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1.1 Measure Structure
Instrument + Derived Measure Set

1.1a Instrument or Derived Measure
Derived Measure

1.2 Associated Instrument Lookup
Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician & Group Survey
(CG-CAHPS), Version 3.1

1.6 Measure Description

The Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician & Group



Survey 3.1 (CG-CAHPS) is a standardized survey instrument that asks patients to report on their
experiences with primary or specialty care received from providers and their staff in ambulatory
care settings over the preceding 6 months. CG-CAHPS Survey Version 1.0 was endorsed by NQF
in July 2007 (NQF #0005) and version 2.0 received maintenance endorsement in early 2015.
Version 3.0 was released in July 2015 and was last endorsed in 2019. The 3.1 version of the survey
updates the 3.0 version to prompt respondents to consider in-person, phone, and video visits when
they answer the questions and to report which type(s) of visits they had. The survey is part of the
CAHPS family of patient experience surveys and is available
at https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html

 

The Adult CG-CAHPS Survey 3.1 is administered to patients aged 18 and over who had at least
one visit to a selected provider during the past 6 months.  The survey has 32 questions including
one overall rating of the provider and 12 questions used to create four (4) composite measures. 

 

The Child CG-CAHPS Survey 3.1 is administered to the parents or guardians of pediatric patients
under the age of 18. The survey has 40 questions including one overall rating of the provider and
11 questions used to create four (4) composite measures.

 

The composite measures are:

Getting Timely Appointments, Care, and Information (Access)
How Well Providers Communicate With Patients (Provider Communication)
Helpful, Courteous, and Respectful Office Staff (Office Staff)
Providers’ Use of Information to Coordinate Patient Care (Care Coordination)

 

The survey also has a single-item rating measure: 

Rating of Provider

A guidance document is available on the AHRQ CAHPS website
(https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…) which explains how
to administer the survey including how to choose the sample, maintain confidentiality, collect the
data, track returned questionnaires, and calculate the response rate. 

1.6 Measure Description (derived)

The Child CG-CAHPS Survey Rating of the Provider measure assesses the overall rating of the
child’s provider on a scale of 0 to 10, with 0 being the worst and 10 being the best.

 

https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/cg/guidance-cg-cahps.pdf


1.6a Material Specification Change(s)
No

1.7 Measure Type
Patient-reported Experience Performance Measure (PRE-PM)

1.8 Level of Analysis
Clinician: Group/Practice

1.9 Care Setting
Ambulatory Care: Clinic, Ambulatory Care: Clinician Office, Ambulatory Care: Office, Clinician
Office/Clinic, Other

1.9b Other Care Setting
All outpatient primary care and specialty settings, including medical groups

1.10 Measure Rationale

The CAHPS Clinician & Group (CG-CAHPS) Survey assesses aspects of health care delivery that
are important to patients and for which patients are the best or only source of information (Cleary,
2016). Further, the CG-CAHPS survey focuses on patient-centered care (Cleary, Edgman-Levitan,
1997; Cleary, 2016), one of the six central aims identified by the Institute of Medicine for
improving the health care system (IOM, 2001). A focus on the patient experience has the potential
to enhance clinical outcomes, improve patient safety, and reduce unnecessary medical services.
Moreover, assessing patient experience through surveys that include data on the demographic
characteristics of respondents, such as race and ethnicity, can help identify the extent to which
positive experiences are distributed equitably across patients (Haviland et al., 2003).

 

Use of this measure will benefit both patients, providers, and medical groups:

Patients can use information from the measures to help make more informed choices about1.
which practice or medical group to use.
Medical groups and their providers can use data from the surveys for quality improvement2.
initiatives and incentives.
Researchers can use data files from the surveys to help answer important health services3.
research questions.

Patient experience encompasses the range of interactions that patients have with the healthcare
system. The terms patient satisfaction and patient experience are often used interchangeably, but
they are not the same. CAHPS surveys ask patients to report on what they experienced in a
healthcare encounter—for example, whether something happened or how often it happened.
Patient experience of care surveys provide actionable, objective information for quality
improvement. Patient satisfaction surveys, on the other hand, use ratings to measure whether a
patient’s expectations about a health encounter were met.

 



The CG-CAHPS Survey is a standardized survey instrument for measuring patients’ perspectives
on their care. The survey is generally administered annually to patients who have received care in
the last 6 months.
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1.10 Measure Rationale (derived)

The Child CG-CAHPS Survey Rating of the Provider captures the overall impression of the
provider. The provider often serves as the main point of contact for care coordination, preventive
services, and chronic condition management. This rating reflects the perceived quality of care
provided by the provider. Improving performance on this measure fosters stronger relationships
with the provider, which enhances continuity of care, promotes adherence to treatment plans, and
reduces unnecessary hospitalizations and emergency visits. These improvements lead to better
health outcomes, lower healthcare costs, and increased satisfaction.

1.11 Measure Webpage
https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html

1.13 Data Dictionary
Not attached. I attest that all information will be provided where codes and/or value sets are
needed (1.14a - 1.15c).

1.14 Numerator

https://nap.nationalacademies.org/catalog/10027/crossing-the-quality-chasm-a-new-health-system-for-the
https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html


The response options for this measure range from 0 to 10, where higher scores indicate more
positive ratings. AHRQ calculates the score for this item using a top box scoring method. For the
top box or “top proportion” score, the numerator is the number of respondents who answered “9”
or “10.” The rating question is as follows:Q25: Using any number from 0 to 10, where 0 is the
worst provider possible and 10 is the best provider possible, what number would you use to rate
this provider?

1.14a Numerator Details

No additional detail, refer to 1.14.

1.15 Denominator
The measure’s denominator is the number of respondents to the survey item. The target
population for the survey is patients who have had at least one visit to the selected
provider/practice in the target 6-month time frame. This time frame is also known as the look back
period. The sampling frame is a person-level list and not a visit-level list. 

1.15a Denominator Details

No additional detail, refer to 1.15.

1.15b Denominator Exclusions

Individuals are excluded from the denominator if: 

They are deceased.1.
They did not receive care from the participating medical group or practice in the last 62.
months. 

1.15c Denominator Exclusions Details

The denominator is the total number of surveys fielded minus the total number of ineligible
surveys. The total number of ineligible surveys includes sample cases deemed ineligible: does not
meet the eligible population criteria (refer to Section 1.15b). No other cases are excluded from the
denominator, but cases are excluded from the denominator of the measure if they did not answer
any item within the measure.

1.15d Age Group
Children (0-17 years)

1.16 Type of Score
Composite scale

1.16.0 Same Type of Score? (derived)



Different from instrument

1.17 Measure Score Interpretation
Better performance = Higher score

1.17.0 Same Measure Score Interpretation? (derived)
Same as instrument

1.18 Calculation of Measure Score

Respondents report on their experiences accessing and using care over the past 6 months.

AHRQ calculates CG-CAHPS Survey this composite measure scores using a top box scoring
method.  

 

Composite Measures: 

There are two basic steps to calculating a composite measure score for a practice site: 

Calculate the proportion of responses in the top box or most positive response category for1.
each question in a composite measure.
Calculate the mean or average top box scores across all questions in a composite measure to2.
determine the composite measure’s top box score. 

 

For the top box or “top proportion” score, the numerator is the number of respondents who
answered that they “Always” received the desired care or service for a given measure. For
example, if 400 out of 1,000 total respondents answered “Always” to a composite measure item,
the top box score for that item would be 40 percent [i.e., (400 ÷ 1,000)*100 = 40%]. 

 

Lower proportion and middle proportion composite measure scores can also be calculated
following the same methodology where the lower proportion is the proportion answering “Never”
or “Sometimes” and the middle proportion is the proportion answering “Usually”.   

 

Rating Item: 

For the rating item, the numerator for the top box score is the number of respondents who
responded 9 or 10 on the 0-10 scale (where 10 is the “Best” and 0 is the “Worst”). For example, if
600 out of 1,000 total respondents answered “9” or “10” to a rating item, the top box score for
that item would be 60 percent [i.e., (600 ÷ 1,000)*100 = 60%]. 

  



 Lower proportion and middle proportion rating scores can also be calculated where the lower
proportion is the proportion answering 0-6 on the 0-10 scale and the middle proportion is the
proportion answering 7 or 8.  

 

Users may also choose to calculate mean scores or linearized mean scores.  

 

Note the survey includes screener items to identify respondents who meet the target process for
each measure, such as whether the individual needed care right away. Measures are only
calculated using respondents who experienced a particular service/process.

 

Users can also case-mix adjust the results for characteristics such as respondent age, education,
general health status, and mental health status. The CAHPS Analysis Program—often referred to
as the CAHPS Macro—is a free program written in SAS (version 6.0 or later) that enables survey
users to case-mix adjust their data. The program also generates a distribution of survey results for
each of the measures, calculates the mean score for both individual survey items and composite
measures, and indicates whether an entity’s scores are statistically different from the average.
The results presented in these analyses are based on unadjusted top box scores unless otherwise
noted. 

 

More information about the calculation of proportion scores and mean scores can be found in
these documents:

Instructions for Preparing Data for Analysis:1.
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…
Instructions for Analyzing Data from CAHPS Survey:2.
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…

1.18.0 Same Calculation of Measure Score? (derived)
Same as instrument

1.19 Measure Stratification Details

The measure is not stratified.

1.20 Types of Data Sources
Patient-Reported Data and/or Survey Data

1.20c Format: Patient-Reported Data and/or Survey Data
Non-digital

https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/helpful-resources/analysis/preparing-data-for-analysis.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/helpful-resources/analysis/instructions-for-analyzing-data-50.pdf


1.21a Data Collection Tool URL(s)
https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html

1.21b Attach Data Collection Tool(s)
Adult-Child-CG-CAHPS-Surveys.zip

1.22 Proxy Responses
Yes

1.23 Survey Respondent
Patient, Family or Other Caregiver

1.24 Data Collection and Response Rate

Users should choose a data collection protocol that maximizes the survey response rate at an
acceptable cost. Some sponsors, as well as researchers conducting field tests, have found that the
mail with telephone follow-up method is most effective or email with mail or telephone follow-up. 

 

AHRQ provides protocols for collecting responses though users can adapt it to meet their needs.
The protocols include mail only, telephone only, mail with phone follow-up, or email (web) with
mail or phone follow-up. AHRQ provides detailed instructions for these different protocols in the
“Guidelines for Using the CAHPS Clinician & Group Survey” document survey available on the
AHRQ CAHPS website: 
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…;

There is no minimum response rate requirement on the CG-CAHPS Survey. The CAHPS
consortium has found that higher response rates are achievable if users take steps to ensure the
accuracy of the sample frame and carefully follow the recommended data collection protocol,
including one or more attempts to follow up with non-respondents. 

 

In its simplest form, the response rate is the total number of completed questionnaires divided by
the total number of individuals selected for the sample. Calculating the response rate is helpful in
determining a more accurate starting sample size for future survey administration. For the CG-
CAHPS Survey, the goal is a response rate of at least 40 percent or at least 50 completed surveys
per provider. 

To calculate the response rate, use the following formula: Number of completed returned
questionnaires divided by the total number of respondents selected minus the sum of deceased +
ineligibles. 

 

AHRQ makes the CG-CAHPS Survey available in English and Spanish. 

https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html
https://p4qm.org/sites/default/files/2025-10/Adult-Child-CG-CAHPS-Surveys_0.zip
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/cg/guidance-cg-cahps.pdf.&nbsp


1.25 Data Source Details

The data were obtained from the Centers for Medicare & Medicaid Services (CMS) Center for
Medicare and Medicaid Innovation (CMMI) Primary Care First (PCF) Patient Experience of Care
Survey (PECS), which is based on the Adult CG-CAHPS Survey and adds Patient-Centered Medical
Home Supplemental items (https://pcfpecs.org/Survey-and-Protocols) The survey is administered
annually via mail with phone follow-up. The 2023 survey data included 2,490 practice sites and
238,204 respondents. For testing and performance scores, practice sites with less than 10 surveys
were excluded. After the restriction, the number of sites is 2,486.

1.26 Minimum Sample Size

The sample is drawn from a list of individuals (adults aged 18 and older, or children 17 and
younger) who have received care from a given provider, practice site, or medical group during a
six-month time period. The list is called a sample frame.

 

The source of sample information will vary by survey sponsor. The data to identify individual
patients may be found in the records of medical practices or health systems. 

 

Defining the Sample Frame: Eligibility Guidelines:

The adult questionnaires include all adults 18 years or older.
The child questionnaire includes all children 17 years or younger.
Include only patients who have had at least one visit to the selected practice in the last 6
months. This time frame is also known as the look back period.
To identify the sampling frame, use the anticipated start date of data collection to determine
the reference period. For example, if your anticipated start date is September 1, 2026,
include all those who have had at least one visit since March 1, 2026.
The sampling frame is a person-level list and not a visit-level list. Therefore, patients should
appear only once in the sampling frame regardless of how many visits they have had in the
look back period.
Draw the sample irrespective of reason for visit and duration of patient-provider
relationship, so that the full range of patients is represented.
Include all patients who meet the sampling criteria even if they are no longer receiving care
from the practice, site/clinic or provider.
Allow the sample frame to include multiple individuals from the same household, but the
sample you draw should not have more than one person (adult or child) per household. In
other words, the sample that is selected for data collection should be de-duplicated to
ensure that only one person per household receives a survey. The final sample must contain
only one respondent per household. Where a duplicate household is sampled, it is discarded
and replaced by another random draw from the frame.
All CAHPS survey items have been designed for the general population. Appropriate
screening items are included for items targeted to assess a specific experience. In order to

https://pcfpecs.org/Survey-and-Protocols


ensure that results are comparable to those produced by other sponsors and vendors,
targeted sampling, such as selecting only patients with particular conditions or experiences,
is not recommended. Targeted sampling should only be used to supplement the general
population sample, if desired.
In order to administer the survey, the name of the provider must be available, even if
surveying at the site/clinic or practice level. If the sampling frame does not accurately
identify the provider that the patient saw, select a larger sample to account for errors in
connecting health care received to a specific provider. For example, errors can occur if
administrative billing data are used for the sampling frame and visits with physician
assistants or nurse practitioners are billed under the supervisory physician.

Calculating the Sample Size for the Adult (Child) Questionnaire

The sample size varies depending on whether sampling is done at the level of the individual
provider, practice, or medical group. In general, to produce statistically valid comparisons, the
sample needs to be large enough to yield 50 completed questionnaires per provider or 300
completed questionnaires per medical group. The recommended sample size when sampling at the
practice level depends on the number of providers at each site. The document Guidelines for
Using the CAHPS Clinician & Group Survey has a table for recommended sample sizes based on
the number of providers, and it ranges from 50 to 300 completed questionnaires. 
(https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…)

 

Data are not reported for any item or measure with fewer than 10 valid responses and practice
sites with fewer than 10 responses were not included. AHRQ recommends that there needs to be
approximately 50 completed questionnaires per provider to have a sufficient number of responses
for results to be statistically reliable.

 

Proxy Respondents

 

The CG- CAHPS Survey Plan does allow for proxy respondents for mail and web-based mode. At
the end of the survey, there is an item that asks “Did someone help you complete this survey?” If
the answer is Yes, the follow-up question is “How did that person help you?” and they are to mark
one or more of these response items:

Read the questions to me1.
Wrote down the answers I gave2.
Answered the questions for me3.
Translated the questions into my language4.
Helped in some other way5.

However, these the last two questions of the core questionnaire are not included in telephone
scripts because telephone interviews should not be conducted with proxy respondents.

https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/cg/guidance-cg-cahps.pdf


 

1.26.0 Same Minimum Sample Size? (derived)
Same as instrument

2.1 Attach Logic Model
Attachment-2.1-LogicModelForCG-CAHPS.pdf

2.2 Evidence of Measure Importance

The CG-CAHPS Survey measures key components of patient experience, such as provider
communication and ease of access, that are consistent with patient-centered care. The CAHPS
Surveys focus on aspects of care that consumers have identified as important and for which
patients are the best or only source of information. Measuring patients’ perceptions of their
healthcare experience is not just a means to improve services—it’s a recognition that the patient’s
voice matters in and of itself. Listening to patients affirms their role as active participants in their
care, and their insights are essential to truly understanding the quality and impact of healthcare
delivery. In 2023, over 238,000 patients completed the CG-CAHPS Survey as part of the PCF
PECS survey. It is possible that more practices are administering and using the CG-CAHPS survey
beyond the practices participating in PCF. We reviewed the literature on the determinants of
patient care experiences measured by CAHPS and their associations with other indicators of
health care quality. CAHPS is also an actionable measure that helps clinicians and health plans
target interventions that will improve the quality and patient-centeredness of care.

 

Review of the Evidence

Prior research has identified several features of healthcare delivery structure, including clinic
accessibility, patient flow, and management, that are associated with patient experiences. Two
major systematic reviews have examined the relationships among patient experience, clinical
processes, and patient outcomes. A systematic review performed by researchers in the U.K. found
that patient experience is favorably associated with adherence to recommended medications and
treatments, preventive care such as screenings and immunizations, patient-reported health
outcomes, clinical outcomes, reduced hospitalizations and primary care visits, and reduced
adverse events (Doyle et al., 2013). Anhang Price et al. (2014) reviewed evidence on the
association between patient experiences and other measures of health care quality in the U.S.
They similarly found that better patient care experiences are associated with higher levels of
adherence to recommended prevention and treatment processes, better clinical outcomes, and
less health care utilization. 

 

Health Care Process and Quality Improvement Influence on Patient Experience

Providers routinely use patient-reported measures such as CAHPS to guide quality improvement
(QI) activities to improve their patients’ experience with care (Friedberg et al., 2011; Davies,

https://p4qm.org/sites/default/files/2025-10/Attachment-2.1-LogicModelForCG-CAHPS.pdf


Shaller, et al., 2013; Quigley et al., 2015). 

 

For example, to improve scores for “how often the office staff were as helpful as you thought they
should be”, Dean Clinic, a large integrated health care delivery system in Wisconsin, further
surveyed their patients to ask them what “helpfulness” means to them and to ask how office staff
could be more helpful. From this feedback, the Clinic learned about ways that the office staff can
be more welcoming, friendly, and appreciative of patients. With input from both staff and
management, Dean Clinic developed action plans to improve patient experience. The service
department shadowed staff and provided feedback. To improve consistency in service across all
sites, the Clinic developed an orientation for all new employees on customer service expectations.
They also offered ongoing training in the form of service workshops, videos, and Webinars, as well
as targeted interventions for the lowest scoring offices (AHRQ, 2013). Several quality
improvement initiatives to improve provider communication and engagement include shadowing,
coaching, and training (AHRQ, 2013; Hardee & Kasper, 2008; Quigley, Palimaru, et al., 2017).
Lastly, Friedberg et al. (2011) found that physician groups that aim to improve access,
communication with patients, and customer service do so by addressing office workflow, providing
additional training for nonclinical staff, and adopting or enhancing an electronic health record.

 

Using data from the CAHPS survey and a newly installed electronic health record system, in 2015,
leaders of Northeast Valley Health Corporation (Los Angeles County) pinpointed interventions
including reallocating staff resources and not scheduling well-child visits first thing in the
morning. System leaders found that when the first appointments of the day ran long, there was a
cascading effect on the rest of the day's schedule. By 2015, NEVHC instituted changes
systemwide. By 2017, total average cycle time was reduced from 82 minutes to 65 minutes; the
proportion of patients with a cycle time under 60 minutes rose from 34 percent to 48 percent; and
the proportion of patients seen within 15 minutes of appointment time rose from 38 percent to 47
percent. Case study found at https://www.ahrq.gov/news/newsroom/case-studies/201718.html

 

More examples of interventions to improve patient experience with primary and specialty care as
measured by the CG-CAHPS Survey can be found in the CAHPS Improvement Guide available
at https://www.ahrq.gov/cahps/quality-improvement/index.html. The Guide also includes
information on analyzing survey results and identifying root causes of performance problems.

 

The Centers for Medicare and Medicaid Services Merit-based Incentive Payment System (MIPS)
Quality Payment Program measures Medicare Part B providers in four performance categories to
derive a score that could affect a provider's Medicare reimbursement positively or negatively
starting at 4% in 2019 (based on 2017 performance). MIPS has a performance category called
“Improvement Activities” that includes an inventory of activities that assess how a physician
group can improve care processes, enhance patient engagement in care, and increase access to
care. Several of these activities are geared to improve patient experience of care as measured by

https://www.ahrq.gov/news/newsroom/case-studies/201718.html
https://www.ahrq.gov/cahps/quality-improvement/index.html


CG-CAHPS. A list of MIPS activities can be found at
https://qpp.cms.gov/mips/improvement-activities.

 

Structure

Physician clinic hours of operation and availability for appointments have been found to predict
patient experience in several studies. In a study with survey data from 61,839 patients of 1729
primary care physicians in California, system-level factors, such as belonging to a larger medical
group and the physician’s zip code-based Primary Care Services Areas, explained between 28% to
48% of variation in patient care experience, with the highest proportion explained for the access
to care composite (Rodriguez et al., 2009). Improving the infrastructure supporting certain
aspects of care may have broad effects because system changes can influence multiple outcomes
(Cleary, 2016).

 

“Expanded practice access” is a highly weighted CMS MIPS improvement activity. To improve the
patient experience in access to care, practices may consider providing 24/7 access to clinicians,
groups, or care teams for advice about urgent and emergent care (e.g., eligible clinician and care
team access to medical record, cross-coverage with access to medical record, or protocol-driven
nurse line with access to medical record). Access expansion can include one of the following: 1)
expanded hours in evenings and weekends with access to the patient medical record (e.g.,
coordinate with small practices to provide alternate hour office visits and urgent care); 2) use of
alternatives to increase access to care team by clinicians and groups, such as e-visits, phone visits,
group visits, home visits and alternate locations (e.g., senior centers and assisted living centers);
and/or 3) provision of same-day or next-day access to a consistent clinician, group or care team
when needed for urgent care or transition management. Another example is implementation of
“open access” scheduling, in which some physician time is always reserved for same-day
appointments, to improve patient access to care (Murray & Tantau, 1998).

 

Health-related Patient Behavior and Disease Management

One dimension of the CG-CAHPS measure captures the patients’ perceptions of how well
providers communicate with them. Better patient-provider communication promotes healthcare-
related patient behaviors (Fuertes, Boylan, et al., 2009). A 2009 meta-analysis of 127 studies
assessing the link between patient treatment adherence and physician-patient communication
found a 19% higher risk of non-adherence among patients whose physician communicated poorly
(Zolnierek and Dimatteo, 2009). Doyle’s (2013) meta-analysis showed positive associations
between the quality of clinician-patient communications and adherence to medical treatment in
125 of 127 studies analyzed. Studies using the CAHPS measure have found that better provider
communication is positively associated with adherence to hypoglycemic medications among
diabetics (Ratanawongsa, Karter, et al., 2013), adherence to tamoxifen among breast cancer
patients (Liu, Malin, et al., 2013), and higher rates of colorectal cancer screening among adults in
the US (Carcaise-Edinboro and Bradley, 2008). Sequist and colleagues (2008) found that

https://qpp.cms.gov/mips/improvement-activities


measures of patient experience, including doctor-patient communication, clinical team
interactions, and health promotion support, were positively associated with some prevention and
disease management clinical process measures in clinical practices and among individual
clinicians.

 

Outcomes

Out of 40 evidence papers with outcome measures, Doyle’s (2013) meta- analysis found 29 studies
with positive associations between patient experience and clinical outcomes, 11 with no
associations, and none with negative associations. The lack of more evidence may be due to
complexity between a patient’s illness level, their level of care, and their likelihood for a poor
outcome such as mortality, morbidity or a readmission. Often, such associations have more than
one plausible direction of causality. For example, clinicians may be especially attentive to the
needs of sicker patients (Kahn et al., 2007) and patients near the end of life (Elliott, Haviland, et
al., 2013; Xu et al., 2014). 

 

Moreover, substantial evidence points to a positive association between various components of
patient experience, such as good communication between clinicians and patients, and several
important processes and outcomes. These include lower utilization of unnecessary healthcare
services; better patient adherence to medical advice; better process of care measures for acute
myocardial infarction (AMI), congestive heart failure, pneumonia and surgery; lower inpatient
mortality among acute myocardial infarction (AMI) patients; lower infection rates (Anhang Price,
et al., 2014); and better clinician and staff perceptions of patient safety culture (Sorra et al.,
2012). 

 

Utilization

Research suggests an association between better patient experiences and lower healthcare
utilization. Children with asthma were less likely to visit the emergency department, make urgent
office visits, or be hospitalized if their physicians had reviewed a long-term therapeutic plan with
their parents (Clark, Cabana, et al., 2008). Among African Americans with Type 2 diabetes, those
who reported that doctors or nurses usually listened carefully or spent enough time with them
were significantly less likely to visit the emergency department in the 12 months following
completion of a patient experience survey (Gary, Maiese, et al., 2005). Children whose parents
report longer waits for primary care visits were more likely to visit the emergency department for
non-urgent reasons than those who report waiting for less time (Brousseau, Bergholte, et al.,
2004).
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2.2 Evidence of Measure Importance (derived)

It is important that the Child CG-CAHPS Survey reflects the aspects of care that
parents/guardians associate with high-quality healthcare for their child. Through a literature
review, focus groups, a Technical Expert Panel, and numerous other development activities, the
CAHPS Consortium found that an overall rating of the provider is an important component of
ambulatory care. This measure asks the respondent to rate the provider on a scale from worst (0)
to best (10). The overall rating of the provider captures a comprehensive view of the patient’s
experience. The simple summary rating score can help make comparisons easier
for parents/guardians of the child.  The overall rating measure is associated with the other
composite measures (Hays et al., 2018).

 

Although much of the research has focused on adult patients, providers often serve as the main
point of contact for care coordination, preventive services, and chronic condition management for
both adult and children. This rating reflects the perceived quality of care delivered by the provider
and offers a comprehensive view of the patient’s, or parent/guardian’s, experience. As these
behaviors are valued similarly across populations, the underlying response mechanism or how the
questions in this measure are interpreted are also consistent between the Adult and Child survey



respondent populations. This consistency supports the importance of an overall rating of provider
interactions regardless of patient age. 
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2.4 Performance Gap

Due to the lack of access to Child CG-CAHPS data, we are extrapolating data from Adult CG-
CAHPS Survey. Both the Adult and Child surveys capture the experience of care from an adult
perspective — either directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child
CG-CAHPS). Additionally, results from the 2019 measure endorsement, when both Child and Adult
data were available, demonstrated that the outcomes related to performance gaps were consistent
across the two populations. This strong alignment supports the appropriateness of extrapolating
adult data in the absence of child data. 

 

The analyses were based on data from CMMI’s Primary Care First (PCF) Patient Experience of
Care (PEC) survey, which is a version of the AHRQ Adult CG-CAHPS 3.1 Survey. The 2023 survey
was administered from October 3, 2023, through December 19, 2023, and includes 2,486 practice
sites and 238,204 respondents. 

 

To examine the performance gap over time, we also analyzed the 2022 survey data.  The 2022
survey was administered from October 6, 2022, through December 19, 2022, and includes 2,801
practice sites and 241,521 respondents. 

 

Deciles in the Performance Scores by Decile tables are based on the performance scores; and for
the “mean performance score” row in the tables show the average unadjusted top box scores
across practice sites. For cases where the performance score was tied across decile boundaries,
all practice sites with that score were assigned to the same decile. 

 

As shown in Table 1 and the attached Table 2.4a.5 for the Rating of Provider measure: 

the 2023 mean top box score = 80.3; number of measured entities = 2,486; and number of
respondents was 232,292.



the 2022 mean top box score = 79.4; number of measured entities = 2,801; and number of
respondents was 234,582.

The mean top box score increased slightly (79.4% to 80.3%). The maximum score decreased
slightly from 100.0% in 2022 to 98.8% in 2023. The scores are lower than ideal (100% is ideal),
given that about 80% of respondents rated their provider as a 9 or 10 on a scale of 0 to 10. These
results show that while there are small increases from 2022 to 2023, indicating that the
performance gap may be decreasing over time, practices need to continue to aim to improve their
provider ratings. 

Table 1. Performance Scores by Decile
Performance Gap

Overall Minimum Decile_1 Decile_2 Decile_3 Decile_4 Decile_5 Decile_6 Decile_7 Decile_8 Decile_9 Decile_10 Maximum
Mean
Performance
Score

80.3 40.0 64.1 72.1 75.5 78.2 80.4 82.2 84.0 86.0 88.3 92.2 98.8

N of Entities 2,486 1 248 250 248 248 248 249 250 247 249 247 1
N of Persons
/ Encounters
/ Episodes

232,292 30 18,243 22,721 22,989 23,468 23,892 23,010 24,623 24,451 24,790 23,992 83

2.4a Attach Performance Gap Results
Attachment-2.4a-AdditionalPerformanceGapResultsForCG-CAHPS.pdf

2.6 Meaningfulness to Target Population

The CAHPS measures, developed to complement more technical quality measures, are measures
for which the patients are the best or only source of information and/or perspective, such as the
degree to which care felt patient-centered (Anhang Price et al., 2014). Several studies provide
evidence that patients value the CAHPS measures and find them meaningful. For example, Safran
et al. (2001) found that patients who reported the poorest-quality relationships with their
physicians were three times more likely to voluntarily leave the physicians’ practice than patients
with the highest-quality relationships.

 

Collins et al. (2017) found that a patient’s “most important CAHPS domain” varied across
subgroups; racial and ethnic patient subgroups differentially valued various aspects of the care
experience. To efficiently reduce disparities and improve quality, Collins et al recommend
tailoring quality improvement programs to the factors most important to the racial, ethnic, and
language mix of the patient population of interest. Quigley et al. (2014) found that the importance
of provider communication varied significantly by practice specialty type, yet respectful treatment
was consistently import across all specialties.

 

Patients also use information from patient experience measures to make decisions about their
healthcare providers and plans. One study found that seeing publicly reported quality information
was a determinant of choosing higher quality-rated health plans, although the weight given to
quality information also depended on other features, such as cost and provider choice (Faber et

https://p4qm.org/sites/default/files/2025-11/Attachment-2.4a-AdditionalPerformanceGapResultsForCG-CAHPS.pdf


al., 2009). 
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2.6 Meaningfulness to Target Population (derived)

The Child CG-CAHPS questions focus on aspects of care for which the parent/guardian of the
child is the best or only source of information and that reflect elements of care that are most
meaningful to patients/parents/guardians. Published research indicates that individuals use
information from patient experience measures to make decisions about their healthcare providers
and plans. Patient experiences with care are also linked to their persistence with the provider. At
the provider level, patients who reported the poorest-quality relationships with their physicians
are three times more likely to voluntarily leave the physicians’ practice than patients with the
highest-quality relationships (Safran et al., 2001).

 

The Rating of Provider measure is meaningful to patients/parents/guardians because it reflects



their overall experience with the provider who often serves as their primary point of contact in the
healthcare system. For many, the provider is someone they rely on for ongoing care, guidance,
and support in managing their health. This measure captures the overall experience with the
provider and helps support making decision about with whom to seek care. It also
offers parents/guardians of the child a meaningful way to express concerns or positive
experiences with their provider.
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3.1 Contributions Towards Closing Care Gaps

Optional for Fall 2025.

4.1a Data Structure and Availability

The CG-CAHPS Survey is a standardized instrument designed to assess patient experience of care.
As these patient-experience data are collected from patients, the structured data are not available
in electronic sources outside of the data collection by the practice site or medical group. 

 

The data are collected through a survey instrument that is administered directly to patients, not
during care delivery. Surveys are generally mailed to the sampled patients, and those survey
results can be entered into structured databases (e.g., Excel, SPSS, SAS). No proprietary platform
is required to administer the survey. Though mixed-mode administration (i.e., mail and phone) is a
viable strategy for the collection of CAHPS surveys, mail continues to be the most frequent mode
for most CAHPS surveys. Users then create electronic databases of results after receipt of the
completed hard copy survey through scanning or data entry. However, vendors may set up their
database before data collection by populating the frame to assist in identifying nonresponse.

 

Traditionally, the rationale for not using electronic sources more broadly is that mail and
telephone are the best ways to obtain representative samples of patients based on the contact
information that is available for sampling and data collection. E-mail has been added as a mixed
mode strategy for physician groups with reliable email addresses for their patient population.

 



Structured or unstructured fields. All items are structured and on a 4 -item Likert-type
response option scale (1-4) or for the rating items on a 0-10 scale. All responses are numeric. 

 

Electronic feasibility. CG-CAHPS Survey users can offer a web survey to respondents to
complete the survey though that option should not be the only option as it may exclude patients
who have limited or no access to the web and/or who do not have an email address to send an
electronic version of the survey.

 

Missing data. Item level missing data is low on the CG-CAHPS Survey however, some items will
have fewer response than others due to gate or filter questions. For example, if a respondent did
not need urgent care in the last 6 months, they are skipped through items about their experiences
with getting urgent care. As a result, some CG-CAHPS Survey items have higher percentages of
missing data overall, but when skip patterns are considered, the percentages of inappropriate
missing data are much lower (<5%).

 

Measure susceptibility to inaccuracies and ability to audit data: The CG-CAHPS Survey is
self-reported perceptions or experiences with the care received and therefore cannot be assessed
to determine if the results are accurate. The protocol for administering CG-CAHPS Survey is
outlined by AHRQ and vendors normally collect the data in a standardized format. The data that
has been collected can be audited to ensure no data entry errors have occurred, there are no out
of range values, and skip patterns are followed. 

 

Change to the Instrument. Since the instrument was last endorsed, there was only one change
to the survey and that was to add text to the instrument to allow for respondents to include care
that was done virtually (i.e., phone or by video) to account for changes in care delivery due to the
COVID-19 pandemic. For example, instructions now included “by phone, or by video”: “The
questions in this survey will refer to the provider named in Question 1 as “this provider.” As you
answer these questions, please think of the in-person, phone, and video visits you had with that
person in the last 6 months.” This change did not impact data structure or availability.

4.1b Implementation Costs and Burden

Data Collection Burden

For respondents: The survey takes approximately 15 minutes to complete, dependent on the
individual.

For medical groups and practice sites: Survey sampling uses administrative enrollment data that
is maintained by all medical groups/practice sites and easily accessible to produce a sampling
frame. Practice sites/medical groups generally hire a survey vendor to administer, track, and



analyze their survey data resulting in lower burden for the practice sites/medical groups. 

 

Cost Considerations

The CG-CAHPS Survey is freely available for use with no proprietary fees. 

The cost to hire a vendor varies based on the size of the medical group and desired number of
completed surveys. AHRQ provides guidance for hiring a vendor and resources for finding a
certified vendor (https://www.ahrq.gov/cahps/surveys-guidance/helpful-resources/hiring/in…).

 

Impact on Clinician Workflow

The CG-CAHPS Survey does not interfere with diagnostic thought processes or patient -physician
interactions as the survey is retrospective after care has been given, not during the visit.

 

Potential Barriers and Mitigation Strategies

Achieving a desired response rate may be difficult for users. Phone is not optimal as the only mode
of survey administration, but it is commonly used as a follow-up for CAHPS mail surveys. Phone
follow-up can improve CAHPS response rates compared to mail-only (Burkhart et al., 2014; Fowler
et al., 2002; Gallagher et al., 2005; Klein et al., 2011). A study of Medicare beneficiaries found
that response rates continue to improve when up to 4 follow-up calls are made (Burkhart et al.,
2014). In addition, phone follow-up calls help to achieve better representation of patients in terms
of income, literacy/education, health status, age, gender, and race/ethnicity, above and beyond
mail surveys alone (Tesler and Sorra, 2017). The CAHPS Consortium continues to conduct
research to develop and test survey administration methods that can improve the efficiency of
data collection, enhance response rates, and gather more information about the experiences of
those segments of the patient population that are hard to reach through more traditional means.
This research includes: 1) studies comparing the effect of administration modes on response rates,
survey scores, and data collection costs (e.g., mode comparisons have included in-office
distribution vs. mail; email vs. mail); 2) studies assessing the effect of survey length on response
rates and survey scores; 3) studies examining the impact of incentives on response rates; and 4)
studies comparing the effect of different survey formats and design on survey responses. AHRQ
also provided a webinar on how to achieve higher response rates
(https://www.ahrq.gov/cahps/news-and-events/events/webinar-011124.html). 

 

Analysis and Reporting: AHRQ makes available many resources to assist with analysis and
reporting. For instance, there is a free CAHPS Analysis Program which is written for SAS that
enables survey users to conduct the analyses needed to produce valid comparisons of performance
across similar health care organizations. Users can also review documentation on how to prepare
data for analysis (https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…).

https://www.ahrq.gov/cahps/surveys-guidance/helpful-resources/hiring/index.html
https://www.ahrq.gov/cahps/news-and-events/events/webinar-011124.html
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/helpful-resources/analysis/preparing-data-for-analysis.pdf


Further, vendors usually conduct all analyses and reports. 
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4.1c Confidentiality

Most vendors have established methods for tracking the sample. The Consortium suggests setting
up a system to track the returned surveys by the unique ID number that is assigned to each
respondent in the sample. This ID number should be placed on every questionnaire that is mailed
and/or on the call record of each telephone case.

 

To maintain respondent confidentiality, the tracking system should not contain any of the survey
responses. The survey responses should be entered in a separate data file linked to the sample file
by the unique ID number. (This system will generate the weekly progress reports that should be
review closely.) Data should be stored securely—preferably on encrypted or password-protected
systems—with access limited. If paper responses are used, they should be shredded following de-
identified data entry.

https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/about-cahps/research/survey-administration-literature-review.pdf


 

The CG-CAHPS Survey data is therefore de-identified upon data collection with a focus on
protecting the confidentiality of respondents. Vendors are trained on maintaining confidentiality.

4.3 Feasibility Informed Final Measure

The CG-CAHPS Survey has a long history of use dating back to 2007. The CG-CAHPS Survey has
gone through two main revisions since that time, using field and psychometric testing conducted
by multiple partners and other stakeholders to increase the scientific rigor and relevance of the
survey and the usability of the data (for more development information refer to
https://www.ahrq.gov/cahps/surveys-guidance/cg/about/Develop-CG-Surveys…)

 

Steps which have contributed to the content and design of the CG-CAHPS Survey over time have
included:

Literature review and review of existing measures
Development and consultation with technical expert panels
Focus groups with consumers
Cognitive testing of survey questions to ensure they will be understood by respondents
Field testing to assess the reliability of the survey results
Cognitive testing of measure labels to ensure that survey results are communicated clearly
to providers and the public
Public comment
On-going collaboration and harmonization with key partners and stakeholders

The CAHPS Consortium continues to conduct research to develop and test survey administration
methods that can improve the efficiency of data collection, enhance response rates, and gather
more information about the experiences of those segments of the patient population that have
been hard to reach through more traditional means. This research includes: 1) studies comparing
the effect of administration modes on response rates, survey scores, and data collection costs
(e.g., mode comparisons have included in-office distribution vs. mail; email vs. mail); 2) studies
assessing the effect of survey length on response rates and survey scores; 3) studies examining
the impact of incentives on response rates; and 4) studies comparing the effect of different survey
formats and design on survey responses.

 

To address data collection efficiency and to improve response rates, the CAHPS Consortium
endorsed e-mail notification for web-based surveys as an additional mode of data collection. The
CAHPS Consortium recommends a mixed mode that would have two e-mail reminders and a
follow-up by mail or telephone to all who are in the survey sample. The follow-up to the entire
sample is necessary to get a representative set of responses from a practice’s population, as not
all patients may have e-mail. 

 

https://www.ahrq.gov/cahps/surveys-guidance/cg/about/Develop-CG-Surveys.html


4.4 Proprietary Information
Not a proprietary measure and no proprietary components

5.1.1 Data Used for Testing

The data used for these analyses are from the CMMI Primary Care First (PCF) Patient Experience
of Care (PEC) Survey) which includes a combination of items from the Adult CG-CAHPS Survey as
well as from the Patient-Centered Medical Home CAHPS Supplement. The survey is available on
the CMMI PCF website: https://pcfpecs.org/Survey-and-Protocols.

 

For evidence of performance gap demonstrating persistent gaps over time, we also include top
box statistics on the 2022 Adult CG-CAHPS Survey data administered as part of the PCF PEC
survey. 

 

The data used to support extrapolation of Adult data to Child data, is based the 2019 maintenance
endorsement submission, when both Adult and Child data were available.  Using data from
surveys administered from January 2016- March 2017, the Child survey included 77 practice sites
and over 12,000 responses and the Adult survey included 635 practice sites and over 110,000
respondents. To support extrapolating adult data in the absence of child data, we compared
characteristics between respondents from the prior child and adult CG-CAHPS Surveys.

 

Data were included in the analysis if they had at least one reportable item from the CG-CAHPS
survey.

 

Unless noted otherwise, the top box scores presented are unadjusted since the results are not
being used to compare entities, but rather for descriptive and scientific acceptability purposes.

5.1.1a Dates of Testing Data

The 2023 survey data was collected between October 3, 2023, through December 19, 2023. 

The 2022 survey data was collected between October 6, 2022, through December 19, 2022.

5.1.2 Differences in Data

None.

5.1.3 Characteristics of Measured Entities

https://pcfpecs.org/Survey-and-Protocols


The CG-CAHPS Survey is specified for both individual clinician and group/practice. However, we
only have testing for the group or “practice site” because the clinician-level identification in the
CG-CAHPS database is not available. The site-level measured entity is referred to as a “practice
site.” The practice site is an outpatient facility in a specific location. Practice site level survey
results are calculated across the respondents within a specific site. 

 

The data included 2,490 practice sites. For testing and performance scores, practice sites with
less than 10 surveys were excluded. After the restriction, the number of sites is 2,486.

 

The 2022 data used exclusively in the performance gap section to demonstrate persistent gaps
over time included 2,806 practice sites. For testing and performance scores, practice sites with
less than 10 surveys were excluded. After the restriction, the number of sites is 2,801. 

 

Practices in the 2023 data come from 23 states and the District of Columbia, as shown in 5.1.3a
available in the Supplemental 7.1 zip file.

 

Due to the lack of access to Child CG-CAHPS data, we present the data for Adult CG-CAHPS
Survey measures which can be extrapolated to provide evidence for the Child CG-CAHPS Survey
measures. The Adult CG-CAHPS Survey and Child CG-CAHPS Survey are equivalent with only
minor wording changes (refer to the crosswalk between Adult and Child measures included with
the instruments in Attachment 1.21). The wording changes directed attention to the experiences
for the child rather than the respondent. 

 

For example, on the Adult Survey one question is worded: 

“In the last 6 months, when you contacted this provider’s office to get an appointment for
care you needed right away, how often did you get an appointment as soon as you needed?

On the Child Survey, the question is worded (bolded added to differentiate):

“In the last 6 months, when you contacted this provider’s office to get an appointment for
care your child needed right away, how often did you get an appointment as soon as your
child needed?”

Both the Adult and Child survey capture the experience of care from an adult perspective — either
directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child CG-CAHPS). Both
surveys have adult respondents; the child survey is completed by the child’s parent, relative, or
legal guardian. 



 

 

5.1.4 Characteristics of Units of the Eligible Population

The data includes 238,204 adult respondents. For testing and performance scores, practice sites
with less than 10 surveys were excluded. After the restriction (N=4 sites), the total number of
respondents was 238,181, the average number of respondents per site was 96, ranging from 14 to
272 respondents per site.

 

Tables 5.1.4a through g, available in the Supplemental 7.1 zip file, show descriptive
characteristics of the respondents (sex, race/ethnicity, age, self-reported health status, survey
mode, and survey language). Practice sites had adult respondents that were predominantly white
and non-Hispanic (79%) and older than 54 (83%). Over 40% of respondents had at least a 4-year
college degree (41%). Most responded via mail (89%) compared to by phone (11%). Most
respondents completed the survey in English (99%), and only 1% completed it in Spanish.

 

Both the Adult and Child survey capture the experience of care from an adult perspective — either
directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child CG-CAHPS). 

Both surveys have adult respondents; the child survey is completed by the child’s parent, relative,
or legal guardian. 

 

In the prior maintenance endorsement in 2019, using data from surveys administered from
January 2016- March 2017, we had access to data from 77 practice sites and over 12,000
responses for the Child survey and 635 practice sites and over 110,000 respondents for the Adult
survey. To support extrapolating adult data in the absence of child data, we compared
characteristics between respondents from the prior child and adult CG-CAHPS Surveys.

 

Respondent education distributions were similar across child and adult CAHPS surveys. For
example, in the 2016-2017 CG-CAHPS data, 65% of respondents to the Adult Survey had at least
some college and 76% of respondents to the child survey had at least some college. Additionally,
21% of respondents to the Adult survey and 25% of respondents to the Child survey had more
than a 4-year college degree. The Adult survey respondents had a slightly higher percentage of
respondents with lower levels of education (27% high school graduate or GED or less versus 16%
for the Child survey). Overall, these results support the appropriateness of extrapolating adult
data in the absence of child data. 

 



Respondents to both the Adult and Child 2016-2017 CG-CAHPS Surveys tended to be female (over
50% for both), with more females responding to the Child Survey (82%) than the Adult Survey
(53%). 

 

Patient general and mental health status distributions differ between the child and adult CG-
CAHPS surveys when examining the 2016-2017 CG-CAHPS child survey data. For the child
survey, 78% of respondents reported the general health status of the child to be very good or
excellent while only 43% of respondents to the adult survey reported their general health status
as very good or excellent. Similarly, 77% of respondents reported the mental health status of the
child to be very good or excellent compared with 62% of respondents to the adult CG-CAHPS
survey reported their mental health status as very good or excellent. 

 

More respondents of Child CG-CAHPS Survey were aged 25-44 than respondents of the Adult
surveys (61% versus 14%). 

 

Keeping these differences in mind, we extrapolate adult data in the absence of child data. Further,
as shown in the other sections, the scientific acceptability results (reliability and validity) between
Adult and Child tended to align in the past maintenance endorsement package, further justifying
extrapolation. Additionally, both surveys have the same usability and goal of assessing and
improving the quality of care by gathering patient or parent/legal guardian feedback on key
aspects of patient experience. 

 

5.2.1 Reliability Testing Conducted (instrument)
Person or encounter level (i.e., data element) (e.g., inter–abstractor reliability)

5.2.2 Method(s) of Reliability Testing

We estimated internal consistency reliability using the Cronbach’s coefficient alpha for each
composite measure. A reliability of at least 0.70 is considered acceptable for group-level
comparisons (Nunnally and Bernstein, 1994). For composites with more than two items, we show
the impact on Cronbach’s alpha of deleting one of the items from the composite. However, CAHPS
scores are designed to evaluate care across units of care such as plans, physician groups, and
hospitals, not individual patients.

 

For the Access, Provider Communication, and Office Staff composite measures, all items had less
than 3% of records with missing values. For the Care Coordination composite measure, all items
had less than 4% of records with missing values. We ran the Cronbach’s alpha excluding all
missing data as well as with listwise deletion and the results were the same, except for the Access



composite measure in which excluding all missing data increased Cronbach’s alpha by .01. Given
the similarity of results, we have presented the Cronbach’s alpha values with the inclusion of
cases with missing values (listwise deletion) in section 5.2.3. 
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5.2.3 Reliability Testing Results

Table 5.2.3a (attached in 5.2.3a) shows the Cronbach’s alpha for each composite measure in the
Adult CG-CAHPS Survey. For items within composite measures consisting of 3 or more items, the
Cronbach’s alpha if the item were deleted is provided to determine if there was room for
improving coefficient alpha by dropping an item. The table also shows the standardized
correlation for the standardized item to total correlations.

5.2.3a Attach Additional Reliability Testing Results
Attachment-5.2.3a-AdditionalReliabilityTestingResultsForAdultCG-CAHPS.pdf

5.2.4 Interpretation of Reliability Results

All Cronbach’s alphas in the adult survey were above 0.70 except for the Care Coordination
composite measure with a Cronbach’s alpha of 0.61. As shown in Table 5.2.3a, removal of any
questions in this composite measure would not result in a higher Cronbach's alpha and Care
Coordination is an important concept to patients in their experience of care. Further, all the item
to total correlations were above 0.40. While Cronbach’s alpha fell below the conventional
threshold for several composite measures, it is not the most critical metric in this context. More
important is the reliability at the unit level (e.g., plan-level reliability), which better reflects the
measure’s utility for quality improvement. Nonetheless, internal consistency remains a relevant
consideration in health care, and the Consortium will keep this in mind when implementing future
revisions of the instrument.

5.2.1 Accountable Entity Level Reliability Testing Conducted (derived)
Accountable entity level (i.e., measure score) (e.g., signal-to-noise analysis)

5.2.2 Method(s) of Accountable Entity Level Reliability Testing (derived)

We assess reliability at the site level, which is the most relevant level of analysis for publicly
reported CAHPS measures (Hays & Arnold, 1986, pp. 144-145). Since CAHPS surveys are used to
compare groups/units, site-level reliability (which is directly related to the standard error of
measurement) is used to determine the number of responses needed to obtain reliable information
(Hays, Shaul, et al., 1999). Site reliability, which partitions within- and between-site variance, was
calculated from the ICC and the Spearman-Brown prophecy formula in SAS version 9.4. Higher
levels of site reliability correspond to more accurate performance measurement and a better

https://p4qm.org/sites/default/files/2025-10/Attachment-5.2.3a-AdditionalReliabilityTestingResultsForAdultCG-CAHPS.pdf


ability to distinguish performance among practices. Reliability is not calculated when only one site
is included in the decile or max/min value, since there would be no between-site variation. For
cases where the number of respondents was tied across decile boundaries, all practice sites with
that number of respondents were assigned to the same decile.

 

Like internal consistency reliability (i.e., Cronbach’s alpha), values of 0.70 and higher are
considered acceptable for site-level reliability (Nunnally and Bernstein, 1994) and group
comparisons. For example, CMS does not report (labeled as “Not available”) any score with
reliability below 0.60, as that is considered low reliability. CMS reports scores that meet the
sample size threshold and for which reliability falls between 0.60 and 0.70 but flags these scores
as having low reliability and alerts consumers to interpret such scores with caution. Scores with
reliability 0.70 or greater are reported without comment. Reliabilities of 0.85 or higher, where
possible, are appropriate for applications such as pay-for-performance or actions that reward or
classify individual practices.

 

The CAHPS Consortium has reported the reliability of the CAHPS measures at the appropriate
unit of comparison since the beginning of the project over 25 years ago and for measure
development throughout the project (e.g., Hays, Martino, et al., 2014; Hays, Berman, et al., 2014;
Price, Stucky, et al., 2018).

 

Due to the lack of access to Child CG-CAHPS data, we are extrapolating data from Adult CG-
CAHPS Survey. Both the Adult and Child survey capture the experience of care from an adult
perspective — either directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child
CG-CAHPS). Additionally, summary results from the 2019 maintenance endorsement, based on
2016-2017 data when both Child and Adult data were available, are shared because they
demonstrate that the reliability outcomes were consistent across the two populations. This strong
alignment supports the appropriateness of extrapolating adult data in the absence of child data. 

 

For the Rating of Provider measure, fewer than 3% of respondents had missing values. We have
presented the site reliability, excluding missing cases where data are missing.
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5.2.3 Accountable Entity Level Reliability Testing Results (derived)

The Rating of Provider measure’s overall site reliability is 0.81. The information in Table 2
provides overall and decile-level reliability. Deciles for this table are based on the number of
respondents per site, and the “mean performance score” row in this table shows the mean top box
scores averaged across practice sites.

 

As a reminder, we present results for the Adult CG-CAHPS Survey due to a lack of access to Child
CG-CAHPS Survey data. Refer to Section 5.2.2 for more information.

 

For reference, results from the 2019 maintenance endorsement for the Rating of the Provider
measure were:

Adult Survey: Site reliability was 0.84, with an average of 167 respondents per site
Child Survey: Site reliability was 0.82, with an average of 155 respondents per site

Table 2. Accountable Entity Level Reliability Testing Results by Denominator,
Target Population Size

Accountable Entity-Level Reliability Testing Results



&nbsp; Overall Minimum Decile_1 Decile_2 Decile_3 Decile_4 Decile_5 Decile_6 Decile_7 Decile_8 Decile_9 Decile_10 Maximum
Reliability 0.807 NA 0.735 0.785 0.769 0.766 0.813 0.807 0.775 0.824 0.809 0.840 NA
Mean
Performance
Score

80.3 75.0 76.8 77.7 79.8 80.1 80.3 80.8 81.3 82.1 81.9 82.2 88.7

N of Entities 2,486 1 248 269 242 254 235 244 248 260 244 240 1
N of Persons
/ Encounters
/ Episodes

232,292 12 11,060 16,533 17,260 20,216 20,460 23,066 25,464 29,308 30,827 37,820 266

5.2.4 Interpretation of Accountable Entity Level Reliability Results (derived)

The site reliability assessment for the Rating of Provider measure indicates that overall and across
all deciles, the measure maintains acceptable reliability (e.g., greater than 0.7) indicating the
measure effectively detects systematic variation among sites relative to random variation.

 

Results from the 2019 measure maintenance endorsement submission showed similar reliability
outcomes, where the measure maintained acceptable reliability overall (e.g., greater than 0.7),
and demonstrated the reliability results were consistent across the Adult and Child surveys. 

 

This strong alignment supports the appropriateness of extrapolating adult data in the absence of
child data.

5.3.1 Validity Testing Conducted (instrument)
Person or encounter level (i.e., data element) (e.g., sensitivity and specificity)

5.3.3 Method(s) of Validity Testing

Several model fit indices were examined to determine how well the hypothesized factor structure,
or composite measures fit the data, including chi-square divided by its degrees of freedom
(��/�� ) (criteria: values less than 5.0; Schumacker & Lomax, 2004), comparative fit index (CFI)
(criteria: values 0.95 or greater; Hu & Bentler, 1999), root mean square error of approximation
(RMSEA) (criteria: values less than 0.06; Kline, 2005), and the standardized root mean square
residual (SRMR) (criteria: values less than 0.08; Kenny, 2020). 

 

We examined standardized factor loadings for each item on its respective composite measure.
Factor loadings above 0.40 indicate that the item’s relationship to the composite measure is
acceptable (Stevens, 2002).  
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5.3.4 Validity Testing Results

Tables 5.3.4a and 5.3.4b (attached in section 5.3.4a) show results for the model fit indices and
standardized factor loadings for the adult dataset. 

5.3.4a Attach Additional Validity Testing Results
Attachment-5.3.4a-AdditionalValidityTestingResultsForAdultCG-CAHPS.pdf

5.3.5 Interpretation of Validity Results

The Confirmatory Factor Analysis results for the Adult CG-CAHPS survey demonstrate strong
model fit based on established criteria. The chi-square divided by degrees of freedom (χ²/df) was
127.28, exceeding the recommended threshold of less than 5.0, which is common in large samples
due to the sensitivity of this index. However, the other fit indices all fall well within acceptable
ranges: the Comparative Fit Index (CFI) was 0.98, surpassing the criterion of 0.95 or greater,
indicating excellent model fit. The Root Mean Square Error of Approximation (RMSEA) was 0.05,
meeting the standard of less than 0.06, and the Standardized Root Mean Square Residual (SRMR)
was 0.04, comfortably below the threshold of 0.08.  
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http://davidakenny.net/cm/fit.htm
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The estimates for each standardized factor loading on the items in the composite measures assess
convergent validity. All standardized factor loadings are at least 0.5, with the majority above 0.8,
and all are statistically significant (p < 0.001), demonstrating the convergent validity of the
measures.

 

These results support the hypothesized factor structure for the measures in the survey.

5.3.2 Type of Accountable Entity Level Validity Testing Conducted (derived)
Empirical validity testing at the accountable entity-level (e.g., criterion validity, construct validity,
known groups analysis)

5.3.3 Method(s) of Accountable Entity Level Validity Testing (derived)

At the individual and site level, we examined the relationships between each composite measure
and item’s top box score and the top box score for the provider rating measure using Spearman
rank-order correlations. We expect the composite measures to be moderately to strongly related
to the overall rating (Quigley et al., 2024). 

 

We also examined Spearman rank-order intercorrelations among the composite measures to
assess the extent to which they measure different constructs. As measures of patient experience,
we expected the composite measures to be positively and significantly correlated. However, very
large intercorrelations (e.g., > 0.80) suggest that the composite measures may not be sufficiently
distinct to be considered separate measures (O’Brien, 2007).

 

One rule of thumb for correlations is:

0.10 is a small correlation

0.30 is a medium correlation and 

0.50 is a large correlation.

 

For the Rating of the Provider measure, we expect a positive and medium to large relationship
with the CG-CAHPS composite measures with the strongest relationship with Provider
Communication and Care Coordination, since all these measures reflect the provider’s behavior,
communication, and knowledge for the patient’s care. 

 

Due to the lack of access to Child CG-CAHPS data, we are extrapolating data from Adult CG-



CAHPS Survey. Both the Adult and Child survey capture the experience of care from an adult
perspective — either directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child
CG-CAHPS). 

 

The provider often serves as the main point of contact for care coordination, preventive services,
and chronic condition management for both adult and child patient populations. This rating
reflects the perceived quality of care provided by the provider. The overall rating of the provider
captures a comprehensive view of the patient’s experience or that of the parent/guardian. In sum,
the rating of the provider operates through similar mechanisms for adults and children because
both populations rely on the provider as the central point for care coordination, preventive
services, and chronic condition management. The impact of provider performance on patient
experience is consistent across age groups. The underlying response mechanism is consistent,
supporting extrapolation of findings between Adult and Child survey populations.

 

Additionally, summary results from the 2019 maintenance endorsement, based on 2016-2017 data
when both Child and Adult data were available, are shared because they demonstrate that the
validity outcomes were consistent across the two populations. This strong alignment supports the
appropriateness of extrapolating adult data in the absence of child data.
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5.3.4 Accountable Entity Level Validity Testing Results (derived)

The Rating of Provider measure has medium to large correlations with all four composite
measures. The site-level correlations between Rating of Provider and the composite measures
range from 0.43 (Office Staff) to 0.82 (Provider Communication). The individual-level correlations
between Rating of Provider and the composite measures range from 0.31 (Access) to 0.58



(Provider Communication). 

 

Please see attachment 5.3.4a for validity testing results, which includes the site-level and
individual-level correlations for the Rating of Provider measure and the composite measure and
items in the Adult CG-CAHPS Survey, all assessed using Spearman rank-order correlations.

 

As a reminder, we present results for the Adult CG-CAHPS Survey due to a lack of access to Child
CG-CAHPS Survey data. Refer to Section 5.3.3 for more information.

 

For reference, results from the 2019 maintenance endorsement for the Rating of Provider
measure showed similar patterns of statistically significant correlations. The correlations between
the composite measures and the Rating of Provider measure were positive and statistically
significant for the

Adult survey (ranged from r = 0.42 to 0.72 at the site level and r = 0.26 to 0.51 at the
individual level).
Child survey (ranged from r = 0.35 to 0.66 at the site level and r = 0.23 to 0.50 at the
individual level) 

5.3.4a Attach Additional Accountable Entity Level Validity Testing Results (derived)
Attachment-5.3.4a-AdditionalEntityValidityTestingResultsForCG-CAHPS.pdf

5.3.5 Interpretation of Accountable Entity Level Validity Results (derived)

 In this analysis, all correlations between the Rating of Provider measure and the composite
measures fell within an acceptable medium to large range at the site and individual level (between
0.30 and 0.80), except for the correlation with the Provider Communication composite measure
which had a correlation of 0.82 at the site-level, just above 0.80. This stronger correlation is
expected given both measures focus on the experience with the provider. Overall, the composite
measures were positively and significantly correlated with the Rating of Provider measure. The
results support the distinctiveness of the Rating of the Provider measure as a measure of patient
experience, while also confirming its meaningful relationship to broader aspects of care. 

 

Results from the 2019 measure maintenance endorsement submission showed similar correlations
and demonstrated the validity results were consistent for the Adult survey and across the Adult
and Child surveys. The correlations were positive and statistically significant for the Child survey
(ranged from r = 0.35 to 0.66 at the site level) and had similarly positive statistically significant
correlations for the Adult survey (ranged from r = 0.42 to 0.72 at the site level). 

 

https://p4qm.org/sites/default/files/2025-10/Attachment-5.3.4a-AdditionalEntityValidityTestingResultsForCG-CAHPS_3.pdf


This strong alignment supports the appropriateness of extrapolating adult data in the absence of
child data.

5.4.1 Methods Used to Address Risk Factors
Statistical case-mix adjustment model

5.4.2 Conceptual Model Rationale

The Child CG-CAHPS Survey results are not required to be risk adjusted by users. However,
survey users, including public reporting entities, may voluntarily choose to adjust the data to
account for patient/respondent case-mix differences if comparing practices. Guidance for this
process is available in two key documents: “Preparing Data from CAHPS Surveys for Analysis”
(available at https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…) and
“Instructions for Analyzing Data from CAHPS Surveys” dated June 2025 (available
at https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…). These resources
provide instructions for coding the adjuster variables, imputing missing data for the adjusters, and
incorporating adjustments in analyses using the CAHPS Analysis Program in SAS. The selection of
adjuster variables and the calculation of risk-adjusted scores are user-defined. Users must also
decide whether to impute missing data for the adjusters using each adjuster’s entity-level mean. 

 

The CAHPS Analysis Program is a set of free SAS programs that enable survey users to conduct
risk adjustment. The programs with test modules are available for download at
https://www.ahrq.gov/cahps/surveys-guidance/helpful-resources/analysis/….

The CAHPS Analysis Program adjusts the data for case mix, generates a distribution of survey
results for each of the measures, calculates the average score for both individual survey items and
composite measures, and indicates whether an entity’s scores are statistically different from the
average. AHRQ’s CAHPS Consortium developed the CAHPS Analysis Program to work with all
CAHPS surveys. It is updated periodically to add functionality, produce additional output types,
and correct or debug issues with previous versions.

 

This section describes the rationale for case-mix adjustment that is not required but that CAHPS
users may elect to use. The standard methodology used is case-mix adjustment via regression in a
linear model. Without an adjustment, differences in CAHPS scores between entities could be due
to case-mix differences rather than true differences in quality. 

 

The current CAHPS Analysis Program suggests adjusting for the child’s general health status, the
child’s mental health status, respondent’s age, and respondent’s education. Studies have found
that patient and consumer survey responses about experiences and satisfaction with healthcare
correlate with personal characteristics like general health, mental health/depression, education,
and age (Simon et al., 2009; Rahmqvist and Bara, 2010; Zaslavsky et al. 2001; Martino et al. 2011;

https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/helpful-resources/analysis/preparing-data-for-analysis.pdf
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Eselius et al., 2008; Elliott et al. 2009). 

 

Health status and age are two respondent characteristics frequently associated with reports of the
quality of medical care. People in worse health tend to report lower patient experience
satisfaction and more problems with care perhaps because sicker patients have more complex
health care needs and may tend to report more problems with coordination or communication.
Older patients tend to report greater satisfaction, better patient experience, and fewer problems
than younger patients, although this association is usually not as strong as that between health
status and ratings (Hatfield and Zaslavsky, 2017; Eselius et al., 2008). 

 

Education is self-reported by respondents who take the CAHPS surveys. Studies have shown that
more educated respondents report more problems, perhaps because they have higher
expectations rather than because they receive lower quality of care (Sofaer and Firminger, 2005).
However, in a multivariate analysis using Medicare Advantage CAHPS data, Hatfield and
Zaslavsky (2017) found that education had less influence on CAHPS dimension scores than self-
reported general and mental health. 

 

Different CAHPS surveys adjust for different variables, and the variables included here are not the
only adjustment factors, even for the practice setting. It should be noted that race/ethnicity is not
typically included as case-mix adjuster variables as doing so may mask disparities in care. CAHPS
data can also be adjusted for other factors such as survey administration mode (Peipert et al.,
2017). For example, a study by Drake and colleagues (2014) found that telephone respondents
gave more positive responses than mail respondents did. The AHRQ CG-CAHPS Database did not
adjust for survey mode.

 

The AHRQ CG-CAHPS Database adjusted only for respondent age, respondent education, the
child’s general health status, and the child’s mental health status. 
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5.4.2a Attach Conceptual Model
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5.4.3 Variable Distribution Across Measured Entities

Tables 5.4.3a through 5.4.3c in Attachment 5.4.3 show descriptive characteristics for the risk/case
mix variables tested: age, general health status, mental health status, and education. Practice
sites had adult respondents who were predominantly 55 or older (83%). Forty-one percent (41%)
of respondents reported having at least a 4-year college degree. Forty-one percent (41%) of
respondents reported being in excellent or very good general health, and 54% of respondents
reported being in excellent or very good mental health. 

 

As a reminder, we present results for the Adult CG-CAHPS Survey due to a lack of access to Child
CG-CAHPS Survey data. Both the Adult and Child survey capture the experience of care from an
adult perspective — either directly from the patient (Adult CG-CAHPS) or the parent/guardian
(Child CG-CAHPS).

 

 

5.4.3a Attach Descriptive Statistics for Risk/Case-mix Variables
Attachment-5.4.3-VariableDistributionAcrossMeasuredEntitiesForCG-CAHPS.pdf

5.4.4 Risk/Case-Mix Adjustment Modeling and/or Stratification Results

Case-mix adjustment was conducted using the AHRQ CAHPS Analysis Program
(https://www.ahrq.gov/cahps/surveys-guidance/helpful-resources/analysis/…). In the CAHPS
Analysis Program, we set the program to impute the site mean if data were missing for that
variable to avoid losing observations because of missing data. This is generally acceptable
because, the size of the adjustment and the amount of missing data on adjusters are typically
small. The case-mix adjusted scores are based on regression analyses and the results include case-
mix adjusted coefficients. For detailed information on case-mix adjustment refer to page 46 of
“Instructions for Analyzing CAHPS Data” document
(https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…). 

5.4.4a Attach Risk/Case-mix Adjustment Modeling and/or Stratification
Specifications
Attachment-5.4.4a-CaseMixAdjustmentResultsForCG-CAHPS-Rating.pdf

5.4.5 Calibration and Discrimination

To quantify the effect of case-mix adjustment on the ranking of practices, using data from the
Adult CG-CAHPS Survey we calculate the Pearson product moment correlation coefficient,
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Kendall Tau correlation coefficient, and the maximum difference between the adjusted and
unadjusted practice mean scores, as shown in Attachment 5.4.5a. The adjustment factors include
age, education, mental health status, and general health status. Appropriate case-mix adjusters
are patient and respondent-level variables that are not under the control of the provider
(“exogenous”) but result in different scores even when the quality of care is the same. For
example, parent/guardian education and age are not under the control of the provider.

 

Eselius and colleagues (2008) published results of an analysis of case-mix adjustments for the
CAHPS Health Plan Survey, a survey with similar composite measures to the CG-CAHPS Survey
about access to care, provider communication and customer service. After selecting appropriate
adjusters based on explanatory power in separate linear regression models, the authors
determined the impact of case-mix adjustment on their sample health plans. Specifically, they
examined the size of the adjustments and the extent to which adjustments impacted the ranking of
health plans. Case-mix adjustments had only modest effects on health plan ratings and rankings.
The authors also found that mental health status was a strong predictor of patient-reported
experience. For this purpose, this question was added to CG-CAHPS: “In general, how would you
rate your overall mental or emotional health?”

 

The Pearson product-moment correlation coefficient is widely used and understood. It assesses
the linear association between the adjusted and unadjusted scores and ranges between -1 to 1. 
Because the ranking of scores is often important in public reports of CAHPS results, we also
calculate Kendall’s Tau (Kendall rank correlation coefficient). Tau is the correlation between the
rank orders of the adjusted and unadjusted scores. The Kendall Tau statistic also has a range of -1
to +1, so that it has a range comparable to other correlation coefficients. Tau can be interpreted
as the percentage of pairs of units (e.g., practice sites) that switched ordering because of case-mix
adjustment [100*(1-Tau)/2].

 

We also calculate the maximum absolute value difference between adjusted and unadjusted mean
scores among practices. 
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Eselius, LL., Cleary, PD., Zaslavsky, AM., Huskamp, HA., & Busch, SH. (2008). Case-mix
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5.4.5a Attach Calibration and Discrimination Testing Results
Attachment-5.4.5a-CalibrationAndDiscriminationTestingResultsForCG-CAHPS.pdf

5.4.6 Interpretation of Risk/Case-mix Factor Findings

https://p4qm.org/sites/default/files/2025-10/Attachment-5.4.5a-CalibrationAndDiscriminationTestingResultsForCG-CAHPS_3.pdf


The selection of case-mix adjusters is based on prior research across multiple datasets of the CG-
CAHPS Database and is consistent with how scores are calculated. Results are found in
Attachment 5.4.4a and 5.4.5a. 

 

All adjusters were statistically significant in the regression models for this measure, except for
education level 4-year college graduate.

 

The adjusters resulted in very similar top box scores, with the Pearson correlation of unadjusted
and adjusted mean scores being close to 1, at 0.98 and the Kendall Tau correlation at 0.88.
Further, the difference in mean scores for this measure was 0.28.  This suggests that adjusting for
case-mix can help level the playing field for this measure. 

 

The final model includes four adjusters: respondent age, respondent education, child’s general
health status, and child’s mental health status.

5.4.7 Final Approach to Address Risk Factors
Statistical case-mix adjustment model

6.1.1 Current Status
In use

6.1.2.0 Same Current or Planned Use(s)? (derived)
Different from instrument

6.1.2 Current or Planned Use(s)
Public Reporting, Payment Program, Professional Certification or Recognition Program, Quality
Improvement with Benchmarking (external benchmarking to multiple organizations), Quality
Improvement (Internal to the specific organization)

6.1.2 Current or Planned Use(s) (derived)
Professional Certification or Recognition Program, Quality Improvement with Benchmarking
(external benchmarking to multiple organizations), Quality Improvement (Internal to the specific
organization)

6.1.3 Program Details
Name of the program and sponsor
California Health Care Quality Report Cards
URL of the program
https://www.cdii.ca.gov/consumer-reports/health-care-quality-report-cards/
Purpose of the program

https://www.cdii.ca.gov/consumer-reports/health-care-quality-report-cards/


Provides patient experience, clinical quality and total cost of care ratings for medical groups in 44
CA counties. The patient experience ratings come from the Patient Assessment Survey (PAS)
based on CG-CAHPS for adult and child practices.  The program is reportedly being sunset in
2025 (https://www.pbgh.org/program/patient-assessment-survey/).  

Geographic area and percentage of accountable entities and patients included

A total of 204 medical groups are included in the 44 California counties. Only 14 counties in the
state do not have any medical groups reported. Number of patients:  Information not available.  

Applicable level of analysis and care setting

Medical group practice level of analyses, outpatient primary care practices

,
Name of the program and sponsor
CMS Merit-based Incentive Payment System (MIPS) under the Quality Payment Program
URL of the program
https://www.cms.gov/data-research/research/consumer-assessment-healthcare-provi…
Purpose of the program

Through MIPS, clinicians can earn performance-based payment adjustments for services they
provide to Medicare patients. The CG-CAHPS for MIPS survey is an optional quality measure that
groups participating in MIPS can administer to their adult population.

Geographic area and percentage of accountable entities and patients included

MIPS is a national program that includes most physicians and group practices in the U.S who
provide services to Medicare patients. The CAHPS sample frame includes all patients from a
practice-supplied roster from groups participating in MIPS. Number of patients:  Information not
available.  

Applicable level of analysis and care setting

Group practice level 

,
Name of the program and sponsor
CMS Reporting Requirements of Medicare Shared Savings Program Accountable Care
Organizations (ACOs)
URL of the program
https://www.cms.gov/medicare/payment/fee-for-service-providers/shared-savings-p…
Purpose of the program

Medicare Shared Savings Program ACOs collaborate to give coordinated high-quality care to
people with Medicare. They are required to report the CAHPS for MIPS Survey, which is a version
of the Adult CG-CAHPS Survey.

Geographic area and percentage of accountable entities and patients included

https://www.pbgh.org/program/patient-assessment-survey/
https://www.cms.gov/data-research/research/consumer-assessment-healthcare-providers-systems/cahps-mips
https://www.cms.gov/medicare/payment/fee-for-service-providers/shared-savings-program-ssp-acos


Over 470 ACOs are participating in the Shared Savings Program for Performance Year 2025.
ACOs are located in almost all states and the District of Columbia. Number of patients:
 Information not available.  

Applicable level of analysis and care setting

Medicare Shared Savings Program Accountable Care Organizations (ACOs) 

,
Name of the program and sponsor
NCQA Patient-Centered Medical Home (PCMH) Recognition Program
URL of the program
https://www.ncqa.org/employers/ncqa-programs-of-interest-to-employers/patient-c…
Purpose of the program

NCQA recognizes clinicians and practices in key areas of performance. The recognition program
includes optional reporting for practices that use the Adult CG-CAHPS survey with PCMH items. 

Geographic area and percentage of accountable entities and patients included

The NCQA PCMH Recognition program is the most widely adopted PCMH evaluation program in
the country. More than 13,000 practices (with more than 67,000 clinicians) are Recognized by
NCQA. Number of patients:  Information not available.  

Applicable level of analysis and care setting

Group practice level

,
Name of the program and sponsor
CMMI Primary Care First Model
URL of the program
https://www.cms.gov/priorities/innovation/innovation-models/primary-care-first-…
Purpose of the program

Primary Care First was a voluntary alternative payment model (through December 2025) that
rewarded value and quality by offering an innovative payment structure to support the delivery of
advanced primary care and administered a version of the Adult CG-CAHPS survey.

Geographic area and percentage of accountable entities and patients included

26 US regions and approximately 1,700 participant practices. Number of patients:  Information
not available.  

Applicable level of analysis and care setting

Group practice level

,

https://www.ncqa.org/employers/ncqa-programs-of-interest-to-employers/patient-centered-medical-home-recognition/
https://www.cms.gov/priorities/innovation/innovation-models/primary-care-first-model-options


Name of the program and sponsor
UCLA Health
URL of the program
https://www.uclahealth.org/patient-resources/prepare-your-visit/patients/patien…
Purpose of the program

UCLA Health, a large health system in southern California, administers the CAHPS Clinician &
Group Survey on an ongoing basis to adult patients and the parents or guardians of pediatric
patients (12 and younger) (Adult and Child). The organization has developed a set of data displays
to manage and convey the tremendous amount of information they collect for quality improvement
purposes. 

Geographic area and percentage of accountable entities and patients included

Southern California as part of the University of California system. They collect data from over
1300 reporting physicians, 279 reporting offices, and 28 reporting clinical departments.  Number
of patients:  Information not available.  

Applicable level of analysis and care setting

Physician and office/clinic level

6.2.1 Actions of Measured Entities to Improve Performance

Actions to Improve Patient Experience 

 

CAHPS® surveys play an important role as a quality improvement (QI) tool for healthcare
organizations that use the standardized data to:

Identify relative strengths and weaknesses in their performance.
Determine where they need to improve.
Track their progress over time.

AHRQ has made available a CAHPS Ambulatory Care Improvement Guide which is a
comprehensive resource for health plans, medical groups, and other providers seeking to improve
their performance in the domains of patient experience measured by CAHPS surveys.  AHRQ also
has created a short video to help improve patient
experience https://www.ahrq.gov/cahps/quality-improvement/index.html#:~:text=CAHPS….

 

The steps are:

Compare CAHPS survey scores to other health care organizations to determine how the plan1.
is doing in comparison to others.
Examine how CAHPS scores are changing over time.2.

https://www.uclahealth.org/patient-resources/prepare-your-visit/patients/patient-experience
https://www.ahrq.gov/cahps/quality-improvement/index.html#:~:text=CAHPS%20%C2%AE%20surveys%20play%20an%20important%20role%20as,need%20to%20improve.%20Track%20their%20progress%20over%20time


Identify priorities based on these comparisons3.
Confirm these priorities based on other sources of information (e.g., patient complaints,4.
patient comments)
Find out what is actually happening with patients and why.5.
Brainstorm with staff to determine the best strategies for improvement. 6.

 

In addition, AHRQ held a research meeting in 2020 to discuss how to improve patient experience
and provided summaries of the
presentations: https://www.ahrq.gov/cahps/news-and-events/events/2020-meeting-summary…

 

Difficulty in Increasing Response Rates

 

Users are also provided advice for improving response rates:

Improve initial contact rates by making sure that addresses and phone numbers are current1.
and accurate (e.g., identify sources of up-to-date sample information, run a sample file
through a national change-of-address database, send a sample to a phone number look-up
vendor).
Use all available tracking methods (e.g., Lexis-Nexis, Internet database services and2.
directories).
Improve contact rates after data collection has begun (e.g., increase maximum number of3.
calls, ensure that calls take place at different day and evening times over a period of days,
mail second reminders, use experienced and well-trained interviewers).
Consider using a mixed-mode protocol. In field tests, the combined approach was more4.
likely to achieve a desired response rate than did one mode alone.
Train interviewers on how to deal with gatekeepers.5.
Train interviewers on refusal aversion/conversion techniques.6.

6.2.1 Actions of Measured Entities to Improve Performance (derived)

AHRQ has several resources for practice sites to improve performance on the CAHPS Surveys.
They created the CAHPS Ambulatory Care Improvement Guide, which is a comprehensive
resource for organizations seeking to improve their
performance: https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/improv….
There are also case studies and webcasts that share insights and best practices in improving
patient experience with care:
https://www.ahrq.gov/cahps/surveys-guidance/hp/improve/index.html.

 

To improve on Rating of the Provider, practices can encourage providers to
treat patients/parents/guardians with empathy and respect, make eye contact, take the time to

https://www.ahrq.gov/cahps/news-and-events/events/2020-meeting-summary.html
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/improvement-guide.html
https://www.ahrq.gov/cahps/surveys-guidance/hp/improve/index.html


listen carefully, and ask if all questions have been addressed. Further, they can ensure they have
reviewed the patient’s medical history during the visit and have staff that are coordinating their
care.  Essentially, all ways listed for improving the other CG-CAHPS composite measures should
help improve the rating of the provider. 

 

To support usability, the extrapolated adult data were evaluated for applicability to child
measures. Both the Adult and Child survey capture the experience of care from an adult
perspective — either directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child
CG-CAHPS). The adult endpoint capturing “the overall rating of the provider” translates directly
to pediatric populations, as parents/guardians can reliably report on this experience for their
children. This alignment demonstrates that the adult-derived measure is feasible for
implementation in child populations and that results from the adult survey data can be
extrapolated for the child survey results in the absence of child data. 

6.2.2 Feedback on Measure Performance

Throughout the development process, the CAHPS Consortium has incorporated the data or input
from these various sources in an incremental process of revision and refinement to develop
measurement that is more precise and to produce survey data that would better meet the
information needs of consumers and other stakeholders. Between versions 1.0 and 2.0 of Child
CG-CAHPS, pediatric experts felt that the Child version of the CG-CAHPS Survey would benefit
from a more comprehensive measurement of development and prevention. The CAHPS
Consortium worked with the American Academy of Pediatrics and other key stakeholders to
develop 11 new items that address development and prevention. These items were grouped into
new two composite measures for the Child Survey version 2.0 (Gallagher et al., 2009).

 

The CG-CAHPS Survey was initially developed with the standard CAHPS 4-point response scale.
The field test data that was used for the initial endorsement consisted of several testing sites in
the US. One of the larger field tests was conducted in Massachusetts as part of the Massachusetts
Health Quality Partners (MHQP) statewide surveying initiative. At that time, MHQP used a 6-point
response scale instead of the standard CAHPS 4-point scale. Based on that evidence, the CG-
CAHPS Survey was endorsed with a 6-point response scale. Affirmed by significant user feedback,
additional testing was conducted to add to the other field test data to confirm the properties and
function of the standard CAHPS 4-point response scale and the CG-CAHPS Survey was updated to
the 4-point response scale so that results could be aligned across other CAHPS surveys (e.g.,
CAHPS Health Plan Survey, CAHPS Hospital Survey (HCAHPS)). Drake et al. (2014) examined
how different response scales affect responses to the CG-CAHPS survey among 6,500 patients.
They found that compared to the 4-category response options surveys, respondents to the 6-
category response options surveys had 41 percent more missing items. There were no significant
differences between the 4-category and 6-category response option surveys’ average composite
measure score or provider-level reliability.

 



For the 3.0 version, the survey switched from a 12-month recall period to a 6-month recall period
to improve accuracy of recall and focus on more recent visits. 

 

The CAHPS Consortium hears user feedback during research studies and development. Users can
contact the CAHPS Database team with questions or comments by phone at 888-808-7108 or
email at CAHPSDatabase@westat.com. The CAHPS consortium also solicits feedback via focus
groups with patients in developing survey content and design. When changes are proposed to the
survey, the changes also often go through a public comment period and those comments are
summarized and posted on the AHRQ site
(e.g., https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance…) 
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6.2.2 Feedback on Measure Performance (derived)

No additional detail. 

6.2.3 Consideration of Measure Feedback

In late 2009, version 2.0 addressed the fact that many people receive care in the ambulatory
setting from non-physician providers such as nurse practitioners and physicians´ assistants. This
change to “this provider” was in response to requests from the medical community for a survey
instrument that would allow patients to report on their experiences with all their health care
practitioners. 

 

The items designed to identify chronic conditions were moved from the core survey version 2.0 to
a supplemental item set.

 

After extensive testing and receiving feedback from users, with the release of CG-CAHPS Version
2.0, the CAHPS consortium endorsed e-mail notification for web-based surveys as an additional

mailto:CAHPSDatabase@westat.com
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/cg/about/public-summary-2015-cg-cahps-fedreg.pdf


mode of data collection. The CAHPS consortium recommends a mixed mode that would have two
e-mail reminders and a follow-up by mail or telephone to all who are surveyed. 

 

Based on the stakeholder and user feedback obtained through public comment, technical expert
review, and further testing, the following key changes were made in the release of the CG-CAHPS
3.0 version:

One instrument, in contrast to the three instruments available for the 2.0 version.
Use of a 6-month reference time period rather than a 12-month reference period.
New and modified composite measures:
New composite measure for "Care Coordination."
Modified the composite measure for "Access."
Modified the composite measure for "Communication."
A modified Patient-Centered Medical Home Item Set.
Shift of development and prevention items from the core Child Survey to the Patient-
Centered Medical Home Item Set.
Overall reduced length.

For the 3.1 version, with the COVID-19 pandemic changing how some health care was delivered
(e.g., video or phone rather than in-person), the instrument was updated again to change
instructions and gate question wording to include these types of visits. 

 

6.2.3 Consideration of Measure Feedback (derived)

No additional detail. 

6.2.4 Progress on Improvement

Due to the lack of access to Child CG-CAHPS data, we are extrapolating data from Adult CG-
CAHPS Survey. Both the Adult and Child survey capture the experience of care from an adult
perspective — either directly from the patient (Adult CG-CAHPS) or the parent/guardian (Child
CG-CAHPS). To examine improvement, we used two years of data from the PCF-PEC Survey and
then, for reference, we also refer to trends in Adult CG-CAHPS Survey data provided in the 2019
AHRQ CG-CAHPS Survey Chartbook (AHRQ’s reporting of Child data ended in 2016). The PCF-
PEC Survey includes the items on the core CG-CAHPS Survey and includes Patient-Centered
Medical Home (PCMH) and other supplemental items. The results from the PCF-PEC Survey and
the CG-CAHPS Survey are comparable because they include the same core items and most sites
(81%) in the 2019 AHRQ CG-CAHPS Survey Chartbook also included the PCMH supplemental
items. Further, Beckett et al. (2025) found that adding supplemental items did not affect CAHPS
scores. 

 



Rating of Provider has shown minimal improvement between 2022 and 2023, increasing only
slightly from 79.4% to 80.3%. In comparison, the 2019 AHRQ CG-CAHPS Chartbook reported an
average of 84% in 2015, decreasing to 79% in 2019
(https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/cahps-database/2…). This trend suggests
a gradual decrease in performance from 2015 to 2022, with only modest gains in 2023. These
results underscore a need for focused efforts to enhance the overall patient care experience.
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6.2.5 Unexpected Findings

No unexpected findings.

6.2.5 Unexpected Findings (derived)

No unexpected findings.

7.1 Supplemental Attachment
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