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Abstract

Objectives—RPrior studies have established disparities by race/ethnicity and socioeconomic
status (SES) in the kind, quantity, and technical quality of SLE care and outcomes. In this study
we evaluate whether disparities exist in assessments of interactions with health care providers and
health plans and whether such interactions affect the technical quality of SLE care.

Methods—Data derive from the Lupus Outcomes Study (LOS). Principal data collection is an
annual structured phone interview including items from the Consumer Assessment of Health Plans
and Interpersonal Processes of Care Scale measuring dimensions of health care interactions. We
use general estimating equations to assess whether disparities exist by race/ethnicity and SES in
being in the lowest quartile of ratings of such interactions and whether ratings in the lowest
quartile of interactions are associated with technical quality of care after adjustment for
sociodemographic and disease characteristics.

Results—In the 2012 LOS interview, there were 793 respondents, of whom 640 had >1 visits to

their principal SLE provider. Non-white race/ethnicity and education were not associated with low
ratings on any dimension of provider or system interaction; poverty was associated only with low

ratings of health plan interactions. After adjustment for demographics, SLE status, and health care
variables, ratings in the lowest quartile on all dimensions were associated with significantly lower
technical quality of care.

Conclusions—Ratings in the lowest quartile on all dimensions of interactions with providers
and the health care system were associated with lower technical quality of care, potentially
resulting in poorer SLE outcomes.

Prior research has established that there are disparities by race/ethnicity and socioeconomic
status in the quantity and kind of health care used, and in select outcomes among persons
with systemic lupus erythematosus (SLE) 1-9. Although disparities in outcomes appear to be
due to an array of factors, including the socioeconomic status of persons with SLE,
characteristics of their communities, and the nature of the health care they receive 10-13,
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there is also evidence that differences in technical quality of care play a role in accrued
damage 14. To measure technical quality of care in SLE, 20 quality indicators have been
developed that cover general preventive strategies, osteoporosis prevention and treatment,
drug toxicity prevention and monitoring, renal disease prevention and treatment, and
monitoring for cardiovascular risk factors 1°.

In addition to technical quality, another proposed set of factors affecting access to care,
health care utilization, and outcomes is the nature of interactions between patients and their
providers and health plans along multiple dimensions 1617, These dimensions include both
system (promptness or timeliness of care, care coordination, and assessment of health plans)
and provider (patient-provider communication, trust in provider, and shared-decision
making) characteristics. In the present paper, we report on a project that adapted recently-
developed and validated measures of the nature of interactions between patients and
providers and health plans for use among persons with SLE. We sought to evaluate whether
there are differences in assessments of interactions with providers and health plans by race/
ethnicity and socioeconomic status and whether such interactions are related to the technical
quality of care received, already identified as a key factor in outcomes.

Data Source

Data derive from the UCSF Lupus Outcomes Study (LOS). Briefly, the LOS was established
in 2002 by re-enrolling persons with SLE who had previously participated in a study of
genetic risk factors for SLE; two subsequent enrollments have occurred using the same
sampling method. The participants in the study were recruited from a range of sources,
including academic and community practices (33%), and lupus support groups and
conferences (26%); and newsletters, web sites, and other forms of publicity (41%).
Therefore, 66% of the LOS participants were derived from nonclinical sources 18. At the
point of enrollment in the LOS, each participant’s medical records were reviewed to ensure
that ACR criteria for SLE were met. LOS data are collected by an annual structured
telephone interview conducted by experienced survey workers. The interview includes
validated batteries covering sociodemographic characteristics, disease status, overall
physical and mental health status, medications, health care utilization, and health insurance
coverage. Several of the LOS investigators were involved in an effort to develop the SLE
quality indicator (QI) set 1°. Of the 20 QIs that emerged from that project, 13 were amenable
to self-report 14. They cover general preventive strategies, osteoporosis care, drug
monitoring, and renal disease care. Those 13 were included in the annual survey for the LOS
starting in 2009 and serve as a measure of technical quality of care in the present study.

Over the course of the study, there have been 1,237 persons in the LOS and 8,346 person-
years of observation (6.7 years per person). Year to year re-interview rates have averaged
93% including deaths or 95% excluding them.

Arthritis Care Res (Hoboken). Author manuscript; available in PMC 2016 March 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Yelin et al.

Page 3

Measures of Interactions between Patients and Providers and Health Plans

Analysis

The Agency for Healthcare Research and Quality has developed and validated survey
instruments to assess accessibility of providers and the nature of interactions between
patients and providers and health plans as part of their Consumer Assessment of Healthcare
Providers and Systems (CAHPS) Program 6. The dimensions covered by CAHPS items
include promptness or timeliness of care, care coordination, and an overall assessment of the
health plan. Stewart and colleagues have developed the Interpersonal Processes of Care
(IPC) scale to capture and expand upon aspects of care relevant to at-risk populations,
including health care discrimination, trust in provider, and interpersonal style 17.

In 2012, we included batteries from the CAHPS items and IPC that were relevant to persons
with SLE in the annual LOS survey. Appendix 1 includes a complete listing of the items
from the CAHPS and IPC scales included in the survey and how each item maps to a
dimension of interaction between patients and health providers and health systems.
Communication with provider is comprised of 15 items, coordination of care by 1,
promptness or timeliness of care by 5, shared decision-making by 6, trust in provider by 6,
and assessment of the health plan by 5. As can be seen in the Appendix, items are not
consistently coded within the CAHPS battery and also between the CAHPS and IPC
batteries. We therefore transformed each item to a 0 (worst) to 100 (best) rating following a
method outlined by Morales and colleagues 1°. For ratings on a 0 to 1 scale, responses were
multiplied by 100. For ratings on a 0 to 10 scale, scores were multiplied by 10. For ratings
on a 1-3 scale, scores were transformed to 0, 50, and 100. For ratings on a 1-4 scale, scores
were transformed to 0, 33, 67, and 100. For each dimension, scores were averaged across the
items in the dimension. Because of the differences in the original coding of the items, we
dichotomized the ratings of each dimension into the lowest versus the highest three
quartiles.

In 2012, annual interviews were completed with 793 individuals. The present analysis is
limited to the 640 who had one or more visits to their principal provider for SLE, necessary
to provide assessments of providers and health systems. When comparing the 640 to those
with no visits to the principal SLE provider, there were no differences by race/ethnicity and
education level, but those without visits were less likely to be poor and more likely to have
low levels of disease activity and accumulated damage. By tautology, such persons had a
lower number of physician visits and a lower proportion with visits to rheumatologists and
generalists, the specialties most likely to serve as principal SLE providers.

We use general estimating equations to estimate the relationship between sociodemographic
characteristics, health system characteristics, and several measures of SLE- and overall-
health status on the probability of being in the lowest quartile on each dimension of the
interaction between patients and providers and health systems. We then used general
estimating equations (GEE) to estimate the relationship between ratings in the lowest
quartile on each individual dimension of interactions between patients and providers and
health plans and the overall pass rate for technical quality indicators, with and without
adjustment for the sociodemographic characteristics, health system characteristics, and the
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SLE- and overall-mental health status measures. An overall pass rate is the number of
indicators received as a proportion of the number for which an individual is eligible.

In addition to the analysis of the impact of individual dimensions of interactions between
patients and providers and health plans, we created three summary measures of such
interactions. The first was a count of all dimensions with ratings in the lowest quartile. The
other two were counts of the ratings of provider and health system dimensions in the lowest
quartile. In GEE, we are able to take into account the multiple observations among
individuals in reporting care consistent with each of the individual technical quality
indicators.

In the GEE estimations, the measures of sociodemographics include age (18-44, 45-64, and
65 or greater), race/ethnicity (non-Hispanic white vs. other), education (less than or equal to
high school, some college, and college graduation or more), poverty status (less than or
equal to 125% of the Federal poverty level for the respondent’s household size vs. higher
incomes), and language spoken at home (English vs. other). In an alternative estimation, we
substituted a five-category race/ethnicity variable (non-Hispanic white, Hispanic, African
American, Asian, and other) for the two category measure. As the results did not differ
substantially from the primary analyses, they are not presented. The measures of health
system characteristics include presence and source of insurance (none, public, employer,
other), HMO status (HMO vs. other), and specialty of main SLE provider (no SLE provider
or don’t know, and combinations of general MD/internist and rheumatologist). The
measures of SLE status include disease duration, disease activity (SLAQ), cumulative
damage (BILD), and depressive symptoms (CES-D) 20.

Table 1 shows the characteristics of the 640 LOS respondents who had one or more visits to
their main SLE provider in the year prior to interview and who are therefore eligible to
complete the survey items about interactions between patients and providers and health
plans as well as the technical quality indicator set for SLE. Respondents averaged 53 years
of age, just under 40% were non-white, just under one in five had a high school education or
less, and 14% had incomes less than or equal to 125% of the Federal poverty level for a
given household size. They had had their SLE for an average of two decades, about a third
reported high levels of cumulative damage and many had high levels of disease activity. One
in five had CESD scores consistent with high levels of depressive symptoms. Most reported
some form of health insurance. Just under half received health insurance through public
programs; about 42% were in HMOs. Eighty-five percent of respondents reported having
seen a rheumatologist in the year prior to interview; of these, all but 14% also saw generalist
providers. The table also shows the ratings for the six dimensions of interactions between
patients and providers and health systems on the 0-100 scale. The highest ratings were for
patient-provider communication (90, 95% CI 89-91) and trust in provider (89, 95% CI 88—
90), while the lowest rating was for shared decision-making (43, 95% CI 41-46).

In Table 2, we show the odds of being in the lowest quartile of ratings on each dimension of
provider and health system measures after adjustment for sociodemographics, SLE- and
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health system factors. In the cells of the table, odds ratios greater than 1 indicate that the
variable is associated with being in the lowest quartile on a dimension. Non-white race was
not significantly associated with the odds of a rating in the lowest quartile on any dimension
of provider and health system interactions. Similarly, less than a high school education was
not associated with the odds of such a rating in any dimension; in fact, having less than a
high school education was associated with a lower odds of being in the lowest quartile of
ratings of trust and assessment of health plan, while having completed some college was
associated with a lower odds of being in the lowest quartile of ratings of assessment of
health plan. Having household income at or below 125% of the Federal poverty level was
associated with a rating in the lowest quartile only in one dimension, the assessment of
overall interactions with health plans.

Higher levels of disease activity as measured by SLAQ scores were associated with
significantly increased probability of ratings in the lowest quartile for four dimensions,
patient-provider communication, trust in the provider, care coordination, and assessment of
interactions with health plans. Higher levels of accumulated damage as measured by the
BILD score were associated with an increased probability of ratings in the lowest quartile on
promptness or timeliness of care, while longer duration of disease was associated with a
decreased probability of a low rating on this dimension. Health care characteristics were not
associated with ratings in the lowest quartile of any dimension.

Table 3 shows the relationship between ratings on each dimension of interactions between
patients and providers in the first versus the second through fourth quartiles and the pass rate
for technical quality indicators, with and without adjustment for sociodemographic, SLE,
and health care characteristics. In unadjusted analyses, only ratings in the second through
fourth quartiles for promptness or timeliness of care were significantly associated with the
pass rate for quality indicators. No single dimension of interactions between patients and
providers was significantly associated with the pass rate after adjustment. However, for all
dimensions, there was a trend for high ratings to be associated with slightly elevated pass
rates, universally between two and four percentage points in the pass rate.

Table 3 also shows the relationship between cumulative measures of ratings in the lowest
quartile on multiple dimensions and the pass rate. Pass rates were significantly higher
among persons not providing ratings on any dimension in the lowest quartile than among
those rating 1-3 or 4-6 dimensions, respectively, in the lowest quartile (pass rates of .71
versus .70 and .63). When the cumulative measures were subdivided into provider and
health system measures, those with ratings of two or three items had lower pass rates for the
quality indicators, albeit not at a level that reached statistical significance.

In the estimations for Table 3, we also evaluated whether race/ethnicity and poverty were
related to each of the individual and combined measures (results not shown in table). In no
instance were race/ethnicity or poverty significantly related to the pass rate.

Arthritis Care Res (Hoboken). Author manuscript; available in PMC 2016 March 01.
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Discussion

Interacting effectively with providers and health systems may be crucial to improving
outcomes in a disease such as SLE. Flares of SLE require timely intervention and
coordination among providers is necessary given the multiple manifestations of the
condition. We and others have previously established that there are differences by race/
ethnicity and socioeconomic status in health care 2124 and outcomes 3:5-6:11.25-26
However, the effect of race/ethnicity is reduced when taking socioeconomic status into
account, suggesting that part of the effect of race/ethnicity may be due to socioeconomic
status 2 and that it may be difficult to separate the effects of race/ethnicity, education and
poverty. In the present paper, we assess whether race/ethnicity and socioeconomic status are
associated with ratings of interactions between patients and providers and health systems.
Such interactions along several dimensions may help to explain differences in health care
utilization and technical quality of care that, in turn, may result in poorer outcomes.

Among the measures assessing interactions with providers, average ratings of patient-
provider communication and trust in the provider were 90 and 89, respectively, indicating
consistently good health care experiences in these domains. In contrast, a relatively low
average ranking of 43 for shared decision-making indicates that there is substantial room for
improvement in that dimension of care.

Communicating effectively about what a provider intends to do and establishing trust
certainly represent important advances over the stereotype of the provider not caring to
establish rapport, especially with patients from vulnerable backgrounds. However, the low
ratings for shared decision-making suggest that the goal of establishing true patient-centered
care has not been reached.

Among the measures assessing health systems, average ratings ranged from 74 (promptness/
timeliness of care) to 79 (care coordination) and 80 (assessment of health plan). These
ratings were higher than for shared decision-making, but substantially lower than for the
other provider measures. Health system interactions may be especially critical in SLE
because of the necessity to organize care among a range of medical specialties and to gain
access to the providers and institutions with experience in dealing with the diverse and often
serious manifestations of the disease, such as renal disease or neuropsychiatric involvement.

Non-white race was not significantly associated with ratings in the lowest quartile on any
dimension of provider and health system interactions. Having a high school education was
actually associated with a lower probability of ratings in the lowest quartile for trust in the
provider and assessment of health plan (having completed some college was associated with
a lower probability in the assessment of health plan). A cautious interpretation is that neither
non-white race nor low levels of education resulted in an increased probability of low
ratings for interactions with providers and health systems. Persons with SLE meeting this
study’s definition of poverty were more likely to have ratings in the lowest quartile of
ratings of their interactions with their health plans. However, poverty was not significantly
associated with any other dimension of interactions. Higher levels of disease activity were
associated with ratings in the lowest quartile on two dimensions of interactions with

Arthritis Care Res (Hoboken). Author manuscript; available in PMC 2016 March 01.
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providers (patient-provider communication and trust in provider) and on two dimensions of
interactions with health systems (care coordination and assessment of health plan). This
suggests that those with higher levels of activity may require more attention and perhaps
improved interactions to achieve the goal of patient-centered care.

Patient-centered care is a laudable goal in its own right since good interactions between
providers and health systems and patients meet the ethical goal of fostering patient
autonomy in health care. However, the quality of interactions may also be a sentinel for the
level of the technical quality of care. High levels of technical quality of care have been
shown to be associated with quite dramatically lower rates of accumulated damage in

SLE 26, We found that being in the lowest quartile of ratings on each measure of provider
and health system interaction was associated with a small decrement in the pass rate for
technical quality indicators of the range of two to four points, although these differences
were not statistically significant after adjustment; on only one measure, promptness or
timeliness of care, was the difference statistically significant before adjustment.

However, consistently good or poor ratings on interactions with providers and health
systems were associated with meaningful and statistically significant differences in the pass
rate. When persons with SLE rated no dimensions in the lowest quartile, they had pass rates
of .71 (95% CI .68-.74) whereas when they rated no fewer than four dimensions in the
lowest quartile, pass rates averaged .63 (95% CI .58-.68). Of note, when they rated one to
three in the lowest quartile pass rates averaged .70 (95% CI .67-.72), very close to the pass
rate when they rated no dimensions that way. This suggests that there may be a threshold at
which there is a cumulative impact on technical quality from poor ratings on many
dimensions of interactions simultaneously.

The study has some limitations. Because it is cross-sectional, it is possible that the direction
of effect runs from poor technical quality of care to low ratings of interactions with
providers and health systems. However, the Lupus Outcomes Study is longitudinal.
Therefore, in the years to come we will be able to establish whether the ratings of
interactions precede the measures of the technical quality of care and if such interactions,
like poor technical quality of care, presage worsened outcomes. Another limitation is that
the study had limited statistical power to assess the relationship in finer gradations of race/
ethnicity, for example whether persons who were from Asian or Hispanic backgrounds rate
interactions with providers and health plans differently. Accordingly, when we substituted a
five-category measure of race/ethnicity for the principal one, the results did not materially
differ.

We did not observe a consistent relationship between race/ethnicity and socioeconomic
status and ratings of interactions with providers or health systems in the lowest quartile. In
addition, race/ethnicity and poverty were not related to the technical quality of care measure,
the overall pass rate. This suggests that interactions with providers and health systems may
not be one of the principal mechanisms for the observed disparities in outcomes by these
characteristics.

Arthritis Care Res (Hoboken). Author manuscript; available in PMC 2016 March 01.
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We have observed that persons with SLE generally provide high ratings of patient-provider
communication and trust in physicians (two of three dimensions of interactions with
providers), with slightly lower ratings of the three dimensions of health systems, and
substantially lower ratings of shared decision-making, the third of three provider
dimensions. This suggests that active involvement of both provider and patient in treatment
decisions may be the final impediment to the goal of achieving patient-centered SLE care.
Whether the direction of effect runs from poor interactions with providers and health
systems to poorer technical quality of care or the reverse, we have been able to establish that
good interactions are intertwined with good technical quality of care. Patient-centered care is
a stated goal of health policy, valued for its intrinsic role in establishing patient autonomy. It
may also play an important role in establishing the rapport with which to provide high
quality care and, thus, improve outcomes in SLE.
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Table 1

Characteristics of Lupus Outcomes Study Participants with One or More Physician Visits to Main SLE
Provider (n=640)

Characteristics Distribution n (%0), unless noted

Demographics

Age, mean (std) 52.8 (12.6)
Race/Ethnicity
White 394 (62)
Non-white 246 (38)
Education
High School graduate or less 115 (18)
Some college/AA degree 242 (38)
Bachelor’s degree or higher 283 (44)
Poverty status
> 125% of Federal Poverty Level 548 (86)
< 125% of Federal Poverty Level 92 (14)

Lupus Characteristics

SLAQ - Self-reported disease activity, quartiles

0-5 158 (25)
6-9 155 (24)
10-15 181 (28)
16+ 146 (23)
BILD - Self-reported disease damage, tertiles
0,1 233 (36)
2,3 191 (30)
>3 216 (34)
Years since diagnosis, mean (std) 20.1(8.8)

CES-D - depressive symptoms

<24 515 (80)
=24 125 (20)

Annual number of MD visits, quartiles
<7 167 (26)
>7and <11 144 (23)
>1land <19 169 (26)
>19 160 (25)

Health Care Characteristics

Kind and source of health insurance

No Insurance 15 (2)
HMO, public sector 81 (13)
HMO, private sector 119 (19)
Non-HMO, public sector 222 (35)
Non-HMO, private sector 203 (32)
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Characteristics Distribution n (%), unless noted

Kind of Medical Specialists seen in past year

Other MD Specialist 15(2)
No Generalist, Rheumatologist 91 (14)
Generalist, No Rheumatologist 87 (14)
Generalist, Rheumatologist 447 (70)

Measures of Interactions (mean, 95% CI) (scale 0-100)

Provider Measures

Patient-Provider Communication 90 (89, 91)

Shared Decision-making 43 (41, 46)

Trust 89 (88, 90)
Health System Measures

Promptness/Timeliness of Care 74 (73, 76)

Care Coordination 77 (75, 79)

Assessment of Health Plan 82 (80, 83)
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Table 3

Technical quality of carel associated with measures of experience of care with and without adjustment for
demographics, SLE status, and health care utilization variables

Unadjusted Adj usted?

Overall Pass Rate (95% CI) .70 (.68, .71) --
Measures of Experiences of Care

Patient-provider communication

Quartile 1 68 (.64,.71) .67 (.63,.70)

Quartiles 2-4 .70 (.68,.72) .70 (.68, .72)
Shared decision-making

Quartile 1 68 (.65,.71) .68 (.65, .71)

Quartiles 2-4 .70 (.68,.72) .70 (.68, .72)
Trust

Quartile 1 68 (.65,.72) .67 (.63,.71)

Quartiles 2-4 .70 (.68,.72) .70 (.68, .72)
Promptness or timeliness of care

Quartile 1 .66 (.63,.70) .67 (.64, .70)

Quartiles 2-4 .70 (.69, .72) .70 (.68, .72)
Care coordination

Quartile 1 68 (.64,.72) .66 (.62,.71)

Quartiles 2-4 .70 (.68,.72) .70 (.68, .72)
Assessment of health plan

Quartile 1 68 (.64,.71) .67 (.64,.71)

Quartiles 2-4 .71(.69,.72) .70 (.69, .72)

Combined Measures

Count of measures with score in lowest quartile

0 71(68,.74) .71(.68,.74)
1-3 70(67,.72) .70 (.67,.72)
4-6 64(59,.69) .63 (.58, .68)

Count of provider measures with score in lowest quartile3

0 70(.68,.72) .70 (.68,.72)
1 70 (.67,.74) .70 (.67, .74)
2-3 67 (.63,.70) .66 (.62, .69)

Count of system measures with score in lowest quartile4

0 70(.68,.73) .70 (.68,.72)
1 70(.67,.73) .70 (.67,.73)
2-3 66 (.62,.71) .65 (.60, .69)

]Technical quality of care pass rate is the proportion of eligible services received.

Adjusted for age, race/ethnicity, education, poverty status, disease duration, disease activity and damage, CESD, annual number of MD Vvisits,
kind and source of insurance, and types of providers seen in past year

Provider measures include communication, shared-decision making, and trust.
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4 . I
System measures include promptness of care, care coordination, and health plan assessment.
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Dimensions of Interactions between Patients and Providers and Health Systems from the Consumer

Appendix Table 1

Assessment of Health Plans Survey (CAHPS) and Interpersonal Processes of Care Scale (IPC)

Page 17

Dimension Rating Scale
Patient-doctor communication (CAHPS) lto4
1. In the last 12 months, how often did this provider explain things in a way that was easy to understand? Never 1
— — Sometimes 2
2. In the last 12 months, how often did this provider listen carefully to you? Usually 3
Always 4
3. In the last 12 months, how often did this provider interrupt you when you were talking? v
4. In the last 12 months, how often did this doctor talk too fast when talking with you?
5. In the last 12 months, how often did this doctor use medical words you did not understand?
6. In the last 12 months, how often were the explanations this doctor gave you hard to understand because of an
accent or the way the doctor spoke English?
7. In the last 12 months, how often did this doctor ignore what you told him or her?
8. In the last 12 months, how often did this doctor use a condescending, sarcastic, or rude tone or manner with
you?
9. In the last 12 months, how often did this doctor show interest in your questions and concerns?
10. In the last 12 months, how often did this provider give you easy to understand information about these health
questions or concerns?
11 In the last 12 months, how often did this provider show respect for what you had to say?
12. In the last 12 months, how often did this provider answer all your questions to your satisfaction?
13. In the last 12 months, how often did this provider spend enough time with you?
14. In the last 12 months, when this provider ordered a blood test, x-ray, or other test for you, how often did
someone from this provider’s office follow up to give you those results?
15. In the last 12 months, how often did this provider seem to know the important information about your medical
history?
Dimension Rating Scale
Coordination of Care (CAHPS) 1to4
1. In the last 12 months, how often did your main lupus MD seem informed and up-to-date about the care you got from Never 1
other doctors? Sometimes 2
Usually 3
Always 4
Promptness or Timeliness of Care (CAHPS) 1to4
1. In the last 12 months, when you phoned this provider’s office to get an appointment for care you needed right away, Never 1
how often did you get an appointment as soon as you needed? Sometimes 2
Usually 3
2. In the last 12 months, when you made an appointment for a check-up or routine care with this provider, how often did Always 4
you get an appointment as soon as you needed?
3. In the last 12 months, when you phoned this provider’s office during regular office hours, how often did you get an
answer to your medical question that same day?
4. In the last 12 months, when you phoned this provider’s office after regular office hours, how often did you get an
answer to your medical question as soon as you needed?
5. In the last 12 months, how often did you see this provider within 15 minutes of your appointment time?
Shared Decision-making (CAHPS & | PC*) 1to2;1to4
1. In the last 12 months, did anyone in this provider’s office talk with you about specific goals for your health? No 1
Yes2
2. In the last 12 months, did anyone in this provider’s office ask you if there are things that make it hard for you to take

care of your health?
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Dimension Rating Scale
3* | Inthelast 12 months, how often did the provider ask if you would have any problems following what he or she Never 1

recommended? Sometimes 2

Usually 3

4* | Inthelast 12 months, how often did the provider ask if you felt you could do the recommended treatment? Always 4
5* | Inthelast 12 months, how often did you and this provider work out a treatment plan together?
6.* | Inthelast 12 months, if there were treatment choices, how often did this provider ask if you would like to help decide

your treatment?
Dimension Rating Scale
Trust (CAHPS) 1t03;1t0 10

1. In the last 12 months, did you feel you could tell this provider anything, even things that you might not tell Yes, definitely 1

anyone else? Yes, somewhat 2
No 3

2. In the last 12 months, did you feel you could trust this provider with your medical care?

3. In the last 12 months, did you feel that this provider always told you the truth about your health, even if there
was bad

4. In the last 12 months, did you feel this provider cared as much as you do about your health?

5. In the last 12 months, did you feel this provider really cared about you as a person?

6. Using any number from 0 to 10, where 0 means that you do not trust this provider at all and 10 means that 0=Don’t trust at all

your trust this provider completely, what number would you use to rate how much you trust this provider?

to
10=Trust completely

Health Plan (CAHPS) 1to4;0to 10
1. In the last 12 months, how often was it easy to get the care, tests, or treatment you thought you needed through | Never 1
your health plan? Sometimes 2
; . - - Usually 3
2. In the last 12 months, how often did your health plan’s customer service give you the information or help you Always 4
needed?
3. In the last 12 months, how often did your health plan’s customer service staff treat you with courtesy and
respect?
4. Using any number from 0 to 10, where 0 is the worst health plan possible and 10 is the best health plan 0=Worst health plan
possible, what number would you use to rate your health plan? to
10=Best health plan
5. In the last 12 months, how often were the forms from your health plan easy to fill out? Never 1
Sometimes 2
Usually 3
Always 4
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