.

Despite this preparation, frame construction did not go as smoothly as we had hoped, requiring multiple iterations for the medical groups to create files that conformed to the file parameters we had requested.  File problems that we encountered stemmed primarily from two sources: faulty data entry and misspecification in the algorithm the medical groups employed to select patients meeting sample eligibility requirements.  While it is not possible for survey researchers to effect change in the quality of physician groups’ data entry, our experiences in obtaining patient lists for the field test allow us to point out some potential trouble spots and make recommendations for future users of G-CAHPS protocols.  

Preliminary Steps

The medical groups were asked to use administrative data to identify adult patients, 18 to 64 years old, who had at least one visit to the sampled unit in a specified 12 month period.  For the purposes of this field test, not all offices affiliated with each group were sampled.  Sampled units included 4 of the 14 Denver group offices, 3 out of 61 in St. Louis, and 3 of the 32 Knoxville group locations.  The data elements specification request sent to the medical groups follows.

 Table II.B.1:  Data Elements Request Form Originally Sent to Medical Groups
Sampling criteria:


All adult patients, age 18 to 64, who had at least one appointment in the 12 month time period specified.

Potential sources for lists of patients:
appointment schedules


billing records 


patient registers/rosters
Data elements (to be supplied in separate fields):


Unique Identifier for Patient 


Unique Identifier for Policy Holder/Case Head 


First Name 


Middle Initial 


Last Name 


Address 1 (first line of mailing address, e.g., 315 Hinman St.) 


Address 2 (second line of mailing address, if any, e.g., Apt. 1) 


City 


State 


Zip 


Telephone Number (including area code)


Gender 


Date of Birth 


Type of Coverage/Plan Name 


Number of Visits to Provider Group (in the 12 month period specified)  Note:  Only those patients who have had one visit or more in the 12 month time period are eligible. 

Well before the projected date for the creation of patient lists for sampling, we requested test files from each of the groups.  They were asked to create patient lists using the criteria outlined in the data specifications form (Table II.B.1).  This preliminary step was extremely useful in allowing us to identify potential problems that the groups would have in complying with our data request. 

Prior to creation of the sampling frame, decisions were made about group-specific eligibility requirements, such as whether out-of-state residents.  Owing to the number of non-residents who are treated for skiing-related injuries there, the Colorado medical group chose to include only in-state residents in their sample.  Another issue addressed in the planning stage was how the groups would provide a unique case identifier for each patient.  This information was necessary to check for duplicate entries in the patient lists.  This could occur when there was more than one billable event during a single visit.  Not all practices routinely assign each patient a unique number.  Because patients who self-pay do not have an insurance policy number, another unique case identifier had to be identified.  In the Three-Cities test site, the groups were willing to comply with our request for the patients’ Social Security numbers. This request added time because MIS personnel were required to obtain administrative approval to release this information. Other possible approaches to deduplicaton are to match on a concatenated birthday/gender field, or to match the name fields and review the cases on which matches are found. 

Another issue was the identification of all eligible patients residing in the same household.  To minimize respondent burden, and to conform to CAHPS® guidelines, only one patient per household was selected as a potential respondent for the G-CAHPS survey.  To effect this sampling criteria, we used a variety of approaches depending on the information available from a particular group.  In one group, we were able to utilize a field containing the policy holder’s identification number as a first step in identifying people residing at the same address.  In another group, we used a field that when used in conjunction with the account number signified an individual covered by a family policy.  The effort required to identify households with multiple eligible patients may not be justified.  In the Three-Cities site, just 4 of these households were found, and in California, only 3 sampled households had more than one eligible patient.

It is not surprising that there is no uniformity in the approaches that these medical groups used to maintain databases about their patient population; each site had a different data system.  Variations across medical groups in the data provided, e.g., field length and order, had to be standardized prior to the creation of the sample frame.  

Politics can also play a role in discussions about sample definition.  Despite our arguments that losing the patients of half of the providers in a particular practice would compromise the generalizability of the findings, one test site insisted that the patients of four physicians who had left the group under unhappy circumstances be excluded from the sample.  We complied only because this was a pilot study.  If consumer assessment surveys eventually become a component of a physician group accreditation, strict sampling guidelines will have to be delineated and enforced.

Problems Encountered in the Eligible Patient Lists Provided

Some groups initially had difficulty excluding in-patient care from ambulatory visits.  We had to work with them to make sure that physician charges for visits to hospitalized patients were not counted as eligible appointments.

Data entry errors were of the type commonly encountered in user-created data bases: missing data such as state names and telephone area codes; notes in the address fields (e.g., no appointments after 5pm; see patient note; do not use; patient deceased; use acct #       ); and two different street addresses in the Address 1 and Address 2 fields.  The table that follows outlines problems created by flaws in the algorithm used to drop the file.  We worked with the MIS departments at the groups to resolve the algorithm problems and data entry errors were dealt with on this end on a case-by-case basis.

Table II.B.2  Algorithm Problems Encountered in Eligible Patient List Files

	No spaces between words in the address, city, or insurance name fields.

	Date of birth 6 rather than 8 digits long.

	Inclusion of patients outside the specified age range.

	Miscalculation of the number of visits in the last 12 months, e.g., none of the patients in one test file had just one visit in the last 12 months.

	Duplicate “unique” identifiers.

	Appointments at affiliated group practice offices other than those requested. 


It required three iterations for each group to arrive at a usable file.  The groups’ MIS departments varied in their level of experience in handling this type of data request.  For one, the changes required each time were minimal and amended files were received within one week of request.  The other two groups, however, apparently had less experience with this type of file creation and resolution of data problems required more time.  One group did not send the first test file until two months (and a number of reminders) after the other two had complied with the request.

Once all sites had demonstrated that they could provide the requisite patient data, we told them that we would give them one week’s notice prior to the date that we would need to receive the files to be used for frame construction.  This allowed the groups to provide the most current contact information available for sampling and the initial mailing of the questionnaire.  This pre-notification also allowed the MIS departments to work our data request into their schedules.

Data Cleaning

When the Social Security number, used as a unique case identifier, was incomplete, omitted, or a false number (e.g., 999-99-9999), the patients were removed from the lists.  These cases numbered less than five percent of the samples.

We asked the groups to calculate a summative count of all appointments in the last 12 months for each patient.  All group files had a few patients missing appointment counts, generally because that calculation had not been updated for a particular patient. Any case with a missing or zero appointment count was removed from the frame prior to sampling.  

One group included patients whose only contact with the medical group had been at affiliated, but non-target, physician offices.  These cases were identified and removed from the frame. 

In another file, patients younger than 18 years and patients missing information on date of birth were included. These cases were removed prior to sampling, totaling less than five percent of the patient list.  Some address fields did not include an address, but a message such as “do not use” or “patient deceased”; these cases were removed as well.

After the group data was deduplicated and standardized, we created a sampling frame file with data conforming to the specifications outlined in the table that follows.  It is clear from the table that not all groups were able to supply all requested fields.  We worked with the groups to identify alternative data fields that could be used to derive the necessary information.

Table II.B.3:  Sample Frame Data Element Definitions


	Variable Name
	Description
	Length
	Data Sources

	SS
	Social Security Number
	9
	Site A, B, C

	ACCTNUM
	Site “Unique” Identifier
	8
	Site A, B

	PATNUM
	# to identify one person in multi-person policy
	1
	Site B

	RESPKEY
	Policy holder ID #
	7
	Site C

	FN
	First Name
	20
	A, B, C

	MI
	Middle Initial
	1
	A, B, C

	LN
	Last Name
	20
	A, B, C

	ADR1
	Address line 1
	30
	A, B, C

	ADR2
	Address line 2
	30
	A, B, C

	CTY
	City
	20
	A, B, C

	ST
	State
	2
	A, B, C

	ZIP
	Zip Code
	10
	A, B, C

	AREA
	Area Code
	3
	A, B, C

	PH
	Phone Number
	7
	A, B, C

	DOB
	Date of Birth
	8
	A, B, C

	AGE
	Age
	3
	A, B, C

	INSNAME
	Insurance Policy Name
	30
	A

	INSPOL
	Insurance Policy Number
	20
	B

	INSTYPE
	Type of insurance
	4
	B, C

	POSNAME
	Place of Service Name
	35
	A, C

	POSNUM
	Place of Service Number
	4
	B

	PROVNUM
	Provider Number
	4
	A

	PROVNAME
	Provider Name
	35
	A

	APPTCT
	# Appointments in 12 month period
	3
	A, B, C

	NPER
	# of Eligible Persons in Household (to be used to calculate the probability of selection)
	3
	CSR


Recommendations

· Data requests to medical groups should specify field structure and length.  While it may not be possible for medical groups to comply with all requests, it would be helpful to include specific field length recommendations in future requests for data.  For example, the date of birth field should include 8 digits where possible (month/day/year: MMDDYYYY).  

· It is helpful to let the medical groups’ MIS personnel know what the fields will be used for, e.g., to create address labels for questionnaire packets, etc.

· Request that sites remove duplicate cases using their unique identification numbers prior to sending the sample.  The deduplication process can then be repeated using the Social Security number or another unique case identifier.

· Ask medical groups to send preliminary test files, to be used to identify any potential problems with compliance to the data request.

· Emphasize that missing data are to be avoided. 

· Foster opportunities to establish collegial relationships between the people in the medical groups who are responsible for supplying requisite patient data and those at the survey organization who will have to use that data to create the sampling frame.  We recommend that future users of G-CAHPS protocols work closely with the MIS departments involved as early in the project as possible. This can help to minimize potential interpersonal friction and turn-around time as the groups’ eligible patient lists are fine-tuned during this key phase of sample frame creation.
C.
Mode Effects in California Field Test 

Mode effects were assessed in the California arm of the study.  The California field test instrument was administered to a sample of patients 18 and older who had at least 1 doctor office visit within the last year, had HMO or fee-for-service coverage, or were in the commercial or public sector.  A random sample of 400 were selected from each of four physician groups: 1) AltaMed Health Services (a safety net provider in East Los Angeles); 2) Hill Physicians Medical Group (largest IPA in the country; located in North California); 3) HealthCare Partners (medical group located in Torrance, CA); and 4) UCLA Medical Group (multi-site group in Los Angeles, CA).  Half of the patients selected for the field test were randomly assigned to the mail mode of administration and the other half were randomly assigned to telephone.  Those in the mail mode were also followed up and an attempt was made to interview them by phone if they did not complete a mailed survey.  

In the safety net provider site (AltaMed) we mailed both English and Spanish language surveys because we knew there were a large number of potential Spanish-language respondents.  For the remaining 3 groups, patients were mailed a pre-addressed, postage-paid Spanish-language postcard that they could return to request a Spanish-language survey.  The postcard was included in the initial survey mailing and in the non-response packet mailing. All participants received a $10 payment for participating in the study.

The field period was between July 21 and November 8, 2000.  Table II.C.1 indicates the status of the sample at the conclusion of data collection and Table II.C.2 provides completion numbers by mode.  A total of 880 completed surveys were available, representing 54% of the fielded sample of 1641.  Six percent of the sample (92 cases) actively refused to participate in the survey and 25 percent of the sample (405 cases) was retired as non-complete.  An additional 14 percent of the sample (225 cases) could not be located because the sample information was not accurate, less than 1 percent of the sample was deceased (6 cases), and 2 percent of the sample was not eligible for the survey (33 cases).  

Of the 880 completes, 343 completed a mail survey and 537 participated in a phone interview.  Those who completed a telephone interview were significantly more likely to report that they do not receive care from the physician group named for which they were sampled (R1: t = 2.31, p = .021), to rate health care in the US more positively (R68: t = 3.12, p = .002), to report a higher quality of life (R71: t = 4.40, p = .0001), to be free of chronic physical or medical conditions (R72: t = 1.99, p = .047), to be younger (R75: t = 2.02, p = .044), nonwhite (R82: t = 3.90, p = .0001), to report a language other than English as the one they mainly speak at home (R85: t = 1.99, p =.047), and to report more disability days in the last 3 months (R69: t = 3.24, p = .001).

There were only 5 significant differences out of 25 comparisons of mail versus telephone participants’ reports and ratings of care (Table II.C.3).  Those who completed the survey by phone rated their personal doctor or nurse more positively than those who completed a mail survey.  In addition, the telephone responders were significantly more positive than the mail responders in their reports about whether their personal doctor or nurse was informed about their specialty care (R51), and preventive counseling (R39: foods they eat item, R40: exercise item, and composite). 

We then restricted the comparison of modes to study participants who were randomized to telephone or randomized to mail and completed the mail survey.  Thus, persons randomized to the mail mode who completed a telephone interview (mixed mode) were excluded.  Four of the eight case-mix variables that differed significantly between all telephone respondents and mail respondents did not differ significantly when we restricted the comparison telephone subgroup to only those who were randomized to that mode.  However, the telephone respondents were still significantly more likely to rate health care in the US more positively, to report a higher quality of life, to be nonwhite, and to report more disability days in the last 3 months.  Moreover, only 2 of the 5 significant differences in CAHPS® reports and ratings persisted.   Those who completed a telephone interview were more positive in their report about whether their personal doctor or nurse was informed about their specialty care (t = 2.46, p = 0.014) and their global rating of their personal doctor or nurse (t = 3.13, p = 0.002).  The case-mix differences that exist generally point to a more positive response bias for those completing the phone interview than for the mail respondents.  The few differences we observed could be due to a selection effect rather than a pure mode effect.  Hence, mode effects do not seem to be a concern and case-mix adjustment would be expected to eliminate any such effects.

In summary, the results of this study are consistent with mode comparisons reported earlier from CAHPS® field tests (Fowler, Gallagher, & Nederend, 1999).  Specifically, Fowler et al. (1999) compared 603 mail returns with 446 telephone interviews conducted with people enrolled in health plans offered in the state of Washington.  They found that the global rating of the personal doctor was significantly higher among telephone respondents than mail respondents (t = 2.34, p = .02).  Interestingly, telephone respondents were significantly more negative on a 2-item composite measure of paperwork and approvals (akin to the CAHPS® health plan customer service composite) than were mail respondents.          

	Table II.C.1: Final California Field Test Status



	Completed survey
	880 (54%)

	Refused to participate
	  92 (06%)

	Retired from field
	405 (25%)

	Sample contact information not accurate 
	225 (14%)

	Patient deceased
	    6 (<1%)

	Other not eligible
	  33 (2%)


	Table II.C.2: Participation by Mode of Data Collection



	Randomized to phone 
	434 (49%)

	Randomized to mail, completed mail survey
	343 (39%)

	Randomized to mail, completed phone interview
	405 (46%)


	Table II.C.3: Significance of Differences Between Groups for Composite and Global Rating Items by Mode (k = 4 groups)



	Item
	Mail mean (n)
	Phone mean (n)
	t-statistic
	Prob.

	Access: Getting Care Quickly
	3.06 (312)
	3.09 (475)
	-0.68
	>.050

	R06  Care as soon as wanted
	3.36 (208)
	3.34 (282)
	 0.24
	>.050

	R08  Get care for regular care
	3.18 (267)
	3.23 (385)
	-0.65
	>.050

	R09   Wait more than 15 minutes
	2.67 (269)
	2.67 (382)
	 0.02
	>.050

	R28  Get advice needed
	3.05 (206)
	3.11 (306)
	-0.75
	>.050

	Access: Getting Needed Care
	2.66 (314)
	2.67 (501)
	-0.14
	>.050

	R13  Problem to get care
	2.67 (304)
	2.66 (492)
	 0.32
	>.050

	R45  Problem to get referral
	2.61 (214)
	2.62 (287)
	-0.07
	>.050

	Communication
	3.43 (310)
	3.46 (493)
	-0.47
	>.050

	R14  Doctors listen
	3.44 (308)
	3.48 (493)
	-0.58
	>.050

	R16  Doctors explain
	3.57 (307)
	3.56 (490)
	 0.21
	>.050

	R21  Show respect 
	3.46 (304)
	3.49 (490)
	-0.58
	>.050

	R22  Spend enough time
	3.26 (308)
	3.28 (489)
	-0.35
	>.050

	Coordination
	2.97 (207)
	3.02 (273)
	-0.54
	>.050

	R50  Help decide specialist
	3.02 (206)
	2.89 (271)
	 1.16
	>.050

	R51  Informed 
	2.91 (199)
	3.17 (260)
	-2.47
	.014

	Office Staff
	3.39 (329)
	3.41 (517)
	-0.46
	>.050

	R29  Office staff respect
	3.51 (329)
	3.52 (515)
	-0.29
	>.050

	R30  Staff helpful
	3.26 (327)
	3.30 (516)
	-0.70
	>.050

	Preventive Counseling
	1.45 (283)
	1.52 (405)
	-2.07
	.039

	R39  Foods you eat
	1.42 (265)
	1.50 (363)
	-2.01
	.045

	R40  Exercise
	1.51 (282)
	1.59 (402)
	-2.17
	.030

	Global Rating Items
	
	
	
	

	R52  Specialist rating
	8.14 (203)
	8.43 (284)
	-1.39
	>.050

	R42  Personal MD or nurse rating
	8.52 (281)
	8.95 (410)
	-3.17
	.0016

	R25  All care rating
	8.06 (305)
	8.18 (488)
	-0.83
	>.050


Note: Results above are not case-mix adjusted.  Exact probability values are only shown if p < 0.05 above. 

D.
Missing Data and Skip Patterns

Response Inconsistencies in the California Analysis 

We compared responses to screener items and subsequent items for the 343 in the sample who self-administered the survey instrument.  All of the 120 people who said they did not need to go to a doctor’s office or clinic for an illness or injury in the last 12 months (item R5) correctly skipped next question about getting care for an illness or injury (item R6).  Similarly, all but 2 of the 60 people who said they did not make any appointments at a doctor’s office or clinic for regular or routine care (item 7) correctly skipped items 8-10 (these 2 did not skip but answered an appropriate tailored not applicable).  

Of the 32 people who reported no visits to a doctor’s office or clinic in the last 12 months (item R12), only 1 failed to skip items R13-25.  All of the 48 people who reported no medical tests in the last 12 months (item R7) skipped item 18 correctly.  Only 3 people out of the 81 who reported no prescribed medicines (item R19) failed to skip item R20 as instructed.  Only 1 person out of the 115 who reported there were no decisions about their health care (item R23) failed to skip item 24.  All but 2 of the 127 people who responded that they did not call a doctor’s office or clinic to get help during regular office hours (item R27) skipped item 28 correctly (2 didn’t skip but answered the appropriate tailored not applicable).  All but 2 of the 31 people who said they didn’t visit a doctor’s office or clinic during regular office hours (item R31) skipped item R32 as instructed (2 didn’t skip but answered the appropriate tailored not applicable).  Only  4 persons out of the 282 who said they didn’t visit a doctor’s office or clinic after hours (item R33) failed to skip item 34 (3 didn’t skip but answered the appropriate tailored not applicable).  All the 50 people who said they don’t have a personal doctor or nurse (item R35) skipped items R36-43 correctly.  All of the 120 people who said they did not need a specialist in the last 12 months (item R44) skipped items R45-48 as instructed, and all 128 of the people who did not see a specialist (item R49) skipped items R50-53 correctly.  

Each of the six people who never had their blood pressure checked (item R58) skipped to item R63 correctly.  Of the 208 people who reported they have never had high blood pressure (item R59), 4 reported that their doctor or other health provider had not prescribed medicine (item R60).  Of the 30 people who said they have never had pills prescribed for high blood pressure (item R60), 1 person didn’t skip the next question but selected the tailored not applicable response choice.

Of the 38 people who said they have never had their blood cholesterol checked (item R63), 2 responded that a doctor had told them they have high blood cholesterol (item R64) and that pills were prescribed for this (item R65).  One of these persons also reported that they were now taking blood cholesterol pills (item R66) and that they didn’t know if their blood cholesterol was high or not now (item R67).  Of the 181 people who have never had high blood cholesterol (item R64), 4 answered item R65 (no) and two answered item R67 (1 reported normal now and the other picked the tailored not applicable choice).  Of the 58 who said they had never been prescribed pills for blood cholesterol (item R65), all skipped question R66 correctly.  

Of the 162 who said they have no physical or medical chronic conditions (item R72), 2 answered item 73 (no).  Of the 246 people saying they are not Hispanic or Latino (item R80), 1 responded to item 81 that the group they belong to (item R81) is Central American and 2 responded Puerto Rican.  Of the 3 people who were Native Hawaiian or other Pacific Islander (item R82), 1 reported that they were Filipino (item 83).

Response Inconsistencies in the Three-Cities Field Test

In line with CAHPS® instrument standards, in the G-CAHPS instrument attention is given to identifying respondents to whom substantive questions apply.   As a result, the G-CAHPS instrument contains numerous skip instructions.   It is generally understood that skip instructions are potentially problematic for mail survey respondents.  Another potential problem with self-administered survey instruments is missing answers.  Without an interviewer to encourage compliance with the survey task, there can be an increased tendency for respondents to omit answers to some questions.

To evaluate response inconsistencies in returns from the Three-Cities field test, we conducted two analyses.  First, to evaluate the level of item non-response, we determined the number of missing answers for all instrument items.  Second, to evaluate compliance with skip instructions, we looked at how many respondents who were not missing answers on a screening item and who had affirmed that trigger question failed to answer the subsequent substantive item.  

As can be seen in Table II.E.1a (presented in the next section), for all but two questions, there were less than 5% missing answers; most had fewer than 3% not ascertained.  Two items, however, were missing answers for more than 10% of the respondents.  The preventive care items that ask about cholesterol tests and blood pressure checks were missing answers in 12% and 10% of the cases, respectively.  

Table II.D.1 presents results of the skip analysis.  Across all of the skip patterns in the instrument, respondents failed to answer substantive items less than 3% of the time.  

   Table II.D.1:  Percentage of Three-Cities Respondents Who Incorrectly Skipped Questions: Three-Cities Data

	Screening Question
	Questions that should have been answered
	% Skip Error
	Eligible *(n)

	In the last 12 months, did you need to go to your doctor’s medical group for an illness or injury?
	When you needed care for an illness or injury, how often did you get care as soon as you wanted?


	1.1
	552

	In the last 12 months, did you make any appointments at your doctor’s medical group to get regular or routine health care for yourself?


	How often did you get an appointment for regular or routine health care as soon as you wanted?
	2.7
	592

	In the last 12 months, did you call your doctor’s medical group during regular office hours to get help or advice for yourself?
	When you called during regular office hours, how often did you get the help or advice you needed?
	1.7
	530

	In the last 12 months, how many times did you go to your doctor’s medical group to get care for yourself?
	10. When did you last go to your doctor’s medical group for any kind of health care?
	0.1
	700

	
	11. How much of a problem, if any, was it to get the care you or a doctor believed necessary?
	0.6
	700

	
	12. How often did you wait in the doctor’s office or clinic more than 15 minutes past your appointment time to see the person you went to see?
	0.3
	700

	
	13. How long did you usually have to wait to see the doctor or other health provider when you had an appointment for care?
	0.4
	700

	
	14. In the last 12 months, how often did doctors or other health providers listen carefully to you?
	0.1
	700

	
	15. How often did doctors or other health providers explain things in a way you could understand?
	1.0
	700

	
	16. Did you have any medical tests?
	1.3
	700

	
	20. How often did doctors or other health providers show respect for what you had to say?
	1.0
	700

	
	21. In the last 12 months, how often did doctors or other health providers spend enough time with you?
	1.1
	700

	
	22. Were any decisions made about your health care?
	3.6
	700

	
	A24. How would you rate all your health care in the last 12 months from all doctors and other health providers at your doctors medical group?
	--
	--

	
	24. In the last 12 months, how often did office staff at you doctor’s medical group treat you with courtesy and respect?
	0.9
	700

	
	25. In the last 12 months, how often was office staff at your doctor’s medical group as helpful as you thought they should be?
	0.7
	700

	Did you have any medical tests?
	17. How often did doctors or other health providers explain the results of tests in a way you could understand?
	0.7
	584

	Did you get any prescriptions for medicines other than refills?
	19. How often did doctors or other health providers explain the purpose of your new prescriptions in a way you could understand?
	0.8
	518

	Were any decisions made about your health care?
	23. How often were you involved as much as you wanted in these decisions?
	0.2
	452

	26.  Do you have one person at your doctor’s medical group you think of as your personal doctor or nurse?
	27. How many months or years have you been going to your personal doctor or nurse?
	0.0
	657

	
	28. Have you seen your personal doctor or nurse for health care in the last 12 months?
	0.1
	657

	
	29. When you went to your doctor’s medical group for an illness or injury, how often did you see your personal doctor or nurse?
	0.1
	657

	
	30. When you went to your doctor’s medical group for regular or routine care, how often did you see your personal doctor or nurse?
	0.1
	657

	
	31. How often did you and your personal doctor or nurse talk about the health concerns that worry you most?
	0.1
	657

	
	32. Did your personal doctor or nurse talk with you about how much or what kind of foods you eat?
	0.1
	657

	
	33. In the last 12 months, did your personal doctor or nurse talk with you about how much or what kind of exercise you get?
	0.1
	657

	
	34. In the last 12 months, did your personal doctor or nurse talk with you about things that worry you or cause stress in your life?
	0.1
	657

	
	35. How well does your personal doctor or nurse know you as a person?
	0.1
	657

	
	36. In the last 12 months, how much did you trust your personal doctor’s or nurse’s medical judgments about your care?
	0.1
	657

	
	37. How much did you trust your personal doctor or nurse to put your health and well-being above concerns about cost?
	0.1
	657

	
	A39. How would you rate your personal doctor or nurse now?
	--
	--

	28.  Have you seen your personal doctor or nurse for health care in the last 12 months?
	29. When you went to your doctor’s medical group for an illness or injury, how often did you see your personal doctor or nurse?
	0.6
	642

	
	30. When you went to your doctor’s medical group for regular or routine care, how often did you see your personal doctor or nurse?
	0.5
	642

	
	31. How often did you and your personal doctor or nurse talk about the health concerns that worry you most?
	0.8
	642

	
	32. Did your personal doctor or nurse talk with you about how much or what kind of foods you eat?
	0.9
	642

	
	33. In the last 12 months, did your personal doctor or nurse talk with you about how much or what kind of exercise you get?
	0.9
	642

	
	34. In the last 12 months, did your personal doctor or nurse talk with you about things that worry you or cause stress in your life?
	1.2
	642

	
	35. How well does your personal doctor or nurse know you as a person?
	0.6
	642

	
	36. In the last 12 months, how much did you trust your personal doctor’s or nurse’s medical judgments about your care?
	0.2
	642

	
	37. How much did you trust your personal doctor or nurse to put your health and well-being above concerns about cost?
	0.7
	642

	
	A39. How would you rate your personal doctor or nurse now?
	--
	--

	38.  In the last 12 months, did you or a doctor think you needed to see a specialist?
	39. In the last 12 months, how much of a problem, if any, was it to get a referral to a specialist that you needed to see?
	0.6
	358

	
	40. In the last 12 months, did you need a referral approved before you could get an appointment with a specialist?


	0.6
	358

	
	41. In the last 12 months, how often did you get an appointment with a specialist as soon as you needed?
	1.1
	358

	Did you see a specialist?


	43. How often did your personal doctor or nurse help you decide which individual specialist to see?
	0.3
	368

	
	44. How often did your personal doctor or nurse seem informed and up-to-date about the care you received from specialists?
	2.2
	368

	
	45. Is the specialist you saw most often in the last 12 months a part of your doctor’s medical group?
	0.8
	368

	
	46. How would you rate the specialist?
	2.2
	368

	
	47. Was the specialist you saw most often in the last 12 months the same doctor as your personal doctor or nurse?
	1.0
	368


   *  Respondents who are missing answers on the screening item and those who did not affirm the screening question are considered ineligible

   to answer the substantive item.

   Note: Analysis based on responses to the instrument version that presented the global ratings group.

E.
Psychometric Properties of the Instrument

Analysis Plan 

Data from focus groups and cognitive testing were used to evaluate salience and interpretability of the items.  Field test data were used to evaluate other aspects of item performance.  Psychometric analyses were conducted using the Three-Cities and California data.  Data from Eastern Massachusetts were excluded from this analysis due to differences in the instrument and the sampled population which made it difficult to compare results to the other field test sites.  Initial analyses were conducted on all field test items in order to decide which items should be included in the revised instrument.  

To evaluate floor and ceiling effects and completeness of data, we calculated the percent of cases with minimum and maximum values, percent of cases with missing data and percent of cases with skip errors.  We also evaluated item-scale properties by grouping all field test items into a priori domains.  Cronbach’s coefficient alpha was estimated for these domains with a two-way fixed effects ANOVA model, with the mean square interaction term defined as the interaction between respondents and items (Nunnally and Bernstein, 1993; Shrout and Fleiss, 1979).  The formula used to calculate this coefficient was: (MSbetween – MSinteraction)/MSbetween.  Item-scale properties assessed included corrected item-total correlation coefficients and alpha with item deleted.  Pearson product-moment correlations were calculated to evaluate item redundancy as well as the association of items with two criterion variables, rating of all care and intent to switch.
  In order to determine the ability of items to discriminate among groups, we calculated F-statistics using the CAHPS® 2.0 macro, with case mix adjustment for age, education and self-reported health status.     

Additional analyses were conducted on the subset of field test items recommended for the revised instrument.  We identified analytic composites through principal axis factoring of individual-level data using a promax (oblique) rotation.  Internal consistency reliabilities were then estimated for these composites using the ANOVA model described above.  Test-retest reliability was assessed for four focal items asked in the debriefing interview by calculating percent agreement and Pearson product-moment correlation coefficients.  Pearson product-moment correlations were also used to assess the intercorrelation of composites and ratings.  All correlations were computed at the individual patient level.    

To assess the ability of the core instrument to discriminate among groups, we calculated F-ratios for composites using the procedures described above.  As the group rather than the individual respondent is the primary unit of interest for this instrument, we assessed the reliability of composites and global rating items at the group practice level.  Group-level reliability coefficients were then estimated for global ratings and composites with a one-way random effects ANOVA model, using the formula: (MSbetween – MSwithin )/ MSbetween (Shrout and Fleiss, 1979).  Group-level reliability is analogous to internal consistency reliability at the respondent level, where respondents are treated as individual items (Shrout and Fleiss, 1979; Hays et al., 1998).   Using these group-level reliability estimates and the average n per group, we applied the Spearman-Brown prophecy formula to estimate sample sizes necessary to achieve reliabilities of 0.70 for core items and composites.  

Finally, we evaluated the influence of composite scores on two criterion variables, overall rating of the group and intent to switch.  We used a linear regression model to assess the independent influence of each composite on overall group ratings.  A logistic regression mode was used to estimate the independent influence of each composite on intent to switch.  To aid in interpretation of this variable, we transformed a four-point intent to switch item into a dichotomous variable, with 0 = definitely or probably not switch at the next chance, and 1 = definitely or probably switch at the next chance.
  Patient-level data were used for both of these analyses.  

Results

Selection of Core and Supplemental Items  

Item analyses for the Three-Cities and California data are presented separately in Tables II.E.1a and 1b.  In the Three-Cities data, internal consistency ranged from 0.26 (preventive care) to 0.92 (communication/interpersonal care), with reliability estimates exceeding 0.70 for five out of the eight a priori domains.  Percent of cases with maximum values on items, an indication of ceiling effects, ranged from 14.9% (H35: Know you as a person) to 96.1% (H34: Advice on stress).  Estimated coefficients for the correlations among items and the two criterion variables exceeded 0.30, and were highly significant for the vast majority of items.  Exceptions included the preventive counseling and treatment items and one item pertaining to coordination of care (H43: Informed).   Percent of respondents for whom items were inapplicable due to appropriate skips ranged from 0% for the preventive care items to 50.4% for H39 (Problem getting referral).  Across items, only a small percentage of cases (< 5%) had values that were not ascertained or erroneously skipped.   

Table II.E.1b indicates similar results for the California analysis.  Estimated reliabilities for a priori domains in that analysis ranged from 0.31 (preventive care) to 0.85 (access), with estimates exceeding 0.70 for four of six domains.  The California analysis indicates similar ceiling effects, and somewhat lower correlations with criterion variables than the Three-Cities analysis.           

Table II.E.2 shows how each of the field test items performed with respect to our evaluative criteria along with recommendations on which items should be retained in the revised G-CAHPS survey.   Items were recommended for the core, for inclusion as supplemental items or dropped altogether.  

All items included in the CAHPS® 2.0 core were retained for the G-CAHPS core, along with two items about coordination between primary care physicians and specialists (H43/R50 and H44/R51) and two preventive counseling items (H32/R39 and H33/R40).  Although several CAHPS® items performed poorly on one or more evaluative criteria, all were retained in order to maximize overlap with CAHPS® 2.0.  CAHPS® items with large percentages of inapplicable responses included H39/R45 (Problem to get referral) and H46/R52 (Rating of specialist), both of which are asked only of respondents who have had a specialty visit in the last 12 months; about 50 percent of respondents screen out of those questions.  There were large ceiling effects for for H11/R13 (Problem to get care), with maximum scale values indicated in 84.5 percent of responses in the Three-Cities analysis (75% in the California analysis), H20/R21 (Respect) (75% of responses in the Three-Cities analysis and 62% in the California analysis) and H39/R45 (Problem to get referral) (81% of responses in the Three-Cities analysis and 73% in the California analysis).  Most CAHPS® core access questions had non-significant F-statistics in both analyses, with the exception of H12/R09 (Wait more than 15 minutes) which had one of the highest F-ratios of any of our field test items (Table II.E.3). 
  

Ten field test items were recommended for inclusion in the G-CAHPS instrument as supplemental questions.   These items include: 

· H17/R18 and H19/R20 concerning patient/provider communication; 

· H23/R24: Involvement in medical decision-making; 

· H29 and H30/R38 concerning inter-visit continuity; 

· H31: Knows what worries you most; 

· H34: Advice on stress;

· H41: Appointment with specialists, and; 

· H52/R54and H53/R54 concerning flu shots and cholesterol checks, respectively.

These items generally performed well on our evaluation criteria, but were not recommended for the core because of space constraints and redundancy with other items.   

Of the 63 items included in the Three-Cities version of the instrument, four were not recommended for inclusion in the revised G-CAHPS instrument.  H54/R55 concerning blood pressure checks was eliminated due to high ceiling effects, poor correlations with criterion variables and the limited clinical value of the items.  H35 (Know you as a person) and the two trust items (H36 and H37/R41) had a number of desirable properties including low ceiling effects and high between-group differentiation.  They were excluded, however, on the basis of poor performance in cognitive testing.  The trust items were also conceptually different than the other items that assess quality of care.

Factor Structure

Analysis of core items.  In preliminary factor analyses with oblique rotations, factors were highly correlated, indicating the appropriateness of an oblique rotation for subsequent analyses.  Principal axis factoring of the core item set using promax rotation yielded five factors.  Each of these factors had an eigenvalue greater than 1.0  (6.16, 1.55, 1.30, 1.14 and 1.03), the eigenvalue threshold prescribed by the Kaiser-Guttman test.  These five factors explain 70 percent of the total variance among items.  A five-factor solution is also indicated by the interpretability of the structure matrix (Table II.E.4).  Although many items loaded highly on multiple factors, in most cases items loaded substantially higher on one of the five factors, with loadings exceeding 0.50 for all but one item (H12: Wait more than 15 minutes).  Assignment of items to factors based on their highest loading values results in factors relating to the following aspects of care: 1) communication between doctors and patients; 2) access to care and wait times; 3) advice on preventive health; 4) courtesy and respect shown by the office staff, and; 5) coordination between primary care physicians and specialists.

The relationships among core items identified by this five-factor solution are relatively consistent across factor analytic methods and solutions with different numbers of factors.  Because of the low elgenvalue associated with Factor 5 we also explored a more parsimonious four-factor solution.  In a four-factor solution the PCP/specialist coordination items load about equally on the access and patient-doctor communication factors, and the amount of variance explained drops to 63 percent.   Similar results are obtained from a principal factor analysis employing an orthogonal rotation and principal components analysis using an oblique rotation.  

In subsequent analyses core items were assigned to composites based on the five-factor solution identified above.  Because the access factor included items with two different response scales, this composite was further divided into two separate composites concerning timeliness of care (including four items with a four-point response scale) and getting needed care (including two items with three-point response scales).  This dichotomy is also consistent with the CAHPS® 2.0 reporting protocol.  

To assess this grouping, we factor analyzed the core access items separately, using principal axis factoring with promax rotation.  This analysis indicates a single factor for all the access items, with only one eigenvalue exceeding 1.0 (3.06).  In a two-factor solution, however, items assigned to getting care quickly loaded more heavily on Factor 1, and items assigned to getting needed care loaded more heavily on Factor 2 (Table II.E.5).  The two factors are highly correlated (r = .62), with several items loading heavily on both factors.  In contrast, item H12 (Wait more than 15 minutes) has relatively low loadings on both factors, and an initial communality of only 0.14.  

Analysis of all items. As a supplemental analysis, we also examined the factor structure of a larger item set that includes both the supplemental questions and the items recommended for exclusion.  This analysis suggests item groupings that are consistent with the core item analysis.  In the all-item analysis, items relating to trust, patient involvement in decision-making and the doctor’s knowledge of the patient load most highly with communication items, indicating a single broad factor related to interpersonal aspects of care in more parsimonious solutions; extraction of additional factors results in segmentation of this factor into component parts.   Another factor suggested by this analysis relates to inter-visit continuity.  These items represent a unique factor even in more parsimonious five- and four-factor solutions.  In contrast, items relating to preventive treatment (flu shot, cholesterol screening and blood pressure checks) have uniformly low loadings and inconsistent relationships with other factors that vary across analytic methods and the number of factors extracted.  

Reliability 

In the Three-Cities analysis, estimates of internal consistency exceeded 0.70 for four of the six core composites (Table II.E.6a).  The getting needed care and PCP/specialist coordination composites approached this threshold with reliability estimates of 0.69 and 0.66, respectively.  In the California analysis, alpha exceeded 0.70 for three of six composites (Table II.E.6b).  Corrected item-total scale correlations exceeded the standard cutoff value of 0.30 (Nunnally and Bernstein, 1994, p. 304) for all items with the exception of R09 (Wait more than 15 minutes) in the California data.

Four items from the core instrument were evaluated for stability over time.  Estimated test-retest reliabilities were 0.71 (p =.003) and 0.82 (p = .001) for overall rating of the medical group and rating of all care, respectively.  There was 95 percent agreement on a dichotomous questions concerning receipt of care from the sampled unit asked of respondents at two points in time, and 90 percent agreement for a dichotomous question asking whether respondents had a personal doctor or nurse.  For the two rating items, respondents offered higher ratings in phone interviews than in their initial responses to the mailed questionnaire.  These differences were significant at the p < .05 level. 
Intercorrelation of Composites and Rating Items

Intercorrelations of G-CAHPS measures are presented in Tables II.E.7 - 9.  All global rating items were significantly intercorrelated, but the rating of specialist had relatively weak correlations with the other rating items.  In the Three-Cities analysis, correlation coefficients for the rating items ranged from a low of 0.36 (for rating of specialist and overall rating of group) to a high of 0.87 (for the rating of all care and overall rating of the group) (Table II.E.7a).   In the California analysis, correlation coefficients ranged from 0.20 (for rating of specialist and rating of all care) to 0.63 (rating of personal doctor or nurse and rating of all care) (Table II.E.7b).  The California instrument did not include an overall rating of the group item.

Associations among composites are also highly significant (Table II.E.8) in both analyses.  Preventive counseling had the weakest association with other composites.  The strongest associations were between communication and getting care quickly (0.51 in the Three-Cities analysis; 0.53 in California), communication and office staff (0.50 and 0.57) and office staff and getting care quickly (0.52 and 0.50).   

With one exception, ratings are significantly correlated with composite scores.  In the Three-Cities analysis, ratings of all care and overall experience with the medical group have similar associations with the composites, with the overall group rating having slightly higher correlations with office staff and getting care quickly composites, and the all care rating having a slighter stronger association with the communication and coordination composites (Table II.E.9a).  The rating of specialist item has the weakest association with composites, and the only non-significiant correlation (with preventive counseling).  The personal doctor or nurse rating had moderately strong associations with most composites.  For the communication and coordination composites, however, associations were on par with correlations for the all care and overall group ratings.  Intercorrelations among rating items and composites follow a similar pattern in the California analysis (Table II.E.9b). 

Variation in Scores Among Groups

Group-level reliability estimates for composites in the Three-Cities data ranged from 0.55 for the getting needed care composite to 0.91 for the PCP/specialist coordination composite (Table II.E.10a).  For global rating items, group-level reliabilities ranged from 0.71 for the specialist rating to 0.86 for the all care rating.  These group-level reliability estimates suggest that adequate levels of reliability (greater than or equal to 0.70) are achievable with sample sizes ranging from 62 (coordination) to 231 (preventive counseling).  A larger sample is required for adequate levels of reliability for the access composites (n = 433 for getting care quickly, and 529 for getting needed care ).

F-ratios in the Three-Cities data were statistically significant for all global ratings and composites with the exception of the access composites, indicating high levels of variation across medical groups.  F-ratios ranged from 2.24 (d.f. = 2, 844) for the getting needed care composite to 11.49 (d.f. = 2, 415) for the office staff composite.  For the preventive counseling composite and the overall rating of specialist, F-statistics were significant at the p < .05 level.  All other F-statistics were significant at the p < .01 level.

For the California data,  F-ratios for the access composites were statistically significant and markedly higher than corresponding statistics in the Three-Cities analysis, resulting in both higher estimates of group-level reliability and lower estimates of sample sizes necessary for adequate levels of reliability (Table II.E.10b).  By contrast, F-ratios for rating items were lower in the California analysis, causing estimates of group-level reliability to fall below 0.70 for both specialist and personal doctor or nurse ratings.              

In the Three-Cities data (Table II.E.11), site-level F-statistics were significant for all G-CAHPS measures with the exception of getting needed care and the specialist rating item.  Site-level reliabilities exceeded 0.70 for the office staff composite and personal doctor or nurse rating, with estimated sampled sizes necessary to achieve ( of 0.70 ranging from 59 (office staff) to 197 (overall rating of group); for two measures (getting needed care and rating of specialist) our analysis indicates that it would not be possible to achieve this level of reliability with sample sizes of less than 500.

Tables II.E.12a and 12b present group differences from the grand mean for each composite and rating item.  For every measure in the Three-Cities analysis, at least one group has a statistically significant difference from the mean score with a p-value of < .05, although these differences were small (Table II.E.12a).  Groups also tended to have consistent patterns of performance across composites, with Group 1 scoring lower than average on four out of six composites and Group 2 scoring higher than average on five out of six composites.  All groups had consistent performance across rating items, with all four rating items being lower than the grand mean for Group 1 and all rating items being lower than the mean for Groups 2 and 3.    

In the California analysis, comparisons were significant for all measures except preventive counseling and the specialist rating (Table II.E.12b).  Patterns of performance were also relatively consistent in that analysis, with Group 3 exceeding the California average for five of six composites and two out of three rating items, Group 1 having higher-than-average performance on four of six composites and two of three ratings, and Group 2 having lower-than-average scores on five of six composites and two of three ratings.  Notably, Group 4 exceeded the California average for four of six composites and fell below the average on all three rating items.  

Validity 

We assessed the instrument’s construct validity by examining the correlation of composites and rating items with two criteria, intent to switch and overall rating of the group (for the Three-Cities analysis) and rating of call care (for the California analysis) (Tables II.E.10a and 10b).  The communication composite was strongly associated with both of these criteria in our bivariate analyses.  In addition, the getting care quickly, getting needed care and office staff composites had strong associations with overall rating of the group and somewhat weaker associations with intent to switch.  In the Three-Cities analysis, correlations between composites and the group rating item ranged from 0.21 (preventive counseling) to 0.66 (communication), with correlation coefficients exceeding 0.50 for four of the six composites.  Correlations of rating items with the overall group rating ranged from 0.35 (rating of specialist) to 0.87 (all care rating).  Correlations with intent to switch ranged from 0.11 (preventive counseling) to 0.53 (all care rating).  In the California analysis, associations with intent to switch ranged from 0.17 (preventive counseling) to 0.50 (all care rating); correlations with the all care rating ranged from 0.20 (preventive counseling) to 0.63 (rating of personal doctor or nurse).

Multivariate analyses of the Three-Cities data indicate that composite scores are independently associated with both overall group ratings and respondents’ intent to switch.  Composites most strongly associated with overall ratings of the group are communication ((= 0.33), office staff ((= 0.20), getting needed care ((= 0.18) and getting care quickly ((=0.18), with coordination and preventive counseling having significant but more modest associations with the group rating item (Table II.E.13).  All regression coefficients are significant at p < .01 with the exception of the coefficient for preventive counseling, which is significant at the p < .05 level.  

By contrast, only the communication and the access composites are significantly associated with intent to switch (Table II.E.14).  A one standard deviation (0.58) increase in the four-point communication scale is associated with a 55 percent reduction in the estimated odds of switching groups (OR = 0.56, CI = 0.48-0.64).  This compares to a 29 percent reduction in the odds of switching associated with a 1 SD (0.67) increase in the four-point getting care quickly scale (OR = 0.71, CI = 0.60-0.83), and a 25 percent reduction in the estimated odds of switching associated with a 1 SD (0.45) increase in the three-point getting needed care scale (OR = 0.75, CI = 0.66-0.84).  

Discussion 

More than a dozen different instruments that have been used to evaluate the performance of medical groups since 1990, and there has been substantial customization of several of those instruments by their users (Garcia, et al., 2000).  While different measurement objectives may necessitate a diversity of measures, there is a growing recognition that standardization helps consumers, purchasers and others make more meaningful comparisons, and potentially better health care choices (President’s Advisory Commission on Consumer Protection and Health Care Quality, 1998; Epstein, 1995).  A major goal of the G-CAHPS project was to support the standardization of medical group-level quality measures by developing a state-of-the-art patient survey instrument, and demonstrating its reliability and validity.  

Factor analyses indicated that the core G-CAHPS items can be grouped into five composites relating to access (including two sub-composites for getting needed care and get care quickly), doctor-patient communication, office staff, preventive counseling and coordination between primary care physicians and specialists.  The first three composites are consistent with the CAHPS® 2.0 reporting protocol, with the additional composites containing items that are unique to the G-CAHPS instrument.  This degree of consistency with the CAHPS® 2.0 reporting composites is noteworthy since several non-empirical considerations were used to develop these composites (McGee et al., 1999).  

Our analysis indicates that access items are highly correlated and probably represent a single dimension of care.   Moreover, the structure apparent in our analysis of access items may primarily reflect common response sets among the two groupings; the getting needed care items have three-point response scales (big problem, little problem, no problem) while the getting care quickly items have four-point response scales (never, sometimes, usually, always).  Having composites with uniform response options provides substantial benefits, however, by obviating the need for scale transformations that would make composites scores more difficult to interpret.    One of these approaches could be used to recombine access items into a single composite in order achieve a more parsimonious set of measures.  There is somewhat stronger empirical evidence for considering H12 (wait more than 15 minutes) as a distinct item, a result that is consistent with other analyses of CAHPS® data (Hargraves, et al., 2000).  This result may be an artifact of the item’s response set, however, as H12 is the only core access question that is reverse-coded.  

The factor analysis conducted in this study is limited in several important ways.  These analyses were conducted on individual respondent-level data, but the unit of analysis for most uses of the G-CAHPS instrument will be the medical group practice.  Previous factor analyses of plan-level CAHPS® data (Zaslavsky et al, 2000) have used health plan means for each item rather than individual observations as the unit of analysis.  This approach is consistent with the goal of assessing a group-level test.  While individual- and group-level data would not necessarily yield the same or even comparable factoral structures, the limited number of groups in our study made it infeasible to analyze group means.  An additional limitation concerns the influence of missing data on our results, particularly the influence of skip patterns on the loadings of items pertaining to specialty care.  In order to explore this potential source of bias, we factor analyzed a dataset for which missing values were imputed through maximum likelihood estimation.  

Analyses of the core G-CAHPS instrument indicates generally acceptable levels of reliability and validity.  Four of the six composites in the Three-Cities analysis and three of the six composites in the California analysis achieved alpha values of 0.70, the generally accepted threshold for internal consistency reliability (Nunnally and Bernstein, 1994, p. 265).  Getting needed care and PCP/specialist coordination fell below this threshold in both analyses; getting care quickly also fell below this reliability threshold, but only in the California analysis.  These alpha values are remarkable given that four of our composites include only two items.  We further note that an explicit criteria used in selecting core questions was to minimize redundancy among items.  This reflected our goal of spanning salient dimensions of patients’ experiences as parsimoniously as possible, an approach which can be expected to have reduced the internal consistency of our composites.  
The present study offers limited evidence on the temporal stability of the instrument.    Only four items were evaluated for test-retest reliability, and all achieved adequate levels of reliability.  Agreement was highest for dichotomous questions concerning patients’ receipt of care from the sampled unit, exceeding 90 percent in each case.  Reliability levels were 0.71 for overall rating of the group and 0.82 for the all care rating.   We hypothesize that the group rating had lower levels of test-retest reliability than the all care rating because it is a somewhat more complicated cognitive task.  The group rating item requires respondents to evaluate non-clinical aspects of their experience as well as medical care, and then to weight evaluation of these distinct aspects to arrive at a summary evaluation of the group.  Contextual effects may have also influenced the reliability of both rating items, as the item flow is not consistent across the test instrument and the debriefing protocol.       

Moderate to strong associations among composites and the limited criterion variables available for this analysis indicate adequate levels of construct validity (Cronbach and Mehl, 1955).  Measures we used as criterion variables were: 1) intent to switch medical groups at the next opportunity, an economic outcome of considerable interest to group practices, and; 2) overall rating of the medical group (for the Three-Cities analysis) and rating of all care from the medical group (for the California analysis).   While these latter items are part of the core instrument being evaluated, they are useful as a summary measure of patients’ experience of care.  We were unable to assess the validity of this instrument with respect to criteria such as adherence to treatment regimen or self-reported health outcomes.  Previous work has demonstrated significant associations between patient assessments of care and clinical measures of health care quality (Ware & Davies, 1983; Safran, et al).            

In the Three-Cities data, bivariate correlations of composites with our criterion variables averaged 0.32 for intent to switch and 0.49 for overall rating of group.  In the California analysis, associations among composites and criterion variables were somewhat smaller.  The association among global rating items and criterion variables were quite a bit higher in both analyses, a finding that was expected given the summary evaluations prompted by the rating items.  

In multivariate analyses, patient-doctor communication had the strongest independent influence on both overall ratings and intent to switch, followed by access to needed care and getting care quickly.  While our analysis indicates that patients are unlikely to switch groups because of bad experiences with the office staff, a lack of counseling on preventive health or poor coordination between their personal doctor or nurse and their specialists, experiences with these aspects of care are related to overall ratings of the group.  These findings are consistent with other studies that have demonstrated the salience of interpersonal dimensions of care and access to both patient satisfaction (Seibert et al., 1996; Cleary and McNeil, 1988; Pascoe, 1983; Lochman, 1983) and patient advocation (Burroughs et al., 1999; Seibert et al., 1996; Ware and Hays, 1988).  They are also consistent with our focus group results which emphasize interaction with providers, access barriers and long wait times as highly salient experiences of care.  

Construct validity (Campbell and Fiske, 1959) is suggested by the modest correlations among composites, as such associations indicate that the instrument taps distinct dimensions of patients’ experience of care.  The pattern of correlations among composites and rating items provides further evidence of construct validity.  In both the Three-Cities and the California analyses, composite scores are most weakly associated with rating of the specialist and most strongly associated with ratings of the sampled unit.  We would hypothesize such an ordering of correlation coefficients, as specialists are not expected to influence the kinds of experiences asked about in the G-CAHPS composites.  The rating of personal doctor or nurse item has a more complex association with composites, but one that is also indicative of construct validity.  For composites that are relatively clinical in nature such as communication, coordination and preventive counseling, correlations with the rating of personal doctor item are as strong as the associations among those composites and the group rating item.  By contrast, the personal doctor rating item has a comparatively weak association with composites that are more heavily influenced by non-clinical staff such as the office staff and access composites.  Finally, comparing the correlation coefficients for the all care and overall group rating items in the Three-Cities data, we note that the coefficients for the group rating item are slightly higher for administratively oriented composites (getting care quickly and office staff), and slightly lower for two of the three more clinically oriented composites (communication and coordination).  In addition to providing further evidence of construct validity, such a pattern argues for the inclusion of these different rating items in the final instrument, despite the high correlation between these items.   

An important property of measures intended to compare the performance of groups is their ability to discriminate among the sampled units.  In the Three-Cities analysis, F-statistics were statistically significant for four of the six composites and all of the global rating items.  In the California analysis, F-statistics were statistically significant for five of the six composites and the rating of all care.  In both analyses, reliabilities exceeded 0.70 for the majority of measures. These analyses indicate that there is substantial variation among medical groups in the aspects of care measured by the G-CAHPS questionnaire, and that the instrument does an adequate job detecting this variation for most G-CAHPS measures.  

One practical implication is that relatively modest sample sizes are required to compare medical groups using the G-CAHPS instrument.  The current CAHPS® standard for sample size is 300 completes per health plan for overall items and 100 completes for items applying to subsets of the population. Our analysis indicates that such sample sizes should provide sufficient for measurement of group-level performance.  While our data suggest that acceptable group-level reliabilities could be achievable with even fewer completes for some composites, we are loath to recommend sample sizes smaller than the CAHPS standard based on the limited evidence available here.  Implications for sample size recommendations are discussed in more detail in Section III.C of this report. 

We note here that we are limited in our ability to make conclusive determinations about the discriminatory power of the instrument.  In the Three-Cities analysis, market effects are confounded with group effects, while in the California analysis group effects are confounded by substantial differences in group practice types as well as the patient populations surveyed.  We are also hampered by limited degrees of freedom, with only four groups in the California part of the study, and three groups included in the Three-Cities part.  Forthcoming analyses of the Eastern Massachusetts data, which includes G-CAHPS results for 28 medical groups, will allow us to evaluate this issue more definitively.      

Our general conclusion about the instrument’s discriminatory power must be further qualified by inconsistencies in the two analyses.  Although F-ratios for the access composites are highly significant in the California analysis, these composites fail to achieve statistical significance in the Three-Cities data.  Consequently, there is a substantial difference in estimated group-level reliabilities for those two composites, and in the sample sizes needed to achieve group-level alpha values of 0.70.  Based on the California analysis, only 54 completes are required to achieve adequate levels of group-level reliability for the getting needed care composite, and 158 completes for the getting needed care composites.  The Three-Cities analysis suggest that about 280 completes are necessary to achieve adequate levels of reliability for those composites.  There are also discrepancies across analyses with respect to between-group variability in the ratings of specialists and personal doctor or nurse.        

These inconsistencies are important, especially given the salience of access indicated by focus groups and the strong association of those composites with our criterion variables.  These different results are probably due to the groups selected in each arm of the study.   If the Three-Cities data offer a more accurate estimate of between-group variability in the broader population of medical groups than the California arm of the study, additional access items may be required to increase the discriminatory power of the instrument in this important domain.  Indeed, our analyses indicate that some of the items recommended for the G-CAHPS supplemental item set are better discriminators than many of the core access items.  Given other problems with these items, however, including their inapplicability to loosely managed systems of care and relatively high percentages of patients that screen out of those questions, it may be advisable to evaluate additional access items in future versions of the G-CAHPS instrument.  

Our analysis further indicates that the G-CAHPS instrument is able to discriminate among individual sites of care, and that reasonable site-level reliabilities can be achieved with sample sizes of less than 200 for all but two G-CAHPS measures.  These are important findings, as sites may be more useful than groups as a unit of analysis for purposes of quality improvement and even consumer choice. 

There were statistically significant differences between groups and the overall mean for most G-CAHPS measures.  Groups have relatively consistent patterns of performance across composites and rating items.  We would not necessarily expect to see consistent performance across G-CAHPS measures as high levels of performance in one area may make it more difficult to achieve high levels of performance in another.  For instance, practices may experience conflict between reducing wait times (which would improve access scores) and increasing the amount of time patients spend with their physician (which can influence communication scores).  Consistent patterns of performance evident in these data add to the growing body of evidence suggesting that leadership, culture and system-based approached to quality improvement drive performance across diverse aspects of medical group practice (Berwick, 1995; Flood, 1994; Berwick et al., 1990).  

Table II.E.1a: Analysis of Field Test Items (All Items): Three-Cities Data (n=896)

	 Item 
	Mean (SD)
	Corrected Item-Total Correlation
	Scale ( w/ Item Deleted(1)
	Skew. (SE)
	% Min Value
	% Max Value
	% Inapp.


	% Not Ascert.


	% Skip Error(2)
	Corr. w/ Rate All Care(3) 
	Corr. w/ Intent to Switch(3)

	Access
	
	
	.84
	
	
	
	
	
	
	
	

	H04  Ill care soon as wanted
	3.41 (0.78)
	.73
	.78
	-1.18 (.09)
	2.5
	56.8
	22.1
	3.5
	1.1
	0.54
	0.39

	H06  Appt. for regular care 
	3.36 (0.82)
	.61
	.80
	-1.17 (.09)
	3.7
	54.2
	19.2
	3.1
	2.7
	0.45
	0.40

	H12  Wait more than 15 min.†
	2.79 (1.03)
	.47
	.83
	0.48 (.08)
	16.4
	28.1
	3.7
	1
	0.3
	0.32
	0.19

	H41  Appt with specialists
	3.31 (0.93)       
	.51
	.82
	-1.19 (.12)
	7.0
	56.3
	50.4
	3.1
	1.1
	0.38
	0.24

	H08  Get advice needed
	3.41 (0.80)
	.66
	.79
	-1.12 (.10)
	2.1
	58.7
	27
	2.7
	1.7
	0.55
	0.40

	H11  Problem to get care
	2.81 (0.48)
	.60
	.81
	-2.51 (.08)
	3.9
	84.5
	3.7
	1.3
	0.6
	0.50
	0.34

	H39  Problem to get referral 
	2.75 (0.57)
	.56
	.81
	-2.15 (.12)
	6.5
	81.3
	50.4
	3.1
	0.6
	0.45
	0.33

	Communication/Interpersonal Care
	
	
	.92
	
	
	
	
	
	
	
	

	H14  Drs listen
	3.65 (0.64)
	.75
	.87
	-1.86 (.08)
	1.2
	72.5
	3.7
	.9
	0.1
	0.64
	0.44

	H15  Drs explain
	3.66 (0.61)
	.75
	.87
	-1.85 (.08)
	1.1
	71.5
	3.7
	1.5
	1.0
	0.55
	0.38

	H17  Explain tests
	3.53 (0.77)
	.70
	.87
	-1.64 (.09)
	3.0
	67.0
	20.3
	2.7
	0.7
	0.52
	0.33

	H19  Explain new scripts
	3.57 (0.75)
	.62
	.88
	-1.85 (.10)
	3.4
	69.6
	28.7
	2.7
	0.8
	0.51
	0.41

	H20  Respect
	3.66 (0.65)
	.77
	.87
	-1.98 (.08)
	1.3
	74.7
	3.7
	1.5
	1.0
	0.58
	0.41

	H21  Spend enough time
	3.46 (0.76)
	.76
	.87
	-1.40 (.08)
	2.9
	59.9
	3.7
	1.5
	1.1
	0.58
	0.43

	H23  Involved
	3.65 (0.66)
	.65
	.87
	-1.93 (.10)
	1.3
	74.0
	35.0
	4.0
	0.2
	0.56
	0.37

	H31  Worry you most
	3.48 (0.83)
	.58
	.88
	-1.51 (.09)
	4.1
	65.3
	13.4
	4.4
	0.8
	0.36
	0.26

	H35  Know as person†
	3.27

 (1.15)
	.44
	.91
	-0.28 (.09)
	8.4
	14.9
	13.4
	1.9
	0.6
	0.42
	0.33


	 Item 
	Mean (SD)
	Corrected Item-Total Correlation
	Scale ( w/ Item Deleted(1)
	Skew. (SE)
	% Min Value
	% Max Value
	% Inapp.


	% Not Ascert.
	% Skip Error(2)
	Corr. w/ Rate All Care(3) 
	Corr. w/ Intent to Switch(3)

	Trust
	
	
	.72
	
	
	
	
	
	
	
	

	H36  Medical judgments†
	4.46 (0.73)
	.57
	--
	1.63 (.09)
	.8
	57
	13.4
	1.5
	0.2
	0.63
	0.45

	H37  Cost concerns†
	4.40 (0.94)
	.57
	--
	1.87 (.09)
	2.8
	60.9
	13.4
	1.8
	0.7
	0.55
	0.36

	Coordination
	
	
	.67
	
	
	
	
	
	
	
	

	H43  Help decide specialist
	2.92 (1.24)


	.50
	--
	-0.58 (.12)
	23
	49.9
	49.6
	2.3
	0.3
	0.29
	0.20

	H44 Personal MD informed 
	3.10 (1.01)
	.50
	--
	-0.81 (.12)
	10.2
	46.3
	49.6
	3.2
	2.2
	0.51
	0.27

	Office Staff


	
	
	.88
	
	
	
	
	
	
	
	

	H24  Office staff respect
	3.57 (0.71)
	.78
	--
	-1.61 (.08)
	1.5
	69.1
	3.7
	1.3
	0.9
	0.47
	0.32

	H25  Staff helpful
	3.39 (0.81)
	.78
	--
	-1.13 (.08)
	2.7
	57.4
	3.7
	1.0
	0.7
	0.50
	0.32

	Inter-Visit Continuity
	
	
	.71
	
	
	
	
	
	
	
	

	H29  See personal MD of nurse for illness
	3.56 (0.70)
	.55
	--
	-1.58 (.09)
	1.7
	66.21
	19.8
	2.0
	0.6
	0.40
	0.23

	H30  See personal MD or nurse for regular
	3.77 (0.52)
	.55
	--
	-1.69 (.10)
	.6
	80.8
	20.3
	1.9
	0.5
	0.32
	0.22

	Preventive Counseling
	
	
	.67
	
	
	
	
	
	
	
	

	H32  Foods you eat
	1.57 (0.50)
	.55
	.49
	-2.80 (.09)
	43.1
	56.9
	13.4
	1.9
	0.9
	-0.18
	-0.11

	H33  Exercise
	1.45 (0.50)
	.55
	.50
	0.22 (.09)
	55.4
	44.6
	13.4
	2.0
	0.9
	-0.26
	-0.08*

	H34  Stress
	1.53 (0.50)
	.37
	.72
	-0.13 (.09)
	46.8
	53.2
	13.4
	2.5
	1.2
	-0.07ns
	-0.14

	 Item 
	Mean (SD)
	Corrected Item-Total Correlation
	Scale ( w/ Item Deleted(1)
	Skew. (SE)
	% Min Value
	% Max Value
	% Inapp.


	% Not Ascert.
	% Skip Error(2)
	Corr. w/ Rate All Care(3) 
	Corr. w/ Intent to Switch(3)

	Preventive Care
	
	
	.26
	
	
	
	
	
	
	
	

	H52  Flu shot§
	1.43 (0.49)
	.20
	.07
	0.30 (.08)
	57.4
	42.6
	0 
	0.9
	NA
	-0.18
	-0.09

	H53  Cholesterol check§§
	1.23 (0.61)
	.21
	.07
	2.40 (.09)
	86.4
	9.5
	0
	11.6
	NA
	-0.22
	-0.13

	H54  Blood pressure check§§
	1.04 (0.22)
	.07
	.33
	5.53 (.08)
	96.1
	0.3
	0
	10.1
	NA
	-0.04 
	-0.01 ns 

	Global Rating Items
	
	
	
	
	
	
	
	
	
	
	

	H46  Specialist rating
	8.48 (2.04)
	--
	--
	-1.90 (.12)
	1.2
	44.6
	49.6
	3.1
	2.2
	0.39
	0.23

	H48  Personal doctor rating
	8.79 (1.71)
	--
	--
	-2.17 (.09)
	0.4
	46.6
	7.9
	1.5
	**
	0.77
	0.52

	H49  All care rating
	8.40 (1.89)
	--
	--
	-1.66 (.08)
	0.6
	38.0
	3.7
	2.0
	**
	1.0
	0.54

	H50  Overall rating of group
	8.24 (2.02)
	--
	--
	-1.59 (.08)
	0.6
	34.5
	0
	2.6
	**
	0.87
	0.60


Notes: (1) Bold indicates overall scale (; (2) Skip error defined: based on response to screening question, respondent should have answered substantive question, but did not; skip error calculated from standard version of the instrument (grouped ratings); (3) Pearson product-moment correlations; ns indicates correlations that are not significant; * indicates correlations that are significant at p < .05; all other correlations are significant at p < .01; † designates items that are reverse coded; § designates item that is recoded as dichotomous variable; §§ designates items that are recoded as categorical variables.             

Table II.E.1b: Analysis of Field Test Items (All Items): California Data (n=880)

	Item 
	Mean (SD)
	Corrected Item-Total Corr.
	Scale ( w/ Item Deleted (1)
	Skew. (SE)
	% Min Value
	% Max Value
	% Skip Error (2)
	r with Rate All Care (3) 
	r with Intent to Switch (4)

	Access
	
	
	0.79
	
	
	
	
	
	

	R06  Ill care soon as wanted
	3.34 (0.84)
	0.59
	0.74
	-1.111 (.038)
	3.9
	54.9
	4.2
	0.46
	0.33

	R08  Appt. for regular care 
	3.21 (0.89)
	0.62
	0.74
	-0.836 (.035)
	4.9
	47.2
	2.9
	0.33
	0.20

	R9   Wait more than 15 minutes
	2.67 (1.08)
	0.27
	0.81
	-0.336 (.043)
	21.7
	26.0
	1.6
	0.31
	0.28

	R48  Appt with specialists
	3.06 (1.03)
	0.53
	0.76
	-0.744 (.046)
	11.3
	44.6
	2.6
	0.38
	0.29

	R28  Get advice needed
	3.09 (0.93)
	0.59
	0.74
	-0.669 (.041)
	6.6
	41.2
	2.6
	0.47
	0.37

	R13  Problem to get care
	2.66 (0.63)
	0.56
	0.75
	-1.665 (.022)
	8.5
	74.7
	1.5
	0.45
	0.29

	R45  Problem to get referral 
	2.61 (0.69)
	0.51
	0.76
	-1.506 (.031)
	11.6
	73.1
	0.5
	0.37
	0.25

	Communication/Interpersonal Care
	
	
	0.85
	
	
	
	
	
	

	R14  Drs listen
	3.46 (0.78)
	0.64
	0.82
	-1.384 (.028)
	2.9
	61.5
	0.0
	0.56
	0.37

	R16  Drs explain
	3.57 (0.69)
	0.66
	0.82
	-1.594 (.024)
	1.6
	66.2
	0.0
	0.50
	0.31

	R18  Explain tests
	3.35 (0.90)
	0.57
	0.84
	-1.275 (.035)
	6.4
	58.4
	1.7
	0.49
	0.29

	R20  Explain new scripts
	3.55 (0.79)
	0.57
	0.83
	-1.759 (.034)
	3.6
	70.7
	1.0
	0.46
	0.26

	R21  Respect
	3.48 (0.76)
	0.65
	0.82
	-1.433 (.027)
	2.8
	61.7
	1.1
	0.59
	0.37

	R22  Spend enough time
	3.28 (0.84)
	0.64
	0.82
	-0.929 (.030)
	3.6
	48.9
	0.0
	0.65
	0.38

	R24  Involved
	3.51 (0.79)
	0.56
	0.84
	-1.542 (.035)
	3.1
	66.3
	3.5
	0.46
	0.28

	
	
	
	
	
	
	
	
	
	

	Trust
	
	
	
	
	
	
	
	
	

	R41  Cost concerns
	4.15 (1.19)
	---
	---
	-1.398 (.046)
	6.4
	55.1
	3.1
	0.33
	0.28

	
	
	
	
	
	
	
	
	
	

	Coordination
	
	
	0.54
	
	
	
	
	
	

	R50  Help decide specialist
	2.95 (1.23)
	0.38
	--
	-0.626 (.056)
	22.0
	50.5
	1.1
	0.24
	0.25

	R51 Personal MD informed 
	3.06 (1.08)
	0.38
	--
	-0.774 (.050)
	13.7
	47.3
	1.6
	0.46
	0.30

	Office Staff
	
	
	0.84
	
	
	
	
	
	

	R29  Office staff respect
	3.52 (0.74)
	0.74
	---
	-1.483 (.025)
	2.0
	64.8
	---
	0.49
	0.34

	R30  Staff helpful
	3.29 (0.84)
	0.74
	---
	-0.960 (.029)
	3.7
	49.9
	---
	0.53
	0.36

	Inter-Visit Continuity
	
	
	---
	
	
	
	
	
	

	R38  See personal MD or nurse for regular
	3.60 (0.67)
	---
	---
	-1.545 (.027)
	0.6
	69.7
	1.0
	0.23
	0.17

	Preventive Counseling
	
	
	0.72
	
	
	
	
	
	

	R39  Foods you eat
	1.46 (0.50)
	0.57
	---
	 0.154 (.020)
	53.8
	46.2
	1.1
	0.15
	0.13

	R40  Exercise
	1.56 (0.50)
	0.57
	---
	-0.242 (.019)
	44.0
	56.0
	1.0
	0.20
	0.18

	Preventive Care*
	
	
	0.31
	
	
	
	
	
	

	R54  Flu shot
	0.60 (0.49)
	0.22
	0.24
	-0.420 (.030)
	39.8
	60.2
	---
	0.02+
	0.05+

	R63  Cholesterol check
	0.84 (0.36)
	0.21
	0.20
	-1.889 (.013)
	15.7
	84.3
	---
	0.06+
	0.08

	R58  Blood pressure check
	0.90 (0.30)
	0.18
	0.26
	-2.680 (.010)
	10.0
	90.0
	---
	0.05+
	0.07

	Global Rating Items
	
	
	---
	
	
	
	
	
	

	R52  Specialist rating
	8.31 (2.22)
	---
	---
	-1.795 (.101)
	1.2
	40.5
	1.1
	0.42
	0.22

	R42  PDN rating
	8.77 (1.70)
	---
	---
	-2.165 (.065)
	0.4
	46.3
	---
	0.63
	0.34

	R25  All care rating
	8.13 (1.97)
	---
	---
	-1.402 (.070)
	0.1
	29.0
	---
	---
	0.50


Notes: (1) Bold indicates overall scale (; (2) Skip error defined: Based on response to screening question, respondent should have answered substantive question, but did not.  Data reported for Standard Version [ratings grouped].  (3) § indicates Spearman rank-order correlations; all other correlations reported are Pearson PM; (4) Spearman rank-order correlations.  All correlations are significant at p < .01, except those noted (+).               

Table II.E.2: Field Test Item Evaluation

( = failure on criteria
	
	Cog testing
	Salience w/ consumers or in lit.
	Redundancy w/ other items(1)
	Correlation w/ criteria(2)
	Between-group discrimination(3)
	Ceiling effects(4)
	Missing data (5)
	Comments
	Action



	H04/R06 Care as soon as wanted
	
	
	(
	
	(
	
	
	CAHPS® 2.0 core item
	Core

	H06/R08 Get appt for regular care
	
	
	
	
	(
	
	
	CAHPS® 2.0 core item
	Core

	H08/R28 Get advice needed
	
	
	
	
	(
	
	
	CAHPS® 2.0 core item
	Core

	H11/R13 Problem to get care
	
	
	
	
	(
	(
	
	CAHPS® 2.0 core item
	Core

	H12/R09 Wait 15 minutes
	
	
	
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H14/R14 Drs listen 
	
	
	(
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H15/R16 Drs explain
	
	
	(
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H17/R18 Explain tests
	(
	
	(
	
	
	
	
	
	Supplemental

	H19/R20 Explain scripts
	
	
	
	
	
	
	
	
	Supplemental

	H20/R21 Respect for what you said
	
	
	(
	
	
	(
	
	CAHPS® 2.0 core item
	Core

	H21/R22 Spend enough time
	
	
	(
	
	(
	
	
	CAHPS® 2.0 core item
	Core

	H23/R24 Involved
	
	
	
	
	(
	(
	
	CAHPS® 2.0 supplemental items
	Supplemental

	H24/R29 Office staff respect
	
	
	(
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H25/R30 Staff helpful
	
	
	(
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H29 See personal doctor for illness 
	
	
	
	
	
	
	
	Ambiguous reporting information given patient  tradeoffs  between continuity and prompt access
	Supplemental

	H30/R38 See personal doctor for regular care
	
	
	
	
	
	(
	
	Ambiguous reporting information given patient  tradeoffs  between continuity and prompt access
	Supplemental

	H31 Know what worries you most
	
	
	
	
	
	
	
	
	Supplemental

	H32/R39 Food you eat
	
	
	
	(
	(
	
	
	Highly salient with stakeholders
	Core

	H33/R40 Exercise
	
	
	
	(
	
	
	
	Highly salient with stakeholders
	Core

	H34 Stress
	
	(
	
	(
	(
	
	
	
	Supplemental

	H35 Know as person
	(
	(
	
	
	
	
	
	
	Drop

	H36 Trust in medical judgments
	(
	
	
	
	
	
	
	Elicits technical evaluation of care; ambiguous role as mediator vs. summary evaluation
	Drop

	H37/R41 Trust re: cost concerns
	(
	
	
	
	
	
	
	Ambiguous role as mediator vs. summary evaluation
	Drop

	H39/R45 Referral problem
	
	
	
	
	
	(
	(
	CAHPS® 2.0 core item
	Core

	H41R48 Apt w/ specialists
	
	
	
	
	
	
	(
	Attribution problem 
	Supplemental

	H43/R50 Help decide specialist
	
	
	
	(
	
	
	(
	
	Core

	H44/R51 Informed 
	
	
	
	
	
	
	(
	
	Core

	H46/R52 Specialist rating
	
	
	
	
	
	
	(
	CAHPS® 2.0 core item
	Core

	H48/R42 Personal doctor rating
	
	
	
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H49/R25 Rate all care 
	
	
	(
	
	
	
	
	CAHPS® 2.0 core item
	Core

	H50 Rate group
	
	
	(
	
	
	
	
	
	Core

	H52/R54 Flu shot 
	
	
	
	(
	
	
	
	Highly salient with stakeholders
	Supplemental

	H53/R63 Cholesterol check
	
	
	
	(
	
	
	
	Highly salient with stakeholders
	Supplemental

	H54/R58 BP check
	
	
	
	(
	
	(
	
	
	Drop


Notes: (1) Corrected item-scale correlation > 0.70 for report items; intercorrelation with other rating items > 0.80 for global rating items; (2) < 0.30 correlation with both criteria; (3) non-significant group-level F-statistic; (4) high % max/min values relative to other items in same domain; (5) % inapplicable + %  not ascertained > 50%.

Table II.E.3a: Significance of Differences Between Groups for Composite and Global Rating Items: Three-Cities Data (k=3 groups)

	Item
	F-stat (2)
	Group-level reliability (2)
	Average n per group
	N per group for reliability = .70 (3)

	Access 
	
	
	
	

	H04 Care as soon as wanted
	0.50
	#
	222
	##

	H06 Get appt for reg care
	1.44
	0.31
	232
	##

	H08 Get advice needed
	0.76
	#
	210
	##

	H11 Problem to get care
	0.52
	#
	284
	##

	H12 Wait 15 minutes
	14.57**
	0.93
	285
	49

	H39 Referral problem
	5.87**
	0.83
	139
	67

	H41 Appt with specialist
	3.93*
	0.75
	139
	111

	Interpersonal Care 
	
	
	
	

	H14 Drs listen 
	5.99**
	0.83
	286
	134

	H15 Drs explain
	8.79**
	0.89
	283
	85

	H17 Explain tests
	7.03**
	0.86
	230
	89

	H19 Explain scripts
	7.62**
	0.87
	205
	72

	H20 Respect for what you said
	5.60**
	0.82
	299
	152

	H21 Spend enough time
	2.49
	0.60
	283
	443

	H23 Involved
	2.38
	0.58
	182
	308

	H31 Worry you most
	6.23**
	0.84
	246
	110

	H35 Know as person
	5.85**
	0.83
	253
	122

	H36 Medical judgments
	7.81**
	0.87
	254
	87

	H37 Cost concerns
	5.55**
	0.82
	253
	130

	Office Staff 
	
	
	
	

	H24 Office staff respect
	17.63**
	0.94
	284
	40

	H25 Staff helpful
	8.92**
	0.89
	286
	84

	Coordination
	
	
	
	

	H43 Help decide specialist
	3.38**
	0.70
	144
	141

	H44 Informed
	6.48**
	0.85
	141
	60

	Continuity 
	
	
	
	

	H29 See pers dr for illness
	13.83**
	0.93
	234
	43

	H30 See pers dr for regular
	11.11**
	0.91
	232
	54

	Preventive Counseling 
	
	
	
	

	H32 Foods you eat
	1.25
	0.20
	253
	##

	H33 Exercise
	6.53**
	0.85
	253
	107

	H34 Stress
	0.27
	#
	251
	##


Notes: (1) F-stats produced by the CAHPS® 2.0 macro with case-mix adjustment for age, education and self-reported health status; * designates significance at P < .05; ** designates significance at p < .01.  Response scales transformed to 0-100 scale. (2) Group-level ( = (F-1)/F;  # designates negative value. (3) Calculated with the Spearman-Brown prophecy formula using the average # of respondents/group; ## designates extremely high n reflecting low level of between-group variability.

Table II.E.3b: Significance of Differences Between Groups for Composite and Global Rating Items: California Data (k=4 groups)

	Item
	F-stat (1)
	Group reliability (2)
	Average N per group 
	N per group for reliability = .70 (3)

	Access
	
	
	
	

	R06  Care as soon as wanted
	2.99*
	0.67
	118.25
	133

	R08  Get care for regular care
	1.58
	0.37
	156.50
	608

	R9   Wait more than 15 minutes
	15.85**
	0.94
	157.00
	23

	R28  Get advice needed
	2.26
	0.56
	124.00
	223

	R13  Problem to get care
	2.80*
	0.64
	192.25
	247

	R45  Problem to get referral
	3.60*
	0.72
	122.00
	109

	Communication
	
	
	
	

	R14  Doctors listen
	6.39**
	0.84
	193.75
	85

	R16  Doctors explain
	2.90*
	0.66
	193.25
	227

	R21  Show respect 
	3.75*
	0.73
	192.75
	163

	R22  Spend enough time
	5.49**
	0.82
	193.25
	97

	Coordination
	
	
	
	

	R50  Help decide specialist
	2.74*
	0.63
	115.75
	155

	R51  Informed 
	1.41
	0.29
	111.25
	621

	Office Staff
	
	
	
	

	R29  Office staff respect
	5.10**
	0.80
	204.75
	117

	R30  Staff helpful
	5.93**
	0.83
	204.50
	96

	Preventive Counseling
	
	
	
	

	R39  Foods you eat
	0.43
	#
	152.50
	##

	R40  Exercise
	0.97
	#
	166.50
	##


Notes: (1) F-stats produced by the CAHPS® 2.0 macro with case-mix adjustment for age, education and self-reported health status; * designates significance at P < .05; ** designates significance at p < .01.(2) Group-level ( = (F-1)/F;  # designates negative value. (3) Calculated with the Spearman-Brown prophecy formula using the average # of respondents/group; ## designates extremely high n reflecting low level of between-group variability.

Table II.E.4: Factor Loadings for Core Items (Structure Matrix): Three-Cities Data 

	 
	Factor
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5

	H14  Drs listen 
	.855
	.543
	.461
	-.148
	.484

	H20  Respect for what you had to say
	.836
	.534
	.502
	-.188
	.438

	H21  Spend enough time
	.800
	.542
	.466
	-.205
	.436

	H15  Drs explain 
	.786
	.483
	.423
	-.206
	.370

	H04  Care as soon as wanted
	.437
	.815
	.549
	
	.449

	H08  Get advice needed
	.549
	.763
	.652
	-.168
	.465

	H06  Get appt for reg care
	.405
	.687
	.495
	
	.419

	H11  Problem to get care
	.448
	.638
	.371
	-.116
	.258

	H39  Referral problem
	.389
	.532
	.278
	-.169
	.265

	H12  Wait 15 minutes
	.341
	.385
	.306
	-.174
	.284

	H33  Exercise
	.498
	.604
	.968
	-.140
	.379

	H32  Foods you eat
	.484
	.548
	.802
	
	.396

	H25  Staff helpful
	-.184
	-.130
	-.101
	.770
	-.131

	H24  Office staff respect
	-.165
	-.144
	-.102
	.740
	-.132

	H44  Informed
	.491
	.445
	.384
	-.170
	.768

	H43  Help decide specialist
	.269
	.292
	.230
	
	.655


Notes: Principal Axis Factoring with promax rotation; pairwise deletion of missing cases; n per cell ranges from 416–855; empty cells indicate a factor loading of < 0.10.  Factor correlations are as follows: Factors 1,2: r=0.62; Factors 1,3: r=0.54; Factors 1,4: r=-0.24; Factors 1,5: r=0.52; Factors 2, 3: r=0.66; Factors 2,4: r=-0.18; Factors 2,5: r=0.53; Factors 3,4: r=-0.13; Factors 3,5: r=0.45; Factors 4,5: r=-0.17.  

Table II.E.5:  Factor Loadings for Core Access Items (Structure Matrix): Three-Cities Data

	 
	Factor
	 

	 
	1
	2

	H04  Care as soon as wanted
	.861
	.533

	H06  Get appt for reg care
	.752
	.416

	H08  Get advice needed
	.739
	.569

	H12  Wait 15 minutes
	.386
	.285

	H39  Referral problem
	.520
	.859

	H11  Problem to get care
	.414
	.609


Note: Principal Axis Factoring with promax rotation; pairwise deletion of missing         cases; n per cell ranges from 416–854; Factor correlation = 0.62.

Table II.E.6a: Scale Properties of Core Items and Composites: Three-Cities Data

	Item #
	Corr.

Item-Total Correlation
	Scale ( w/ Item Deleted

	Access: Getting Care Quickly
	
	.79

	H04  Care as soon as wanted
	.67
	.70

	H06  Get care for regular care
	.67
	.70

	H12  Wait more than 15 minutes
	.43
	.83

	H08  Get advice needed
	.47
	.71

	Access: Getting Needed Care
	
	.69

	H11  Problem to get care
	.53
	--

	H39  Problem to get referral
	.53
	--

	Communication
	
	.89

	H14  Doctors listen
	.79
	.86

	H15  Doctors explain
	.74
	.86

	H20  Show respect 
	.77
	.85

	H21  Spend enough time
	.75
	.86

	Coordination
	
	.67

	H43  Help decide specialist
	.50
	--

	H44  Informed 
	.50
	--

	Office Staff
	
	.88

	H24  Office staff respect
	.78
	--

	H25  Staff helpful
	.78
	--

	Preventive Counseling
	
	.73

	H32  Foods you eat
	.57
	--

	H33  Exercise
	.57
	--


Notes: Bold values indicate Cronbach’s ( for total scale; listwise deletion of missing cases for each composite (Getting Care Quickly: n=296; Getting Needed Care: n=320; Communication: n=366; Coordination: n=422; Office Staff: n=849; Preventive Counseling: n=753).     

Table II.E.6b:  Scale Properties of Core Items and Composites: California Data

	Item #
	Corr. Item-Total r
	Scale ( w/ Item Deleted

	Access: Getting Care Quickly
	
	.67

	R06  Care as soon as wanted
	.51
	.56

	R08  Get care for regular care
	.55
	.53

	R9   Wait more than 15 minutes
	.24
	.75

	R28  Get advice needed
	.55
	.53

	
	
	

	Access: Getting Needed Care
	
	.64

	R13  Problem to get care
	.47
	---

	R45  Problem to get referral
	.47
	---

	
	
	

	Communication
	
	.86

	R14  Doctors listen
	.70
	.83

	R16  Doctors explain
	.68
	.83

	R21  Show respect 
	.74
	.81

	R22  Spend enough time
	.71
	.82

	
	
	

	Coordination
	
	.54

	R50  Help decide specialist
	.38
	---

	R51  Informed 
	.38
	---

	
	
	

	Office Staff
	
	.84

	R29  Office staff respect
	.74
	---

	R30  Staff helpful
	.74
	---

	
	
	

	Preventive Counseling
	
	.72

	R39  Foods you eat
	.57
	---

	R40  Exercise
	.57
	---


Note: Bold values indicate Cronbach’s ( for total scale 

Table II.E.7a: Intercorrelation Among Ratings: Three-Cities Data 

	
	Rating of Specialist
	Rating of Personal Doctor 
	Rating of All Care
	Overall Rating of Group

	Rating of Specialist
	1
	
	
	

	Rating of Personal Doctor 
	0.40
	1
	
	

	Rating of All Care
	0.39
	0.77
	1
	

	Overall Rating of Group
	0.36
	0.79
	0.87
	1


Notes: Pearson product-moment correlations; all correlations are significant at p < .01; pairwise deletion of missing cases; n per cell ranges from 400-873.

Table II.E.7b: Intercorrelations Among Ratings: California Data

	
	Rating of Specialist
	Rating of Personal Doctor
	Rating of All Care

	Rating of Specialist
	1
	
	

	Rating of Personal Doctor
	0.203
	1
	

	Rating of All Care
	0.417
	0.627
	1


Notes: Pairwise deletion of cases; Pearson PM correlations; all correlations are 

significant at p < .01.
Table II.E.8a: Intercorrelation Among Composites: Three-Cities Data 

	
	Access: Quick
	Access: Need
	Communication
	Coordination
	Office Staff
	Preventive Counseling

	Access: Quick
	1
	
	
	
	
	

	Access: Need
	0.42
	1
	
	
	
	

	Communication
	0.51
	0.42
	1
	
	
	

	Coordination
	0.36
	0.23
	0.40
	1
	
	

	Office Staff
	0.52
	0.37
	0.50
	0.31
	1
	

	Preventive Counseling
	0.15
	0.10
	0.18
	0.13*
	0.11
	1


Notes: Pearson product-moment correlations;  * indicates correlation that is significant at p < .05; all other correlations are significant at p < .01; pairwise deletion of missing cases; n per cell ranges from 391-859.

Table II.E.8b: Intercorrelations Among Composites: California Data

	
	Access: Quick
	Access: Need
	Communication
	Coordination
	Office Staff
	Preventive Counseling

	Access: Quick
	1
	
	
	
	
	

	Access: Need
	0.414
	1
	
	
	
	

	Communication
	0.533
	0.418
	1
	
	
	

	Coordination
	0.328
	0.201
	0.384
	1
	
	

	Office Staff
	0.504
	0.357
	0.575
	0.307
	1
	

	Preventive Counseling
	0.102
	-.027+
	0.163
	0.171
	0.105
	1


Notes: Pairwise deletion of cases.   Pearson product-moment correlations.  + = not significant;  *  indicates correlations that are significant at p , .05; all other correlations are significant at p < .01.

Table II.E.9a: Intercorrelation Among Composites and Ratings: Three-Cities Data 

	
	Rating of Specialist
	Rating of Personal Doctor
	Rating of All Care
	Overall Rating of Group

	Access: Quick
	0.20
	0.45
	0.54
	0.59

	Access: Need
	0.20
	0.43
	0.51
	0.51

	Communication
	0.33
	0.67
	0.68
	0.66

	Coordination
	0.26
	0.43
	0.44
	0.42

	Office Staff
	0.18
	0.42
	0.55
	0.57

	Preventive Counseling
	-0.01 ns
	0.22
	0.18
	0.21


Notes: Pearson product-moment correlations; ns indicates correlations that are not significant; all other 

correlations are significant at p < .01; pair wise deletion of missing cases; n per cell ranges from 385-853.
Table II.E.9b: Intercorrelations Among Composites and Global Rating Items: California Data

	
	Rating of Specialist
	Rating of PDN
	Rating of All Care

	Access: Quick
	0.238
	0.359
	0.499

	Access: Need
	0.195
	0.250
	0.450

	Communication
	0.353
	0.570
	0.688

	Coordination
	0.235
	0.409
	0.393

	Office Staff
	0.221
	0.334
	0.547

	Prev Consl
	0.074+
	0.228
	0.202


Notes: Pairwise deletion of cases;  Pearson PM correlations.  + indicates non-significant correlations; all 

others are significant at p < .01.

Table II.E.10a: Group-Level Reliability and Validity of Composites and Global Rating Items: Three-Cities Data (k=3 groups)

	 Measure
	F-Stat (1)
	Group reliability (2)
	Average N per group
	N per group for group ( = .70 (3)
	Correlation w/ Overall Rating of Group (4)
	Correlation w/ Intent to Switch (4)

	Composites
	
	
	
	
	
	

	Access: Getting Care Quickly
	2.53
	0.60
	283
	433
	0.59
	0.39

	Access: Getting Needed Care
	2.24
	0.55
	281
	529
	0.51
	0.35

	Communication
	5.59**
	0.82
	279
	142
	0.66
	0.48

	Coordination
	6.11**
	0.84
	141
	64
	0.57
	0.34

	Office Staff 
	11.49**
	0.91
	278
	62
	0.42
	0.26

	Preventive Counseling
	3.49*
	0.71
	247
	231
	0.21
	0.11

	Global Rating Items
	
	
	
	
	
	

	Specialist rating
	3.45*
	0.71
	138
	131
	0.36
	0.23

	Personal doctor or nurse rating
	6.37**
	0.84
	264
	118
	0.79
	0.52

	All care rating
	7.19**
	0.86
	276
	104
	0.87
	0.54

	Overall rating of group
	5.51**
	0.82
	281
	147
	1.0
	0.60


Notes: Composites case-mix adjusted for age, education and self-reported health status.  (1) * indicates significance at p < .05; ** indicates significance at p < .01; (2) Group-level ( = (F-1)/F; (3) Calculated with the Spearman-Brown prophecy formula using the average # of respondents/group; (4) Pearson product-moment correlations.  All correlations significant at the p < .01 level.   

Table II.E.10b: Group-Level Reliability and Validity of Composites and Global Rating Items: California Data (k=4 groups)

	 Measure
	F-Stat (1)
	Group reliability (2)
	Average N per group
	N per group for group ( = .70 (3)
	r w/ Global Rating of Care (4)
	r w/ Intent to Switch (4)

	Composites
	
	
	
	
	
	

	Access: Getting Care Quickly
	9.19**
	0.89
	188.75
	54
	0.499
	0.365

	Access: Getting Needed Care
	3.92**
	0.74
	196.75
	158
	0.450
	0.291

	Communication
	6.07**
	0.84
	194.25
	85
	0.688
	0.425

	Coordination
	2.73*
	0.63
	116.50
	156
	0.393
	0.322

	Office Staff
	6.23**
	0.84
	205.25
	90
	0.547
	0.378

	Preventive Counseling
	0.57
	#
	167.25
	##
	0.202
	0.175


Notes: Composites case-mix adjusted for age, education and self-reported health status.  (1) * indicates significance at p < .05; ** indicates significance at p < .01; (2) Group-level ( = (F-1)/F; # designates negative value (3) Calculated with the Spearman-Brown prophecy formula using the average # of respondents/group; ## designates extremely high n reflecting low level of between-group variability (4) Pearson product-moment correlations; All correlations significant at the p < .01 level.   

Table II.E.11: Site-Level Reliability of Composites and Global Rating Items: Three-Cities Data (k=10 sites)

	Measure
	F-Stat (1)
	Site reliability (2)
	Average N per group
	N per group for group ( = .70 (3)

	Composites
	
	
	
	

	Access: Getting Care Quickly
	2.69**
	0.63
	85
	117

	Access: Getting Needed Care
	1.07
	0.06
	84
	##

	Communication
	2.45**
	0.59
	84
	135

	Coordination
	2.39*
	0.58
	42
	71

	Office Staff 
	4.26**
	0.77
	83
	59

	Preventive Counseling
	2.54**
	0.61
	74
	112

	Global Rating Items
	
	
	
	

	Specialist rating
	1.03
	0.03
	41
	##

	Personal doctor or nurse rating
	3.44**
	0.71
	79
	76

	All care rating
	2.76**
	0.64
	83
	110

	Overall rating of group
	2.01**
	0.50
	85
	197


Notes: Composites case-mix adjusted for age, education and self-reported health status.  (1) * indicates significance at p < .05; ** indicates significance at p < .01; (2) Site-level ( = (F-1)/F; (3) Calculated with the Spearman-Brown prophecy formula using the average # of respondents/site; ## indicates extremely high n given low levels of  observed between-group variability.   

Table II.E.12a: Group Differences from Grand Mean: Three-Cities Data 

	
	Total N
	Grand Mean†
	Group 1
	Group 2
	Group 3

	Composites
	
	
	
	
	

	Access: Getting Care Quickly
	850
	3.21(1)
	0.02
	0.05
	-0.07*

	Access: Getting Needed Care
	843
	2.79(2)
	-0.02
	0.04*
	-0.03

	Communication
	837
	3.60(1)
	-0.09*
	0.03
	0.07*

	Coordination
	423
	3.00(1)
	-0.22*
	0.05
	0.16*

	Office Staff
	834
	3.48(1)
	-0.07*
	-0.08*
	0.15*

	Preventive Counseling
	741
	0.49(3)
	0.02
	0.04
	-0.06*

	Global Rating Items
	
	
	
	
	

	Specialist rating
	413
	8.49(4)
	-0.32*
	0.31*
	0.00

	Personal MD or nurse rating
	492
	8.79(4)
	-0.31*
	0.17*
	0.13

	All care rating
	828
	8.39(4)
	-0.32*
	0.04
	0.28*

	Overall rating of group
	854
	8.24(4)
	-0.27*
	0.00
	0.27*


Notes: Group means are case-mix adjusted for age, education and self-reported health status; * indicates values that are significant at P<.05.  †: Interpretation of grand means: (1) Scored on a 4-point scale with 1 = Never and 4 = Always; (2) Scored on a 3-point scale with 1 = Big problem and 3 = No problem; (3) Scored on a 2-point scale with 0 = No and 1 = Yes; (4) Scored on a 10-point scale with 0 = Worst and 10 = Best. 

Table II.E.12b: Group Differences from the Grand Mean: California Data

	
	Grand Mean†
	Group 1
	Group 2
	Group 3
	Group 4

	Composite Scores
	
	
	
	
	

	Access: Getting Care Quickly
	3.05(1)
	0.05
	-.26*
	0.07
	0.14*

	Access: Getting Needed Care
	2.64(2)
	-.00
	-.15*
	0.07*
	0.08*

	Communication
	3.42(1)
	0.10*
	-.19*
	0.10*
	-.00

	Coordination
	2.98(1)
	0.20*
	-.16
	-.04
	0.00

	Office Staff
	3.40(1)
	-.02
	-.19*
	0.12*
	0.08

	Preventive Counseling
	1.51(3)
	0.02
	0.02
	0.01
	-.04

	Global Rating Items
	
	
	
	
	

	R52: Specialist rating
	8.27(4)
	0.23
	0.24
	-.02
	-.45

	R42: MD or nurse rating
	8.73(4)
	0.23*
	-.16
	0.02
	-.10

	R25: All care rating
	8.08(4)
	0.22
	-.35*
	0.25*
	-.12


Notes: Group means are case-mix adjusted for age, education and self-reported health status; * indicates values that are significant at P<.05.  †: Interpretation of grand means: (1) Scored on a 4-point scale with 1 = Never and 4 = Always; (2) Scored on a 3-point scale with 1 = Big problem and 3 = No problem; (3) Scored on a 2-point scale with 0 = No and 1 = Yes; (4) Scored on a 10-point scale with 0 = Worst and 10 = Best.  849; Preventive Counseling: n=753).        

 Table II.E.13: Influence of Composite Scores on Overall Rating of Group: Three-Cities Data

	
	Unstandardized Coefficients
	Standardized Coefficients
	
	

	Composite
	B
	S.E.
	Beta
	S.E.
	T-Stat
	Sig.

	(Constant)
	-2.811
	.491
	
	
	-5.720
	.000

	Communication
	1.165
	.146
	.334
	.042
	7.955
	.000

	Coordination
	.224
	.074
	.109
	.036
	3.030
	.003

	Access: Getting Needed Care 
	.809
	.166
	.182
	.037
	4.879
	.000

	Office Staff
	.568
	.113
	.203
	.040
	5.023
	.000

	Preventive Counseling
	.305
	.151
	.067
	.033
	2.013
	.045

	Access: Getting Care Quickly
	.553
	.125
	.184
	.042
	4.410
	.000


Notes: Dependent variable = overall rating of group; pairwise deletion of missing cases; residual d.f.=384.  R2  for model = 0.598.  
Table II.E.14:  Influence of Composite Scores on Intent to Switch(1): Three-Cities Data (n=737)

	
	1-Point Increase in Score
	1 SD Increase in Score(3)

	Composite
	OR
	95% CI
	OR
	95% CI

	Communication
	0.36
	(0.25 - 0.59)
	0.56
	(0.48 - 0.64)

	Access: Getting Needed Care
	0.52
	(0.31 - 0.87)
	0.75
	(0.66 - 0.84)

	Access: Getting Care Quickly
	0.60
	(0.37 - 0.96)
	0.71
	(0.60 - 0.83)

	Office Staff
	0.95
	(0.63 -1.41)
	0.96
	(0.83 – 1.11)

	Coordination(2)
	1.13
	(0.76 - 1.67)
	1.10
	(0.94 – 1.25)

	Preventive Counseling
	1.43
	(0.76 - 2.66)
	1.17
	(1.02 – 1.34)


Notes: 1) Intent to switch = respondents reporting that they would “definitely” or “probably” switch groups when they next had a chance; 2) missing data imputed for coordination composite based on group means; 3) standard deviations observed in the Three-Cities Data are: 0.58 for Communication; 0.67 for Getting Care Quickly, 0.45 for Getting Needed Care, 0.72 for Office Staff, 0.70 for Coordination and 0.44 for Preventive Counseling.

F.
Medical Group Reference Issues

Background  

The original project, in California, was developed in a market with well-established, large, multi-specialty group practices.  It was also focused on beneficiaries enrolled in plans sponsored by members of the Pacific Business Group on Health (PBGH).  As part of their enrollment in these plans, consumers are required to sign up with one of the group practices offered by their plan.  Thus, it seems likely, that group practice, as a concept, would be salient to these respondents and that they, consequently, would be well-aware of the unit of analysis for this survey.

The survey was expanded, in the Three-Cities and Eastern Massachusetts sites, to other jurisdictions where the extent and visibility of group practice in the marketplace differs from California.  In general, the markets studied have lower rates of group practice and fewer large, multi-specialty practices than in California.   Consequently, we questioned whether respondents in these sites would be able to recognize and make attributions to the group practice from which they were sampled.   It has been a design principle of CAHPS® to ask questions only about activities and entities that respondents understand and with which they have had experience.  Asking questions about group practices of those who have not experienced one (but have only experienced doctor-patient interactions) would violate this design principle.  This point is particularly salient because of the sampling approach that selects individuals into the sampling frame who have had one or more visits to a provider included in the group practice in the previous 12 months.

This analysis attempts to determine the extent to which respondents can correctly identify the group practice from which they were selected and the extent to which their attributions are based on the services rendered by this group practice, its member physicians, and associated providers.  The first issue is addressed empirically using data from the survey field test.  The second is addressed both empirically, using survey data, and qualitatively, using information from cognitive interviews, focus groups, and debriefing interviews with survey respondents. 

Issue 1: Respondent Awareness of Referent Medical Group.  

At the outset of the surveys in California, the Three-Cities, and Eastern Massachusetts, respondents were asked whether or not they had received care from the reference medical group in the last 12 months.  The questions used to make this determination is shown (in the two versions used) in Figure 1 on the next page.

In the California data, 90% of all respondents answered “yes” to item 1, indicating that they had received care in the last 12 months from the referent medical group.. The percentage responding “yes” to this item varied by medical group, ranging from 82% for California Medical Group 2 (an IPA) to 95% for California Medical Group 4.  In response to the open-ended second part of the question, half of those who responded named a physician or medical group/site of care that could have been recoded to one of the existing medical groups, while nearly one-third responded with the name of their health plan rather than their medical group.  Others named a hospital, 

Figure II.F.1.  Initial Survey Question Regarding Reference Medical Group

	Three-Cities and Eastern Massachusetts 
	California

	Medical Groups are groups of doctors who work together to provide health care to patients at one or more locations, such as doctor’s office or health center.

You have been sent this survey booklet because one or more of your doctors belongs to the medical group named o the cover of this survey.

1. Our records show that in the last 12 months you got care from providers who wrk with (NAME OF MEDICAL GROUP OR PRACTICE).  Is that right?

Yes –> In the rest of this survey, the words

             “your doctor’s medical group” mean

             (NAME OF MEDICAL GROUP OR

             PRACTICE).

             Go to Question 2

No  –> What is the name of the doctor’s

             office or medical group where you

             got most of your care in the last 12

             months?

             Doctor’s Medical Group Name:

             ____________________________

             In the rest of this survey, the words

             “your doctor’s medical group” mean

             the name you wrote in.

             Go to Question 2


	Medical Groups are groups of doctors who work together to provide health care to patients at one or more locations.  Medical groups provide health care to members of health maintenance organizations (or HMOs).

We are asking you to participate in this study because one or more of your doctors belongs to the medical group named on the cover to this survey.

1. Did you get care from the medical group named on the cover to this survey in the last 12 months?

Yes –> Please answer the rest of the

            questions in this survey for the

            medical group named on the cover of

            this survey.

No  –> What is the name of the medical

             group where you got most of your

             care in the last 12 months?  (If you

             don’t know the name of your medical

             group, what is the doctor’s office or

             clinic you visited most often?)

             Please write in:_________________




other clinic, or other location of care.  In total, nearly 95% of all California respondents were  able to identify the referent medical group.

In the Three-Cities data, 88% of all respondents answered “yes” to item 1.  The percentage responding “yes” to this item varied by medical group, ranging from 83% for the Group 2 (an IPA) to 90% for both the Group 1 and Group 3.  There was also variability in the percentage responding “yes” to this item by individual site of care, the rates of “yes” responses ranging from a low of 76% at one of the Group 2 sites to a high of 97% at one of the Group 1 sites.  In response to the open-ended second part of the question, at least 72% of those who responded named sites of care, medical groups, or physicians recognized as the referent medical group.  In this case, it appears that at least 94% of all Three-Cities respondents were able to identify the referent medical group.

In the Eastern Massachusetts data, we were unable to distinguish those who initially answered “yes” to question 1 from those who responded “no” but gave a response to the open-ended item that identified the referent medical group because the organization that processed the survey recoded the open-ended data to “yes” whenever it could be ascertained that a respondent, in fact, correctly identified the referent group or one of its providers.  Overall, 97% of respondents in Eastern Massachusetts were found to recognize the referent medical group.  Moreover, the results varied little across all 35 groups surveyed in this field test, with the percentage identifying the referent medical group ranging from a low of 94% for three of the groups to a high of 100% for four of the groups. 

Another way to look at the question of recognition of having received care from the referent medical group in the last 12 months is to examine the percentage of people who say they have a personal doctor who is affiliated with the referent medical group and who say they have seen that doctor or nurse during the previous 12 months.  

The Three-Cities survey included an item that asked, “Do you have one person at your doctor’s medical group you think of as your personal doctor or nurse?”  Overall 88% of Three-Cities respondents answered “yes” to this item.  Interestingly, 94% of those in Group 2, the IPA, reported having a personal doctor, compared to only 83% of those in Group 1.  Of those in the Three-Cities surveys who reported having a personal doctor at their medical group, almost all (97%) reported having seen that doctor or nurse during the previous 12 months.  Moreover, there was almost no variability in this rate across the three medical practices.

No truly comparable analyses were available from the California survey because the analogous  questions, as asked, did not specifically refer to having or seeing a personal doctor or nurse at the referent medical group.  However, the results from questions that asked about whether or not respondents have a personal doctor or nurse and have seen that personal doctor or nurse in the past year, are comparable to the Three-Cities data, with 83% of respondents reporting having a personal doctor and 91% of those with a personal doctor reporting having seen that provider in the past year.  

Like California, the Eastern Massachusetts survey included items on having and seeing a personal doctor or nurse without specifying that this provider was someone at the referent medical group.  Nevertheless, the results available are consistent with the Three-Cities data.  Fully 93% of respondents reported having a personal doctor or nurse.  There was more variability in this data set than in the others, with sites ranging from 76% to 98% “yes” responses to this item.  The Eastern Massachusetts survey also asked if the person they saw most often at their medical group (“doctor’s office” in this version of the survey) was their personal doctor or nurse.  Overall, 95% of respondents answered “yes” to this question, with respondents at individual sites of care varying from 87% to 99% on this item.

Taking all of this together, it seems clear that, in the markets, groups, and sites of care we studied in all three field tests, most respondents were easily able to identify an appropriate referent for use in the survey.  Recognizing their medical group, per se, was most difficult for those enrolled in IPA plans, but conversely, they were most likely to be able to identify an individual provider within the referent group as their personal physician.

Issue 2: Respondent Attributions to the Referent Medical Group.  

Obtaining information on whether or not respondents are answering survey questions with the appropriate reference medical group in mind is more difficult than obtaining information on whether or not respondents are aware of the referent medical group itself.  

Empirical Data

The Three-Cities survey provides data to examine the relationship between respondent reports of experiences with the medical group or its providers (from composites identified in our psychometric analyses) and two global ratings – (1) “all of your health care in the last 12 months from all doctors and other health providers at your doctor’s medical group” and (2) “your overall experience with your doctor’s medical group.”  Some composites deal with factors under medical group control (e.g., timeliness of getting care, office staff behavior), while others deal with factors under health care provider control (e.g., getting needed care and referrals, doctor/patient communication).  If respondents understand the role of the medical group as different from the role of its physicians, we would expect a pattern of correlations among reports and ratings that reflect this.

Despite the fact that the two global ratings we reviewed are highly correlated (r = .87), Table II.F.1 shows patterns of correlation suggesting that respondents appear to distinguish the medical practice, per se, from their health care providers.  While the differences in magnitude of the correlations is small and not statistically significant, in most cases, the pattern indicates that the correlations are higher with the “all health care” item for the dimensions most in control of physicians –  “getting needed care,” “doctor/patient communication,” and “coordination of care” (particularly the item about doctors being informed about all your care).  Conversely, the correlations are higher for the “overall experience with the medical group” on items under control of the medical group – “getting care quickly,” “office staff behavior,” and “preventive counseling.”  These empirical data provide at least some construct validity both to the item which asks about overall experience with the medical group and to the proposition that people are able to keep the referent medical group in mind as an entity in responding to survey questions.

The survey also asked respondents if they intended to switch medical groups at the next opportunity.  The correlations of that item with the four global rating items is as follows: specialist rating (.22), primary doctor rating (.51), all care rating (.53), and overall experience with the medical group (.58)..   Again, though all of the last three ratings are highly inter-correlated, the correlation for the medical group rating with this item is the highest of the three.  In fact, the correlation of “overall experience with the medical group” with “intent to switch medical groups” is significantly higher than the correlation of the “all care rating” with “intent to switch” (t = -5.32, p < .001).  This provides further evidence for the construct validity of the “medical group” to respondents.

Table II.F.1.  Correlations of Items in G-CAHPS Composites with Global Ratings of Health Care and Medical Group

	Factor
	Item
	Correlation with Global Rating of1

	
	
	All Health Care

from the

Medical Group
	Overall Experience with Medical Group

	Getting Needed Care
	Problems getting care
	
.50
	
.50

	
	Problems getting referrals
	
.45
	
.43

	Doctor/

Patient Communi-

cation
	Doctors listen
	
.64
	
.62

	
	Doctors explain
	
.55
	
.54

	
	Doctors spend enough time
	
.58
	
.57

	
	Doctors respect what you say
	
.58
	
.58

	Coordina-tion of care
	Primary doctor informed about all care 
	
.51
	
.48

	
	Doctors help decide specialist
	
.29
	
.29

	Getting Care Quickly
	Ill care as soon as wanted
	
.54
	
.54

	
	Appointment for regular care
	
.45
	
.47

	
	Wait time 15 minutes or less
	
.32
	
.35

	
	Advice needed when called office
	
.55
	
.60

	Office staff behavior
	Office staff courtesy and respect
	
.47
	
.52

	
	Office staff helpfulness
	
.52
	
.56

	Preventive Counseling
	Talked to you about foods you eat
	
.18
	
.20

	
	Talked to you about exercise
	
.26
	
.17


_________________________________

1 All correlations are Pearson product moment correlations.

Qualitative Data

In addition to evidence from the survey, we also can look at qualitative information arising from the survey development process to illuminate this issue.  This evidence is based on 8 focus groups, two per market, conducted in Eastern Massachusetts and the Three-Cities sites, on limited cognitive interviews conducted with 31 survey respondents in Groups 2 and 3 in the Three-Cities sites, and on debriefing interviews with 56 respondents in Groups 1 and 2 as part of the development process for the Three-Cities test of the G-CAHPS survey.  Below, we review these sources of information.  

The most useful source of qualitative information is the focus groups conducted by Harvard Medical School and the Center for Survey Research at the University of Massachusetts.  A report summarizing these groups reported the following key findings:

· “While the concept of medical group practice was relatively new territory for many focus group participants, few had any difficulty describing aspects of their experience at their doctor’s office that can be attributed to the group.  The most significant issues here...included wait times in the waiting and exam rooms and feeling rushed during their visit.”

· “Medical group practice was not a concept that immediately resonated with all focus group participants.  In some cases, participants who said their doctor practices with other doctors were not able to name the organization.”

· “In most focus groups, participants referred to hospital affiliation or co-location of doctors in a medical office building proximate to a hospital when asked whether their practices with other physicians.”

· “Many participants said they had their primary relationship with their personal doctor, not the group as a whole.”

· “People who belong to larger, well-integrated medical group practices were not only able to supply the names of these practices, but also ... (indicated) a sophisticated level of understanding of this organizational arrangement.”

· “Participants ... frequently alluded to the overall atmosphere of the practice with words like ‘mill’ and ‘assembly line’.”

The report also noted other aspects of the ambulatory care experience with which participants were conversant.  These included: making appointments, obtaining consultation by phone, having calls returned in a timely manner, the appropriateness of nurses returning calls to doctors, the use of nurse practitioners, availability of medical record information to all providers treating the patient, the role of nurses in scheduling appropriate appointments, friendliness and professionalism of nurses and office staff, and the physical environment.

These data suggest that, focus group participants in these markets might have some difficulty in naming their group practice but little difficulty in making appropriate attributions of care and service to the relevant group practice.  Coupled with the survey data indicating that respondents were able to identify the referent medical group at the outset of the survey and do make distinctions between what is under the control of doctors and what is under the control of group practices, these focus group findings indicate that it is reasonable to ask questions at this level of care and to believe that the responses can be appropriately attributed to the referent medical group.

The cognitive interview report deals with testing of a version of the survey that preceded the field test version of the questionnaire.  Consequently, the discussion most relevant to this issue dealt largely with some topics that were corrected in the field test survey.  Specifically, in discussing the large set of items about health care experiences of respondents with their group practice, this report noted that, 

· “In most instances...respondents had had visits to two or more doctors, in which case there was an abundance of confusion about which place the questions were about.  Interviewers reported that the confusion is partly due to the wording used in the questions to refer to the group practice.  Sometimes the questions are about ‘a doctor,’ ‘the doctor,’ ‘your personal doctor,’ ‘the doctor’s office,’ or ‘your doctor’s office’.”

· “A few respondents had gone to a branch office of a group practice and, therefore, did not know how to answer these questions.  They were not sure that the office they went to was part of the practice, although it had the same name as the one in which their primary care doctor is located.”  

This report suggests that there is potential for confusion about the referent medical group unless the questions are clearly and consistently worded and respondents are told explicitly which medical group and/or doctors to include in their answers.  These issues were addressed in the field test survey instrument as well as in subsequent revisions to the survey instrument, but no additional testing was done.  

The debriefing interviews asked respondents to list the names of the providers they included in formulating their ratings of all health care received at the medical group.  In the two of the Three-Cities sites that provided complete lists of participating physicians, about 75% of the physicians named by respondents were also on the lists (Group 2, 82% and Group 1, 70%).  We do not know if the lists were completely up-to-date.  However, if we assume they are accurate, it appears that the “all care” item is based primarily on providers in the referent medical group but often also includes information about providers who are not members of the practice.  Since it was not asked, we do not know if this same conclusion applies to the item about overall experience with the medical group.

All in all, both the empirical and qualitative data presented in this chapter suggest that the issue of recognition of and correct attribution to the medical group is likely well-handled in the final version of the survey developed by this project.  However, further cognitive testing on the current (or subsequent) version of the survey should be done during beta testing of the G-CAHPS instrument.

G.
Contextual Effects of Ratings Scale Placement

Background

The context within which an item is placed can affect responses to that item (Groves, 1989; Smith, 1991).  The four global ratings included in the G-CAHPS instrument (Specialist, Personal Doctor or Nurse, All Health Care, and Overall Experience) were originally developed for the CAHPS® instruments. In the CAHPS® 2.0 instruments, each of these ratings appears at the end of a series of relevant questions that provide a context within which the respondent can formulate a response to the rating question. There has been some concern among CAHPS® researchers that respondents may not differentiate very well among the closely worded ratings in general, and between the ratings of overall health care and overall experience in particular.  The correlation between these ratings is often high.

We hypothesized that in a self-administered instrument respondents might find it easier to discriminate between ratings if the questions are juxtaposed rather than placed throughout the instrument.  It was decided to conduct an empirical test during the field test of the G-CAHPS instrument to learn whether grouping the four global ratings rather than separating them would allow respondents to differentiate more easily between the summary ratings.
Methods 

This test was conducted in one of the Three-Cities medical groups.  A random half of the original sample of 300 patients of the group was assigned to receive a questionnaire with the four ratings juxtaposed. The other half received an instrument containing identical items, but with the ratings scales placed according to CAHPS® 2.0 criteria, at the end of rating-specific sections.  Note that the other two Three-Cities medical group samples were exposed to the ‘ratings juxtaposed’ version of the instrument.

Analyses

To test the contextual effects of two approaches to the placement of the global rating questions two sets of analyses were performed.  First, the mean global ratings by instrument version were compared, and second, the correlations between ratings by instrument version were also compared.

Results

Significance testing, using t-tests for equality of means, indicated that there were no significant differences between the results obtained when the rating items are presented to respondents on the same page and when they are presented at the end of a series of questions that provide a context for the rating.  It should be noted, however, that all ratings obtained using the CAHPS® placement version of the ratings were higher than those obtained using the grouped ratings version (see Table II.G.1).
Table II.G.1: Mean Global Ratings by Instrument Version
	
	Ratings 

Grouped


(n)
	CAHPS® Placement


(n)

	Rate Specialist
	8.60

(65)
	8.97

(63)

	Rate Personal Doctor
	8.75

(136)
	9.10

(131)

	Rate All Health Care
	8.34

(138)
	8.49

(144)

	Rate Overall Experience
	8.11

(143)
	8.37

(144)


When the correlation matrices for the juxtaposed ratings placement (Table II.G.2) and the CAHPS® ratings placement (Table II.G.3) are compared, it can be seen that the ratings of the all health care and personal doctor as well as the ratings of all health care and overall experience are more highly correlated when these items are not separated by other questions.  The ratings of overall experience and personal doctor remain about the same in both instrument versions.  The limited number of responses to the specialist rating item make comparisons across versions difficult.

Table II.G.2: Correlation Matrix – Ratings Items Juxtaposed
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Table II.G.3: Correlation Matrix – CAHPS® Placement of Ratings Items
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Discussion

Contrary to our hypothesis, juxtaposing the ratings items tended to yield modestly higher correlations for the ratings of all health care and overall experience, albeit with smaller correlations on specialty versus other ratings. In addition, the means for ratings obtained using the CAHPS® placement of ratings questions tended to be higher than those obtained with the ratings juxtaposed.  We recommend that subsequent versions of the G-CAHPS instrument adhere to CAHPS® guidelines in the placement of the global rating questions.

H.
Case-Mix Adjustment in California Field Test 

We ran least squares regression models with six composites (getting care quickly, getting needed care, communication, coordination of care, office staff, preventive counseling) and three global ratings (all care, personal doctor or nurse, specialist) as dependent variables.  Independent variables included age, race/ethnicity, gender, education, self-rated health, self-rated quality of life, and global rating of health care in the U.S.  Unstandardized beta coefficients for each of these 9 regression models are provided in Table II.H.1.

Adjusted R-squared for models ranged from 3% (coordination of care) to 19% (global rating of all care).  The most consistent case-mix variables were age and the rating of care in the US.  Age was significantly associated with reports and ratings of care in every case, except for the getting needed care composite.  In particular, those 17-37 had significantly more negative perceptions of care than those greater than 65 year old.

The global rating of health care in the US was significantly associated with every dependent variable except preventive counseling.  Unstandardized coefficients ranged from 1.45 to 2.40 for this 0-10 item: We are interested in what you think about health care in general in the United States.  How would you rate health care in the United States?  Use any number from 0 to 10 where 0 is the worst health care possible, and 10 is the best health care possible.  How would you rate health care in the United States now?

Because of the possible endogeneity of this global rating item, we ran corresponding models in which the global rating of health care in the US was dropped.  We also dropped the race/ethnicity dummy variables because of the controversy of case-mix adjusting for race/ethnicity (all people should receive equal care, regardless of race or ethnicity).  Similar results were obtained in both model specifications for the variables in common (see Table II.H.2).

Race/ethnicity had significant associations with 5 of the 6 composites (all except coordination of care, which had very small cell sizes), but was not significantly associated with the global rating items.  These findings are consistent with analyses reported previously for CAHPS® 1.0 data (Morales et al., in press; Weech-Maldonado et al., in press).

Self-rated health and self-rated quality of life were both significantly positively associated with 4 of the 9 dependent variables.  Interestingly, gender was also significantly associated with 4 dependent variables.  Females reported more positive experiences with office staff and gave more positive global ratings of all care and the personal doctor or nurse, but expressed less positive experiences with preventive counseling (exercise and eating habits). 

Those with more than a high school education reported more positive experiences with getting needed care and office staff customer service than did those with a high school education.  In addition, those with more than a high school education had more positive ratings of care overall.  These findings for educational attainment are inconsistent with previous CAHPS® studies.

In accordance with the general CAHPS® recommendations, we recommend adjusting for age, health status, and education when comparing different health plans.  The results of the analyses presented here also suggest that adjusting for quality of life perceptions could be useful.  A single item rating of overall mental health has been recently recommended for inclusion in CAHPS® studies for case-mix adjustment.  Previous work has shown that the global quality of life items are highly related to mental health measures.  Hence, the important of quality of life in these analyses further supports the decision to include the overall mental health item.  Our analyses also indicate that global ratings of health care in the US may serve an important role as a case-mix adjustor in future studies.  Additional research is needed to determine the feasibility and potential value of adding this item to evaluations with the CAHPS® survey.

	Table II.H.1: Case-mix Variable Analysis: Fully Adjusted Models



	Case-mix Variable
	Getting Care Quickly
	Getting Needed Care
	Communication
	Coordination of Care
	Office Staff

	Age 17-37 
	    -8.13**
	2.48
	   -8.34**
	-12.62**
	  -12.52**

	Age 38-49
	    -8.16**
	-1.11
	 -3.79
	-6.25
	    -8.17**

	Age 50-59
	0.39
	5.79
	-3.68
	-5.12
	-3.58

	Age 60-65
	-4.29
	  5.48
	 1.37
	1.84
	-1.56

	Black
	 4.16
	-1.16
	 4.52
	-0.28
	 7.89*

	Hispanic
	   -6.33**
	   -6.67*
	    -4.91*
	1.93
	-4.63*

	Asian
	1.00
	-8.35*
	0.70
	-3.25
	-3.28

	Other race/ethnicity
	 3.47
	-0.54
	 0.98
	-16.73
	 3.46

	Female
	1.26
	-3.03
	 2.26
	-1.09
	    4.34**

	Less than high school
	 2.75
	3.60
	-3.27
	-4.56
	-2.31

	More than high school
	4.56
	    8.77**
	3.88
	6.68
	   6.59**

	Health rating
	    2.79**
	    3.46**
	   2.34**
	1.78
	0.61

	Quality of life rating
	0.53
	0.49
	  2.18**
	0.31
	1.61*

	US Health care rating
	  1.45**
	   2.10**
	  2.28**
	2.25**
	1.73**

	Intercept
	66.78
	76.18
	57.99
	57.95
	60.49

	Adjusted R-squared
	.065
	.068
	.164
	.032
	.107

	Sample size
	657
	676
	667
	401
	704

	
	
	
	
	
	

	Case-mix Variable
	Preventive Counseling
	Global rating of all care
	Global rating of personal doctor
	Global rating of specialist
	

	Age 17-37 
	-22.26**
	-9.77**
	-7.27**
	-9.85**
	

	Age 38-49
	-5.75
	-5.44**
	-5.57**
	-4.55
	

	Age 50-59
	-2.40
	-3.48
	-3.56
	-5.45
	

	Age 60-65
	16.89*
	-3.72
	-0.80
	-1.26
	

	Black
	20.63**
	2.63
	4.40
	-3.33
	

	Hispanic
	8.65
	-3.13
	-2.42
	-1.70
	

	Asian
	1.19
	0.25
	-3.31
	-0.75
	

	Other race/ethnicity
	-1.95
	-2.29
	-2.81
	0.08
	

	Female
	-14.94**
	2.45*
	4.75**
	-0.14
	

	Less than high school
	5.53
	4.39
	0.72
	3.51
	

	More than high school
	-0.80
	4.14*
	2.68
	2.06
	

	Health rating
	-3.05
	2.05**
	0.96
	0.84
	

	Quality of life rating
	2.80*
	1.92**
	1.55**
	1.20
	

	US Health care rating
	1.51
	2.40**
	1.44**
	1.13*
	

	Intercept
	18.71
	58.26
	68.34
	71.67
	

	Adjusted R-squared
	.106
	.189
	.105
	.030
	

	Sample size
	574
	661
	578
	409
	


Note: Unstandardized coefficients in each model are shown. * p <0.05 ** p < 0.01

	Table II.H.2: Case-mix Variable Analysis: Less than Fully Adjusted Models



	Case-mix Variable
	Getting Care Quickly
	Getting Needed Care
	Communication
	Coordination of Care
	Office Staff

	Age 17-37 
	-8.50 **
	0.35
	-9.89 **
	-13.49 **
	-13.61 **

	Age 38-49
	-8.19 **
	-3.59
	-5.57 **
	-8.47 *
	-9.39 **

	Age 50-59
	0.63
	4.91
	-4.31
	-5.40
	-3.29

	Age 60-65
	-3.67
	5.71
	0.22
	1.37
	-2.46

	Female
	0.43
	-3.36
	1.91
	-1.25
	3.87 *

	Less than high school
	1.30
	4.11
	-2.68
	0.76
	-1.49

	More than high school
	4.53
	9.01 **
	4.07
	8.10
	7.21 **

	Health rating
	2.78 **
	3.85 **
	2.46 **
	1.50
	0.76

	Quality of life rating
	0.84
	1.02
	2.62 **
	1.24
	1.95 **

	Intercept
	72.60
	84.78
	69.38
	64.67
	68.74

	Adjusted R-squared
	.037
	.041
	.100
	.023
	.075

	Sample size
	681
	701
	692
	417
	729

	
	
	
	
	
	

	Case-mix Variable
	Preventive Counseling
	Global rating of all care
	Global rating of personal doctor
	Global rating of specialist
	

	Age 17-37 
	-20.43 **
	-10.55 **
	-7.91 **
	-10.50 **
	

	Age 38-49
	-5.58 
	-6.90 **
	-6.68 **
	-5.55
	

	Age 50-59
	-0.95
	-3.90
	-3.15
	-5.93
	

	Age 60-65
	14.20
	-3.69
	-1.20
	-1.03
	

	Female
	-15.48 **
	2.07
	4.01 **
	-0.36
	

	Less than high school
	10.70
	6.22 **
	1.87
	4.70
	

	More than high school
	1.72
	4.98 **
	3.19
	2.39
	

	Health rating
	-4.22 *
	2.22 **
	0.96
	0.82
	

	Quality of life rating
	3.43 **
	2.45 **
	1.81 **
	1.64 *
	

	Intercept
	23.23
	69.46
	75.48
	75.16
	

	Adjusted R-squared
	.091
	.116
	.073
	.034
	

	Sample size
	596
	685
	600
	424
	


Note: Unstandardized coefficients in each model are shown. * p <0.05 ** p < 0.01

I.
Results from Respondent Debriefings

Introduction
From focus groups and cognitive interviews conducted during the instrument development phase of the G-CAHPS project, we had indications that there is some variability in the ways that people think about both the concept of group practice and about which medical professionals are involved in their care.  To learn more about how respondents formulated answers to the G-CAHPS survey of group practice patients, the Center for Survey Research (CSR) conducted debriefing interviews with samples of respondents from the Eastern Massachusetts and the Three-Cities field test sites. 

Sample Design

A sample of mail respondents was drawn from each medical group large enough to yield approximately 25 telephone interviews from each group, for a total of about 100 completed interviews.   The interviews were conducted in the early summer of 2000.

Data Collection Procedures
The debriefing interviews were conducted by specially-trained professional interviewers from CSR.  A minimum of 6 contact attempts were made to each sampled mail respondent.  Calls were placed during day-time and evening hours, on weekdays and weekends, on different days of the week, and in different weeks.  The debriefing instrument was programmed into the CASES computer assisted telephone interviewing (CATI) software from Berkeley, California.  A copy of the instrument is included as Appendix 9.

Questionnaire Design


The G-CAHPS debriefing instrument was developed to learn if respondents had any confusion about either the group practice referent or which providers to include in formulating responses to provider-specific items.  We also took this opportunity to examine the test-retest reliability of some key items by administering selected questions to the same subjects at different points in time.  To minimize respondent burden, a parsimonious instrument was developed that would take no more than 10 minutes to administer.

Analyses

To learn more about respondent understanding of the medical group referent, the stability of respondents’ answers over time, and their formulation of responses to global rating items, the analyses outlined below were undertaken.   

· A comparison of self-reported demographics of all mail respondents and the debriefing respondents was performed to assess if there were any important differences between these two groups.

· Other sites of care named by respondents who had not received all of their care at the sampled unit were categorized.

· Responses to the debriefing items that ask respondents to report what factors they included in their ratings of all health care received and their summary ratings of the medical group were analyzed in two ways: a) to see if named providers practiced with the sampled groups; and b) to learn if patients use the same or different criteria to formulate health care and medical groups ratings. 

· Responses to two items that differed only in the wording used to identify the referent group were examined.  In one version of the question, the sampled group is referred to as “your doctor’s medical group ”.  The question was repeated later in the instrument, but customized with the name of the sampled unit.

· To assess test-retest reliability, responses obtained by mail and those obtained during the debriefing interviews were compared for the four pivotal items included in both protocols.


Mail data for the Eastern Massachusetts site were collected by an outside vendor. For reasons of patient confidentiality, this medical group made a decision not to release the mail survey data for the debriefing sample.  Analyses that require data from the mail survey rely on paired data from the Three-Cities site.

Results

In all, 107 debriefing interviews were completed, with a minimum of 25 interviews in each sampled state (Massachusetts, Tennessee, Missouri, and Colorado). Once the goal of 25 completed interviews for a particular medical group was met, interviewing for the group was terminated, except for previously scheduled interview appointments and call backs.   The interviews took an average of less than 8 minutes to complete.

Mail respondents from the Three-Cities medical groups, were debriefed within 2 days to 4 weeks of receipt of their completed questionnaires; most within 2 weeks.  Information about the exact dates that instruments were received by the Eastern Massachusetts vendor were not available.  While the precise interval between date of completed questionnaire receipt and debriefing date is not known for this group, the timing of the interviews was approximately the same as for the other groups. 

It is not surprising that for this study that relied on a sample of respondents to an English-language instrument, neither refusals nor language barriers proved to be a problem. Only two mail respondents contacted by telephone refused to participate in a debriefing interview and there was only one encounter with what appeared to be a non-English speaking household.  Despite repeated calls back to this household, were we unable to communicate in English with the persons answering the telephone. 

Characteristics of Debriefing Respondents

As can be seen in Table II.I.1, respondents to the debriefing study were not significantly different from all mail respondents in the sampled groups with respect to age, education, or race/ethnicity.  

Table II.I.1:  Comparison of Demographics: Mail and Debriefing Respondents 
	
	
	Mail

%

(n)
	Debriefing

%

(n)

	Education
	<High School Grad
	16.0%
	17.3%

	
	HS Grad or more
	84.0
	82.7

	
	Total
	100

(891)
	100

(81)

	Race/Ethnicity
	White
	92.5%
	92.6%

	
	Black
	1.8
	3.7

	
	Hispanic
	3.9
	3.7

	
	Other
	1.8
	-

	
	Total
	100

(883)
	100

(81)

	Current Age
	18-34 years
	14.6%
	16.2%

	
	35 plus years
	85.4
	83.8

	
	Total
	100

(881)
	100

(81)


Referent Issues

Receipt of care from reference group practice

All but one of the debriefing  respondents confirmed that they had received care from the sampled group practice, but about half (52%) reported that they had also received care elsewhere.  These respondents were asked to name the other sites of care.  Most reported receiving this care in hospitals (48%) and from specialists (30%).  Because respondents did not identify these hospitals and specialists by name, this care was conservatively assumed to be out-of-group care. The remainder was about equally divided between in- and out-of-group care.  Reported in-group care (10%) was obtained at offices mentioned by name that are affiliated with the target medical group, while the out-of-group care (10%) was at named offices that are not part of the group. 

To learn if respondents were including providers from outside practices in their ratings of overall health care from the sampled group, we asked debriefing respondents to name which providers they had included when formulating responses to the following item:

How would you rate all your health care in the last 12 months from all doctors and other health providers at your doctor’s medical group?
Two sources were used to identify the groups’ practitioners: lists of group-affiliated physicians and communication with personnel at each of the groups.  It is worth noting that the medical groups found it problematic to create complete lists of affiliated physicians to use in this analysis.  We had to rely on one practice’s web site, the physicians listed on the letterhead for another, and for the two remaining sites, the names of physicians practicing at certain offices within the groups were not available at all.  Because we didn’t have complete group lists nor did we know how current the lists were, executives at each group were asked to review the names of doctors that did not appear on the group lists to identify additional providers associated with the group.

A large majority of the respondents who identified physicians involved in their care by name confined their ratings to that received from providers at the referent group practice.  Overall, 88% (range across groups: 75-100%) of the doctors that respondents identified by name were confirmed to be part of the target groups.  

Table II.I.2:  Respondent Identification of Providers at Referent Medical Group
	City
	Number of Physicians Named by Rs 
	Proportion Affiliated with Med Grp 

	A
	22
	86%

	B
	28
	100

	C
	24
	75

	D
	29
	90

	TOTAL
	103
	88%


To look at respondent identification of providers at the referent medical group in another way, we compared responses to two items in the debriefing questionnaire that ask about having a personal doctor or nurse (D8 and D11).  The first question repeats an item from the mail questionnaire that refers to the medical group of interest in a generic way as “your doctor’s medical group”, while the subsequent question (asked 3 items later) explicitly names the referent medical group.  

>D8<

      ... Do you have one person at your doctor's medical group you

      think of as your personal doctor or nurse?  [YES/NO]

>D11<  Is your personal doctor or nurse part of {NAME OF SAMPLED UNIT}?  [YES/NO/DON'T KNOW]

There was an 88% agreement between responses to these two debriefing items.  This reasonably high level of agreement lends support to the decision of the G-CAHPS team to design an instrument that could be administered with very little customization.  

Table II.I.3:  Comparison of Responses to Items Asking if Personal Doctor or Nurse Practices with Referent Group
	
	D11: Personal doctor or nurse part of

 {GROUP NAME}

	
	Yes

(n)
	No

(n)
	Don’t

Know

	D8: Personal doctor or nurse part of “your doctor’s medical group”
	Yes
	66
	4
	1

	
	No
	3
	2
	1

	
	Total
	69
	6
	2


Health Care Providers

In general, patients had little trouble reporting their experiences with providers using the G-CAHPS instrument.  Most found they had no difficulty identifying whether or not they had a personal doctor or nurse at the target medical group or rating that provider. 

Only 6% of debriefing respondents (n=5) reported that they had doubts about which provider to include as a personal doctor or nurse (D8).  All of these respondents affirmed having a personal provider that was part of the group, but they also reported difficulty in having to choose one as a personal doctor from a number of clinicians who provided their care.  This difficulty could be selecting the preferred provider from a number of good ones, as was the case for the respondent who was torn between a primary care physician and a nurse practitioner, and another who had a “heart doctor, a pulmonary doctor, and a primary”, but knows “who to ask for in certain situations”.   For other respondents the difficulty in selecting a personal provider arose when they had to choose one clinician when they did not like one of their providers: one had recently switched to a new doctor after “the best one for me” retired and he didn’t know yet if the new doctor could adequately “fill the shoes” of the predecessor.  Another reported that the “questionnaire made you feel like you were answering about both doctors”, even though she had mixed reviews of her providers.

Test-Retest Reliability
Four of the mail questionnaire items were repeated in the debriefing interview: receipt of care at the sampled group; have a personal doctor or nurse; and the global ratings of all health care and of the medical group. There was relatively high retest reliability in three of these four key questions, the overall rating of the group being the exception.

Receipt of Care from Referenced Group Practice

When asked if they had received care at the group practice office from which they had been sampled, debriefing respondents demonstrated over 95% agreement with their original answer to the same question in the mailed questionnaire.

Have a Personal Doctor or Nurse

During the debriefing interview, mail respondents were asked once again if they had a personal doctor or nurse.  There was over 90% agreement between their answers at two points in time to this dichotomous item.

Global Ratings

Respondents were asked to rate both their overall experience at the medical group and all of their health care.  With a Pearson correlation coefficient of .71, the overall rating of the medical group demonstrated a lower retest reliability than the rating of all health care provided (Table II.I.4).

While the self-administered and interviewer administered responses to these items were positively correlated, the ratings obtained by telephone were higher in both cases.  This test-retest analysis may be somewhat confounded by the variation in data collection protocols.  While CAHPS® mode tests have generally had consistent ratings across modes, the personal doctor ratings have occasionally been higher by phone. 

Table II.I.4:  Test-Retest of Global Ratings

	Rating
	Mail

(mean)
	Phone Debrief

(mean)
	n
	r
	p

	All Health Care from doctors and other providers
	8.33
	8.79
	75
	.824
	<.001

	Overall Experience with Medical Group
	8.09
	8.63
	76
	.708
	<.001


Pearson correlations

Rating of Providers vs Rating of Group

The rating of all experiences at the medical group, modeled on the CAHPS® 2.0 health plan rating item, is novel to G-CAHPS.  The ratings of all health care received and of the medical group are fairly highly correlated (r=0.73), but an examination of the lists of what factors respondents included in each of the ratings made it clear that they routinely use different criteria for these ratings. In the rating of all health care, nearly all mentioned thinking about “doctors” specifically (and two people also included wait times in formulating this rating).  In contrast, when arriving at an overall rating of the medical group, respondents not only talked about interactions with physicians, but also mentioned a variety of other criteria.  Additional criteria included: 

· ease or difficulty in arranging appointments; 

· wait times both on the telephone and in the office; 

· reaching a person rather than a recorded message when calling the office;

· “convoluted” voice mail systems; 

· courtesy of the staff; 

· quality of pediatric care; 

· provision of pain medication; 

· limited urgent care hours; 

· and the ability to make appointments with primary care physician rather than with a physician assistant or nurse practitioner.

Table II.I.5:  Comparison of Debriefing Respondents’ Mean Global Ratings of All Health Care and Overall Experience with Group
	Rating
	Phone Debrief

(mean)
	n
	Std. Error
	r
	p

	All Health Care from doctors and other providers
	8.71
	104
	0.15
	.744
	<.001

	Overall Experience with Medical Group
	8.61
	105
	0.16
	-
	-


Reported Difficulty with Mailed Questionnaire
About one in five debriefing respondents reported that they remembered having had problems or question when they completed the mail questionnaire.  A few found the instrument redundant, and others thought some of the questions were difficult to understand.  Some respondents had difficulty answering physician specific items because of short tenure with their providers.  One wished there had been a question about satisfaction with doctors’ willingness to refer to specialty care.  Others had difficulty generalizing across positive and negative experiences.  One found it almost impossible to tease apart care provided by a single clinician and care provided by the entire group.  Another reported being confused by the question that asked about the doctor “knowing about her personal issues”. 

Discussion

We knew from focus groups and cognitive interviews that some patients have difficulty with the concept of medical group practice, and although the evidence is limited, owing to few debriefing interviews and being hampered by imperfect lists of physicians practicing with the groups, we found that most patients get the medical group referent right.  Some don’t, but it is difficult to know how to do it better.

Any time items are retested, inconsistencies emerge, some of which are hard to explain.  Respondents can key on different parts of a definition the second time they hear a question.  This does not mean that people are bad respondents.  The variation in medical group ratings between the mail and the debriefing interviews may point to the increased complexity of respondent-reported criteria for this rating. When rating overall health care, respondents basically confined the rating to their experiences with medical providers, while in rating overall experiences with the group, they include many other aspects of their care.  The measure of all health care was more stable than that of overall experience at the group.  This is a more complex rating for respondents, requiring respondents to think about more dimensions and issues.  It is reasonable that patients would focus on different aspects of their experiences at different times.  Respondents’ differing conceptualizations of what is included in the ratings of all care and of the medical group lend support to keeping the overall medical group rating in the Beta test version of the G-CAHPS instrument.

Based on evidence from the personal doctor or nurse questions, we find little need for customization of the instrument.  Printing and other costs are minimized when the sampled group is referred to by name only on the cover and first page of the instrument.  A larger question is whether respondents think about the sampled unit when they answer report items, and whether they keep this unit in mind throughout.  See Section F: Medical Group Referent Issues for an in-depth discussion.

III.
RECOMMENDATIONS

A. Revisions to the G-CAHPS Field Test Instrument

Based on field test results and input from stakeholders, the G-CAHPS instrument was shortened and a number of items revised.  The revised G-CAHPS instrument, which appears in this report as Appendix 5, also incorporates changes to core CAHPS items agreed to by members of the CAHPS instrument group in October of 2000.  The revised questionnaire includes 43 core items and 19 supplemental items.  

Although we expect this questionnaire to undergo continued testing and refinement, the G-CAHPS research team concludes that there is sufficient evidence of reliability and validity to commend the instrument for broader use.  Issues that warrant further testing and consideration prior to large-scale implementation of the instrument include:

· Use of the referent “doctor’s office or clinic” in place of “doctor’s medical group” which was used in the Three-Cities and Eastern Massachusetts test sites, or “your doctors’ offices or clinics” which was used in the California;  

· Revised instructions off of Question 1 which direct the respondent to answer questions with respect to multiple sites of care within the group if they were seen at multiple sites;

· The ability of patients who have received outpatient care from sources other than the sampled unit to think only about the sampled unit when answering the questionnaire;

· The addition of new access items to the G-CAHPS core in light of the limited ability of those questions to discriminate among groups and the importance of this aspect of care in group-level assessments of performance, and;
· The impact of translation into multiple languages, as prior experience with CAHPS indicates that translation into Spanish and other languages may result in changes to the English-language items. 
B. Selection Criteria and Frame Construction

There are broader analytic issues to consider with regard to sampling criteria than those outlined in the section on frame construction (Section II.B).  For this demonstration, patient eligibility was defined as any billable visit in the previous 12 months.  Alternatively, eligibility could be predicated on a visit with a primary care provider in the last year. However, some groups may not be able to identify PCP visits in their administrative data. 

We recognize that when sampling from a primary care group the ‘any visit’ and ‘PCP visit’ criteria define largely overlapping universes.  The issue is with multi-specialty groups.  If eligibility is not limited to evaluation and management codes, i.e., PCP visits; cross-group comparisons of multi-specialty and primary care groups can be muddied.  For maximum comparability, future G-CAHPS® users might want to consider limiting eligibility to evaluation and management codes if groups have the data capacity to obtain those codes.  

Another possible strategy that does not rely on visits at all is the CAHPS® approach, where sampling frames are provided by health insurance plans.  For a CAHPS® study, eligibility is not dependent on a visit, but current enrollment in the target health plan.  It is not clear that practice management systems would be able to comply with requests for lists of all current patients irrespective of care in the last 12 months.  While it might not be so problematic to identify patients enrolled in managed care organizations, it may be very difficult to create lists that also include fee-for-service and uninsured patients.  

  Following the CAHPS® model, G-CAHPS respondents are screened for relevant experience, and those with no experiences are skipped out of subsequent substantive questions.   The current G-CAHPS instrument was developed to be administered to samples of patients who have had office visits.  It is not really usable for patients who have not had a visit; very few questions remain to be answered once a respondent has skipped out of visit-dependent items. In the CAHPS® model, health plan members who have not had a visit can report on their experiences with such non-visit dependent domains as customer service and enrollment.
Another consideration in decisions about eligibility is the issue of ‘rolling up’ group data to the health plan level.  For plan level roll ups to be viable, decisions about eligibility based on users as opposed to plan enrollees will have to be resolved.  Please see Section III.D for an in-depth discussion of plan level roll ups.

C.  Guidance on Minimum Sample Size

The CAHPS® standard is 300 completed surveys and 100 completes for the items applying to the smallest subsets of participants.  Both formal power calculations and field experience have demonstrated that these sample sizes provide good power to detect plan deviations from the overall average.  This power is particularly good when the number of groups being compared exceeds about 20.  With 100-150 provider groups,
 the power from 300 completes is as good as 375 completes per group with 5 groups, 333 completes per group with 10 groups, and 306 completes per group with 20 groups in a CAHPS® setting.  Unless future applications of the provider survey include new items that are applicable to fewer than about 30% of respondents, 300 completes per provider group provides power similar to that provided in most CAHPS® applications.  This would involve 30,000-45,000 total completes.  

HEDIS Sample Sizes

NCQA requires 411 completes per unit for all HEDIS measures.  The principle behind this sample size is that is provides 80% power to detect a true 10 percentage point difference in proportions between two plans (or, here, provider groups) at the 95% level of confidence in the worst case for proportions  (a true mean proportion at 50%)- e.g. 45% vs. 55%.   This would also allow the detection of an effect size of 0.20 standard deviations between two plans for a continuous measure.

There are two reasons that CAHPS® generally recommends smaller sample size than NCQA.  First, CAHPS® generally uses continuous, approximately normally distributed outcomes, which provide better power than proportions.  Second, whereas NCQA’s sample size is based on power for the comparison a each plan to any other single plan, CAHPS® focuses on power for a comparison of a single plan to the overall group average in the set.
  With 100-150 provider groups being compared, 300 per plan provides as much power for the single-plan-versus-group as 594-596 per plan would provide for the single-plan-versus-another-single-plan comparison: 80% power to detect a 8.3 percentage point deviation from the group average in a proportion or to detect a 0.16 standard deviation difference from the group average with 95% confidence.  The minimum 100 responses for items applicable to subgroups is designed to allow detection of moderate effect sizes (0.29 to 0.40 standard deviations from the group mean at the same levels of power and confidence discussed above) for comparison sets of 15 or fewer plans.  Power with 100-150 provider groups would be very similar for that with 15 plans: effect sizes of 0.28 standard deviations could be detected. 

Empirical Data From Field Test  

Field test data can further inform the decision on the minimum sample size per physician group by providing information about the degree of variability in provider group mean ratings and about the level of applicability of specialized items.  In the Three-Cities data, the items with the lowest rates of applicability were the global rating of the specialists, the two items regarding coordination, and two items within the access composite.  All of these items applied to approximately half of the participants, so that 200 completed surveys would yield about 100 responses for these items and 300 completed surveys would yield about 150 responses for these items. 

One can also determine what sample size per provider would be needed to distinguish groups with 0.70 reliability (using the Spearman-Brown prophecy formula), given the amount of variability between groups observed in the California and Three-Cities field test data.  Two hundred fifty completes per group would suffice for the level of variability observed for five of six composites in the California field test and four of six composites in the non-California field test.  This sample size would also suffice for the observed variation in the global rating of all care in both samples.  The composites and global ratings for which 250 observations per group were not sufficient showed so little variation that 0.70 reliability could be achieved only with very large sample sizes, generally 550 completes per group of more.

How Small Can The Sample Size Be?  

The danger of small sample sizes is that reported differences that are apparently large and will likely be interpreted as meaningful by consumers might be easily due to chance (sampling error).  In other words, it is incumbent upon us to employ a sample size large enough to ensure that any difference that reaches a threshold of practical significance (as judged by consumers) also corresponds to a statistically reliable difference.  Cognitive testing could be used to help determine what differences consumers consider large enough to influence their decisions, but the example that follows may be helpful in the meantime.  

Consider the item asking whether it is “not a problem,” “a small problem,” or “a large problem” to get needed care.  Let us assume that we report the percentage of respondents who said that it was “not a problem,” and that the average group surveyed reported 70% not a problem.  Table III.C.1 examines the consequences of 300, 200, 100, and 50 completes per provider group.

With 300 completes per provider group, any difference between two plans of more than 11% is unlikely to be due to chance (the probability of this is less than 5%).  In other words, a consumer could safely assume that if group A reports 80% not a problem and group B reports 68% not a problem that consumers at group A have fewer problems in getting needed care.  Likewise, any group with a reported not a problem rate that was less than 63% or greater than 77% could safely be interpreted as being worse or better than the group average in this aspect.  With small numbers of completes, the performance becomes unacceptable.  For example, with 100 completes, a group with 58% not a problem is not necessarily worse than a group with 76% not a problem, and is not even necessarily below average, even though consumers would be likely to draw these inferences.

This report considers two approaches to determining minimum sample size.  The first approach, calculating sample sizes needed for an overall level of group-level reliability using the Spearman-Brown formula, is based on the magnitude of empirically observed differences among groups.  This approach argues that the magnitude of differences that should be reliably detected increases with the magnitude of empirically observed differences.  By this standard, if provider groups differ more than health plans, it would then be permissible to reduce sample size, since only larger differences would need to be reliably detected.  The field test suggests that variability among provider groups might be sufficiently large to allow reduced sample sizes by this empirical standard, but too few markets have been examined to know reliably whether provider groups exhibit more empirical variation in CAHPS ratings and reports than health plans.

The second approach sets an a priori standard of what the smallest difference that is of practical importance to consumers, and which must be reliably detectable, regardless of the average amount of variabilty among provider groups that is observed empirically.  If consumers always consider a 12% difference between plans on a dichotomous item meaningful, regardless of whether plans are at 40%/45%/49%/52% or 20%/40%/52%/70%, this standard applies.  If consumers have the same standards for what constitutes a meaningful difference among provider groups as for what constitutes a meaningful difference among plans, the CAHPS sample sizes would be equally applicable for provider groups.

Summary Of Sample Size Recommendation

Three hundred completes per provider group appears to be sufficient for most anticipated uses of the survey at the provider group level and is necessary for many anticipated uses.  Depending on the criteria by which minimum sample sizes are set, future information on empirical provider group variability may suggest somewhat reduced sample sizes in the future.

	Table III.C.1: Maximum Differences That Would Occur by Sampling Error 5% of the Time Among Equivalent Provider Groups



	Completes per provider group
	Maximum difference between two plans that is attributable to chance
	Range of “Not a Problem” Rates that are within chance of the overall average of 70% (assuming 30+ groups)

	300
	11%
	63-77%

	200
	13%
	61-79%

	100
	19%
	57-83%

	50
	26%
	52-88%


D.
Prospects for Plan-Level Roll-Ups and Group-Level Roll-Downs

Thoughts About Rolling-Up From Groups to Plans

The question has arisen regarding whether provider group ratings can be used to represent plans, thus eliminating the redundancy of double-surveying the same populations.  Let us assume for the moment that one is content to apply the “any utilization” trigger to both medical groups (where it is largely necessary) and to health plans (where traditionally CAHPS uses the standard of six months continuous enrollment).  It appears that 100-150 provider groups would account for about 80% of plan membership in California.  Given 13 plans, the sample sizes that would naturally accrue to plans through simple random samples of 300 completes per provider group would be very large, perhaps an average of about 3000 per plan.  The problem with going no further than this is that we systematically omit plan members who are not enrolled in the 100-150 surveyed (larger) provider groups.  We would expect the omitted patients to differ systematically in demographic characteristics (perhaps more rural, for example), and also perhaps in CAHPS® ratings.  This would result in a sample that is not a probability sample.  In particular, the resultant bias would be likely to be large if the proportion of members uncovered varies substantially from plan to plan.

The solution to this bias is quite inexpensive in terms of sample size.  We can divide plan membership into two strata: those members in surveyed provider groups, and those members not in surveyed provider groups.  We would supplement the simple random samples of 100-150 provider groups with small simple random samples from the stratum of members not in surveyed provider groups within each plan. This would allow valid inference to plans while only increasing the total sample size need for provider group inference alone by 3-4%.  

Weights would be needed for inference at the plan level.  These weights would mainly up-weight the supplemental non-covered stratum relative to the members in surveyed provider groups, but would also correct for differences in the representation of provider groups from plan to plan.  This would involve some design effect at the plan level, but one easily accommodated by the large plan-level sample sizes.  Even with design effects as large as 3-4, effective sample sizes would be about 1000 per plan, resulting in excellent power for plan-level inference.

Now let us consider the goal of rolling up medical groups to characterize health plans, where health plans would be characterized by the traditional population of all members continuously enrolled for six months.  Two discrepancies would need to be considered.  First, the above plan would exclude non-using members of the health plan.  Second, the above plan would inappropriately roll-up users with less than six months enrollment to plans.  


The first problem could be handled by conducting a short supplemental survey of non-user plan members and combining these results with results from the standard instrument for the applicable items, applying appropriate weights to the supplemental sample.  Unless the proportion of non-users was exceptionally high, this supplemental sample would probably be small, and the total cost would probably be modest.  The second problem could be addressed by excluding medical group respondents with less than six months of continuous enrollment from roll-up and adjusting weights accordingly.  It is likely that the number of such exclusions would be modest relative to the ample sample size at the plan level.

Thoughts About Rolling-Down From Plans to Groups 

The most obvious difficulty with this approach is that sample size that are sufficient for good inference for plans (300-400 completes per plan) will result in very small sample size in provider groups, even with careful stratification by provider group within plans.  This is simply because provider groups are significantly more numerous than plans.  Effective roll-down would require a very large, disproportionately stratified sample at the plan level (stratifying by provider group), with the sample sizes for a given provider group proportional to the proportion of that provider group’s members who used the plan in question.  Sample sizes would be constant for provider groups, but would vary by plans (larger samples for large plans and plans that contract with more provider groups), raising questions about how to distribute survey costs. In this scenario, weights would be needed to combine the plan by provider group cells for both provider group reports and for plan reports.  The issues regarding the discrepancies between traditional plan and group sample eligibility criteria addresses under “roll-up” also apply here.

E.
Reporting Results to Consumers

Background
The larger CAHPS® project has had a history of developing survey instruments and consumer report formats in tandem so that the survey informs the reporting and vice versa.  Cognitive testing of both surveys and report formats is typically done in addition to psychometric work to identify and/or confirm the structure of reporting composites.  Due to financial constraints in this study, no funds were made available for development and cognitive testing of report formats.  However, in this section of the report, we make recommendations to those who will be further developing and implementing this survey about reporting issues.  We do this based on: (1) a review of what others who have used survey data to report to consumers about medical groups have included in their reports; (2) input from the CAHPS® intergrantee Reports Team regarding lessons from other CAHPS® reporting efforts that are applicable to this survey; and (3) the results of our preliminary analyses of the G-CAHPS field test data regarding scoring of composites.  

We recognize that important audiences for this survey are medical groups, clinics and other sites of care, health plans and other purchasers of medical group services.  We also know that there are existing consumer survey-based reports aimed at these audiences that are being used and cover some of the same domains included in the G-CAHPS survey.  However, for purposes of this report, as has typically been the case in CAHPS® surveys, we are focused strictly on consumer reporting issues.

Potential G-CAHPS Reporting Measures  

The factor analysis of the Three-Cities field test data, discussed earlier in this report, identified a number of potential reporting factors from this survey:

· Doctor/Patient Communication

· Getting Needed Care

· Getting Care Quickly

· Coordination of Care

· Preventive Counseling

· Office Staff Behavior

In addition, the survey included four global ratings that could be considered potential reporting factors:

· Rating of personal doctor or nurse

· Rating of specialists

· Rating of all care by doctors/nurses in the medical group

· Rating of overall experience with the medical group

Recommendations Based on What Others Have Reported to Consumers about Group Practices and Similar Organizations  

Before deciding which of these composites and ratings to recommend for G-CAHPS consumer reports, we made an effort to identify as many projects as we could in which organizations collected and reported survey data to consumers that compared the performance of different medical groups or care systems.  Table III.E.1 includes information on reports from several different surveys, some at the medical group level, some at the clinic or site of care level, and some at the care system level.  The items reported in each survey are shown in bold and shaded and items measured but not included in the reports (except as they are summarized by composites) are also shown.  Table III.E.1 also shows the composites, sub-items, and ratings included in the G-CAHPS survey.  In the column for the G-CAHPS survey, the bolded/shaded items are those we believe are the best candidates for reporting to consumers. 

There is remarkable consistency between the G-CAHPS factors and ratings included in Table III.E.1 and those reported by groups using earlier versions of the CAHPS® survey, adapted for use at the medical group and clinic level
:

· The Pacific Business Group on Health (PBGH) reports a wealth of detail on medical group and provider performance.  Most of the major dimensions reported in summary tables are similar conceptually to the factors and ratings identified for the G-CAHPS survey.  For example, they report overall satisfaction with the medical group, overall rating of care, ease of getting care, promptness of care, doctor’s communication skills, and courtesy of office staff.  The operational definitions of these reporting dimensions differs somewhat from the G-CAHPS factors.  In addition, they report on technical quality of care, on preventive practices and outcomes, and on access to and quality of specialty care.

· With the exception of the preventive counseling and coordination of care composites and the rating of all health care (which are not reported), the dimensions reported to consumers by Buyer Health Care Action Group (BHCAG) and the State of Minnesota Department of Employee Relations (DOER) from their joint CAHPS®-based survey of care systems are identical in contents to the composites and reports derived from our analyses of the National field test data.  Each of their reported composites includes the same items as fall in the G-CAHPS composites.

· The Minnesota Health Data Institute (MHDI) prepared a report for consumers in the Minnesota Northland area also based on an adapted version of the CAHPS® survey.  This consumer report, which compared individual clinics within two care systems, included all of the dimensions in the BHCAG and DOER reports plus a rating of all health care.  However, the Northlands report excluded the “referral” item from its presentation of information on getting care.

· Another consumer report was prepared by the Employer Health Care Alliance covering Madison and southwest Wisconsin medical groups.  This report included information on a number of composites (communication, getting care quickly, and staff service)  as well as on the individual items that make up these composites.  These composites were based on the same set of items derived from the G-CAHPS national field test data.  The report also included personal doctor or nurse and all health care ratings.  With the exception of information on getting needed care and referrals, this is essentially identical to the information provided in the various Minnesota reports.

· PacifiCare, using its own survey, reported on three dimensions of clinic service, each based on a single item.  Their report included indicators of: satisfaction with medical group; satisfaction with the primary care physician; and satisfaction with referrals.

· Finally, National Research Corporation studied individual physicians using, in part, a CAHPS®-like survey.  They gave a “seal of approval” to about 80% of physicians on the following dimensions: communication, quality of care, access to care, and staying healthy. Their dimensions, though defined by different items, largely overlap with those coming out of our analyses.

In general, this review suggests that a minimum report set would likely include:


Three measures related directly to performance of the medical group: 

· getting timely care, 

· office staff behavior, and 

· rating of overall experience with the medical group


Four measures related to doctors and the care they provide:

· doctor-patient communication,

· getting needed care and referrals,

· rating of personal doctor or nurse, and

· rating of all health care.

Of all of these, the one that seems least supported by past practice is the “getting needed care and referrals” dimension.  This dimension was used in only three of the six reports, while all of the other dimensions were used in either four or five consumer reports.

The last page of this table indicates that the most frequent ways of presenting information from the survey are bar charts and seals of approval.  No information is shown for the G-CAHPS survey because no prototype reports have been developed.

Input from the CAHPS® Intergrantee Reports Team  

Based on the results of psychometric analyses and the above analysis of previous consumer reports, the G-CAHPS team held a discussion with the CAHPS® Intergrantee Reports Team which used a set of questions to elicit their input on what measures to report and how to report the results of G-CAHPS surveys to consumers.

We should note, before turning to their recommendations, that many of the lessons learned from cognitive testing of report formats for other CAHPS® surveys were applied in the development of the G-CAHPS survey instrument itself and to the formulation of potential reporting factors from this survey.  For example, all items in each proposed composite use the same response scale, which makes it easier to explain the meaning of composites to consumers.  In addition, the conceptually complex concept of access to care (initially a single factor in our factor analysis) was divided into two simpler components that have been reported to consumers from other CAHPS® surveys – “getting needed care” and “getting timely care.”

The discussion with the Reports Team focused on several issues.  Below are the recommendations of the Reports Team with respect to each issue discussed.

Retention or deletion of the “overall experience with the medical group” item  

The Center for Survey Research (CSR) did test-retest reliability analyses of several items, including ratings of all care and ratings of overall experience with the medical group.  As indicated in earlier sections of this report, these items are very highly correlated (r = .87).  The overall test-retest reliability coefficients were .82 for the “all care” measure and .71 for the “medical group experience” measure.  Because of the redundancy of the two measures and because the overall care measure is both more reliable than the medical group item and is comparable to one measure that has been reported at the health plan level, the G-CAHPS Team sought input from the Reports Team on whether to retain or drop the “medical group experience” item from the survey and, therefore, consumer reports.  Since the earlier analyses are suggestive of construct as well as face validity for the “medical group experience” item, the Reports Team argued for keeping both items, at least for now.  However, they did suggest that those who complete the development of reports for this survey do substantial cognitive research to determine the usefulness and appropriateness of using one or both items in consumer reports.

Separation or integration of the two access sub-domains, “getting needed care and referrals” and “getting care quickly”  

The single access factor identified in the initial factor analyses of the National field test data was subsequently divided into “getting care and referrals” and “getting care quickly.”  This was done for three primary reasons: (1) the response scales for these two sets of items are different; (2) CAHPS® has distinguished these sub-dimensions in its plan level reports; and (3) others have chosen to make this distinction in reporting medical group and clinic level data to consumers.  Before finalizing this decision, the G-CAHPS team sought input from the inter-grantee Reports Team on this issue.  The Reports Team again argued that this question should be subjected to empirical study as part of any reports development effort related to the G-CAHPS survey.  This is particularly the case because the medical referent group analyses suggested that respondents view “getting care and referrals” as a provider-controlled activity while they view “getting care quickly” as under the control of the medical group.  If this is the case, they may not only need to be maintained as separate reporting variables, but they may also need to be positioned differently in medical group reports than they have in CAHPS® health plan reports, where both are shown as reflecting different aspects of one construct -- access.

Whether or not to include the “preventive counseling factor” in consumer reports

One dimension included in the G-CAHPS list of potential reporting factors, “preventive counseling,” has not been included in previous consumer reports on clinic or medical group performance.
  The correlations with ratings of all health care and with medical group experience are quite low for these diet and exercise items. Moreover, CAHPS® surveys and reports have typically excluded these items because of problems with attribution at the health plan level (since consumers have indicated that they, more than their health plans, are responsible for such behaviors).  Since medical groups are more directly in touch with patients than are health plan, we asked the inter-grantee Reports Team for their views on whether or not attribution concerns are likely to apply to reporting prevention measures at the medical group level.  The Reports Team was uncertain about whether or not to report this composite to consumers.  They argued that the closer to the provider level this question is asked, the more appropriate it is for respondents to make meaningful attributions.  They also argued that maintaining and studying these items was important because of the relevance of preventive counseling to goals for the nation explicitly included in Healthy People 2010.  However, they also contended that this composite, while unlikely to be useful in a consumer report, might well be very important for quality improvement if reported to medical groups and those who pay for their services.  On the bottom line, there was general agreement that the items warranted a place in the survey and should be studied further to see if they are suitable for reporting to consumers.

How to graphically display the survey results

There have been a variety of conventions used to report comparative care system, medical group, clinic, and provider data to consumers.  Key report elements in the projects reviewed in Table 

III.E.1 include:

· PBGH used numerical averages on each dimension for each medical group, up and down arrows in the same display indicating whether or not the number differed from the average of all groups, and averages for all groups in the relevant comparison set as a benchmark, and a “blue ribbon” seal of approval for medical groups that are outstanding not only on the survey data but on a larger set of indicators of group performance.

· BHCAG and DOER used one, two, or three squares that differed in color in a summary table of composites showing better than average, average, and below average clinics, actual numbers for average ratings of each clinic, and 3-part bars, ala CAHPS®, for individual composite scores.

· MHDI used 3-part bars for all reported items with composites scored as either (a) sometimes/never, usually, always or (b) big problem, little problem, no problem and ratings scored as 0-6, 7-8, 9-10.

· The Alliance used bars, as described above, for all clinics.  On individual items (but not on composites), they also reported a benchmark, from the NCBD database, of the highest scoring health plan in that database.  Unlike the CAHPS®, BHCAG, and MHDI bars, the Alliance bars had grey shading in all three segments, with excellent on the left and shading getting lighter as the categories moved to good and fair/poor.

· Pacificare awarded stars to all clinics scoring a 9 or 10 on a ten point scale but no stars otherwise and counted up the total number of stars awarded as a summary index labeled “total best practices.”

· National Research Corporation awarded seals of approval to most physicians (about 80% in each category).  It also summarized these under the column headed “Total” with words saying, for example, “2 out of 4.”

Since members of the Reports Team have been involved in the development of a number of the report formats used in the above reports as well as in the development of the various CAHPS® report formats, we sought the input of this group on how to graphically present the G-CAHPS data.  There was strong support from the Reports Team for the idea of reporting only bars to consumers based on the problems experienced in using both stars and bars in the CAHPS® template.  Although the small squares used in the BHCAG and DOER reports eliminate the movie/restaurant rating interpretation of the stars, those reading the reports remained confused about whether these symbols should be interpreted as representing absolute or relative differences between care systems .  The Harvard Team has experimented with up and down arrows in other CAHPS® reports (to indicate above or below average) but found that these symbols were even more confusing than the original CAHPS® stars.  No results are available for the interpretability of the numerical scores plus stars used by PBGH.  The Reports Team suggested continuing efforts to include meaningful benchmarks along with the bars and suggested this as an area for further research in development of consumer report formats for the G-CAHPS survey results. 

Other issues 

Due to their long experience in developing report formats and providing feedback to the survey designers for the different CAHPS® surveys, we also sought general input from the inter-grantee Reports Team on any other issues they thought would need to be considered in developing report formats for consumers or in implementing the G-CAHPS survey.  They came up with the following list of items that should be considered by those eventually charged with finalizing the survey and developing consumer reports:

· The Reports Team argued that substantial work needs to be done to properly set the context for the data to be reported to consumers from G-CAHPS.  For one thing, just as it was with health plans, it will be important to explain to consumers how the medical group can influence the care provided through care management practices and that group practice is more than just an administrative arrangement.

· They also worried that the closeness of the medical group to the actual delivery of care might be a worry to survey respondents who are told that the data will be used to evaluate their group practice.  They might be concerned that their responses could directly influence the care they get and might be particularly worried about confidentiality of the information they provide.  We should note, however, that this was not a major concern expressed by those in our cognitive interview, debriefing interview, or focus group studies for the G-CAHPS survey.

· With the likely smaller sample sizes to be used in this survey versus the current CAHPS® surveys, they worried that those viewing the reports would be concerned about the extent to which the data was based on “people like them” and that they would need some reassurance in this regard to trust the data.

· Since this survey hits much closer to home for providers than do the health plan surveys, the Reports Team thought it would be very important to have significant provider input to both the survey and reports development process.  They also thought that the G-CAHPS team should be particularly sensitive to the attribution problems of the survey since the results might have significant direct impacts on provider caseload and income. 

· Since there are likely to be a fairly large number of units compared in medical group reports, the Reports Team felt that the lessons from CAHPS® large area projects (e.g., statewide reports) would apply.  One way to reduce the level of noise in the data might be to provide the information interactively, so that only a subset of the groups (meeting certain criteria) would be shown in any particular display.  As with other CAHPS® reports, this filtering will be much more difficult in print reports.

Taken as a whole, the data and input discussed in this section provide a road map for those to follow about what to report and how to report it.  Since funds were not allocated to this project for report development, there needs to be a significant amount of additional research done before an effective means of reporting G-CAHPS data can be developed.

Table III.E.1. Comparison of Potential G-CAHPS Report Dimensions with Dimensions Reported in Earlier Studies
	Concept
	Domain

   * Measure/Item Within Composite
	G-CAHPS

Composites & Items
	PBGH Consumer Satisfaction 

Survey

	BHCAG/ DOER Care System

Surveys

	MHDI Northlands

Clinic Survey

	 Alliance Medical Group Survey

	PacifiCare Quality Index Survey

	NRC Physician Survey


	Measures Related to Perfor-mance of Medical Groups, Clinics, or Care Systems
	Getting Timely Care
	C
	C
	C
	C
	C
	
	C

	
	   * For Routine Appointments
	X
	
	X
	X
	X
	
	

	
	   * For Illness or Injury
	X
	
	X
	X
	X
	
	X

	
	   * Office Wait Time
	X
	
	X
	X

	X
	
	X

	
	   * Phone Help or Advice
	X
	
	X
	X
	X
	
	X

	
	Office Staff
	C
	C
	C
	C
	C
	
	

	
	   * Courtesy and Respect
	X
	
	X
	X
	X
	
	

	
	   * Helpfulness
	X
	
	X
	X
	X
	
	

	
	Preventive Counseling
	C
	X1
	
	
	
	
	C

	
	   * About Foods You Eat
	X
	
	
	
	
	
	X

	
	   * About Exercise
	X
	
	
	
	
	
	X

	
	Specialist Care
	
	C
	
	
	
	
	

	
	   * Ability to See Specialists
	
	X
	
	
	
	
	

	
	Medical Group-Related Ratings
	
	
	
	
	
	
	

	
	   * Medical Group/Clinic Rating
	X
	X
	X
	X
	
	X
	

	
	   * Care System Rating
	
	
	
	
	
	
	


	Measures Related to Doctors and the Care They Provide
	Doctor-Patient Communication
	C
	C
	C
	C
	C
	
	C

	
	   * Explain Things Clearly
	X
	X
	X
	X
	X
	
	X

	
	   * Listen Carefully
	X
	X
	X
	X
	X
	
	X

	
	   * Respect for What You Say
	X
	
	X
	X
	X
	
	

	
	   * Spend Enough Time
	X
	
	X
	X
	X
	
	X

	
	Getting Needed Care/Referrals
	C
	C
	C
	C
	
	
	

	
	   * Problems Getting Care
	X
	X
	X
	X
	
	
	

	
	   * Referral Problems
	X
	X
	X
	
	
	X
	

	
	Coordination of Care
	C
	
	
	
	
	
	

	
	   * Dr. Helps Decide Specialist
	X
	
	
	
	
	
	

	
	   * Dr. Informed About All Care
	X
	
	
	
	
	
	X

	
	Quality of Care
	
	C
	
	
	
	
	

	
	   * Thoroughness of Treatment
	
	X
	
	
	
	
	

	
	Doctor Ratings
	
	
	
	
	
	
	

	
	   * Rating of Pers. Dr. or Nurse
	X
	X
	X
	X
	X
	X
	

	
	   * Rating of All Health Care
	X
	X
	
	X
	X
	
	C

	
	   * Rating of Specialists
	X
	X
	
	
	
	
	

	Other Report Format Features
	Stars
	
	
	
	
	
	X
	

	
	Other  =  Average Indicator
	
	X
	X
	
	
	
	

	
	Bars
	
	
	X
	X
	X
	
	

	
	Numerical Average
	
	X
	X
	
	
	
	

	
	Benchmarks
	
	X
	
	
	X
	
	

	
	Seals of Approval/Exemplary Practices
	
	X
	X

	
	
	X
	X


1 The Pacific Business Group on Health (PBGH) has conducted several surveys using the Physician Value Check Survey and reported results to consumers.  Their website, www.healthscope.org, provides information on a nested set of providers, plans, medical groups, hospitals, and physicians.  This table is forcused on their reporting at the medical group level in 1996 and 1998.  In addition to the items in this table, the report includes information on preventive counseling/treatment of patients with high cholesterol and high blood pressure.
2 The Buyers Health Care Action Group (BHCAG) and the State of Minnesota Department of Employee Relations (DOER), conducted a CAHPS-based survey in 1998 and reported the results to employees of member companies during open enrollment in 1999.  Both reports focused on care systems (clinics and associated providers) in Minnesota and in border areas neighboring states, but the DOER report also included information on health plan performance (not included in this table).  The BHCAG report was entitled, Consumer Survey Results 2000, while the DOER report was entitled, Health Care Quality Survey Results 1999.
3 The Minnesota Health Data Institute (MHDI) conducted a CAHPS-based survey in 1998 and reported the results to all Duluth area residents during the typical open-enrollment period in 1999.  The report focused on clinics within the two health care systems in the area.  The MHDI report was entitled, Vital Signs: A guide to health care in the northland.
4 The Employer Health Care Alliance of Madison and south-central Wisconsin (Alliance) conducted a CAHPS-based survey in 1999 and reported the results to employees of member organizations during open-enrollment in 2000.  The report focused on medical groups in the five counties serving Alliance employees.  The Alliance report was entitled, Quality Counts: Medical Group Report.
5 PacifiCare, a large California insurer with nearly 250 participating medical groups, conducted a non-CAHPS survey in 1999 which respondents were asked about their satisfaction with their medical group, their primary care physician, the referral process (for those who saw a specialist).  The report, issued during open-enrollment in 2000, focused on individual medical groups and is entitled, PacifiCare’s Spring 2000 Quality Index.
6 National Research Corporation (NRC), a health care consulting firm, is currently using its own to survey to report to consumers in one market on four broad aggregates – communication, quality of care, access to care, and staying healty.  The report is focused on individual physicians.  The items included in their measures are based on five items per scale, three scales use poor to excellent ratings and one uses a simple yes/no scale.  Some of the items are similar to G-CAHPS items and are noted in the table.  The broad aggregates are also shown linked to their closest G-CAHPS composites.  However, there are substantial differences in the items and even allocation of items to reporting factors between this survey and the G-CAHPS survey.  Items that do not map to G-CAHPS are not shown in the table.
7 In addition to the survey item about office waits longer than 15 minutes, this survey also asked and reported on the actual days to get a appointment for routine care and for illness/injury care. 
8 Several levels of recognition are included in the BHCAG report (but not in the DOER report) but these are based only in part on the results of the CAHPS-based surve

IV.  NEXT STEPS

Overview

The results of the national field tests of the Group Level CAHPS (G-CAHPS) instrument described in this report demonstrate the feasibility of administering a survey compatible with the CAHPS® health plan instrument at the medical group or office practice level.  Based on the results of widely accepted tests of statistical reliability and validity, the G-CAHPS survey appears to perform well as a tool for assessing consumer experiences with their medical groups.  While technical improvements in the instrument itself are certainly possible as further experience is gained, perhaps the most important issue in moving forward with the G-CAHPS survey is to identify and test specific strategies related to its implementation.

This section begins with a brief discussion of issues related to implementation of the G-CAHPS survey and then proposes a strategy for moving forward based on a series of pilot implementation projects in specific markets.  It concludes with a discussion of considerations related to developing and testing a further adaptation of the CAHPS® survey for application at the individual practitioner level.

Implementation Issues

As part of the survey development process, two meetings were held with stakeholders to solicit input on key design and implementation issues.  The research team viewed input from stakeholders as critical since they would be the parties that ultimately would support the collection of the data and use the end results.  The first meeting was hosted by the California HealthCare Foundation in September of 2000, and attendees comprised health plans (both California and national plans), purchasers, provider groups, the California Department of Managed Health Care that provides regulatory oversight, NCQA, and members of the G-CAHPS research team.  This meeting was followed by a second meeting in February of 2001, hosted by AHRQ in Washington, D.C.  The Washington meeting was attended by a diverse group of individuals representing consumer groups, purchasing coalitions, Medicare, state health information organizations, national and regional health plans, individual medical groups, accrediting bodies, and members of the G-CAHPS team.  Both meetings served as forums for commenting on the content of the survey (i.e., survey domains) and identifying and discussing possible barriers to implementation as well as opportunities and strategies for increasing the likelihood of widespread use of the G-CAHPS survey.

Among the key issues related to the implementation of a standard group-level instrument identified by stakeholders at the meetings are the following:


Coordination with plan level surveys:  Coordinating the sampling and administration of the G-CAHPS survey at the medical group level to also describe the performance of health plans (i.e., roll-ups of the data) could yield efficiencies that might increase the likelihood of group level implementation.  Implicit in this approach is capturing information related to the performance of both the health plan and the medical group in a single survey.  This is an issue that needs to be addressed in future testing and revision of the instrument and implementation protocol.


Adaptation for quality improvement purposes:  The current G-CAHPS instrument has been designed and tested primarily for use in supporting consumer choice.  Developing and testing supplemental questions or optional modules for use in quality improvement might make the instrument a more attractive tool for medical groups and thereby increase its acceptance and use.

· Broadening the Survey Domains:  There is an interest among stakeholders to broaden the topics covered by the survey to include process of care measures, in addition to access, communication, and overall ratings of care.  The process of moving toward a national standardized instrument that can serve multiple stakeholder needs presents a number of challenges, particularly as it relates to the survey domains covered and number of items.  Tradeoffs will need to be made by all stakeholders regarding the content of the survey in order to keep the length of the survey as short as possible to minimize cost and respondent burden.


Coordination of multiple mandates:  There are currently multiple and often conflicting survey requirements facing health plans and medical groups.  These requirements may relate to accreditation, government regulations, purchaser contractual arrangements, or other mandates imposed by outside groups seeking performance information.  Coordinating these multiple mandates into a single, standardized set of requirements would alleviate duplication, create greater efficiencies, and enhance comparability and utility of survey results.  In doing so, it would create the common ground for the various stakeholders to engage in joint financing of the project rather then continue to finance individual efforts that are duplicative and which frequently produce conflicting results.


Cost of implementation:  In the absence of coordination strategies such as those noted above, the cost of implementing the G-CAHPS survey at the medical group or clinic site level is likely to be prohibitive in most markets, due to the relatively large number of sampling units required.  Factors that drive the cost of data collection and analysis should be carefully reviewed, including the length of the survey, the number of patients required to be sampled, whether phone follow-up interviews are required to achieve desired response rates, whether case-mix adjustment is necessary, the number of insurance products (e.g., HMO, PPO, FFS) and enrollees types that need to be surveyed (i.e., Medicare, Medicaid, Commercial), and the unit of analysis (group level, office, or individual doctor).

Aggregating the Data to Produce Plan-Level Results

Concern was express by the various stakeholders that the duplicate surveying created excess burdens on patients who are increasingly over-surveyed and on plans and purchasers who are financing the multiple data collection efforts.  Stakeholders expressed a desire to combine the surveying efforts in a way that would permit reporting of results at the plan and group levels.  One strategy is to survey at the medical group or office level and “roll-up” or aggregate the results to create plan-level estimates of performance (this topic is discussed in more detail in Subsection D of the Recommendations section of the report).  To address plan needs for CAHPS® information for complying with NCQA accreditation requirements, survey efforts that roll-up information would need to ensure that questions that pertain to plan accountability are included—items that are not part of the G-CAHPS core instrument.  

NCQA is currently examining the need for and feasibility of implementing a provider-group oversight program that would likely include consumer ratings of care.  Health plans and purchasers expressed concern that NCQA not create a duplicate survey effort, since plans would be required to field the CAHPS® survey to patients and provider groups would field a nearly identical survey if the G-CAHPS survey becomes the NCQA standard at the group level.  In moving forward, it will be important for NCQA to eliminate redundant data requirements and consider the possibility of rolling up provider group level information to produce plan level CAHPS® scores.  This would reduce overall costs and the survey burden on patients, making adoption of the survey more attractive.

Pilot Market Implementation Strategy

One promising approach for learning more about issues related to implementation is to begin acquiring real-world, practical experience in fielding the G-CAHPS survey in multiple markets.  While the field testing conducted as part of the G-CAHPS development process provided valuable information related to the performance of the instrument, the scale and circumstances of this testing do not reveal enough about what it will take to implement the survey outside of a research environment.  A strategy of regional market implementation, supported as an important next step by the participants at the February 2001 national stakeholders meeting, can lead to a better understanding of implementation issues in general and a greater likelihood of broad acceptance of the G-CAHPS instrument.

Regional implementation of the G-CAHPS survey is already underway in California and Minnesota.  In California, the Pacific Business Group on Health (PBGH), through the California Collaborative HealthCare Reporting Initiative (is implementing the Consumer Assessment Survey, a four-page version of the G-CAHPS survey.  The survey is being field to 59 of the largest medical groups in California.  The survey will capture approximately 70% of the commercially insured HMO and POS population statewide.  The comparative survey results will be used by medical groups for quality improvement, health plans for computing performance payments to providers and meeting NCQA accreditation requirements, and purchasers who will report the results to consumers during the fall 2001 open enrollment period to facilitate consumer selection of health plans and medical groups.

In Minnesota, the Minnesota Health Data Institute (MHDI) is coordinating the implementation of the G-CAHPS survey to provide comparative information for consumer choice of care systems offered through the Buyers Health Care Action Group (BHCAG).  The MHDI project will coordinate implementation at the care system level to also produce plan-level information for use by State of Minnesota employees during open enrollment and by the State Medicaid agency to monitor Medicaid managed care plan performance.

Although the market characteristics and circumstances surrounding implementation in these two markets are different, both projects represent an important opportunity to learn more about issues such as:


Sampling methods (including coordinated “roll-up” approaches to the plan level)


Cost of data collection


Financing models for apportioning costs among various groups of users


Reporting methods to consumers for supporting consumer choice


Reporting and feedback mechanisms to providers and plans for supporting quality improvement


Impact of new patient confidentiality regulations on access to data needed for sampling

As implementation proceeds in California and Minnesota in 2001, it will be critically important to document the experience in these markets and to follow common approaches to evaluating short-term results.  With possible ongoing AHRQ support, the G-CAHPS team could agree on a standard set of evaluation questions and methods to pursue concurrently in each market, to enable a comparison of experiences and results across markets and thereby inform subsequent implementation efforts.

Toward a Physician Level Survey

While immediate attention needs to be focused on documentation and testing of alternative strategies for implementing the G-CAHPS survey at the medical group or physician office level, there is interest  in developing and testing a survey compatible with CAHPS® for application at the individual practitioner level.  This is especially important in regions where there are not organized medical groups.  Efforts are underway already in three separate initiatives to explore the feasibility of a physician-level CAHPS® instrument:


In Massachusetts, the Massachusetts Health Quality Partnership (MHQP) is planning a pilot project that will test and evaluate the implementation of a CAHPS®-derived survey to produce publicly-reported information at the plan and individual physician level.


In Cincinnati, the National Research Corporation (NRC) will compare the results of a physician-level CAHPS® survey developed by members of the G-CAHPS team with results of its own “DoctorGuide” survey.


In Florida, the Central Florida Coalition on Health (CFCH) is planning to implement a physician-level CAHPS® survey to assess primary care physicians, and to eventually use this information to adjust physician reimbursement based on performance.

Issues related to implementation of CAHPS® at the physician level are likely to be similar to those at the group practice level, but compounded further by the large volume of surveys required, cost and complexity of administration, and political sensitivities surrounding public release of doctor-specific information.  Results from these early initiatives will contribute significantly to our understanding of the feasibility of implementing CAHPS® at the physician

Organizations Participating in the California Stakeholders Meeting:

	· Aetna US HealthCare

	· AHRQ

	· Blue Cross of California

	· Blue Shield of California

	· California Department of Managed Health Care

	· California Health Care Foundation

	· California Medical Review, Inc.

	· CalPERS

	· CIGNA HealthCare South

	· Health Net

	· Hill Physicians Medical Group

	· John Muir Mt. Diablo Health Network

	· National Committee for Quality Assurance

	· Pacific Business Group on Health

	· PacifiCare

	· Palo Alto Medical Foundation

	· The Permanente Medical Group

	· RAND

	· Southern CA Permanente Medical Group

	· Sutter Health

	· University of California

	· University of California, Los Angeles

	· Verizon


Individuals Participating in the National Stakeholders Meeting:

· James Bost, National Committee for Quality Assurance 

· Becky Cherney, Central Florida Health Care Coalition

· Joyce Dubow, American Association of Retired Persons

· Glenn T. Hammons, M.D., Medical Group Management Association

· George J. Isham, M.D., HealthPartners

· Melinda Karp, Tufts Health Plan

· Thomas H. Lee, M.D., Partners Community Healthcare, Inc.

· Brian W. Lindberg, Consumer Coalition for Quality Health Care

· Richard O’Connor, M.D., Sharp Rees-Stealy Medical Group

· Walter Suarez, M.D., Minnesota Health Data Institute

· Phyllis Torda, M.A., National Committee for Quality Assurance

· Samuel W. Warburton, M.D., Aetna U.S. Healthcare
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� Spearman rank-order correlations yielded nearly identical coefficients, with differences from Pearson PM correlations generally less than ±0.05.  Consequently, Pearson PM correlations are presented in the remainder of these analyses.


� Mean composite scores and overall rating of group are significantly different for respondents in the probably not switch and definitely not switch categories.  Respondents indicating that they would probably not switch and definitely not switch are not significantly different from one another.  An analysis of intent to switch with switch transformed into a trichotomous variable yielded results that are comparable to the analysis presented here.


� A summary of cognitive interview results is presented in Appendix 8.          


� This holds when the number of groups exceeds about 30.


� NCQA does, in fact, compare individual plans to a group average.  The sample size calculation comparing two plans can also be thought of as the “worst case scenario” for comparing plans to the group average: the case of only two plans.


� It is not surprising that there is so much convergence in this table because many of the reports are based on G-CAHPS-like surveys.  However, even for those that are not based strictly on G-CAHPS-like content, the principle reporting dimensions usually correspond to G-CAHPS composites and ratings.  Often the item content overlaps G-CAHPS as well.





� The concept of “staying healthy” was included in the National Research Corporation physician-level report but not in any reports at the medical group level.  Use of this factor at the individual physician level, however, may be  inappropriate because consumers appear to judge this to be more a medical group rather than a physician issue.
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