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Section 1: Description of Measure

The CAHPS Clinician & Group Survey asks adult patients to report on and rate the quality of care received in physicians’ offices.  Available in both English and Spanish, it consists of 41 core items, which ensure standardization across survey sponsors, as well as over 50 supplemental items that sponsors may choose to add to the survey instrument to meet their specific needs. (See Appendix A: CAHPS Clinician & Group Survey.) The core items in the Clinician & Group Survey focus on the essential functions of group practices and individual clinicians, such as physician-patient communication and care management. 

The instrument submitted with this documentation is designed for providers of adult primary care.  Versions of the instrument for pediatrics and specialist care will be submitted separately by the Agency for Healthcare Research & Quality (AHRQ).  

The CAHPS Clinician & Group Survey is part of a comprehensive and evolving family of instruments surveys that ask consumers and patients to report on and evaluate their experiences with health care (see Figure 1). All CAHPS surveys focus on aspects of care that meet two criteria:

1. Consumers have identified them as important.

2. The patient is the best or only source of information (i.e., CAHPS surveys do not seek information that is better derived from other sources). 

Figure 1. CAHPS Family of Surveys

	Ambulatory Care
	Facility Care

	CAHPS Health Plan Survey
	CAHPS Hospital Survey

	ECHO Survey (behavioral health)
	CAHPS In-Center Hemodialysis Survey

	CAHPS Clinician & Group Survey
	CAHPS Nursing Home Surveys (in development)


A. Purpose

The purpose of the CAHPS Clinician & Group Survey is to capture the patients’ perspective on the quality of care received from providers of primary care. This information can be used to assess and improve the patient-centeredness of care. 

The Agency for Healthcare Quality and Research will place this survey in the public domain and make it available to any sponsors who wish to collect these data. Users can field this questionnaire to obtain information on group practices, sites of care, and/or individual clinicians; its applications will depend on how the user draws the sample of survey respondents.  Sponsors of the survey are interested in using it for quality improvement, public reporting, maintenance of certification, accountability, and pay for performance. Likely sponsors include:

· Boards of medical specialties

· Accrediting organizations

· Health plans

· Public and private purchasers

· Provider associations

· Local and regional quality collaboratives

B. Population

The population to be surveyed is comprised of patients who received care at some point within a specified time period from any of the doctors who are the subject of the survey. That time period depends on the source of coverage: for patients who are commercially insured, the visit must have occurred in the last 12 months; for patients who are covered by Medicaid or Medicare, the visit must have occurred in the last 6 months. 

C. Background and Impetus for the Clinician & Group Survey

The first stage of the CAHPS program, known as CAHPS I (1995-2001), focused on the measurement and reporting of consumers’ experiences with the care and services provided by health plans. That work resulted in the CAHPS Health Plan Survey, which includes instruments for adults and children enrolled in commercial and Medicaid plans as well as instruments designed for Medicare. The Health Plan Survey, which has evolved since its initial release in 1997, is now widely used and accepted as the industry standard (see Figure 2). All survey development was conducted by a public-private research collaborative known as the CAHPS Consortium.
 During this period, the Consortium also developed a CAHPS survey for group practices.

Figure 2. Evolution of the Health Plan Survey

	Version Number
	Release Date

	1.0
	December 1997

	2.0
	February 2000

	3.0
	October 2002

	4.0
	Fall 2006 (expected)


CAHPS II (2002-2007) began with a concerted effort to assess users’ needs beyond the Health Plan Survey.  Based on this research with users, the CAHPS II Consortium
 embarked on an initiative known as Ambulatory Care CAHPS (A-CAHPS). This initiative established several goals for a new suite of instruments for assessing the quality of ambulatory care:

· Enable users to assess quality at multiple levels of the ambulatory care system:  health plans, medical groups, and individual clinicians.

· Build upon existing ambulatory instruments (the CAHPS Health Plan Survey and CAHPS Group Practice Survey) and the research conducted during their development.

· Provide users with the flexibility to get the information they need for their organizations and markets.

· Retain the standardization of survey instruments and reporting measures that allows users to compare their results to those of other survey sponsors and to local and national benchmarks.

· Facilitate quality improvement efforts by offering users the kinds of survey items and strategies that generate the specific and detailed data required for internal reporting and analysis.  

The Ambulatory Care CAHPS initiative resulted in two products:  

· The CAHPS Health Plan Survey 4.0, which will be submitted later this summer; and

· The CAHPS Clinician & Group Survey 4.0, which is the subject of this submission. 

Section 2: Development of the CAHPS Clinician & Group Survey

Many factors contributed to the content and design of the CAHPS Clinician & Group Survey, including:

· Reviews of existing measures,

· Prior work by CAHPS grantees and other researchers,

· Research with consumers,

· The process of translation from English to Spanish,

· Cognitive testing with patients,

· Input and feedback from stakeholders, and

· Field testing.

Throughout the development process, the CAHPS Consortium incorporated the data or input from these various sources in an incremental process of revision and refinement to effect more precise measurement and to produce survey data that would better meet the information needs of consumer and stakeholder audiences.

A. Reviews of Existing Measures

The Clinician & Group Survey builds on earlier work by members of the Consortium on both CAHPS surveys as well as related instruments. This task included a review of previous CAHPS instrument, a public call for measures, and an evaluation of other surveys. 

Previous CAHPS Instruments

The Consortium began by assessing all clinician-level domains and items in existing CAHPS instruments:    

Health Plan Survey. The CAHPS Health Plan Survey 3.0 included several items that asked about experiences with physicians and their office staff.  As part of the Ambulatory Care CAHPS initiative, many of those items have been moved out of the 4.0 version of the Health Plan Survey and into the Clinician & Group Survey.  

Physician Group Survey.  One of the earliest reviewed studies involved a 1998 pilot test of a physician group survey.  This pilot test represented a collaboration of the CAHPS Consortium and the Quality Measurement Advisory Service (QMAS).  Many of the domains found in the physician group survey are contained in the CAHPS Clinician & Group Survey, including access to urgent care, access to routine care, wait time for start of appointment, access to medical help or advice by telephone, provider communication, interactions with staff in the provider’s office, and the global rating of the provider.  The findings from the pilot test of this survey can be found in Cleary PD, Hays RD, Gallagher PM, Shaller D.  Adapting the CAHPS Survey to Assess Physician Groups: Summary Report of a Pilot Test in Three Markets.  October 1998.

CAHPS Group Practice Survey.  Another early development effort was the CAHPS Group Practice Survey, designed to assess consumer experiences with both multi-site and single-site medical groups.  This survey was developed and tested from 1999 through 2000, and represented a collaborative effort between the CAHPS Consortium and the California HealthCare Foundation. As with the earlier physician group survey, the content of the Group Practice Survey covered access to urgent care, access to routine care, wait time for start of appointment, access to medical help or advice by telephone, provider communication, interactions with staff in the provider’s office, and global rating of the provider.  It also included items on health promotion and preventive care.  A report on the psychometric properties of the Group Practice Survey can be found in Solomon LS, Hays RD, Zaslavsky AM, Ding L, Cleary PD. Psychometric properties of a group-level Consumer Assessment of Health Plans Study (CAHPSTM) instrument. Med Care 2005 Jan;43(1):53-60.  The CAHPS Group Practice Survey provided the foundation for the Consumer Assessment Survey (CAS) that has been fielded by the Pacific Business Group on Health since 2001. 

Appendix B offers a crosswalk of the items in the Clinician & Group Survey, the Health Plan Survey, and the Group Practice Survey. 

Public Call for Measures

A related step was to review measures developed by other organizations. To gather that information, the Agency for Healthcare Research & Quality issued a “Call for Measures” through the Federal Register. (See Appendix C; the notice was published June 10, 2004 (Volume 69, Number 112) at http://frwebgate5.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=442014191395+0+0+0&WAISaction=retrieve, accessed June 27, 2006.) Using the information gathered through this call for measures, the Consortium was able to review the constructs being measured by other researchers and the items available to measure those constructs. This ensured that the Consortium would not overlook important domains for which patients are appropriate respondents, and facilitated the selection of items.  

Other Surveys

The Consortium also examined prior and current surveys separate from the CAHPS development work.
  Chief among these precursors was the Ambulatory Care Experiences Survey, or ACES, developed in 2001-2002 by Dr. Dana Safran of the Tufts-New England Medical Center (and also a Harvard CAHPS team member).  This work informed the development of the Clinician & Group Survey in terms of content and initial sample size targets for physician-level administration of the survey.  

In terms of survey content, two topics from ACES, continuity of care and coordination (or integration) of care, were included in test versions of the Clinician & Group Survey.  With respect to sample size, findings from ACES influenced decisions about the required number of completed surveys per physician. The psychometric performance of the ACES instrument is reported in Safran DG, Karp M, Coltin K, Ogren J, Li A, Chang H, Rogers WH. Measuring patients' experiences with individual primary care physicians: Results of a Statewide demonstration project. Journal of General Internal Medicine 2006; 21(1):13-21.

Other surveys reviewed by the development team included the Survey of Healthcare Experiences of Patients (SHEP), a Veterans Health Administration survey of consumer experience with a specific VA site of care; TRICARE’s 2003 survey of beneficiary experience with military and community-based treatment facilities; and the work of the Minnesota-based Institute for Clinical Systems Improvement (ICSI) to assess consumer experience with group practices.

B.  Research with Consumers

From 2003-2004, the American Institutes for Research (AIR) CAHPS team conducted qualitative research to identify the key factors that define the quality of physician care from the patient’s and the provider’s perspective.  Through critical incident interviews with 40 providers and 167 patients, the team collected over 3,000 critical incidents (that is, descriptions of specific behaviors performed by providers or their staff that were directly responsible for the visit being evaluated positively or negatively).  These behaviors were organized into a taxonomy, leading to the identification of over 80 patient-staff behavioral domains.  Each of these domains was evaluated with respect to its potential value as a patient-reported care measure.  This work has contributed significantly to the development of the Clinician & Group Survey by confirming and expanding the Consortium’s understanding of the most important domains for the instrument. Portions of this work were presented at professional and public meetings.
  

C. Translation Process

The CAHPS Consortium has a thorough process in place for translating CAHPS surveys into Spanish. The translation process for the Clinician & Group Survey began with two forward translations into Spanish completed by two professional translators working independently.  A professional translation firm reviewed both forward translations.  In this review, the forward translations were compared to each other as well as to the English source document.  The translation firm reconciled these three inputs (English source document and two forward translations) to produce a third version.  

Bilingual staff from the CAHPS grantee teams then compared the reconciled version against the English source document and the forward translations, checking it for accuracy and for cultural and conceptual equivalence.  When necessary, the staff revised or edited the translation in order to maintain or improve equivalence with the English version and to reduce the reading level.  This process resulted in a fourth version of the Spanish instrument, which was used for cognitive testing (see below).

The Spanish translation will be updated to reflect the content of the final English language version of the instrument.  For the final update, a bilingual member of one grantee team will revise the Spanish translation.  This fifth version of the Spanish instrument will undergo a process of review and reconciliation by the cross-grantee team to produce the final Spanish instrument.  

D. Cognitive Testing 

Building on earlier work to develop a physician group-level CAHPS instrument, the CAHPS Consortium conducted cognitive testing for both the English and Spanish versions of the questionnaire that has evolved into the current Clinician & Group Survey. Cognitive testing is an important component of the development process for CAHPS surveys.  Its primary purpose is to determine whether the questionnaire is likely to work as the survey designers intended. The cognitive interviews are designed to learn if the terms and concepts used in the survey questions mean the same things to both respondents and investigators. This testing, an iterative process conducted at several points in the development of the instrument, is a valuable tool for discovering potential questionnaire problems and revealing possible remedies prior to fielding a survey.

Key aspects of the Consortium’s testing process included the following:  

· Participation in the conduct of cognitive testing by all CAHPS grantees (to promote variation in the testing population).

· Use of a standardized protocol with common probes and item wording (to provide for a common testing tool and to promote comparison of findings).

· Testing in self-administered as well as interviewer-administered mode (to replicate the recommended modes in which the survey will be administered).

· Testing in English and Spanish.

How Cognitive Testing Is Done

Cognitive testing consists of intensive one-on-one interviews with individuals in the target population. In most cases, potential respondents are a small, convenience sample drawn from the population that will be surveyed.  Every effort is made to recruit as diverse a group of participants as possible given the relatively small number of cognitive interviews that can be conducted. Cognitive interview subjects are usually paid a small stipend for participating in interviews that typically last about two hours.  

By testing the draft questions, survey designers can uncover answers to the following research questions: 

1.
Are the survey questions likely to be interpreted consistently across respondents in a manner consistent with the researchers’ intent? 

2.
Are the questions ordered in a logical fashion that facilitates responding?

3.
Do the questions place unreasonable demands on respondents’ abilities to recall relevant information?

4.
Are the response choices both appropriate and meaningful to respondents?

The Consortium employed both concurrent and retrospective probing: 

· Concurrent probing. With this approach, researchers ask the respondent about the meaning of key terms in the survey questions, the reasons for certain answers, and other questions while the respondent is answering the survey.  A similar approach used in cognitive interviewing is to prompt the respondent to “think aloud” (i.e., verbalize his or her thoughts) while reading the questions and formulating answers.  

Cognitive interviewers also probe any unexpected or otherwise provocative statements by the respondent that suggest difficulty understanding or answering questions.  Some probes are pre-determined based on concerns the researchers may have about the questions; other probes arise as the respondent reacts while reading and answering the survey questions.  

· Retrospective probing.  In this approach, the respondent completes the survey instrument, either independently or as an interviewer-administered instrument.  Probing takes place after the respondent has finished answering all of the survey items. Alternatively, the cognitive interviewer may probe at the end of sections of related items within the questionnaire.

Early Testing that Influenced the CAHPS Clinician & Group Instrument

As noted above, the current CAHPS Clinician & Group Survey has evolved from previous AHRQ-sponsored efforts to develop instruments to assess patients’ experiences at the physician level. A physician group instrument was first developed and tested in 1998, setting the stage for the later development of the CAHPS Group Practice Survey.  

Physician Group Instrument.  In February 1998, the Consortium initiated efforts to develop an instrument that could be used for comparisons of physician groups and clinics.  Members of the project team began by identifying items from the 2.0 version of the Health Plan Survey that were potentially appropriate for describing experiences with a provider site.  These items were reworded so that they referred to the physician group or clinic identified at the start of the questionnaire.  The resulting instrument underwent one round of cognitive testing with patients of the groups and clinics that had agreed to participate in the field test of this instrument. 

CAHPS Group Practice Survey. In March 2000, the CAHPS team conducted individual cognitive interviews with 75 patients in Knoxville, St. Louis, and California in preparation for a field test of this instrument in 42 physician organizations. Iterative cognitive testing focused on those items that were not previously tested by the CAHPS Consortium in the development of the Health Plan Survey as well as the refinement of items from the Physician Group instrument. The Consortium revised the draft questionnaire on the basis of those results.

Testing of the Current Clinician & Group Instrument

The primary goal for cognitive testing of the Clinician & Group Survey has been to refine the items that emerged from prior work with the Physician Group and Group Practice instruments.  Another goal has been to test how well items from the Health Plan Survey that had already been extensively tested would work at the clinician level.  

There have been three rounds of testing. The results of each round of testing were summarized and reported to the instrument design team, which revised the questionnaire as needed for the next round of testing. The first round of testing in 2003 consisted of a total of 18 interviews: six interviews conducted by each of the CAHPS grantees.  The second round in 2005 built on the findings from the first round; a total of nine interviews were conducted in three geographically disparate regions: the Northeast, the Mid-Atlantic States, and California.  
In the third round of cognitive testing, the three grantee teams conducted 13 cognitive interviews with Spanish-speaking interviewers and respondents to test the Spanish translation of the instrument that emerged after the initial rounds of testing.  The goal of this round was to evaluate the appropriateness of the translation of specific terms and items that had been identified as potentially problematic. Having the grantees share the cognitive interviewing task allowed for a diverse respondent pool in terms of country of origin.  The respondents included participants from Mexico, Colombia, Honduras, El Salvador, Puerto Rico, and the Dominican Republic.

In general, the Spanish-speaking respondents seemed to understand the intent of the questions and did not have difficulty formulating responses that matched the response options offered. There were very few problems with the translation.

Findings from Cognitive Testing 

Major findings from the cognitive testing are provided below.  

Time Referent
In response to input from key stakeholders, the Consortium developed and tested a section in the instrument that asks about the respondent's most recent visit with the sampled physician.  One of the rounds of cognitive testing included a number of items asking both about respondents’ experiences in the last 12 months and during their most recent visits. These items essentially repeated the core questions but with a different time referent.  
Cognitive testing revealed that many respondents were very frustrated at being asked what they perceived as duplicative questions.  For example, there was an unwillingness to answer how well the doctor communicated with the patient, both in the last 12 months and during the most recent visit.  The Consortium decided not to include the most recent visit items in the core survey (this section can be found in the supplemental item set) and to keep the same time referent (the last 12 months) for the core items.
Focal Doctor

The current version of the instrument allows respondents who do not recognize the physician’s name provided in the instrument to specify the name of the doctor they had seen most often.  The thinking is that some patients might only know a physician by a nickname, e.g., Dr. Tom, or that some respondents with low literacy levels might not be able to work out the pronunciation of names with complicated spellings.  The cognitive testing version of the instrument began by asking:

1.  Our records show that you got care from the doctor named below in the past 12 months. 

name of Doctor Label Goes Here


Is that right?  Yes/No

If Yes, the respondent received the following instructions: “In the rest of this survey, the words ‘this doctor’ mean the doctor named in the box.”  If the answer to Question 1 was “No,” respondents were directed to Question 2, which asked: “What is the name of the doctor you have gone to most often for your care in the last 12 months?”  The instructions following the answer read, “In the rest of this survey, the words ‘this doctor’ mean the doctor name you wrote in.”

These instructions proved problematic for some respondents, and subsequently were revised as follows:

1.  Our records show that you got care from the doctor named below in the past 12 months. 

name of Doctor Label Goes Here


Is that right?

1 Yes
If Yes, Go to Question 4 
2 No    
If No, Go to Question 2

2.  Did you get care from any doctors in the last 12 months?

1 Yes  
If Yes, Go to Question 3
2 No     If No, Stop. Please return this survey booklet in the envelope provided.

3.  What is the name of the doctor you saw most often for your care in the last 12 months?

Name of Doctor (please print):
 
Wanted vs. Needed
Certain core items in an early draft of the Clinician & Group Survey asked patients if they received some aspect of care as soon as they wanted it, e.g., getting scheduled for an appointment and receiving a response to a phoned question. Some stakeholders who had reviewed early drafts of the instrument indicated that they did not think that physicians would be willing to be held to the standard of what patients “wanted.” The Consortium tested alternative versions of several items that ask either about services that patients wanted or about services that patients needed to determine the extent to which these items were interpreted differently.  

Findings from this testing were consistent with cognitive testing of the CAHPS Health Plan Survey: most of the participants seem to interpret these terms similarly.  When asked directly what the difference is between the two terms, respondents generally report that “wanted” communicated convenience, availability, and what works best for the patient, while “needed” connotes a level of urgency or a more serious medical need.  The Consortium decided to use “think you needed” or “needed” in place of “wanted.”

Graduated Yes/No Response Scales
Previous CAHPS instruments have used a simple Yes/No response options for many items.  One concern about a two-point response scale is its comparatively weak discriminating properties.  For the Clinician & Group instrument, the Consortium tested two versions of a graduated Yes/No scale: 

· Yes, definitely; Yes, somewhat; No, definitely not 

· Definitely yes; Somewhat yes; Somewhat no; Definitely no

While cognitive testing respondents did not have a clear preference for either scale, many objected to the expanded scales, complaining that the expanded versions required too fine a differentiation for questions that could easily be answered Yes or No.  The Consortium decided to retain the two-point version of the Yes/No response scale in the Clinician & Group instrument in all but one place:  the supplemental item asking about willingness to recommend the focal physician uses the 4-point version of the graduated Yes/No response scale.  Respondents did not feel that this was an item that could always be answered yes or no; some were grateful that they were not forced to answer dichotomously.  

E. Stakeholder Input

Throughout the development and testing of the Clinician & Group Survey, the CAHPS Consortium solicited the input of stakeholders from the public and private sectors.  Key stakeholders for the development of this survey are organizations that represent medical groups, medical societies, health plans, employers and other purchasers of care, consumers, and federal and State agencies.  

In 2004, the Consortium created a national advisory group to represent these various stakeholder audiences.  This group, known as the A-CAHPS Advisory Group, has convened at intervals in the development process to provide input on survey content.  (See Appendix D for a list of Advisory Group members.)  

In addition to the formal meetings of the Advisory Group, stakeholder input was elicited through several outreach efforts, including roundtable discussions at the 9th and 10th CAHPS User Group Meetings (December 2004 and March 2006), public Webcasts to update the user community on the development of the CAHPS ambulatory care surveys and elicit feedback (June 2004, April 2005, September 2005), and interviews with CAHPS survey sponsors.

F. Field Testing 

During 2004, 2005, and 2006, the Consortium conducted 10 field tests of the Clinician & Group Survey to test procedures for sampling and survey administration and to test the psychometric properties of individual measures and composites. Appendix E provides a description of each field test site as well as individual reports of field test findings.

The field test timeline allowed for the testing of the survey measures in multiple stages or iterations that roughly mirror the stages of development for the Clinician & Group item set.  Field tests conducted before May 2005 are referred to as Stage 1 field test sites.  Field tests conducted from May 2005 through May 2006 are referred to as Stage 2 field test sites.  Two additional field tests will occur after May 2006 to address remaining issues.  Analysis of these Stage 3 tests will be completed by the end of summer 2006.

Key Findings Regarding Composites

Analyses of data from Stage 1 and Stage 2 field test sites focused on the performance of individual items and composites.  As a starting point for these analyses, the Consortium had developed an initial set of reporting measures based on input from analytic and reporting experts within the Consortium.  This initial set included 8 composites and the global rating of the doctor:

· Access to Care (5 items on scheduling appointments and getting answers to medical questions by phone)

· Doctor Communication (5 items on doctor-patient interaction)

· Doctor Examinations (2 items on physical examinations)

· Health Promotion and Education (2 items on healthy behavior and preventive care)

· Shared Decision-Making (2 items on discussion of treatment choices)

· Cost of Care (2 items on discussion of cost of care)

· Coordination of Care (1 item on follow-up for test results, 1 item on provider knowledge of medical history)

· Clerks and Receptionists at Doctor’s Office (2 items on interaction with practice staff)

· Global Rating of Doctor

Findings from the analysis of item performance (amount of missing data, item level reliability, ceiling effects) and composite performance (promotes discrimination across providers) for the Stage 1 and Stage 2 test sites can be found in Appendix E.  Several actions were taken based on these findings:

· The item on provider knowledge of medical history was moved to the Doctor Communication composite.

· The composite on Doctor Examinations was dropped.

· The composites on Shared Decision-Making and Cost of Care were moved to the supplemental item set.

· The composites on Health Promotion and Education and Coordination of Care were revised and will undergo further testing in Stage 3 sites.

· The core reporting measures were limited to the Global Rating of Doctor and three composites: Access, Doctor Communication, and Clerks and Receptionists at Doctor’s Office.

Key Findings Regarding Performance of Response Scales

The analysis of the Stage 1 and Stage 2 field test data also informed decisions about item response scales.  Most items in the CAHPS Clinician & Group Survey use a four-point behavioral frequency response scale:  Never/Sometimes/Usually/Always.  Several field tests used a six-point version of this response scale:  Never/Almost never/Sometimes/Usually/Almost always/Always.  

One of the goals of field testing was to assess the relative merits of these two approaches.  Issues considered included reliability, construct validity, floor and ceiling effects, missing data, concurrent validity, ability to map between four and six-point scales, cognitive testing results, and how the instruments function (stratified by whether or not the patient was part of the physician’s panel and whether or not the instrument was administered via phone). For a discussion of these issues, see Appendix F: Memo on Response Scales
Based on current evidence, the Consortium is retaining the four-point scale for the Clinician & Group Survey.  However, we are encouraging organizations that wish to use the six-point behavioral frequency response scale to share their data with members of the CAHPS Consortium to enable further explorations of the performance of this scale in the area of physician-level reliability.  Items that use this six-point scale (and composites based on items using this scale) may not be compared with data collected through use of the standard four-point scale unless the Consortium develops procedures for transformation of these scores.  

Items in the CAHPS Clinician & Group Survey that do not use a frequency scale use a Yes/No response scale.  As indicated in the previous section on cognitive testing, there was a concern about the comparatively weak discriminating properties of the simple Yes/No responses scale.  An issue for field testing was to examine the performance of a graduated Yes/No response scale:  Definitely yes/Somewhat yes/Somewhat no/Definitely no.  The data from the Stage 1 and Stage 2 field test sites was reviewed in conjunction with the findings from English- and Spanish-language cognitive testing.  Based on the cognitive testing findings, the Consortium has retained the simple Yes/No response scale.  The analysis of the Stage 1 and Stage 2 field test data did not provide any findings to counter this decision. 

Key Findings Regarding Visit-Specific Items

There is some tendency for responses to both the periodic and visit-specific items to be more positive when the visit specific items are placed before the periodic items.  Hence, we recommend that visit-specific items be placed after the periodic items when both types of items are administered.  This will enable those who administer both sets of items in the same survey to have a cleaner comparison of their results with the majority of data collected using a version of the CAHPS Clinician & Group survey that includes only periodic assessments of care.

Section 3:  Population and Sampling Frame
The CAHPS Clinician & Group Survey is designed to collect data on the ambulatory care of adult patients through patient reports and ratings of experience with a specific physician and that physician’s practice.  

A. Sample Frame

The appropriate sample frame for a survey of commercially insured populations is adults who had at least one visit to a selected physician within the prior 12 months.  For Medicare and Medicaid populations, the sample frame is adults who had at least one visit to a selected physician within the prior 6 months.  The Consortium recommends sampling irrespective of reason for visit and duration of patient-physician relationship, so that the full range of patients is represented.

The source of sample information will vary by survey sponsor. Health plans or purchasers of care may have administrative or billing data to identify individual patients.  In some instances, the data to identify individual patients may be found only in practice records.  

B. Recommended Number of Completes

For applications of the survey intended to report or assess performance for individual physicians, we recommend at least 45 completed surveys per physician.  Reliability of reports and ratings of care of 0.70 or higher has been found with this sample size in a field test of a CAHPS survey of 100 primary care physicians
 and a study of 215 generalist physicians in Massachusetts.
 (Also see the individual field test reports in Appendix E.)  

For applications of the survey intended to report or assess performance for a larger entity, such as a multi-site medical group, with no interest in assessing individual physicians, we refer to the sample size guidance for the CAHPS Group Practice Survey,
 which recommends a minimum of 300 completed surveys per medical group.

C.  Recommended Sample Size

The sample size should take into account information on the accuracy of the contact information, the mode of data collection, any prior surveys of the same or similar populations, and expectations about the number of individuals who may be identified as ineligible (see the discussion of response rates in the following section).  To attain 45 completed surveys per physician, a survey sponsor may need to field as few as 90 or as many as 150 surveys.

Section 4: Mode of Survey Administration

This section reviews alternative modes for administering the Clinician & Group Survey and provides protocols for the three recommended modes.    
A. Options for Mode of Survey Administration

Based on field test results, the Consortium recommends the following modes:

· Mail only

· Telephone only

· Mixed mode of mail and telephone

If data are collected in other modes, the ability to compare results may be limited.  The Consortium also did preliminary testing of the use of in-office distribution, the Internet, and IVR; however, further study of these modes is required. (See Appendix G: Memo on Survey Modes for an analysis of select survey modes.) They should be used with caution because the implications of using these modes are not yet fully known.     

The Consortium is aware that many organizations already conduct patient surveys to gather information for internal quality improvement purposes. These organizations use several different modes of survey administration, most of which include mail or telephone-based administration.  In order to minimize disruption to current survey processes, the Consortium supports the use of multiple modes of survey administration.  Thus, organizations that conduct mail surveys can continue using mail, those that conduct telephone surveys can continue using telephone, and likewise for the other modes—with the caveat that if data are not collected using the recommended modes, the results will not be comparable to data gathered with those modes.  

Preliminary data suggest that response distributions for a substantial number of items are a function of the modality in which the items are administered.  For example, patients may give somewhat higher scores, on average, when the data are collected by telephone as opposed to mail.  Consequently, only data collected through use of the recommended modes and procedures may be used for cross-organization comparisons until it is feasible for the scoring procedure to adjust the data as a function of modality. The Consortium is currently collecting and analyzing data in order to assess the need for procedures for data adjustments as a function of each of these modes and to enable the team to develop such procedures.

B. Protocols for Survey Administration Modes

Within each mode of survey administration, there is a general protocol to be followed.  The protocols were designed with the goal of achieving a recommended response rate of 40 percent. 

Calculating Response Rates

In any survey, the response rate reflects the total number of completed questionnaires divided by the total number of respondents selected.  This response rate, known as a “raw response rate” is shown as:
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Both parts of the response rate calculation usually require adjustment to arrive at a truly accurate response rate for a given survey.  The adjustment to the numerator is driven by what constitutes a completed questionnaire.  The adjustment to the denominator is driven by who may be subtracted from the total number of respondents selected. 

The CAHPS Consortium treats a survey as “complete” if it contains response to the items in all core composite measures (see Appendix H for a summary of these measures).  Only surveys that meet this threshold may be included in the numerator of the adjusted response rate calculation.  With regard to total number of respondents selected, the CAHPS Consortium recommends limiting exclusions to individuals who are identified as deceased and individuals who are ineligible because they are no longer enrolled at or receiving care from the participating group or health system.  These recommendations yield an adjusted response rate calculation:
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The target for the adjusted response rate should be a minimum of 40 percent.

Protocol for Mail Only

For the mail only option, which is a recommended option, the protocol is as follows:

· First questionnaire.  The organization or vendor would send the questionnaire with a cover letter, along with any special instructions and a postage-paid envelope to encourage participation. The CAHPS Consortium will provide sample cover letters for the Clinician & Group Survey.  Organizations will be able to tailor the cover letters, which should contain information about the purpose of the survey, the voluntary nature of participation in the survey, the confidentiality of responses, and the fact that neither the patients’ health care benefits nor their treatment will be affected by their decision to participate or their responses if they choose to participate.

· Postcard reminder.  About 10 days after sending the questionnaire, the organization or vendor would send reminder postcards, which serve as a thank-you to those who have returned their questionnaires and as a reminder or plea to those who have not.
· Second questionnaire. About three weeks after the initial contact, the organization and vendor would send a second questionnaire with a reminder/thank you cover letter to those not responding to the first mailing, again including a postage-paid envelope for return of the completed questionnaire.

Protocol for Mixed Mode

The second recommended option is a combination of mail and telephone. This protocol, which mirrors the one recommended for the CAHPS Health Plan Survey, calls for follow-up by telephone with non-respondents three weeks after the second questionnaire was mailed. Telephone interviews may rely on either a CATI script or a paper-and-pencil method. The CAHPS Consortium will provide a telephone script for the Clinician & Group Survey that interviewers can use. 
Attempts to reach the non-respondents should be made on different days of the week, different times of the day, on weekdays and weekends, and in different weeks to ensure that as many sampled patients as possible are reached.  

Protocol for Telephone Only

Telephone only is the third recommended option.  As noted above, telephone interviews may rely on either a CATI script or a paper-and-pencil method. The CAHPS Consortium will provide a telephone script.  Attempts to contact respondents by phone must be made on different days of the week, at different times of the day, on weekdays and weekends, and in different weeks to ensure that as many sampled patients as possible are reached.  As a further step to promote participation across a broad pool of individuals, the Consortium recommends no fewer than six callback attempts.

The interviewers conducting the survey must be trained before they begin contacting potential respondents.  The training program must ensure that interviewers read questions as worded, use non-directive probes, maintain a neutral and professional relationship with the respondent, and record only the answers that the respondents themselves choose.

C. Cost of Survey Administration

Costs associated with the CAHPS Clinician & Group Survey will vary depending on the mode or mix of modes of survey administration utilized. Based on data from three of our test sites, we estimate a cost per completed survey of $7.00 for mail administration to $11.00 for telephone administration.  Based on a target of 45 completed surveys, the cost would be $315 to $495 per clinician. In our experience with other CAHPS surveys, this cost is likely to fall over time as larger scale surveying is done and vendors become more accustomed to the surveys. 

The time required to administer the Clinician & Group Survey can be estimated from our tests of telephone administration as well as data on the self-administration of CAHPS surveys of similar length. From data we have from sites using telephone mode, the time of administration is approximately 12 to 15 minutes.  This length is consistent with the administration time of other CAHPS surveys of similar length.

Section 5: Production of Scores
The reporting measures for the CAHPS Clinician & Group Survey include three domain-level composites and a global rating of the physician. See Appendix H for a complete list of the composites based on the core items as well as those derived from supplemental items. This section explains the production of scores for composite measures and discusses adjustments designed to better ensure the comparability of scores across providers.

A. Domain-level Composites

The core items from the Clinician & Group Survey may be combined into three domain-level composites: 

· Access to care – This composite is produced by combining responses to five questions:  

·  “When you called this doctor’s office to get an appointment for care you needed right away, how often did you get an appointment as soon as you thought you needed it?”

· “When you made an appointment for a check-up or routine care with this doctor, how often did you get an appointment as soon as you thought you needed it?” 

· “When you called this doctor’s office during regular office hours, how often did you get an answer to your medical question that same day?”

· “When you called this doctor’s office after regular office hours, how often did you get an answer to your medical question as soon as you needed?” 

· “[Wait time includes time spent in the waiting room and exam room.]  How often did your visits to this doctor’s office start within 15 minutes of your appointment?”

Possible responses are “never,” “sometimes,” “usually,” or “always.”  

· Provider communication – This composite is produced by combining responses to six questions:  

· “How often did this doctor explain things in a way that was easy to understand?”

· “How often did this doctor listen carefully to you?” 

· “How often did this doctor give you easy to understand instructions about taking care of these health problems or concerns?”

· “How often did this doctor seem to know the important information about your medical history?”

· “How often did this doctor show respect for what you had to say?”

· “How often did this doctor spend enough time with you?”

Possible responses are “never,” “sometimes,” “usually,” or “always.”  

· Clerks and receptionists at provider’s office – This composite is produced by combining responses to two questions:  

· “How often were clerks and receptionists at this doctor’s office as helpful as you thought they should be?”

· “How often did clerks and receptionists at this doctor’s office treat you with courtesy and respect?”

Possible responses are “never,” “sometimes,” “usually,” or “always.”  

B.  Producing Composite Scores

The basic steps in calculating a provider’s composite score are as follows:

Step 1 – Calculate the proportion of cases in each response category for each question.

P11 =  Proportion of respondents to the first question who said “never” 

P12 =  Proportion of respondents to the first question who said “sometimes” 

P13 =  Proportion of respondents to the first question who said “usually” 

P14 =  Proportion of respondents to the first question who said “always” 

Follow the same steps to obtain proportions for the second question:

P21 =  Proportion of respondents who said “never” 

P22 =  Proportion of respondents who said “sometimes” 

P23 =  Proportion of respondents who said “usually” 

P24 =  Proportion of respondents who said “always” 

Repeat the same procedures for each of the remaining items in the composite.

Step 2 – Combine responses from the questions that form the composite.

For example, calculate the average proportion responding to each category across the six questions in the provider communication composite:

PC1 =  Composite proportion who said “never” =  (P11+P21+P31+P41+P51+P61) / 6

PC2 =  Composite proportion who said “sometimes” = (P12+P22+P32+P42+P52+P62) / 6

PC3 =  Composite proportion who said “usually” =  (P13+P23+P33+P43+P53+P63) / 6

PC4 =  Composite proportion who said “always” =  (P14+P24+P34+P44+P54+P64) / 6

A provider’s score on the “Provider Communication” composite is the proportion of cases in each response category.  Appendix I gives an illustrative example of the calculations above.

Comparative data on providers’ scores on composites can be displayed in a number of ways.  Previous experience indicates that very negative responses are not frequent, so “never” and “sometimes” may be combined in a single display category. 

C.  Adjustments to Ensure Comparability

The discussion above describes the basis steps in producing composite scores.  To ensure the comparability of scores across providers, final scores will include adjustments for case mix as well as for survey administration effects.

Adjusting for Case Mix

One of the methodological issues associated with making comparisons across physician groups, practices, and/or individual clinicians is the need to adjust appropriately for differences in the case-mix of patients.  Equitable comparison requires accounting for the effects of patient characteristics not under the control of the provider that may affect patients’ evaluations of outcomes or processes, such as demographic characteristics and education.  To the extent that these patient characteristics are not balanced across providers, there is potential for provider ratings to vary in part as a function of the characteristics of their patient population, rather than because of the quality of care they provide, making comparisons of unadjusted scores misleading. The basic goal of case-mix adjustment (CMA) is to estimate how different providers would be rated if they all provided care to comparable groups of patients.

The CAHPS grantees conducted analyses of the Clinician & Group Survey’s pilot data to examine the effects of patient characteristics on their ratings of care (for more information, see Appendix J: CAHPS Case-Mix Recommendations for HealthPlus of Michigan). Based on these analyses, the CAHPS Clinician & Group Survey will include an adjustment to provider scores to control for patient characteristics that affect ratings and are differentially distributed across providers.  The case-mix items are included in the “About You” section of the questionnaires.  Based on the pilot data, and consistent with previous studies of case-mix adjustment in CAHPS and other patient surveys, the Clinician & Group Survey will use the following variables in the case-mix adjustment model:

· Age (specified as a categorical variable, capped at 55+)

· Self-reported general health status (specified as a linear variable)

· Gender

As additional data are obtained and analyzed, other variables (e.g., level of education, language spoken at home) might be included as case-mix adjustors.  

The case-mix adjustment uses a regression methodology also referred to as covariance adjustment.  See Appendix K for details on this methodology.  

Adjusting for Survey Administration Effects

Providers have a choice in how they administer the survey (see section on Mode of Survey Administration).  Analyses of field test data indicate that responses tend to be more positive for telephone than mail administration of the Clinician & Group Survey.  The size of these differences is generally small, ranging from 0.10 to 0.29 effect sizes.  We recommend using a common mode of data collection whenever possible.  In addition, the CAHPS Consortium will continue analyzing results from mode studies to determine whether a robust adjustment for mode effects is possible when comparing reports and ratings of care for different clinicians and groups.

Section 6: Use of the Measure for Public Reporting and Quality Improvement

A hallmark of the CAHPS initiative since its inception has been the systematic integration of reporting considerations into all aspects of survey design and implementation.  This process is based on the principle that reporting applications and the needs of users should guide the development of questionnaire content, sampling, and data collection protocols.  This section reviews the reporting considerations for Clinician & Group Survey results related to audiences and uses, reports development and formative testing, the evidence from early initiatives, and resources for guiding future efforts.

A. Audiences and Uses

A distinguishing feature of the CAHPS Clinician & Group Survey is the explicit expansion of audiences and uses to include quality improvement applications oriented to health plans and clinical practices in addition to public reporting applications oriented to consumers and purchasers.  Indeed, one of the primary motivations for developing a CAHPS survey at the medical group and clinician level was to more effectively meet the needs of medical groups, practices, and individual physicians to improve the quality of the patient experience in the ambulatory care setting.  The application of Clinician & Group Survey results for quality improvement purposes has played a major role in the development of survey content and administration protocols.

Quality Improvement

The following are the major intended audiences and uses for Clinician & Group Survey results related to quality improvement applications:

· Accrediting and certifying organizations:  For use in physician board certification (such as in the new Maintenance of Certification requirements of the American Board of Medical Specialties) and new accreditation programs that reward the use of group and clinician-level surveys (such as NCQA’s Quality Plus standards for Physician and Hospital Quality).

· Health plans:  For use in medical group contracting, performance monitoring, quality improvement initiatives, and pay-for-performance programs (such as the Integrated Healthcare Association’s program in California).

· Medical groups and practice sites:  For use in physician contracting, performance monitoring, quality improvement initiatives, and pay-for-performance programs.

· Individual clinicians:  For use in developing and implementing practice improvement plans, either formally in the context of a collaborative project or ongoing program (such as the Practice Improvement Modules of the American Board of Internal Medicine) or informally in individual practices.

Public Reporting

Audiences and uses for Clinician & Group Survey results related to public reporting applications include:

· Consumers:  For use in selecting or confirming their choice of a medical group, practice site, or individual physician.

· Purchasers:  For use in monitoring the performance of physician networks included in health plan products and benefit programs offered to beneficiaries.

· Policymakers:  For use in monitoring the overall quality of care as reflected by the patient’s experience (such as in AHRQ’s National Healthcare Quality and Disparities Reports).

B. Reports Development and Formative Testing

CAHPS investigators have conducted several studies to guide the development of reporting activities incorporating results of the Clinician & Group Survey (or results from very similar precursor instruments).  These studies are described briefly below.

Quality Improvement Reports

· Institute for Clinical Systems Improvement (ICSI):  As part of a collaborative project aimed at improving the patient care experience, Harvard team researchers worked with eight medical groups in Minnesota to assess the effectiveness of report design and distribution methods to support quality improvement based on survey results collected at the medical group level.  Portions of this work have been presented at public meetings and a publication on this work is pending. 

· Massachusetts Health Quality Partners (MHQP):  Harvard team researchers participated in a series of focus groups with leaders from integrated delivery networks, medical groups, and practice sites to determine reporting needs and preferences related to a Statewide physician-level survey.  (A sample of the final report format distributed to practices participating in the MHQP survey project is included as Appendix L.)

· HealthPlus of Michigan:  RAND researchers are working with a large health plan in southeastern Michigan to use Clinician & Group Survey results collected at the physician level for quality improvement, pay-for-performance, and member reporting.  (See Appendix M for an example of the HealthPlus physician-level quality improvement report.)

· American Board of Internal Medicine (ABIM):  The ABIM Practice Improvement Modules for physician Maintenance of Certification will incorporate the CAHPS Clinician & Group Survey to help physicians monitor and improve performance related to communication and interpersonal skills.

Public Reporting

· Study of how consumers use reports on the quality of care systems:  Researchers from the Academy for Educational Development (AED), working with the Harvard Reports Team, conducted a series of interviews with employees who received from their employer a comparative quality guide designed to support their annual choice of a care system.  The study elicited ways in which consumers actually used such information in selecting a care system, and found that consumers were much more likely to use a quality guide when they were new to the job and area and therefore had to find a health care provider.  Consumers also used quality guides to confirm their choice of the providers they already use.  

· Massachusetts Health Quality Partners (MHQP):  Harvard team researchers conducted a series of focus groups with consumers in three regions of Massachusetts to gain insights related to the organization, content, and presentation of a Web-based public report on MHQP’s Statewide patient experience survey of physician practices.  In addition, based on an examination of MHQP’s survey data, researchers from Tufts University (also with the Harvard team) provided recommendations for reporting the results in a way that minimizes the risk of misclassifying physicians and group practices.  Actual results from the MHQP public report released in March 2006 are available at http://www.mhqp.org/quality/pes/pesSearch.asp?nav=031600 (accessed June 29, 2006).

· RAND study of Clinician & Group Survey composites:  Researchers from the RAND team are currently developing a protocol for testing consumer preferences regarding the organization, construction, and labeling of the survey composites.  The results of this testing will be used along with psychometric tests of question items to inform the content and names of composite measures for consumer audiences.   

· AIR lab studies of physician-level displays of data for consumer reports:  Researchers from the American Institutes for Research (AIR) conducted a laboratory experiment to identify and systematically test features of data displays for quality reports that help consumers notice differences in quality more readily, interpret differences in quality more accurately, and use quality information more easily.  Portions of this work have been presented at public meetings and a publication on this work is pending.  Examples of displays of quality data will be available on the CAHPS Web site (www.cahps.ahrq.org).

· RAND study of reporting patterns of CAHPS sponsors:  RAND researchers conducted telephone interviews with 27 organizations that publicly report CAHPS results to support consumer choice.  Major findings include the following:  sponsors are not seeking specific reporting templates as much as technical assistance to improve existing reports and to adapt new survey content (e.g., results of the Clinician & Group Survey at the physician level), and sponsors do not pay sufficient attention to the need to tailor reports to specific audiences, literacy assessments, dissemination planning, or evaluation. 

C. Evidence from Early Reporting and Quality Improvement Applications 

The reports development and testing efforts described above include references to several early reporting applications for both quality improvement (ICSI and MHQP) and public reporting (MHQP).  These and several other early reporting and quality improvement initiatives provide examples and key lessons related to the effective use of Clinician & Group Survey results.

Quality Improvement Evidence

· Institute for Clinical Systems Improvement:  An evaluation of this learning collaborative with eight medical groups in Minnesota found that small measurable improvements in patient experience were achieved in the short term using an early test version of the CAHPS Clinician & Group Survey.  The evidence suggests that sustainable, longer term change in performance will likely require organizational strategies, engaged leadership, cultural change, and more experience in using survey data.  (Results of this evaluation will be submitted for publication.)

· Harvard Vanguard Medical Associates:  This 500-physician multi-specialty group practice in the Boston area used a test version of the Clinician & Group Survey to identify problems and take corrective action to improve performance in visit-based continuity (to increase the percentage of the time that patients see their own primary care physician when they come to the office for care) and to improve the visibility of the clinical team.  Preliminary evidence from the continuous measurement of patient perceptions of care shows that these changes are making a difference and improving survey scores.

Public Reporting Evidence

· Integrated Healthcare Association:  This Statewide pay-for-performance initiative in California uses patient survey data along with clinical and information technology performance metrics to assess medical group performance. Scores are publicly reported and health plans use these assessments to develop financial rewards and incentives for the medical groups they contract with.  Average patient experience survey scores across over 100 medical groups have improved significantly between 2002 and 2004.  (See www.opa.org to access the public reports.) 

· Massachusetts Health Quality Partners:  There is strong and growing anecdotal evidence that the MHQP’s public release of patient experience data earlier this year is motivating organizations to closely examine areas where they have not performed as well as expected, and to take corrective steps to improve their performance on future surveys.

D. Guidance for Reporting and Quality Improvement

The initiatives described above provide several real-world models for reporting Clinician & Group Survey results for multiple audiences and purposes.  In addition, CAHPS grantees have played a role in developing specific resources with reporting guidance that is relevant to the Clinician & Group Surveys.  These include:

Quality Improvement Guidance

· CAHPS Web Site:   The CAHPS Web site includes a section specifically devoted to recommendations and resources for using CAHPS results to improve patients’ experiences with care.  (See https://www.cahps.ahrq.gov/content/resources/QI/RES_QI_Intro.asp?p=103&s=31.)

· The CAHPS Improvement Guide:  Harvard researchers developed this Guide as a comprehensive resource for health plans and medical groups seeking to improve their performance in the domains of quality measured by the CAHPS Health Plan Survey.  Originally published in October 2003 (and available at https://www.cahps.ahrq.gov/content/resources/QI/RES_QI_CAHPSImprovementGuide.asp?p=103&s=31), the Guide is now being updated and converted to a Web-based tool.  It will feature new applications related specifically to the use of the Clinician & Group Survey by medical groups and practices. 

Public Reporting Guidance

· CAHPS Web Site:   The CAHPS Web site includes a section specifically devoted to recommendations and resources for reporting CAHPS results.  (See https://www.cahps.ahrq.gov/content/resources/report/RES_REPORT_Intro.asp?p=103&s=32).

· TalkingQuality:  This Web site, sponsored by the Agency for Healthcare Research and Quality (AHRQ), is a comprehensive online guide to developing comparative health care quality reports for consumers. (See www.talkingquality.gov.)

· Report Card Compendium:  Developed as an adjunct to the TalkingQuality Web site, the Compendium is a new Web resource cataloguing over 200 examples of performance reports.  Also sponsored by AHRQ, this Web site has not yet been officially launched for public use.  The public launch is anticipated later in 2006.

In addition to the above tools, the following references authored by CAHPS researchers are also useful sources of information on developing public reports on Clinician & Group Survey results for consumers:

· Carman KL, McGee JM, Hibbard J, Gustafson S, Dardess PK, Evensen C, and Garfinkel SA. (2006).  Improving quality in a consumer driven era: Showing the differences is crucial to informed consumer choice. Presented at the 10th National CAHPS User Group Meeting, Baltimore, Maryland, March 29-31, 2006. Available at https://www.cahps.ahrq.gov/content/community/Events/UGM10/files/DAY2_c&d_1_Carman.pdf, accessed June 29, 2006.
· Kanouse DE, Spranca M, Vaiana M.  (2004). Reporting About Health Care Quality: A Guide to the Galaxy.  Health Promotion Practice. 5(3):222-231. 

· McGee J.  Writing and Designing Print Materials for Beneficiaries: A Guide for State Medicaid Agencies. Baltimore, MD: Health Care Financing Administration, Center for Medicaid and State Operations. HCFA Publication Number 10145. October 1999.

· Shaller Consulting.  Consumers in Health Care: The Burden of Choice.  Oakland, CA: California HealthCare Foundation. October 2005.

· Shaller Consulting.  Consumers in Health Care: Creating Decision-Support Tools That Work.  Oakland, CA: California HealthCare Foundation. June 2006.

· Teleki SS, Shaw RN, Spranca M, Kanouse D, Vaiana M, deVries H.  Lessons Learned About Designing, Disseminating, and Using Reports on Health Care Quality.  In press: Agency for Healthcare Research and Quality. 2006.

Section 7: Adoption and Implementation of the CAHPS Clinician & Group Survey

The goal of all CAHPS survey and reporting development efforts has been to achieve adoption and implementation of the products. The CAHPS Health Plan Survey, for example, has succeeded largely because it was adopted by several major stakeholders, including the National Committee for Quality Assurance (NCQA), CMS, the U.S. Department of Defense (DoD), State Medicaid programs, and the U.S. Office of Personnel Management (OPM). As a result, over 130,000,000 Americans are enrolled in health plans for which CAHPS Health Plan Survey data are collected. 

A. Strategy to Date

The strategy for adoption and implementation of the CAHPS Clinician & Group Survey has involved several components:

· Application of the most up-to-date science

· Rigorous testing

· Close involvement of stakeholders

Use of science to facilitate survey administration and lower costs.  AHRQ has funded a talented team of survey and reporting researchers over the last 11 years, at a cost of approximately $25 million, to develop and test CAHPS products. The CAHPS Clinician & Group Survey, in development for over 7 years, has benefited from the knowledge of these top researchers. As the team has developed and tested the surveys, it has experimented with new approaches for data collection to try to achieve a lower cost survey that will yield reliable and valid data. Based on vast experience before and during the CAHPS program, researchers proposed and tested new instrument item designs to achieve more precision in measurement. To further address costs issues for surveying such large numbers as would be expected for the Clinician & Group Survey, the team honed its estimate of the sample size needed to obtain reliable results for a physician. 

Extensive testing to engage diverse stakeholders in refinement of the survey. A variety of stakeholders have participated in testing of the Clinician & Group Survey. As show in Appendix E, testing has been conducted with:
· health plans (Kaiser and HealthPlus of Michigan), 

· specialty boards (e.g., the American Board of Internal Medicine and the American Board of Pediatrics), 

· purchasers (Pacific Business Group on Health, CMS, and DoD), 

· Statewide reporting initiatives (MHQP), and 

· professional associations (American Medical Group Association). 

This testing helped in refining the instrument, sampling and data collection methods, and reporting applications. In addition, it provided a real-world assessment of the survey in different settings, administered for different purposes.  Several specific initiatives related to public reporting and quality improvement applications are summarized in the Reporting section of this submission.

Cultivation of relationships to solicit input and support.  Testing with these stakeholders is one mechanism for involving them in the development of the CAHPS Clinician & Group Survey. As noted earlier, these organizations and others are also members of an ongoing advisory committee to the CAHPS grantees. (A full list of members is included in Appendix D.) The group meets periodically to review progress on the development of the products and provide input. A CAHPS team member is assigned to work with each stakeholder on a continuing basis between meetings.  
B. Next Steps

One of the biggest challenges to widespread implementation of the Clinician & Group Survey is the duplication of effort that occurs when a single physician’s patients are surveyed multiple times by organizations with different interests, e.g., accrediting organizations, health plans, and State agencies. To minimize that redundancy and use resources as efficiently as possible, AHRQ is developing a strategy for administering the survey for a physician only once in a given period of time and sharing the information among multiple users. A key component of this strategy would be the development of a central database that would maintain survey responses, with reports provided to users to meet their specific needs for quality improvement, accountability, public reporting, and certification. 

AHRQ is planning a meeting for the fall of 2006 to bring major stakeholders together to discuss and plan the implementation of a strategy for widespread adoption of the Clinician & Group Survey. The objective of this meeting is to develop a concrete plan for coordinated implementation among key stakeholders. 
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