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ABSTRACT

This project reports the results from a customer satisfaction survey conducted for a central
Texas, start-up health maintenance organization using the National Committee for Quality
Assurance’s Annual Member Health Care Survey, Version 1.0. The primary criterion was
overall customer satisfaction; however, other criteria were tested in conjunction with a
hypothesis that postulated differences between the HMO’s two benefit plan options. The
potential predictors were over 100 key health care variables including: measures of
satisfaction with health care services, plan administration, the management of care, and
physician competencies; health status indicators; behavioral intentions; line-of-business;
and basic demographics. The Student’s t-test and stepwise multiple linear regression
analyses were used to investigate hypothesized relationships among the criteria and
predictors (n = 611). The Student’s t-test revealed statistically significant results for the
line-of-business predicting overall customer satisfaction, t(609) = -2.29, p = .022, as well
as eleven other criteria. The stepwise regression model for HMO overall customer
satisfaction (n = 303) yielded nine predictors resulting in R? = .7355, F(9, 293) = 90.52,
p<.0000. Likewise, the regression model for the preferred provider organization (PPO)
overall customer satisfaction (n = 308) identified five predictors resulting in R* = .6539,
F(5, 302) = 114.14, p< .0000. The results of the project suggest health plan executive
leadership and managers should regularly assess their organization’s impact on customer
satisfaction. Additionally, the use of a limited number of predictive variables to conduct
more frequent “pulse checks” can produce meaningful customer satisfaction information

that can be used for a variety of organizational purposes.
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GLOSSARY

Central Limit Theorem. The theorem in mathematical statistics that the sampling
distribution of the mean approaches a normal curve as N gets larger.

Customer Satisfaction. Generically refers to the measurement of one or more of a variety
of customer opinions including ratings of service quality, future behavioral
intentions, patient self-assessment of outcome, and satisfaction.

Exciting Quality Attribute. Quality attributes which are very welcome but not thought to
be necessary before experienced.

Expected Quality Attribute. Quality attributes which are necessary and expected.

Evidence of Coverage. A description of a health maintenance organization’s or managed
care organization’s benefits, exclusions and copayment/coinsurance fee structure.

Line of Business. A set of products and/or services that are related to each other by such
factors as the target customer, the mechanisms through which they are marketed
and financed, the level of risk accepted and/or even their price range (e.g., health
maintenance organization, preferred provider organization, Medicare-risk contract,
Medicaid-risk contract)

Managed Care Organization. An organization that offers one or more products that
integrate financing and management with delivery of health services to an enrolled
population; are responsible for delivering services (using their health service
organizations or through contractual arrangements) and (as a network or as
individual providers) either share financial risk and/or have some incentive to
deliver efficient services; and use an information system capable of monitoring and
evaluating patterns of utilization and financial outlays.

Mixed-Model Health Maintenance Organization. A health maintenance organization that
uses one or more provider network types to deliver health care services to an
enrolled population.

National Committee for Quality Assurance (NCQA). A nonprofit organization committed
to the development of health care quality standards and the accreditation of
managed care organizations based on these standards.




Rating Scale Anchor. The two most extreme points on an evaluation scale (e.g., on a
five-point Likert scale one [1] and five [5] would be the anchors).

Report Card. A published summary of health plan performance which generally includes
measures of .

Self-funded. A method of health care financing in which the employer group accepts and
underwrites its own risk and is primarily responsible for funding the claims

payment.

“Take It For Granted” Quality Attribute. Quality attributes which a hospital must posses
to be acceptable.

xi




CHAPTER ONE

INTRODUCTION

While ofher service industries have been measuring and leveraging customer
satisfaction for years, managed care organizations (MCOs) are relatively new participants
in using customer satisfaction measures for other than traditional quality assurance
programs. However, this paradigm is rapidly changing as the delivery and financing of
care have become more integrated, and MCOs have become the primary organizations for
arranging and/or providing care across the health care continuum. As the health care
market continues its march toward the further integration of financing and delivery (i.e.,
capitation and full-risk products), MCOs must be able to meet and exceed the demands of
numerous customers and suppliefs in the health care value chain. Now recognized as an
important and viable outcome measure, the ability to measure customer satisfaction and
use it for strategic planning and marketing purposes are rapidly becoming the norm for
MCOs striving to improve their services and market share. This graduate management
project will examine the concept of customer satisfaction in detail and report on one health
maintenance organization’s experience using a standardized customer satisfaction survey

in two distinct lines of business.




Problem Question

Quality improvement programs include structure, process and outcome measures.
Of the three, outcomes are considered critical to the future of MCOs, particularly those
that seek accreditation. A MCO’s ability to measure, report and use one crucial category
of outcome measures, customer satisfaction measures, will play an essential role in
building customer loyalty and market share. What are the key predictors that MCOs must
influence to substantially affect customer satisfaction among their different lines of

business?

Conditions Which Prompted the Study

The Daughters of Charity National Health Services (DCNHS) is a chain of 40
hospitals nationwide that offers inpatient, outpatient, and ancillary services to its clients.
The Daughters of Charity Health Services of Austin (DCHSA), the Austin market's
subsidiary of the DCNHS, is currently doing business as the SETON network. The
SETON network has been a leader of managed care for both the DCNHS and the Austin
area through their introduction of numerous MCOs such as a physician hospital
organization (Seton Physician Hospital Network), a risk-assuming capitated physician
group (Advantage HealthCo), and a physician management services organization
(Advantage Management Services Organization). In September of 1995, the SETON
network added a new MCO when they ventured into Austin’s health maintenance
organization (HMO) market with the introduction of the Seton Health Plan (SHP),
Incorporated. Figure 1 depicts the organizational relationships between the SETON

network and its subsidiaries.




FIGURE 1

SETON NETWORK MANAGED CARE SUBSIDIARIES

SETON NETWORK
Austin Subsidiary of the
DCNHS
Corporate Member ) I Sole Shareholder
{ |
SETON PHYSICIAN HOSPITAL NETWORK SETON HEALTH PLAN
Physician Hospital Organization Texas-licensed HMO
|
Corporate Member | 1 Sole Shareholder
ADVANTAGE HEALTHCO ADVANTAGE MSO
IPA Physician/Group Management
Risk-Assuming & Consulting Services

Seton Health Plan Factors

The Seton Health Plan is a start-up, for-profit HMO incorporated under Texas
Insurance Code 20A, Texas Health Maintenance Organization Regulations. Because
current medical practice laws in Texas forbid HMOs from directly'employing physicians,
the SHP is using independent practice associations (IPA), group and network providers
for health care services; therefore, SHP is a mixed-model HMO. Furthermore, SHP is a
hoépital-based HMO since their capital partner in the venture is the SETON network. As
required by the Texas Department of Insurance (DOI), the SHP filed an Evidence of
Coverage (EOC) and Schedule of Benefits which describes the SHP benefit design for
their fully-insured commercial HMO product. Presently, the SHP has not sold a
commercial account and has not enrolled‘ any fully-insured lives under their state filing.
Instead, SHP is currently servicing two self-funded accounts encompassing almost 11,000

members. One of the accounts is the city-organized health care welfare program (Medical




Assistance Program). Members of this account were excluded from the study because of
the limited involvement the SHP has in providing network or administrative services. The
other account is the approximately 5,500 SETON nétwork employees and their eligible
dependents. For this self-funded account, the SHP provides network and administrative
services for an HMO and PPO option. These two options and their associated benefit
designs have only been in existence since July 1, 1995. Prior to that time, SETON offered
their employees two PPO options: high plan and low plan.

During the initial stages of strategic planning, SETON network leadership and the
SHP's Board of Directors determined that the new HMO needed to measure customer
satisfaction to satisfy market demands and organizational goals (see Table 1). Without
customer satisfaction information, the leadership of both organizations believed it would
be difficult to secure commercial accounts, to be accredited by the National Committee for
Quality Assurance (NCQA) and to meet consumer demand for HMOs to provide quality
information regarding their services. Additionally, SETON network leadership expected
the SHP to meet corporate guidelines requiring all subsidiaries to measure and report
customer satisfaction with their products and services. Furthermore, by undertaking the
study, the HMO would be able to establish customer satisfaction as an organizational
precedent and ongoing concern for the organization. Lastly, the study would provide
SETON leadership with the unique opportunity to survey its own employees satisfaction
with their health care services and to potentially use the results to improve employee
morale. As a result, Board members resolved that within one year of operations, the

HMO would have a survey instrument selected, a baseline study conducted and the




methods and procedures institutionalized. Additionally, the members clearly articulated
their belief the information would provide a future competitive advantage when SHP

sought accreditation, entered new markets, and started other lines of business.

TABLE 1

SETON HEALTH PLAN FACTORS

Austin Employer group and customer expectations
Market

Considered an important network-wide quality indicator

Network leadership expects subsidiaries to measure
SETON customer satisfaction

Opportunity to measure their own employees’
satisfaction with health services

Required for accreditation purposes

Establish customer satisfaction as an organizational

SHP precedent

System used must measure satisfaction across multiple
lines of business

Military Health Service System Factors
The Department of Defense (DoD) is currently in the process of regionalizing the
Military Health Service System (MHSS) into twelve distinct regions of care. This effort,
known as TRICARE, is based upon the seamless integration of two delivery systems
which were previously separated: Military Treatment Facilities (MTFs) and the Civilian

Healthcare and Medical Programs for the Uniformed Services (CHAMPUS). Under the




new system, eligible DoD beneficiaries will be able to choose from one of three benefit
designs for their health care delivery: (1) HMO with Point-Of-Service (POS), (2)
Preferred Provider Organization (PPO), or (3) standard indemnity. Where possible, MTFs
will be the site of choice for delivering health care to enrolled HMO members. For out-of-
MTF needs and PPO and standard indemnity purposes, each region has bid the remainder
of the health care delivery to a managed care support (MCS) contractor for each of the
twelve regions. DoD executive oversight of these contracts is handled by a “Lead Agent”
office in each region. In this new environment, the Lead Agent’s ability to measure
customer satisfaction both in and outside the MTFs will be extremely important to
assessing the effectiveness of each TRICARE MCS contract. The information can also be
used in regional quality improvement (QI) programs. Furthermore, civilian contractors
will need to implement and measure customer satisfaction to earn re-award of their
contracts. The availability of a tested survey instrument and process may provide a
valuable tool to the regional contractors and the MHSS. Table 2 provides a summary of

the MHSS factors that prompted the selection of this topic for the study.

TABLE 2

MILITARY HEALTH SERVICE SYSTEM FACTORS

MHSS Method of assessment for MCS contracts’
effectiveness

Lead Results of survey used as customer satisfaction

Agents template system

MCS Study used as benchmark




Limitations

Studies of this nature are not without their limitations, especially since the SHP is a
start-up company focused on establishing its business practices and penetrating its target
markets (see Table 3). Of these limitations, the use a self-funded population has the
greatest impact on SHP’s capacity to apply the results for commercial purposes because of
a lack of similar benefit designs and plan administration issues. The benefit design agreed
upon by SETON network does not match the EOC filed with the state; therefore, the
variables measuring satisfaction with benefit design will not apply to commercial
populations. Additionally, in the self-funded environment, certain components of plan
administration, such as member services, claims administration and customer education
materials, are not being administered by the SHP. Instead, SETON network Human
Resources (HR) and outsourced contractors are performing these fimctions. Since the
study is retrospective, variables measuring customer satisfaction with plan administration
will not be measuring SHP’s performance, but will be measuring customer satisfaction
with SETON HR and outsourced contractors. Another limitation with the study is related
to the limited time the new benefit design has existed. The NCQA protocol stipulates that
enrollees have at least 12 months of continuous enrollment in the health plan allowing for
multiple breaks so long as no one break exceeds 45 days or more. Study participants have
had only seven months of continuous enrollment, which may impact the actual number of
respondents that have had the opportunity to use the plan benefits. In addition to these
concerns, the NCQA will not recognize this study as part of their survey process until it is

carried out by a third party research company and survey protocol is duplicated exactly as




outlined in the manual. As a result of these factors, the generalizability of the study will be

limited to the study population and other similar populations.

TABLE 3

NCQA Lack of formal recognition by NCQA
SETON SETON network’s health care programs are self-funded
SHP Organizational competition for future resource support

Literature Review

The current focus on customer satisfaction measures as outcome measures is
rooted in historical quality assurance and assessment programs. Understanding the
historical and chronological evolution of quality measures clearly sets the precedent that
outcome measures, particularly those that relate to customer satisfaction, will be the
predominant quality measures of the future. To establish a framework for the study and
its resultant conceptual theory, the body of literature related to the quality paradigm,; the
chronological development of outcome measures; the establishment of customer
satisfaction measures and standardized surveys; and the methodological issues and utility

for the findings must be examined.

The Quality Paradigm
Outcome measures have traditionally been part of the triad of quality assessment:

structure, process and outcome. This triad has been the foundation for examining all




aspects of care rendered in health care facilities and organizations (Lohr 1988, 37).
Structure measures focus on the setting and environmental issues that facilitate the
delivery of care. For example, a facility’s licensure, compliance with safety codes and
number of board certified physicians are structure measures. Process measures focus on
the manner in which care is provided and include such measures as the patient’s
involvement in acquiring care and the physician-patient interaction (Williams and Torrens
1993, 388-9). Outcome measures focus on the health status achieved as a result of
medical intervention. Mortality rates and postsurgical morbidity rates are examples of
outcome measures. Structure, process and outcome measures are intimately woven
together, whereas outcome measures are built upon process measures, and process
measures are built upon structure measures. As such, the three dimensions are
interdependent, and all need to be measured to portray an accurate picture of the quality

of medical care being delivered in health care organizations.

The Conceptual Theory of Qutcome Measures

As previously mentioned, outcome measures fall into the “Outcome” category of
the quality assessment triad. The outcome category has been defined by numerous authors
in the health care literature. Avedis Donabedian, one of the undisputed leaders in health
care quality theory and implementation, offers the following definition:

. . . the effects of care on the health status of patients and populations.

Improvements in the patient’s knowledge and salutary changes in the patient’s

behavior are included under the broad definition of health status, and so is the
degree of the patient’s satisfaction with care (Donabedian 1988, 1745).




Another proponent of outcomes research, Dr. Paul Ellwood (Hale and Weiner 1994, 34),
also believes the definition of outcome includes, “tracking patients with a single condition
over a period of time and reaching conclusions about the impact medical care is going to
have on them.” Although both definitions are abstract, they focus attention on the fact
that outcomes involve individuals and populations, improvement in behavior and
knowledge and most importantly patient (or customer) satisfaction.

The design of meaningful outcome measures is complex and exacting work
because it requires one to look across the continuum of care and carefully analyze all the
different factors that may influence an individual’s or population’s health status or
satisfaction. The dimension of health (physiological, physical or emotional), timing of care
and an established relationship to a process of care are all characteristics of outcome
measures (Lohr 1988, 38). Additionally, Donebedian believes that these characteristics of
outcomes must be modified by adjustments for case-mix, age and other confounding
factors to better standardize outcomes information between delivery settings and patient
environments (Donabedian 1992, 359). These characteristics shape the development of
each outcome measure and provide the basis for being able to measure an improvement in
health status or satisfaction.

Once an outcome can be described, it can be measured. When determining how to
measure an outcome, researchers and clinicians need to define the purpose of the
measurement and identify the source of information, the data collection methodology and
the agent responsible for analysis and interpretation of the data. Furthermore, the

measurements chosen to represent an outcome must have the properties of reliability and
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validity present to make them meaningful and generalizable across a given population

(Lohr 1988, 37).

The Development of Outcome Measures

The Chronological Origins of Qutcome Measures

1.) The Age of Development

The development of outcome measures is not a new science. As early as 1916 the
rudiments of outcome measures had been established by Ermest Amory Codman
(Donabed%m 1985, 244) in studies he termed “‘end results." Codman accurately
ascertained that an individual’s or population’s health status was the product of clinical,
organizational, administrative and economic factors which could be measured and tested
for their appropriateness. Using Codman’s revolutionary work, others began examining
the relationship between health outcomes, and health status and health care delivery. In
1933, Hooker began using preventable maternal mortality as a measure of quality at the
New York Academy of Medicine. In 1955, Kohl, also at the New York Academy of
Medicine, sponsored an outcome study on improving the rate of preventable perinatal
deaths. During the late 1950’s and early 1960’s, the use of mortality rates grew in
popularity due to the work of researchers such as Shapiro et al. of the Health Insurance
Plan of Greater New York, and Lipworth et al. in Britain. These researchers outlined the
use of mortality rates as outcome measures of quality. By 1964, the fundamentals of
measuring outcomes and their use as quality indicators were firmly established

(Donabedian 1985, 245).
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2.) The Age of Refinement

Beginning in the late 1960’s, health care researchers and providers began refining
outcome measures by narrowing the use of outcomes to two separate categories
(Donabedian 1985, 254-5). Researchers classified the first category of outcome measures
as a judgment of quality in and of themselves, and the second as, outcome measures that
were a “frigger to the assessment of antecedent process.” Researchers examining the use
of outcomes as a judgment of quality quickly realized that adjustments were necessary to
account for a multitude of confounding factors that would hinder the generalizability of
outcome measures. Studies conducted by Roemer et al. led to adjustments for length of
stay and hospital occupancy. In 1969, Bunker et al. conducted further studies in outcome
adjustments in the National Halothane study in which they introduced the concept of case-
mix adjustment. Researchers at the Staff of the Stanford Center for Health Care Research
proposed the most radical set of outcome refinements in 1976 when they outlined risk
adjustments between institutions based on postsurgical fatalities (Donabedian 1985, 255).
The age of using outcome measures as judgment criteria for quality had dawned.

In contrast, studies conducted throughout the 1970’s by John Williamson of Johns
Hopkins University focused more on outcome measures as “triggers to antecedent health
care.” Tn such a capacity, adverse outcomes were simply an identifier that an underlying
problem may exist with the care being rendered to an individual. Moreover, these studies
provided the foundation for the development of practice guidelines, the recognition that
other measures besides morbidity and mortality data could be used for outcomes, and the

recognition that standardized functional scales were also important to outcome measures.
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Working from this premise, and using the Williamson studies as a foundation, Mushline
and Appel of John Hopkins University developed one of the first health status indices
known as the “Problem Status Index” (Donabedian 1985, 257). The use of health status
indices furthered the field of outcome measures by recognizing that, not only were clinical
and functional status important measures, but the patient'’s perception of his or her well-
being also contributed to the improvement of health status and could be measured (Lohr
1988, 38). These original studies shaped the development of today’s most common health
outcome measures, “the five D’s:” death, disease, disability, discomfort and
dissatisfaction.
3.) The Age of Criticality

Until more meaningful measures are developed, the “five D’s” are still the most
commonly used outcome measures for assessing an individual’s or population’s health
status and/or the value of care received. As an example, when the Health Care Financing
Administration (HCFA) decided to release hospital-specific mortality rates as a basis for
comparison, the hospital sector vocally opposed the decision (Bergman 1994, 36). Health
care providers and organizations have also raised concerns with the disease, disability and
discomfort measures. First and foremost, providers are concerned with the almost
exclusive use of physiologic variables as the outcome measures for disease. Although
many measures are both reliable and valid, they often require practitioners to glean large
amounts of information from the patient directly and to subject the patient to invasive
testing. Furthermore, if the patient’s medical condition resolves, and she does not retum

for follow-up care, the health care provider and/or organization may never adequately
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capture the positive impact treatment had on her. Health care providers and organizations
are equally concerned with the disability outcome measures. Current measures such as
days of disability are valuable in the fact that they measure the progress of health care
delivery as a whole, but may fail to reflect the quality of care rendered to an individual. A
prime example is when a provider recommends a given number of days in bed as an
appropriate therapy for a given condition. If the outcome being measured for that
condition is disability days, the health care organization and its providers might
inadvertently demonstrate an unfavorable outcome, when in fact, appropriate protocols
and standards of care are being followed. Presént discomfort outcome measures also
present some unique problems which health care organizations and providers must
errcome to improve the delivery of health care. Of all measures;providers placé the
least emphasis on quantifying discomfort over time because it is difficult to accomplish and
usually requires the use of a health status questionnaire. This is not to say that providers
and health care organizations are ignoring the needs of those in discomfort. Instead, they
realize the difficulty of gathering data from self-reported health status questionnaires
(Lohr 1988, 39). |

These concems are further exacerbated by the data collection process and lag time
for receiving data. At present, most outcome studies are retrospective and use
administrative claims data. These data usually lag 12 to 18 months behind the actual
service date and may be coded incorrectly by the provider or coding specialist. As such,
the lack of real time data for intervention purposes is somewhat limited. This, however,

does not mean retrospective data is without value. On the contrary, retrospective data is
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valuable in assessing long term performance and should be used to address changes in the
total health care delivery system (Leatherman et al. 1991, 351). These concemns have been
addressed by current research that is mainly geared toward the development of outcome
measures as effective and efficient indicators of the value of the health care service
delivered (Lohr 1988, 39-43). The landmark health outcomes studies discussed in detail
later have attempted to assess and establish the reliability and validity of using outcome
measures (including customer satisfaction) as determinants of health care quality and
value, and to set a framework for outcome measures in the future.
4.) The Age to Come

Regardless of the promising results of current outcomes research, MCOs face
three challenges in the future which require further investigation: (-1) demonstratiilg the
linkage between process and outcome, (2) establishing criteria that are more Sflexible and
adaptable to the clinical peculiarities of each case, and (3) making advances in health
status assessment tools (Donabedian 1988, 1748 and Lohr 1988, 44-7). If the users of
outcome data cannot clearly link the processes of the care delivered to favorable
outcomes, it will be highly unlikely that outcome measures will expand beyond their
current applications. If, however, strong linkages can be established, outcome measures
will provide substantial and pertinent data on how to improve the quality and value of the
care delivered.

A corollary to improving the linkage between process and outcome will be creating
criteria and standards that are more flexible and adaptable. The new criteria will need to

focus on the continuum of care and enable MCOs to predict outcomes for a given
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condition and population (Donabedian 1988, 1748). Additionally, the criteria will need to
be flexible enough to cover the spectrum of delivery systems and sites of care.

Lastly, the users of outcome measures in the future will need to make advances in
developing health status assessment tools. Individuals and organizations, including
MCOs, will need to improve and expand the current pool of health status indices because
they are currently centered on adults and the nonelderly. MCOs will also need to establish
incentives for clinicians to use these tools in their practices as a method of assessing the
impact a clinician’s practice has on health and functional status (Lohr 1988, 46-7).
Ultimately, developers of outcome measures will be tasked to strengthen the correlation
between the health status assessment’s outcome measure and their commensurate
physiologic interventions thereby making nonintrusive data more accurate (Lohr 1988,

46).

Landmark Qutcome Studies

The work done by the early pioneers such as Codman, Roemer and Bunker,
established the foundations for using outcomes as a measure of health quality; however,
more recent studies have focused on improving the measures themselves. The primary
contribution of these studies has been to establish the reliability and validity of using
outcome measures as determinants of health care quality and value. Within the battery of
outcome measures used in each study, measures specifically related to customer
satisfaction were also established as reliable and valid. As a result, the customer
satisfaction measures used in these surveys firmly incorporated the practice of using

customer satisfaction measures for assessing health care quality and value.
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1.) RAND Health Insurance Experiment (HIE)

One of the original studies substantiating health outcomes as reliable and valid
indicators of quality is the RAND HIE. This study (Wagner and Bledsoe 1990, 191) is
particularly important to MCOs as it represents, . . . the most persuasive evidence to date
regarding the consequences of various health insurance plans on health care costs,
utilization, client satisfaction and health status.” Conducted between November 1974 and
January 1982, the HIE was a large-scale controlled trial that sampled 2,800 families
(7,700 persons) located in six areas of the United States, who were randomly assigned to
several different health insurance plans. The plans ranged from an HMO option to fee-for-
service (FFS) options with coinsurances ranging from 0 tb 95 percent. The Group Health
Cooperative of Puget Sound (GHC), a staff model HMO, was the only participaf,ing
MCO, although it could be argued that some FFS options largely mimic the preferred
provider organizations (PPO) and point-of-service (POS) plans widely available today.
Researchers collected data from a variety of sources including: a detailed annual
questionnaire, physical examinations, and health status questionnaires. The health status
measures alone included over 26 indicators for physical health, mental health, role
functioning, social functioning, health perceptions, lifestyle and serious symptoms.
Outcome measures regarding customer satisfaction were also collected. These measures
(health status, outcomes based on satisfaction, other health outcome measures and a
variety of clinical and laboratory findings) were then used in a nationwide study to assess

the improvements or the degradation of the health status of the individuals assigned to
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each type of health insurance plan. From the data collected, many different researchers
conducted a variety of analyses.

One of the most compelling analyses was done by Ware et al. (1987). Using 13 of
the 26 health status measures and a battery of other health outcome measures, Ware et al.
discussed three major points: (1) medical expenditures at GHC were 25 percent less than
the two FFS plans participating in the study, (2) HMO care was associated with lower
overall general client satisfaction, and (3) significant health status differences existed
between high and low income individuals who started the study with existing health
problems. From his findings, Ware and his team concluded that HMO care for the
economically sound could produce cost savings without sacrifices to a member’s health
status. However, the researchers also concluded that sicker and p‘oorer HMO members
may be adversely affected health status compared to their FF'S counterparts.

Another analysis of the RAND HIE data was conducted by Sloss et al. (1987, 130-
6). In this study, Sloss compared the results of HMO and FFS members for all 26 of the
health status measures and additional measures from clinical and laboratory findings.
Their findings clearly contradicted those of the Ware et al. study. Sloss’s group found
that no differences in the 26 health status indicators existed between HMO and FFS plan
members. Additionally, the Sloss team found no significant differences between high and
low income members of the HMO group for any of the other outcome measures.

Concerned with the findings and conclusions the Ware group had suggested, Dr.
Edward Wagner, one of the GHC’s practicing physicians, provided commentary in The

Journal of the American Medical Association. Although he agreed with the utilization,
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cost and satisfaction findings of both studies, he did not agree with the conclusions
reached for low-income, sicker HMO members. Wagner argued that for the health status
measures analyzed in both the Ware and Sloss studies, only two reached statistical
significance and they were characterized by small sample sizes, large baseline differences
and large standard deviations (Wagner and Bledsoe 1990, 200).

Although the RAND HIE reports and subsequent analyses provided insightful and
provocative theories about the differences in health status and patient satisfaction between
HMO and FFS participants, an even greater contribution was made to the field of outcome
measures. The greatest contribution the RAND HIE study made was that a variety of
clinical and self-reported health outcomes were used to readily assess changes in health
status over time (Wagner and Bledsoe 1990, 200). As such, the RAND HIE “op»ened the
door” for the use of outcome measures, including client satisfaction, as viable measures of
quality and value.

2.) Medical Outcomes Study

The Medical Outcomes Study (MOS) was an observational study conducted to
serve two purposes:

(1) compare the variations in patient outcomes with differences in physician

specialty, the health care delivery system, the intensity of resources

expended and clinicians’ technical and interpersonal style, and (2)to

develop practical tools for monitoring patient outcomes and their

determinants in routine practice (Kravitz et al. 1992, 1617).

The MOS sampled both physicians and patients in different systems of care in Boston,

Chicago, and Los Angeles, between 1986 and 1990. The final sample included 362

providers (348 physicians and 14 nurse practitioners) across a large variety of delivery




systems and specialties, and 20,158 patients. Data were collected which described the
patients, providers, treatment processes, utilization of resources and health outcomes
including customer satisfaction from such sources as clinician réports, patient reports, and
independent clinical examinations. Using the term “patient mix,” (defined as the socio-
demographic characteristics, disease prevalence, severity of illness as associated with
biomedical parameters, and the functional and well-being status of an individual) Kravitz
et al. (1992, 1617-23) found differences in the patient mix according to both the system of
care and the physician specialty. In regards to the system of care, prepaid patients had
higher scores on health perception and physical functioning scales, were less likely to have
a chronic illness, and were most likely to be nonwhite (all p <.01). Conversely, fee-for-
service (FFS) patients were generally older, more likely to be whife, had chronic diseases,
and had lower functional status and well-being scores.

The MOS researchers also made significant discoveries regarding the usefulness of
the outcome measures collected. First, they demonstrated a general agreement between
the information provided by patients on their overall health assessment and usual life
activities, and that provided by the physician in terms of disease severity. Second, they
established the validities of the MOS functional status and disease severity scales. This
last point is particularly compelling (Kravitz et al. 1992, 1619-21) as the MOS health
survey used to rate functional status and well-being contained only 20-items specially
designed to, <. . . construct health status indicators for general health perceptions, physical
function, role function, social function, bodily pain and mental health.” Third, the

researchers also demonstrated the need for adjustments in the patient mix for a given
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population. Lastly, the MOS research team showed that clinical outcome measures,
patient-reported functional status, and well-being outcome measures should be
incorporated into any system intending to use outcome measures as a quality or value
indicator (Kravitz et al. 1992, 1623).

Another relevant report on the MOS by Safran et al. (1994, 1579-86) examined
the differences in the quality of primary care delivered in prepaid and FFS health care
systems. Safran’s team found that prepaid health systems had increased financial access
and improved coordination of care for their patients. Unfortunately, these positive
findings were countered by reduced patient-physician continuity and comprehensiveness of
care, and by diminished organizational access and interpersonal treatment that was less
than satisfactory to patients.

3.) Patient Outcomes Research Teams (PORTSs)

With the reliability and validity of health outcomes gaining momentum, the Agency
for Health Care Policy and Research (AHCPR) chartered the Medical Treatment
Effectiveness Program (MEDTEP) to further develop meaningful outcome measures.
Under MEDTEP guidance (Maklan, Greene and Cummings 1994, JS14), fourteen
separate Patient Outcomes Research Teams (PORTs) were established to “...break with
the traditional health services research and with traditional clinical ‘efficacy’ studies. . .
MEDTEP research shifts the focus of health research from the issues of organization and
processes to the outcomes of health care.” The PORTs originated from the belief that
wide variations in practice patterns were occurring across the United States that might

adversely affect the quality of care rendered to individual patients. Using Medicare data

21




and the medical literature, the PORTS set out to pioneer revolutionary new practice
guidelines and their expected outcomes. The PORTs measured outcomes based on
survival rates, morbidity, complications, physical functioning, resource use (cost and
readmissions), symptom relief, overall health status, role functioning and customer
satisfaction with the patient-provider interaction (Malkan, Greene and Cummings 1994, JS
15-6). However, these measurements were directly tied to the effectiveness of a treatment
decision through meticulous research and analysis. The results of the PORTs research
have been widely accepted and are already steering the health care industry toward the
widespread use of health status and outcome measures (Morrissey 1994, 36).

These landmark studies were critical steps toward the acceptance of outcomes as
reliable and valid measures of quality and value. They also established that self-réponed
measures could be used to assess the quality of care being provided to individuals and
populations. Lastly, as detailed later in the report, the studies firmly incorporated
customer satisfaction measures as an integral part of the outcome measurement

movement.

Customer Satisfaction Measures as Outcome Measures

The importance of outcome measures is without dispute, but it is also important to
note that many respected health care researchers have made it clear that customer
satisfaction measures will be the premier outcome measures of the future for MCOs. In
addition to Donabedian’s quote, Luft (Dolinsky and Caputo 1990, 31) has stated that
consumer satisfaction is, “perhaps the most important dimension of HMO performance

while being the least understood of all HMO research measures.” In mature managed care
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markets, Fincham and Wertheimer (1986, 5) postulate that, “maintaining patient
satisfaction with care is crucial for HMOs.” Ware (Nelson and Niederberger 1990, 410)
has stated that patient satisfaction is a determinant of, “the choice of health care provider
or systems, use of services, complaints and malpractice suits.” Health services marketing
guru MacStravic (1982, 7) has listed customer satisfaction as a key criteria for an HMO’s
success. As evidenced by such strong, expert opinion, the ability to measure and report
customer satisfaction measures is paramount to the long-term viability of MCOs.

Through the work of many health care researchers, employee health care benefits
managers and others in the health care industry, a list of “premier” health care customer
satisfaction measures can be gleaned from the health care literature (see Appendix A).
Although much of the early research and literature focuses on satisfaction with hbspital
care, the more recent literature has kept pace with the rapid spread of managed care by
focusing on satisfaction with MCOs. This has resulted in a fundamental shift from patient
satisfaction measurement to customer satisfaction measurement, a necessary change for
MCOs attempting to maintain customer loyalty and build market share.

Based on the literature and interviews with experts in the field (Villani and
Sampanes 1996), these customer satisfaction measures are considered the “premier”
variables that MCOs will need to measure and use to ensure long-term viability: (1)
overall customer satisfaction, (2) satisfaction with access to care, health services, plan
administration and the management of care, (3) satisfaction with the physician’s
technical and interpersonal competencies, (4) willingness to recommend the plan to

family and friends, (5) intention to switch to a diffferent plan, (6) successful complaint
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resolution, (7) self-reported perceptions of overall health status and disease, and (8)
basic demographics. Current studies vary on the predictive capabilities of global, one-
question overall satisfaction measures. However, the combination of multiple measures of
satisfaction with health care and health plan attributes and services combined with the
general satisfaction measure have proven to have moderately predictive capabilities
(Allen et al. 1994, 31; Fincham and Wertheimer 1986, 7-8; Miller and Luft 1994, 1516;
Ware et al. 1987). Satisfaction measures (variables) regarding the customer’s perceptions
with physician technical and interpersonal competencies are well-groundéd in historical
and recent studies. In fact, questions regarding the physician interaction have
demonstrated moderate predictive capabilities across a range of delivery sites (Dolinsky
and Caputo 1990, 34-5; Fincham and Wertheimer 1986, 7-8; Ho, Stegall and Wan 1994,
71-2; Nelson and Niederberger 1990, 416-9). The measure for willingness to recommend
the plan to family and friends has strong foundations in the research done by Davies and
Ware (1991) to design the Group Health Association of America’s Customer Satisfaction
Survey. One recent and very impressive study conducted by Weiss and Senf (1990, 438-
41) demonstrated that measures of a customer’s intention to switch plans are strong
predictors of customer satisfaction. In addition to these measures, a key study by Moses
(1995, 45) has demonstrated the importance of satisfactory resolution of customer-
services related problems as a predictor of customer satisfaction. Very recent
developments in the reliability and \}alidity of self-reported perceptions of general health
and disease have made the addition of these measures into the satisfaction battery a must

for MCOs (Boles and Wan 1992, 204; Hall, Milburn and Epstein 1993, 90-91; Ware et al.
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1987, Zapka et al. 1995, 76-81). Finally, while having limited predictive capabilities, basic
demographics are a necessary component for population description and market

segmenting (Dolinsky and Caputo 1990, 35-6; Zapka et al. 1995, 76-81).

Key Standardized Surveys

Using the constructs and variables that had been developed from these studies and
others, researchers began to produce standardized customer satisfaction surveys which
could be used by MCOs and other health care organizations to assess customer
satisfaction. One of the most comprehensive studies to date regarding the development
and use of standardized customer satisfaction surveys was conducted by Gold and
Wooldridge (1995, 155-73). The study found that surveys were being conducted by 95
percent of HMOs and 55 percent of PPOs for quality purposes using internally-developed
or industry accepted surveys (e.g., Patient Satisfaction Questionnaire [PSQ] or the Group
Health Association of America [GHAA] Consumer Satisfaction Survey). The study
results also suggested that the purchasers of care, management consultants and survey
research firms are also involved in the survey process. Often, these researchers use the
GHAA survey and the Employee Health Care Value Survey (EHCVS) as the foundations
for their survey materials. Additionally, government-based programs such as Medicaid
and Medicare have mandated the collection of customer satisfaction information via such
survey instruments as the Medicare Current Beneficiary Survey and state-based surveys
for Medicaid-risk products. Gold and Wooldridge (1995, 168-73) and other authors have
also identified a new and emerging standardized survey battery: The Survey Design

Project developed by the Agency for Health Care Policy and Research (AHCPR).
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Through AHCPR’s work, adult and child health instruments, and draft surveys for hospital
care, mental health services and health plan disenrollment have been created. It is
anticipated that these surveys will be released in 1996 for use in the field (NCQA 1995, 2).
In addition to identifying the surveys currently being used in the market, Gold and
Wooldridge (1995, 160-7) found marked differences in survey focus, item content, and
methodological practices and issues. Ultimately, their study and others suggest that three
basic standardized surveys or some combination therein have been most frequently used by

MCOs for survey purposes: the PSQ, the GHAA survey, and the EHCVS.

Patient Satisfaction Questionnaire

As described earlier, studies from pioneers such as Hulka and Woolley helped
Ware to expand the list of health care constructs MCOs and other health care
organizations should measure. Based on his own work and Hulka et al., Ware et al.
designed the Patient Satisfaction Questionnaire (PSQ) in 1983 (Ho, Stegall and Wan
1994, 67). Ware and his fellow researchers designed the PSQ tool to focus on the
characteristics of physicians and medical services via well-defined study variables. The
PSQ has multiple variables which assess the technical and interpersonal skills of providers,
waiting times for the appointment process, waiting times in offices and emergency rooms,
satisfaction with the costs of care, and the availability of variety of resources. Even
though the PSQ continues to undergo revisions and it is still used in health care research
to assess customer satisfaction, the PSQ’s greatest application has been to form the
foundation for many other surveys (Davies and Ware, 1991, 3). Testing of the PSQ tool

has demonstrated it is a reliable and valid instrument (Ho, Stegall and Wan 1994, 67).
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The GHAA’s Consumer Satisfaction Survey and User’s Manual

The second edition of the GHAA survey was released in May 1991 after
alterations based on information received during testing and use of the first edition. The
current GHAA survey is a 63-item instrument that is broken into two separate batteries:
the satisfaction battery (47-items) and the additional variables battery (16-items). Within
these two batteries, a variety of health care constructs have been identified. As with the
EHCVS, guidelines on survey sampling, administration and data analysis are included in
the user’s manual (Davies and Ware 1991, 1).

The 47-item satisfaction battery originates from the PSQ developed by Ware in
1983 and input from GHAA’s research and legal departments, relevant literature, reviews
from the use of the first edition and continuing work by Davies and Ware. The first
section of the satisfaction battery has 31 questions that center on the customer’s
satisfaction with health care services and providers. Based on the Form III PSQ and using
a five-point “excellent” to “poor” evaluation response scale (excellent, very good, good,
fair and poor), this section (31-items) measures eight constructs of care ranging from
accessibility and availability of services and providers to technical quality of care. The
second section of the satisfaction battery has 16 questions that focus on the customer’s
satisfaction with the health plan. Interestingly, this section (16-items) was completely new
to the 1991 edition of the GHAA survey, and had been gleaned from sample items
submitted by participating health plans or were written new for the most recent edition.

The constructs measured in this section are features specific to the health plan or health
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insurance plan. Table 4 summarizes the satisfaction battery section of the GHAA survey

(Davies and Ware 1991, 3-8).

TABLE 4

GHAA SURVEY
SATISFACTION BATTERY

[W—
(]

Access
Finances
Technical Quality
Comnumication
Choice and Continuity
Interpersonal Care
Services Covered
Information

Paperwork
Costs of Care
General Satisfaction

SN W W WL W W W N

Overall Care
Time Spent
QOutcomes

Overall Quality
Overall Plan

Source: paraphrased from the GHAA Consumer Satisfaction
Survey and User’s Manual (Davies and Ware 1991, 8)

The second battery for the GHAA survey is called the additional variables

battery. This battery (16-items) contains variables that measure survey respondent
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demographics (seven items), use of services (three items), health status (one item), access
to care (three items) and intentions regarding plan related behaviors (two items). From
this information, users are able to assess useful population information and focus on
important determinants of customer satisfaction and loyalty to the plan (Davies and Ware

1991, 9-11).

Employee Health Care Value Survey

The EHCVS was the result of a first-ever effort by three large U.S. Corporations
(Xerox, GTE and Digital) to form a health care customer satisfaction consortium. The
main goal of the consortium was to develop a standardized survey instrument and process
which could then be used to evaluate the 32 different health plans providing services to the
consortium. Independent research firms were used to develop the survey and conduct
analyses, and for data collection purposes. The result was a 154-item survey which
combined elements from the second edition of the GHAA survey, the MOS 36-Item
Short-Form Health Survey (SF-36) and the Healthier People, Health Risk Appraisal:
Version 4.0 by E.B. Hutchins into one comprehensive survey. Guidelines for survey
sampling, administration and data analysis were also reported in the EHCVS (Allen et al.
1994, 26-28 and 41).

The survey focused on two main categories: plan performance and health burden.
Constructs for the plan performance component included satisfaction measures for health
care delivery ratings, delivery experience reports, plan administration ratings and ‘“bottom-
line” performance indicators. To complement this “health systems” battery, the health

burden constructs measured demographic characteristics, health status ratings, medical
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condition reports and health risk behavior reports (Allen et al. 1994, 29). Together, the

variables from these two categories compose the survey.

NCOQA Survey

Despite the abundance of reliable and valid survey instruments already in use by
MCOs, a new survey tool was recently released by the NCQA which provides more
detailed information over the survey instruments discussed earlier. Released in 1995, the
NCQA Annual Member Health Care Survey Manual, Version 1.0 (NCQA survey) has
taken the best components of other standardized surveys in the field, and coupled them
with information that has emerged from the managed care industry within the last four
years. First, compared to the GHAA survey which was primarily developed for employer
use, the NCQA survey was developed with MCOs as the primary users of the survey.
Second, the survey focus changed from a heavy emphasis on provider-related variables, to
a more balanced emphasis between provider and plan variables. Third, the NCQA survey
expands the health status variables without overburdening the respondents taking the
survey. Finally, the NCQA survey provides a broader range of information within
relatively the same survey length as other standardized surveys.

The NCQA survey (see Table 5) has four major sections: (1) screening, (2)
satisfaction with care and plan services and features, (3) respondent’s health and daily
activities, and (4) socio-demographic information (NCQA 1995, 1). It is important to
note many of the questions in the NCQA survey are composed of sub-questions.
Therefore, although the survey lists a particular number of questions per section, the

question may be composed of multiple sub-parts. The five screening questions assess
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membership, enrollment, and the usage of in-and out-of-network provider/facility use.
These questions originate from the Agency for Health Care Policy and Research (AHCPR)
Survey Design Project (1995) discussed earlier. This data is generally used for
verification purposes, but could also be used to risk-adjustment the sample. The twelve
questions assessing satisfaction with care and plan services and features are further
differentiated into health care and plan (items 6 through 13) and further information on
services (items 14 through 17) sections. The majority of these survey items come from
the GHAA survey (1991), although the wording and rating scales have been refined to
improve their relevance to the consumer and to reduce the multicollinearity between scales
(NCQA 1995, Appendix II-6). The health and daily activities section has a combination
of ten single and multi-item questions. The RAND HIE and MOS studies provide the
majority of background on item selection for this section. Moreover, work started by
Ware et al. in 1995 to develop a shorter version of the 36-item Short Form Health Survey
(SF-36) composes a major portion of this section of the survey (NCQA 1995, 6). In
addition to assessing the health burden of given populations and product lines, the NCQA
anticipates this section will also be used for risk-adjustment purposes. Lastly, the six-item
socio-demographic section measures general population characteristics. As with the
screening section, the socio-demographic survey items were refined from questions in the

AHCPR instruments (NCQA 1995, 6).
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TABLE 5

NCQA SURVEY BATTERY

Screening 5

Satisfaction with Care and Services

1) Health Care and Plan 8
2) Further Information on Services 4
Health and Daily Activities 10
Socio-demographic 6

Source: paraphrased from the NCQA Member Satisfaction Survey,
Version 1.0, “Background on Survey Items”
(NCQA Survey 1995, 5-6)

Literature Pertaining to Survey Sampling, Administration
and Methods/Procedures

The NCQA Survey provides detailed instructions on sampling and data collection.
However, during the course of planning and implementing the survey for this investigation
at SHP, current literature and corporately-mandated physician and staff
sensitivity/courtesy measures resulted in deviations from the NCQA’s sampling and data
collection instructions. As a result, specific literature relating to and used for the
development of the methods and procedures for the study is discussed. In particular,
survey length and salience, response points and rating scales and anchors, and mail survey

administration were important issues impacting the study’s methods and procedures.
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Survey Length and Salience

A recent study by Bean and Roskowski (1995, 20-6) provides great insight nto
survey length. In their study, the researchers demonstrated that longer surveys do have
lower response rates. This was particularly true in surveys where the survey salience (the
questionnaire’s importance as viewed by the survey recipient) was high and the
questionnaire lengths were dramatically different. Paul and Bracken (1995, 45-9), survey
development consultants, give the following recommendations regarding survey length: no
more than 80 to 100 questions (not including demographics) and no longer than 30
minutes to complete. Moreover, their consensus is that survey salience is paramount to
survey success. The researchers also found that high response rates (approximately 80%)
are not essential to obtaining unbiased data. Thus, the researchers concluded plabing more
emphasis on survey length and salience was a productive method of enhancing survey
response rates.

This literature was important in determining whether or not to add additional
questions to the survey. Ultimately, questions on physician and staff sensitivity and
courtesy and specific health behaviors were added to the survey. These questions were
added because they were important to corporate goals for the SHP and for SETON
network employees and did not substantially change the time needed to complete the

survey (complete time was 15 to 20 minutes).
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Response Points, Rating Scales and Anchors and Response Bias

An abundance of survey design experts in health care and other industries have
written volumes on response-scale points and rating scale anchors. A comparative study
conducted by Ross, Steward and Sinacore (1995, 392-406) provides one of the most
exhaustive commentaries on the subject of rating (measurement) scales. In their study, the
researchers examined the variability in satisfaction responses using the seven different

scales summarized in Table 6. The findings from the study rated the “general

Global Satisfaction 100 millimeter visual scale ; “X” marked on - Good
(Visual Analogue) the scale (1-item)
Multidimensional Five-point evaluation response based on
Evaluation of Quality “poor”, “fair”, “good”, “very good”,
(Modified PSQ) “excellent” (29-items) Good
General Satisfaction Five-point Likert scale (6-items)
Poor
Physician Satisfaction Five-point Likert scale (4-items) o°
Poor
Overall Satisfaction Five-point evaluation response based on
(Modified PSQ) “poor”, “fair”, “good”, “very good”,
“excellent” (2-items) Good
Behavioral Intention Four-point evaluation response based on
(Bipolar Scale) “definitely yes”, “probably yes”, “definitely
not”, “probably not” (4-items) Poor
Willingness-to-Pay Respondents asked “yes” or “no” if they
(Dollar Value Scale) would pay a certain dollar value for the
appointment and “what would be the most Fair
they would pay” (2-item)

Source: paraphrased from Ross, Steward and Sinacore (1995, 392-406)
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satisfaction”, the “physician satisfaction” and the “behavioral intention” scales as poor
measurement scales. This was mainly due to the fact that these measures demonstrated
poor resistance to acquiescence bias and poor reliability among high acquiescence
respondents. The “willingness-to-pay” scale was rated as fair due to its resistance to
acquiescent bias; however, it has limited practical application in statistical analysis. The
authors go on to identify the “global satisfaction,” the “multidimensional evaluation of
quality” and the “overall satisfaction” scales as the best for use in customer satisfaction
surveys because of their resistance to bias and excellent reliability.

A different study conducted by Paul and Bracken (1995, 45-9) provided important
information on response points, rating anchor scales and response bias. The authors stress
the importance of matching bscale response points and rating scales anchors to the
information being assessed. Furthermore, if different rating scales are going to be used,
the authors advise using the minimum amount necessary and clustering questions with
similar content within the same scale. Finally, the authors suggest the survey instrument
be tested for any response bias prior to its administration. If response bias exists, Paul and
Bracken recommend including negatively and positively worded questions to assess survey
bias. Findings from the study are summarized in Table 7.

The information on response points, rating scales and bias was used to construct
the additional items added to the survey. For the physician and staff sensitivity and
courtesy questions, the PSQ evaluation response (poor, fair, good, very good, and
excellent) was used. Additionally, the questions had been tested on hospital surveys and

did not demonstrate response bias. Health behavior questions added to the survey were
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mainly assessed by dichotomous and frequency-related variables; therefore, response

points and bias were eliminated.

TABLE 7

SUMMARY OF RESPONSE POINT, RATING SCALE
ANCHORS AND RESPONSE BIAS THEMES

Response Are dependent on the information required
Pomts Use odd number of points with meaningful
but neutral midpoint

Include more response points to refine the
data collected
Rating Scale Label the scale’s high end with the most
Anchors favorable anchor

Content of the question dictates the rating
scale and anchor used

Use the least amount of different rating
scales possible in one survey

Response Bias Avoid scales that have demonstrated
acquiescence bias

Source: paraphrased from Paul and Bracken (1995, 45-9)

Specific Issues for Mail Surveys

In the May 1995 issue of American Demographics, Kephart offers specific

suggestions on how to improve the efficiency of mail surveys via information from Katie
Klopfenstein of Marketvision Research Inc. of Cincinnati, Ohio: (1) use a personalized
cover letter, (2) make certain the questionnaire is uncluttered, (3) plan on conducting
multiple mailings, and (4) include an incentive in the mail-out. The most important of

these factors is the suggestion to include respondent incentives in the mail survey. Based
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on this article and other information in the literature, incentives were considered
appropriate for mail surveys and actually improved response rates without substantially
influencing response bias. As a fesult of this information and based on prior survey
experience within the SETON network, the SHP President determined that two incentives
should be added to the survey package: a fresh one-dollar bill and a return postcard

making the respondent eligible for two free months of health care premiums.

Literature Pertaining to the Utility of the Findings

Once the data has been collected and analyzed, it is important to identify what
value it adds to customers in the health care value chain. Four major categories of
customers are the primary users of survey results: (1) MCOs, (2) employers, (3) other care
providers in the delivery process, and (4) health care consumers. Although the data is
used for a variety of purposes, Table 8 summarizes the main use of data for the different
customer groups. As MCOs are the focal point for this study, implications and utility of
the findings for MCOs are discussed in detail.

TABLE 8

USES FOR CUSTOMER S!

Purchasing X X X

QI Programs X X X

Accreditation X X
Planning X X

Resourcing X X X

Communication X X X
Marketing X X
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Purchasing Decisions

Contractual arrangements are an integral part of most MCO’s network
development strategy. Within this strategy, customer satisfaction measures should play a
key role in contract negotiations and arrangements. MCOs need to ensure that suppliers
of goods and services along the continuum of care are willing to participate in all customer
satisfaction survey efforts. This includes all provider groups, health care facilities, and
service and materials suppliers for the MCO’s network. By measuring patient satisfaction
with different aspects of care (i.e., various suppliers in the value chain), MCOs can readily
identify those contracted suppliers that are adding relatively more value to the network
and those that are not. In doing so, the MCO can arrange pricing and delivery structures
that are congruent with the level of service the MCQO’s customers berceive they are
receiving along the continuum of care (Moses 1995, 44). One of the more common
applications in this arena has been the use of customer satisfaction survey information as a
criteria for physician contract renewal (Gold and Wooldridge 1995, 156). As summed up
by Dr. Stephen Pew (Bergman 1995, 20), Senior Director of Improvement Information at
VHA, Inc., Irving, Texas, “Managed care organizations are paying increased attention to
subscribers’ satisfaction with the providers they’ve chosen. If subscribers aren’t happy,

they’re not likely to become policy holders.”

Quality Improvement (QI) Purposes

As with other industries, quality improvement has taken hold in MCOs. Although
QI efforts in MCOs fall along a continuum from very limited QI programs to true QI

philosophy, strategy and operations, MCOs demonstrating viability for the future have
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started their QI journey. An overwhelming drive to meet or exceed customer needs is
inherent in the QI philosophy. Customer satisfaction information is one component of
identifying these customer needs and/or expectations.

Another emerging initiative within MCO’s QI Programs are the “Report Cards”
that have cropped up throughout the United States. In an effort to meet purchasers’
demands for a method to assess MCO quality and hold MCOs accountable for the services
they provide, MCOs have started developing report cards of their performance. Current
report cards in the market are largely based on NCQA’s Health Employer Data and
Information Set (HEDIS) or are self-designed by individual MCOs. Regardless of
whether the NCQA’s HEDIS or a self-designed tool is used, the report cards generally
focus on measuring quality, access, patient satisfaction, membership and utilizatibn, and
financial aspects of the MCO. Despite the fact that critics of the report cards cite
inaccurate data recording and reporting and a lack of comparability between non-
standardized tools, the information collected and measured under these systems provides
MCOs with valuable feedback that can, at a minimum, be used for internal QI programs
(Chase 1996, 1[B]). Externally, while remembering that results should be reported with
some baseline measure for comparison, MCOs can use the report cards as marketing tools

(Ruth and Detmer 1995, 34-36).

Accreditation Purposes

While MCOs continue to drive the integration of health care financing and
delivery, accreditation is rapidly becoming a criteria for securing new accounts. Already,

twelve major corporations (e.g., Allied Signal, Ameritech, General Electric) require
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NCQA accreditation from the MCOs providing health benefits to their employees. It is
anticipated this trend will continue to rise, as suggested in a 1994 study of 54 employers
reporting 24 percent that already require their MCOs to be NCQA accredited, and another
63 percent that anticipate adding this requirement within the next three years (Sandrick
1995, 54). According to David Nash, an M.D. at Thomas Jefferson University in
Philadelphia, even though both the Joint Commission on the Accreditation of Healthcare
Organizations (JCAHO) and the National Committee for Quality Assurance (NCQA)
accredit networks and MCOs, it “appears that NCQA has won the public relations war”

for employers’ approval (Sandrick 1995, 54).

Strategic Planning and Resourcing

The results from customer satisfaction surveys can also be used in a MCO’s
strategic planning and resourcing processes. Results from customer satisfaction surveys
may be used by governing bodies as part of the long-term planning process. Although
work by Gold and Wooldridge (1995, 156) suggests that surveys of new enrollees and
disenrollees are being used to support strategic planning efforts, the prime examples of
customer satisfaction data being used for such purposes is best illustrated in non-health
related industries. For example, the 1993 Malcolm Baldrige winner in the small business
category, Ames Rubber Corporation, regularly uses the results of their customer
satisfaction surveys as a mechanism for resource allocation through the recommendations
of their customer satisfaction team. Furthermore, this company has fandamentally altered
its business structure as a result of satisfaction surveys by creating two separate technical-

services groups: one to service the day-to-day product needs and one for strategic product
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planning (Moskal 1994, 40). Clearly, the strategic planning and resourcing principles used

by the Ames Rubber Corporation can also be used by MCOs for similar purposes.

Communication ortunities

Communicating the results from customer satisfaction surveys is one of the best
public relations opportunities MCOs have at their disposal. Not only does communication
of the survey results send a clear message that the MCO considers customer feedback vital
to their business, but it also serves as an education and information tool. At a minimum,
the survey results should be mailed to MCO subscribers (Layton 1993, 85). The mailing
should educate enrollees on how the results affect them personally, and the steps that they
can take to positively impact their interaction with the plan and its providers.
Furthermore, consumers should be informed about the steps the MCO intends to take to
address areas of concern identified in the survey and to build upon areas of “excellence”
identified in the survey process. In doing so, the MCO is taking positive steps towards

improving member satisfaction in the future.

Marketing Purposes

Dolinsky and Caputo eloquently summarize the various uses for customer
satisfaction survey data. The authors first suggest that the demographic data collected can
be used to segment a MCO’s health care market. Then, they suggest that MCO’s identify
their key satisfiers and develop competitive advantages based on the findings. By
differentiating health care products based on satisfaction within various segments, the

MCO can ensure more efficient and effective promotional strategies. Lastly, MCOs can
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use the information from such surveys to identify members that continue to stay with the
plan, trending their results over time to ensure customer loyalty (Dolinsky and Caputo

1990, 36-8).

EQQOSC

The purpose of this study is to use the NCQA Annual Member Health Care Survey
instrument and instruction manual to implement the survey process, conduct a baseline
analysis and determine key predictors of customer satisfaction in the SHP’s two current
LOBs (HMO and PPO). The proposed dependent and independent variables are identified
and operationally defined in Appendix B. The formal alternate and null hypotheses for the

study are detailed below.

Hypothesis One
e H,1: With less than 12 months total enrollment, differences among LOBs are
predictive of key literature variables including overall customer satisfaction.
Yq.23...n) (Overall Score) = £ (LOB)
e H,1: With less than 12 months total enrollment, differences among LOBs are
NOT predictive of an key literature variables including overall customer
satisfaction measure.

Ya23... 0 (Overall Score) # f(LOB)
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Hypothesis Two

H,2: Overall customer satisfaction for the HMO LOB is a function of one or
more independent variables.

Y (HMO Overall Customer Satisfaction Score) = f (a,U + b; X1 +

b,X2 +. ..+ bXn)
H,2: Overall customer satisfaction for the HMO LOB is NOT a function of
one or more independent variables.

Y (HMO Overall Customer Satisfaction Score) # f (a,U + b X1 +

b,X2 + . . . + bXn)

Hypothesis Three

H,3: Overall customer satisfaction for the PPO LOB is a function of one or
more independent variables.

Y (PPO Overall Customer Satisfaction Score) = f(a,U + b:X1 +

bX2 +. .. +bXn)
H,3: Overall customer satisfaction for the PPO LOB is NOT a function of one
or more independent variables.

Y (PPO Overall Customer Satisfaction Score) # f(a,U + b, X1 +

b,X2 + . . . + b,Xn)
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CHAPTER TWO
METHODS AND PROCEDURES
Subjects

Potential subjects for this project included all 5,434 enrolled subscribers and their
eligible beneficiaries receiving health care services through the SETON network benefits
package. Although the NCQA “Sampling and Data Collection Protocol” (see Appendix C)
instructs users to administer a proxy survey for eligible beneficiaries under the age of 18,
this guideline was not followed given the lack of supporting literature and the strong
likelihood a single household could potentially receive multiple surveys. Of the original

subjects, the 18 and older limitation reduced the data set to 3,794 potential subjects.

Data Sampling, Collection and Purification

Data Sampling
The NCQA’s protocol outlines the suggested procedures for the NCQA survey
sampling and data collection. To begin the process, two separate data files (one for HMO
members and one for PPO members) were retrieved from the SHP claims processing
software. The files were combined into one database that was checked for thoroughness
and accuracy. The check revealed the data extraction process resulted in the subscriber’s
name being placed in the name block instead of the actual member name, and that

members’ whose coverage had been terminated were still included in the data set. After
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discussing the issue with system programmers, a second retrieval was attempted which
proved to be successful. Therefore, two complete files with all the necessary elements for
the 3,565 HMO members and 1,869 PPO members existed. The age criterion of age 18
and older was applied to each of the data files in the database which reduced the set to
3,794 potential subjects, 2,430 of which were HMO members and 1,364 of which were
PPO members. As stipulated by the protocol, 825 members from each distinct product
line were selected using the random seed function in the Statistical Program for the Social
Sciences® (SPSS) 6.1 for Windows® software package. Therefore, 34 percent of eligible
HMO members (825/2,430) and 60 percent of eligible PPO members (825/ 1,364) were
selected for inclusion in the study. Once the random seed function was completed, each
PPO member was assigned a survey number from 1,000 to 1,824 And each HMO member
was assigned a survey number from 2,000 to 2,824. The HMO and PPO files were then
combined into one master database file which was used for the survey process. The initial
mail-out included 1,650 total subjects.

For the initial mail-out, surveys were distributed according to the NCQA protocol
with the following exceptions: (1) a fresh one-dollar bill was included in the initial mail-out
package, (2) a business-reply postcard was included in the survey materials making
members who returned the survey and card eligible for two free-months of health care
premiums, and (3) flat catalog envelopes were used instead of windowed envelopes. As
discussed earlier, the incentives incorporated into the survey process are well-grounded
the literature. Additionally, the response rate on other SETON network employee-related

surveys had traditionally been only seven to ten percent, and senior leadership thought an
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incentive program would improve the response rate without introducing substantial bias.
As for the change in envelope style, the flat catalog envelopes were less costly in both raw
materials cost and for the costs associated with folding the survey materials to make them
fit properly in the windowed envelopes.

For the second mail-out, the package included the personalized cover letter, a
business-reply envelope to return the survey to the SHP and the “health care premium
postcard.” The personalized cover letter was changed to remove the reference to the one
dollar bill no longer included in the survey package. Additionally, the instant incentive
(i.e., the one dollar bill) was not included in the second mail-out package as it was
considered inappropriate to reward nonresponsive.behavior with an additional incentive.
Finally, the researcher made the decision to include the “health care premium posfcard” in
the second mailing as it did not increase production cost, and would only add to postage
costs if the postcard was returned to the SHP. Sample mail pieces from all mail-outs,

including the final survey used for the study, are located in Appendix D.

Data Collection
The three phase (six weeks) NCQA procedure was followed for the data collection
process except for the following deviations: (1) the postmark on the return envelope was
used to identify each return phase, (2) the replacement questionnaire for non-responders
was mailed at week five, and (3) a total of 384 surveys per product line were not achieved.
First, the postmark date on the business-reply envelope was used as an identifier for
determining which phase the sufvey was placed in as it was returned. Three return phases

were designated that mirrored the six week mail-out phase in the NCQA protocol.
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Although the protocol does not stipulate that returned surveys should be placed into a
return category, the health care and service industry literature does indicate differences in
responses may be a function of when a survey is returned. Therefore, a process for
identifying survey return seemed appropriate for the study.

The second deviation from the protocol occurred during the replacement mail-out
for non-responders. Due to production problems with survey printing, mail-out of
replacement surveys was delayed by one week. As a result, phase two of the data
collection process was actually three weeks compared to the recommended two weeks.

The final deviation during the data collection phase was the expected response
rate. The protocol stipulates that 384 completed surveys from each product line must be
collected for, “the data to be considered statistically precise” (NCQA 1995, 32). 'Hence,
the expected return for SETON’s two product lines should have been 768 or more
completed surveys. After the seven week data collection period, 338 completed HMO
surveys and 352 PPO surveys had been retumed. Even though this did not meet the
NCQA recommended levels for statistical precision, the central limit theorem suggests a
sample size of 30 or more is adequate for enabling the researcher to approximate a normal
distribution. Additionally, as the sample size grows, the more likely it is that the sampling
distribution of the mean will approach a normal distribution (Spatz 1993, 145). As such, a
potential sample size of 690 total surveys (338 HMO and 352 PPO) was considered

appropriate for the purpose of this study.
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Response Rates
The response rates for the survey are summarized in Table 9 and are based on the
1,650 initial surveys distributed. The overall response rate for the survey (44.2%) was
considerably higher than expected for SETON employees (7 to 10%) based on previous
experience. It is interesting to note that the response rates for HMO members (43.4%)
and PPO members (45.1%) are nearly equal. The phase return rates for HMO and PPO
members are also equally proportioned. Consequently, the yield prior to data purification

was 690 completed surveys (338 HMO surveys and 352 PPO surveys).'

TABLE 9

SURVEY RESPONSE RATES

Number Mailed 1,650 825 825
Non-deliverable 4.6% (76/1,650) 5.2%(43/825) 4.0% (33/825)
Incorrect Coverage | 1.0% (14/1,650) <1.0% (3/825) 1.3% (11/825)

Potential for Return 1,560 779 781

Overall Returned 44.2%(690/1,560) 43.4% (338/779) 45.1% (352/781)
Phase 1 59.7 % (412/690) 61.2% (207/338) 58.2% (205/352)
Phase 2 23.3% (161/690) 22.8% (77/690) 23.9% (84/352)
Phase 3 17.0% (116/690) 16.0% (54/338) 17.9% (62/352)

! Process Note: Fifty-three (5) of the 690 surveys returned had the original survey identification number
either removed or altered. The solution: PPO members were sequentially assigned a new survey number
starting at 3,000 while HMO members were assigned a new survey number starting at 4,000.
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Data Purification

Once the data collection period ended, the data purification process started. The
process was broken into four distinct stages: (1) survey data entry (2) data transposition
and transformation (3) elimination of cases and variables, and (4) derivation of calculated
variables (see Figure 2). As accomplished by the researcher, this process was iterative,
requiring more time and effort than was anticipated. This could have been prevented had
the researcher dedicated more time during the initial stages of the research process to

more succinctly plan the data file needed for the analysis and hypothesis testing.

FIGURE 2
DATA PURIFICATION PROCESS
STEP 1 Survey R
Data Entry ; Eﬁmicl;ﬂﬁm of
t = | Create MECE |
— [ Elimination of | | Varables |
STEP 2 Data Transposition 1 Variables ; —
and Transformation B FTETETEEEE |Replace Missing |-

Values :
\_ - | Create Roll-up |
STEP 3 Elimination of ' 1 Varisbles |

Cases and Variables

Derivation of
Calculated Values

STEP 4

Final

Analysis
File

Survey Data Entry

A custom database application for data entry was created using Microsoft
Access®. The database possessed two feafures which improved data entry accuracy: real-

time data validation and customized forms for data entry. The validation feature prevents
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errors in data entry by allowing the researcher to limit the data entry to only those
numeric values from each individual survey question. For example, question eleven from
the survey asks the respondent to rate his or her overall satisfaction with the health plan
using a seven-point response scale. The validation feature used for this question only
allows the data entry person to enter a “1 - 7 or “99 for no response”.’ In addition to the
validation feature, the database also permits the creation of a custom data entry form
which makes data entry more intuitive and reduces data entry training time. Appendix E
has sample printouts portraying these features.

To further facilitate data accuracy, data entry was conducted in “real time” over a
nine week period for three hours daily. This ensured that data entry was not hurried and
allowed the researcher to check each record twice during initial ently Moreov&, the
researcher spot checked ten percent of all 690 records prior to accomplishing any data
transposition or transformation. By using the database features and data entry quality
checks, the researcher improved the quality of data by preventing inadvertent data entry
errors.

The last step for survey data entry was to develop the SPSS 6.1 for Windows® file
needed for completing the statistical analysis. This step was completed by importing the
database file into a spreadsheet, and then importing the spreadsheet file into SPSS 6.1 for
Windows®.> All data entries from the 690 surveys (cases) returned were successfully

entered into the statistical software.

2 process Note: All survey questions were coded “99 = no response” (height and weight variables were
coded “999 = no response”™).

3 Process Note: Use Lotus® for these steps. Microsoft Excel® drops the last case when it imports data
into SPSS 6.1 for Windows®. Also, SPSS 6.1 would not accept all 690 record simultaneously, therefore,
(continued)

50




Data Transposition and Transformation

The proposed variable list discussed in the “Purpose” section of this paper was the
starting point for all variable transpositions and transformations. Table 10 outlines the raw

variables that were transposed for data analysis purposes. As suggested in the literature

TABLE 10

DATA TRANSPOSITIONS

13 1 4 11 1 7
2 3 2 6
3 2 3 5
4 1 4 4
5 3
12, 19, 1 5
6 2
23,26 ) 4
7 1
3 3
4 2 1, 3, 5a, 1 1
5b, 10
5 1 b ’
21a, 21b, 2 0
2a, ) p 22a, 22b,
24b , 27a-e,
2 5 28a-1,
29(3)a,
3 4 29(3)b,
4 3 29(5)a - e,
5 ) 31,
6 1

separate Lotus® files for the PPO and HMO groups were created, imported and then combined in SPSS
6.1. for Windows®
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and as outlined in other surveys (e.g., GHAA Survey), the highest value from the scale
was associated with the most favorable outcome or response. Bipolar scale variables that
met an ordinal level definition were considered interval level data for analysis purposes
based on the ordinal-interval assumption. Simply stated, this assumption requires the
consistent assignment of numbers to the properties of persons, objects or events and the
meaningful categorization of such data in order to study quantitative relationships among
variables (Knapp 1990, 121-3). The use of such an assumption allows the researcher to
use parametric statistics for a more meaningful analysis. Mathematical statistics literature
clearly indicates that scale properties are not a requirement for the use of various statistical
procedures, and that empirically it matters little if ordinal scale data is treated as interval
data (Gaito 1980, 564-7).

Table 11 outlines the data transformations for study variables. As opposed to data
transposition, transformation involves a change in the data’s fundamental information.
The most important items to consider among this set are those questions which were data
dependency questions.* Tn essence, these questions should not have responses circled
unless specific criteria were met in the preceding question(s). As an example, survey
respondents answering “no” to both parts of question five, should not have responded to
question six. In these cases, the decision was made to recode the data to a “pure state” by
creating missing values in the data set if the stated criteria were not met. Unfortunately,

this approach lead to significantly lower response rates for these variables compared to all

4 Process Note: Although the second part of question three (3a) was a data dependency question, the
recent acquisition of the city hospital lead the researcher to not transform this variable. As with these
types of questions, the descriptive statistics were reported separately and the question (variable) was not
used in any inferential statistic analysis.
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other raw variables. However, this was the most sound decision for preventing the

introduction of unwanted errors into the data set. For the data dependency variables

remaining after the data purification process was complete, the descriptive statistics were

reported separately and the variables were not used for inferential statistical analysis.

TABLE 11

DATA TRANSFORMATION

6 If (5a =“no” or “missing) and (5b =“no” or “missing”) then 6 =
“missing”

10a If (10 =*no” or “missing”), then 10a = “missing”

29(3)b If (29(3)a = “no” or “missing”). then 29(3)b = missing

29(4) If (29(3)a = “no” or “missing™). then 29(4) = missing
If (29(3)a = “yes” and 29(3)b = “yes”), then 29(4) = missing

29(6) If .(2?(5)3 through 29(5)e =“no” or “missing”), then 29(6) =
missing

Age “Date of birth” transformed to “age”

Once these steps had been completed for all 690 records (surveys), the descriptive

statistics (mean, standard deviation, minimum and maximum values and valid N) and

frequencies were calculated for all raw variables. These statistics were then used to

determine outliers in the data set. Once the outliers were identified, values in the data file

were checked against the responses from the actual survey and corrections were made as

necessary (see Table 12). As a result of this data check, the potential survey set was

reduced to 689 because one record had a respondent age of 13 years which violated the

age criterion established at the onset of the study.

53




TABLE 12

DATA SET OUTLIERS

1200 Weight entered 320 Ibs; correct, NO CHANGE

1683 Age entered 13; correct, REMOVE FROM DATA SET
2030 Weight entered 1 Ibs; correct, REPLACE WITH MEAN
2356 Weight entered 325 Ibs.; correct, NO CHANGE

2374 Height entered 50 in.; correct, NO CHANGE

2524 Weight entered 35 Ibs.; incorrect, CHANGE TO 135 Ibs.

Elimination of Cases and Variables

Based on the descriptive statistics and frequency set for 689 surveys, a series of
analyses were run to determine what cases should be excluded from the data set. First, the
count function in SPSS 6.1 for Windows® was used to determine the percentage of raw
variables (questions) that were completed for each individual case (survey). The next
step was to determine the listwise percentages completed (i.e., the percentage completed
for each raw variable across all cases). Once these two steps were finished, the resuhs
were searched for trends and further analysis was conducted as outlined in Appendix F.
Based on the analysis, the decision was made to delete all cases from the final data set that
had less than 75 percent of the raw variables completed, leaving a final data set with 611
cases (n = 611).

To determine the variables that would be eliminated from the final data set, the

listwise percentages were calculated using the new data set (n=611). Using an assumption
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that variables missing greater than 10 percent of their fesponses were either the result of a
poorly worded question, or the question was not of great enough importance for this
sample population to answer, variables were deleted. Table 13 indicates the raw variables

that were deleted from the study.

TABLE 13

ELIMINATION OF INDIVIDUAL VARIABLES

5a Visits received out-of-network > 10% missing
5b Hospital stays out-of-network > 10% missing
6 Reason care sourght outside the network > 10% missing
9¢ Ability to get a specialist referral > 10% missing
15b Wait time for minor illness > 10% missing
15¢ Wait time for chronic illness > 10% missing
15d Wait time for urgent illness > 10% missing
29(3)b Exercising at personal best level > 10% missing
29(4) Reason not exercising regularly > 10% missing

Of the variables deleted from the set, the elimination of those questions related to
the use of health services (questions #5a, #5b and #6) and wait times (questions #15a,
#15b and #15¢) represent the loss of valuable information for the health plan. Speculating
on the reason why these questions were left unanswered, the researcher believes that
limited time (i.e., seven months) survey participants had in the program tremendously
impacted their comfort with answering the questions. Many survey participants
commented in the survey margins that they had no basis for answering these particular

questions and that a “not applicable” answer was not included. Further iterations of the
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survey should help determine whether the limited enrollment contributed to these

questions being left unanswered.

Derivation of Calculated Values

For variables that were time-related or bin categories, the decision was made to
use mutually exclusive, categorically exhausted (MECE) or “dummy” variable data sets.
This decision was largely based on recent developments in parametric statistics, modeling
and prediction using generalized line models (Baxter 1990) that requires extensive use of
categorical or “dummy” variables (Ward & Jennings, 1973; Kerlinger, 1986; Kerlinger and
Pedhazur, 1973; Pedhazur, 1982; Cohen and Cohen, 1983; Edwards, 1979, 1984). The
use of such an approach provides more meaningful information as the proportion of group
membership for each bin and its functional relationship to the dependent variable is more
clearly defined.

Once the “dummy” variables had been created, decisions regarding missing values
were made for the data set. Since all variables remaining in the data set had ten percent of
less missing values, the researcher decided to replace the missing values with the variable’s
mean. This criterion was discussed with the consulting statistician and was determined to
be acceptable practice.

The last step in the data derivation process was to create another set of derived
variables: roll-up variables. This set of variables was derived by summing the values of all
related sub-questions. If the validity of these summed variables is established, then the

roll-up variable can be appropriately used for inferential statistical analysis, ultimately
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reducing the number of variables without losing meaningful information. Table 14
summarizes the derived variables for the study.

TABLE 14

DERIVED VARIABLES

Question Min. Max. Question Number of MECEs
Question #7 15 75 4a, 4b, 18, 36 4

Question #8 7 35 2, 16, 33, 34 5

Question #9 3 9 35 6

Question #27 0 5 15a, 17 7

Question #28 0 12

Description of the Final Data Set

The persons, objects or events used in this study are 611 NCQA Member
Satisfaction surveys (n = 611) originating from a sample of SETON network employees,
age 18 years or older, eligible for the SETON health benefits package, residing in central
Texas. Ofthe 611 surveys, 303 respondents were enrolled in the HMO line-of-business
and 308 were enrolled in the PPO line-of-business. Appendix G outlines the final variable

list and includes the operational definition for each variable.

Reliability and Validity

Reliability and validity are key components of any study which must be addressed.

Kerlinger (1986) suggests that the main technical function of research and design is to
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control variance. As such, he offers the “Maxmincon” principle as an effective starting
position for controlling variance in the research process. This principle is employed during

research design and entails three parts: (1) maximizing the variance of variables, (2)
minimizing the error or random variance, including so-called errors of measurement, and
(3) controlling the variance of extraneous or “unwanted” variables that may have an effect
on the experimental outcomes. Ultimately, these principles try to control the variance of
the dependent variable(s) after the study has been done.

Several steps were taken to maximize the variance of variables used. The starting
point was the extensive variable list used in the study. Where possible, variables were
kept in the study as long as they met the equal to or leés than 10 percent missing values
criterion. Additionally, using the largest sample size feasible wnhm the study’s pﬁrameters
for quality was also a key component of maximizing variable variance. Of the 689
potential surveys for inclusion in the study, greater than 88% (n=611) were incorporated
into the final data set.

There were several possible sources of error that may have threatened the validity
of the study. First, respondent error, or that error caused by respondents incorrectly
reporting information, may have influenced the study. Second, error could have occurred
during the initial data extraction. Third, experimenter error could have affected the study
if data was entered incorrectly into the database used for storing survey responses.
Fourth, additional experimenter error could also have been introduced in the data
transformation process. As discussed earlier, numerous quality checks were built into the

data sampling and collection process which should have limited these sources of error.
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The extraneous or “unwanted” variables in the study were controlled by the
extensive study variable list. One key to limiting extraneous variables was the extensive
testing the NCQA conducted to determine which variables would be incorporated into the
survey instrument. Variables were only included in the final survey instrument if they
passed rigid reliability and validity standards. The inclusion of health care customer
satisfaction measures for health services, management of services, range of services, health
status, demographics and other aspects of care into the survey instrument helped reduce
the number and impact of unwanted survey variables.

To complement the more qualitative nature of the “Maxmincon Principle,”
quantitative steps were taken to ensure the reliability and validity of the MECE and roll-up
variables. The probabilities of the MECE variables coded zero or one were totaled to
ensure the summed probabilities equaled one. For each of the roll-up variables, a whole-
part correlation matrix was accomplished. The results of these matrices are shown in
Appendjx H. After referring to named appendix, note that for all roll-up variables the
actual probabilities are p < .05 indicating validity between the given construct and its
subparts. Since reliability is a necessary for but not sufficient condition for validity, the
validity established between the construct and its related questions allows one to assume
reliability.

Ethical Concerns

Ethical considerations are particularly salient throughout the survey and analysis

process. The NCQA protocol does not guarantee anonymity for survey respondents;

however, it does instruct survey administrators to inform respondents that their answers
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are strictly confidential (NCQA 1995, 12). Four steps were taken to ensure respondent
confidentiality. First, the SETON network Benefits Manager was contacted to make sure
that all SETON employees had signed an information release form during their enrollment
in the health benefits program. As suspected, enrollees had signed a release form allowing
the SETON network to use information for quality assurance purposes. Secbnd,
respondents were informed that their answers were confidential on the first page of the
survey. Third, the mail-out database containing respondent information was kept separate
from all other survey files. Instead, of using the survey recipient’s personal information
for data tracking, a distinct survey number was assigned to each recipient. Only the
primary researcher had access to the file connecting the survey recipient to the survey
number. Finally, the survey administrator was not a SETON empioyee and had no formal
affiliations with the SETON network outside its use as a training site. By following the
NCQA’s guidelines and building additional steps into the process to guarantee respondent

confidentiality, the parameters established by NCQA have been met for this study.

Statistical Analysis Used in the Study

The statistical tests to be conducted for this study are based on the hypotheses
testing for the hypotheses outline in the “Purpose” section of the paper. All statistical
tests or analysis were established at the a < .05 level, although exact probabilities are
reported whenever possible.

Hypothesis One (H,1)
e H.1: To begin the analysis for H,1, the descriptive statistics for the entire sample (n =

611) are given. Additionally, the statistically significant correlations between line-of-
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business (LOB) and all other variables for the entire sample are highlighted. The
inferential statistic of choice for H,1 will be the Student’s t-test for the mean
differences between two separate group means. In this test, the means between a
variety of dependent variables (Y(23. .. n), With the primary study variable of overall
customer satisfaction being the most important) and the independent variable (X) of

plan type (1 = HMO and 0 = PPO) will be compared.

Hypothesis Two (H.2)
H,2: To analyze H,2, the descriptive statistics for the HMO subsample (n ¢amo) = 303)
are given. Additionally, the statistically significant correlations between HMO overall
customer satisfaction and all other variables for the HMO sample are highlighted. The
inferential statistic of choice is full model, stepwise multiple linear regression (MLR).
The dependent variable (Y) will be overall HMO customer satisfaction and the
independent variables (X1 23.. .) will be based on the results from the HMO correlation
matrix and key literature variables. From the st;pwise regression, a statistically
significant model should emerge that explains the shared variance among variables and

has predictive capabilities.

Hypothesis Three (H.3)
H.3: To analyze H,3, the descriptive statistics for the PPO subsample (n @po) = 308)
are given. Additionally, the statistically significant correlations between PPO overall
customer satisfaction and all other variables for the PPO sample are highlighted. The

inferential statistic of choice is full model, stepwise multiple linear regression (MLR).
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The dependent variable (Y) will be overall PPO customer satisfaction and the
independent variables (X123.. .) will be based on the results from the PPO correlation
matrix and key literature variables. From the stepwise regression, a statistically
significant model should emerge that explains the shared variance among variables and

has predictive capabilities.
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CHAPTER THREE

RESULTS

Based on the statistical analyses outlined above, the following results are reported
for each of the study’s three hypotheses. Given the large number of variables in the study,
the descriptive statistics for the entire sample (n=611) and each subsample (HMO and

PPO) are annotated in Appendix L

Hypothesis One Results

Based on the descriptive statistics, the entire sample (n = 611) is predominantly
female (74%), caucasian (79%), married (62%), and has at least some college or other
formal education/training after high school (89%). The population also has a fairly
substantial Hispanic membership (16%). In regards to their health status, the sample
population considers their overall health status to be “goéd” to “very good”, although a
moderate amount report some form of tobacco (20%) use and regular exercise (49%).
Furthermore, the sample population also feels their health is about the same as it was one
year ago. Interestingly, a large portion of the population (76%) identified their enrolled
time as less than one year. The sample population is between “neither satisfied nor
dissatisfied” and “somewhat satisfied” with their health plan (4.64 on a scale from 1 to 7),

feels their health plan has “stayed about the same” over the last 12 months (2.97 on a scale
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from 1 to 5) and is wavering on recommending their plan to family or friends (2.71 on a
scale from 1 to 4).

TABLE 15

CORRELATIONS AMONG STUDY VARIABLES FOR H,1: SIGNIFICANT
FINDINGS BETWEEN PLAN TYPE AND OTHER STUDY VARIABLES

phatp 0 plntp_0 platp 0

Variables r sig| Variables I sig| Variables I sig
loc2_1 0.18 **|time 7g 0.13 **|satfn 11 0.09 *
loc2 2 0.13 **|outcm_7h -0.10  *|perfin_12 0.25 **
loc2 4 -0.21 **|needs 7i -0.13 **|recmd_13 0.09 *
loc2 5 -0.25 **|svsat 7k -0.10 *|ql5a_5 -0.08 *
q4 a2 0.15 **{mdnce 71 -0.13 **|ql6_3 -0.12 **
q4 a 4 -0.16 **|stfok 7m -0.11 **|q18 1 -0.10 *
g4 b 1 0.16 **|mdsnt 7n -0.11 **|q18 4 0.09 *
g4 b 2 -0.15 **|stfst 7o -0.09 **{sevl 20b 0.08 *
q7_total -0.17 **|q8 _total 0.27 **|htn_27a -0.09 *
q7a_k -0.18 **|adinf 8b 0.13 **|age -0.09 *
q7l o -0.12 **jusein_8d 0.15 **|hspnc_32 0.13 **
aptez_7a -0.15 **|pprtm_8e 0.13 **|q33_2 -0.15 **
apttm_7b -0.13 **[ptprm_8f 0.37 **|q33 3 0.14 **
trmt_7c -0.15 **|ptoop_8g 049 **|q33 4 008 *
verbl 7d -0.11 **|q9 total -0.14 **|q33_5 0.15 **
mdchc_7e -0.30 **{delay 9a -0.13 **|q35_2 009 *
mdez 7f -0.23 **[dfclkt 9b -0.11 **

Significance Levels: (*) p <.05, (**)p <.01,n=611
Table 15 displays the statistically significant, p < .05, correlations that were found
for plan type and all other study variables. Using these relationships as a foundation and
coupling them with key literature variables, the following variables were tested and found
to have the statistically significant relationships outlined in Table 16. Overall, it can be
generalized that these study results support differences between the HMO and PPO LOBs
in relation to various aspects of customer satisfaction identified in the health care

literature.
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TABLE 16

INFERENTIAL STATISTICS FOR H,1: STUDENT'S T-TEST FOR

INDEPENDENT GROUP MEAN

PPO HMO

n =308 n =303
Variable Tested as Y Mem SD. Meam SD. df ttest p
Y (q7_total) [health care] 5427 1150 5000 12.96 609  4.30 .000
Y(q8_total) [plan administration  19.92 542 22.23 527 609 -7.01 .000
Y(q9_total) [mgmt of care] 553 085 524 121 609  3.46 .00l
Y(satfn_11) 451 153 478 147 609 -2.29 .022
Y(perfm 12) 276 086 318 079 609 -634 .000
Y(recmd_13) 2.63 0.83 2.79 0.87 609 -2.28 .023
Y(age) 43.07 10.67 41.05 11.58 609 224 .026
Y(hspnc_32) 012 032 021 0.41 609 -3.23 .001
Y(q33_2) [Caucasian] 0.85 035 073 044 609 3.81 .000
Y(q33_3) [Asian] 000 000 004 019 609 -3.39 .001
Y(q33_4) [Native American] 000 000 001 011 609 -2.02 .040
Y(q33_5)[Other] 006 022 014 035 609 -3.77 .000

Hypothesis Two Results

(3.18 versus 2.71).

65

picture as the one presented for the entire sample population. However, the HMO

subsample has slightly fewer females and slightly more Hispanics (71% and 21%

in their new plan less than one year (90%). Observations regarding health status and

satisfaction with care mirror the entire sample with two exceptions: (1) the HMO

The descriptive statistics for the HMO subsample (n = 303) give nearly the same

respectively). Additionally, a much larger section of the HMO subsample reported being

population reports greater satisfaction for overall customer satisfaction than the total
sample population (4.78 versus 4.64) and (2) they are more inclined to believe that their

health plan has improved over the last 12 months when compared to the total sample




Hypothesis two postulated that HMO customer satisfaction was a function of one
or more independent study variables. Table 17 displays the statistically significant, p <
.05, correlations for the HMO subsample overall customer satisfaction variable (satfn_11)
and all other study variables. Using stepwise regression, these statistically significant

relationship formed the foundation for a testable regression equation:

H2: Y(SATFN 11)=a,U + (b;LOC2_1 +b,LOC2_2 +bLOC2_3 +
b,LOC2_4) + bsQ7_TOTAL + bQ8_TOTAL + b,Q9_TOTAL + bsCMPLN_10 +
bsPERFM_12 + b;cRECMD_13 + b;;SWTCH_14 + (b;2Q15A_1 +by;3Q15A 2 +
b1QI5A 3 +b1sQ15A 4 +bieQ15A 5 +byQI5A_6) + (b1sQ16_1 +b1sQ16_2 +
b20Q16_3 + b1Q16_4) + (b2Q17_2 +b53Q17_3 + b24Q17_4 +bzsQ17_5 +
b26Q17_6 +b27Q17_7) + (b2sQ18_1 + bsQ18_2 + b30Q18_3) + b3, KIND_21B +
b3, PAIN_23 + b;BLUE_24C + bsONEYR_26 + b3sCA_27D + b34Q28_TOTAL

+ b3;CHW29_5D + b3sHSPNC_32

For the purpose of the stepwise regression function in SPSS 6.1 for Windows®, one of
the linearly dependent variables from each MECE set in the equation was manually
excluded from the stepwise regression. Additionally, given the validity of all roll-up
variables established earlier in the study, totals were submitted for the individually

associated variables whenever possible and appropriate to the hypothesis testing.
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TABLE 17

CORRELATIONS AMONG STUDY VARIABLES FOR H,2: SIGNIFICANT
FINDINGS BETWEEN HMO OVERALL SATISFACTION
AND OTHER STUDY VARIABLES

satfn 11 satfn_11 satfn_11
Variables T sig| Variables T sig| Variables T sig
loc2_4 0.12 *Istfst 70 0.46 **[ql6_2 0.26 **
loc2 5 0.12 *(q8_total 0.62 **|q16_5 -0.25 **
q7_total 0.65 **|range 8a 0.58  **|q17_2 0.23 *k
q7a_k 0.68  **|adinf 8b 0.52 **|q17 4 -0.14 *
q7l o 0.47  **|cstin_8c 041 **|q17.5 -0.19 *
aptez_7a 0.54  **{usein_8d 0.48 **[q17_7 -0.15 *
apttm_7b 0.46  **|pprtm_8e 037 **|q18_1 0.15 *
trmt_7c¢ 0.53  **|ptprm_8f 043  **|q18 3 -0.13 *
verbl_7d 0.49  **|ptoop_8g 0.43 **|q18 4 -0.24 **
mdchc_7e 0.56  **|q9_total 0.65 **|kind 21b -0.13 *
mdez_7f 0.53  **|delay 9a 0.55  **|pamn_23 0.16 *x
time 7g 0.48  **|dfclt 9b 0.61  **|blue_24c 0.19 =~ **
outcm 7h 0.53 **|cmpln_10 -0.28  **|oneyr_26 0.14
needs 7i 0.59  **|perfm 12 0.48  **{ca_27d -0.12
coord_7j 0.63  **[recmd_13 0.75  **|q28_totl -0.15 *x
svsat_7k 0.65  **[swtch_14 -0.66  **|back 28d -0.16 *k
mdnce 71 0.39 **|ql5a_ 2 0.14 *|chw29 5d  -0.21 *k
stfok 7m 046  **|ql5a_ 6 -0.16  **|hspnc_32 0.13 *
mdsnt 7n 042 **|ql5a 7 -0.20  **

Significance Levels: (*) p <.05, (**)p <.01,n =303
Table 18 summarizes the result of the MLR for H,2 which clearly demonstrates
nine variables (willingness to recommend the plan [RECMD_13], management of care
roll-up [Q9_TOTALY], health services roll-up [Q7_TOTALY, intention to switch
[SWTCH._14], improvement in plan performance in one year [PERFM _12], the use of
chewing tobacco [CHW29_5D], feeling blue [BLUE_24C], self-doctor reported cancer
[CA 27D] and plan administration [Q8_TOTALY]) are strongly predictive of HMO overall

customer satisfaction. As indicated in the table, the full model yields an R? of .7355, with
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F(9, 293) = 90.52, p <.0000. The unique R? for each variable in the model is also

annotated.
TABLE 18
INFERENTIAL STATISTICS FOR H.2:
PREDICTORS OF OVERALL HMO SATISFACTION
R2 Full R2
Effects Tested  Model Restricted  dfl df2 F-ratio p
recmd_13 .5607 .5607 1 301 384.22 .0000
q9_total .6353 .0746 2 300 261.35 .0000
q7_total .6788 .0435 3 299 210.64 .0000
swtch_14 .6953 .0165 4 298 169.99 .0000
perfm 12 .7101 .0148 5 297 145.49 .0000
chw29_5d 7165 .0064 6 296 124.68 .0000
blue_24c .7233 .0068 7 295 © 110.14 .0000
ca_27d 7297 .0064 8 294 99.22 .0000
q8 total .7355 .0058 9 293 90.52 .0000

H,2: a,U + byrecmd 13 +b,q9_total + byq7_total + byswich_14 +

bsperfin_12 + bechw29_5d + bsblue_24c + bgca_27d + byg8_total

The descriptive statistics for the PPO subsample (n = 308) give nearly the same

Hypothesis Three Results

picture as the one presented for the entire sample population. However, the PPO

subsample has slightly more females and slightly fewer Hispanics (78% and 12%

respectively). In contrast to the sample and HMO populations, a much smaller section of

PPO subsample reported being in their new plan less than one year (61%). Observations

regarding health status and satisfaction with care mirror the entire sample with two

exceptions: (1) the PPO subsample reports lower satisfaction for overall customer

satisfaction than the total sample population (4.51 versus 4.64) and (2) the PPO
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subsample is less inclined to think that their health plan has improved over the last 12
months (2.76 versus 2.97).

TABLE 19

CORRELATIONS AMONG STUDY VARIABLES
FOR H,3: SIGNIFICANT FINDINGS BETWEEN PPO
OVERALL SATISFACTION AND OTHER STUDY VARIABLES

satfn_11 satfn_11
Variables T sig| Variables I sig
loc2 2 -0.11 *|range 8a 0.55 *x
q7 _total 0.35 **ladinf 8b 0.60 *x
q7a_k 0.37 **[cstin_8c 0.47 **
q7l o 0.22 **|usein_8d 0.56 ko
aptez_7a 0.28 **|pprtm_8e 0.39 ok
apttm_7b 0.25 **|ptprm_8f 0.55 *ok
trmt_7c¢ 0.24 **|ptoop_8g 0.60 ok
verbl_7d 0.22 **1q9_total 0.37 .
mdchc 7e 0.37 **!delay 9a 0.32 *x
mdez_7f 0.36 **idfckt 9b 0.30 **
time 7g 0.23 **lcmpln_10 -0.24 ok
outcm_7h 0.19 **|perfm 12 0.58 wk
needs 7i 0.29 **Irecmd 13 0.73 *ok
coord_7j 0.46 **1ql6_5 -0.18 *x
svsat_7k 0.32 **1ql17_1 0.12
mdnce_71 021 = **|sevl 20B -0.11
stfok_7m 0.20 **|q34 1 -0.13
mdsnt_7n 0.20 **1q34 5 0.16 ok
stfst_7o 0.20 **|q35 5 -0.13 *
q8 total 0.70 *ok

Significance Levels : (*) p <.05, (**)p <.01,n=308

Hypothesis three postulated PPO customer satisfaction was a function of one or
more independent study variables. Table 19 displays the statistically significant, p < .05,

correlations for the PPO subsample (n=308) for the overall customer satisfaction variable
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and all other study variables. Using stepwise regression, these statistically significant
relationships formed the foundation for a testable regression equation:
H.3: Y(SATFN_11)=a,U + (b;LOC2_1+b,LOC2_2 +bsLOC2_3 +
bLOC2_4) +bsQ7_TOTAL + bsQ8_TOTAL + b;Q9_TOTAL + bgCMPLN_10 +
bsPERFM_12 + b, oRECMD 13 +by; SWTCH_14 + (b12Q16_1 +b,5Q16_2 +
54Q16_3 +b,;5Q16_4) + (b:6Q17_1+b17Q17_2 +b15Q17 3 +b1sQ17_4 +
b20Q17_5 +121Q17_6) + bSEVL_20B + (b3Q34_1 + b24Q34_2 +b,5Q34_3 +
b26Q34_4) + (b27Q35_2 + b,3Q35_3 + b6Q35_4 + b30Q35_5 + b3;,Q34_6)
As done for the HMO stepwise regression, one of the linearly dependent variables of each
MECE set in the equation was manually excluded from the stepwise regression and roll-up
variables were also used whenever possible and appropriate to the‘hypothesis tesﬁng.
Table 20 summarizes the result of the MLR for H,3 which indicates five variables
(willingness to recommend the plan [RECMD _13], plan administration [Q8_TOTAL],
improvement in plan performance in one year [PERFM_12], management of care

[Q9_TOTAL], and intention to switch [SWTCH_14]) are strongly predictive of PPO

TABLE 20

INFERENTIAL STATISTICS FOR H,3:
PREDICTORS OF OVERALL PPO SATISFACTION

R2 Full R2
Effects Tested = Model Restricted  dfl df2 F-ratio P
recmd 13 .5341 5341 1 306 350.85 .0000
q8_total .6137 .0796 2 305 242.25 .0000
perfm 12 .6421 .0284 3 304 181.76 .0000
q9_total 6490  .0069 4 303 140.03 .0000
swtch 14 .6539 .0049 5 302 114.14 .0000

H,3: a,U + bjrecmd_13 + b,q8_total + bsperfim 12 +b,q9_total + bsswtch_14
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overall customer satisfaction. As indicated in Table 20, the full model yields an R? of

.6539, with F(5, 302) = 114.14, p <.0000. The unique R? for each variable in the model

is also listed.
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CHAPTER FOUR

DISCUSSION

Like other research studies examining customer satisfaction, many of this study’s
findings support previously demonstrated relationships. However, for each of the
hypotheses postulated, it is important to identify not only the similarities in findings, but to
also note the differences. Lastly, it is important to describe the impact such findings have

for MCOs so that substantive lessons can be learned and recommendations can be made.

Findings
Hypothesis One

Prior customer satisfaction studies have ascertained numerous relationships
between the health plan option (plan type) and various customer satisfaction and
demographic measures. This sample population appears remarkably similar to those
populations in the customer satisfaction studies discussed earlier, with the majority of
respondents being female, married consumers who generally perceive themselves to be in
good health. Contrary to the literature seétion studies, this sample population has
substantially higher education levels and has been enrolled in their current health plan for a
lesser amount of time.

The results from the correlation matrix analysis and the Student’s t-tests provide

excellent insight into the key differences between the HMO and PPO plan options. HMO
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customers are more satisfied with both overall customer satisfaction and plan
administration. Furthermore, HMO customers are more likely to believe their health plan
has improved over the last twelve months, and would be more willing to recommend the
health plan to their family and friends if they needed care. Conversely, PPO customers are
more satisfied with the plan’s health care services and management of care.
Demographically, HMO customers are younger than PPO members and are more likely to

be non-caucasian.

Areas of Concern

1.) Over 76 percent of respondents reported being in the health plan less than one year.
As discussed earlier, this may have influenced respondents’ perceptions of the health
plan and impacted their response evaluations.

2.) Although the finding that PPO members are more satisfied with their health care
services than their HMO counterparts mirrors the findings from the RAND HIE and
the MOS, the sample population as a whole consistently rated these aspects of care
near the midpoint (“good”) of the five-point evaluation scale. The exception to this
finding was for variables that dealt with physician and staff interactions and
competencies; on the whole, the sample population rated these aspects of health care
services more favorably.

3.) The study also confirms the RAND HIE and the MOS findings that HMO members
are more satisfied with plan administration and that PPO members are more satisfied

with the management of care. However, the sample population as a whole
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consistently rated plan administration below the midpoint (“good”) of its five-point
evaluation scale. |

4.) The majority of customers are currently waiting between one and fourteen days for
routine care appointments, but nearly 20 percent of the sample is waiting between 15

and 30 days for routine care.

Implications for MCOs

These finding may have implications for MCOs regarding their goals, policies and
business practices. Corporate goals for key customer service variables should be
developed and monitored. Additionally, MCOs need to focus on developing business
practices that reduce the negative impact the plan’s administrative policies have on its
customers. Policies and procedures that facilitate the management of care by placing the
customer at the correct point-of-care, while minimizing delays and difficulty, should be
developed. Suppliers in the health care value chain (such as SETON Human Resources
and outside contractors for administrative or health care services), should be part of the
customer satisfaction survey process and should be kept abreast of findings. Lastly,
MCOs should keep their provider network apprised of the results from customer
satisfaction surveys, particularly when the findings for physician and staff interactions and

competencies are rated favorably.

Hypothesis Two
The HMO population for this study was somewhat similar to the population of

many other studies previously discussed in the literature section. Survey respondents were
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in generally very good health and well-educated. However, the sample HMO population
proved to have more males and unmarried respondents than were reported in the literature
studies.

The inferential analysis identified nine key predictors of overall HMO customer
satisfaction accounting for nearly 74 percent of the shared variance. The regression model
is represented by the following equation:

H.2: Y(SATFN_11) = a,U + b,RECMD_13 + b,Q9_TOTAL + b3:Q7_TOTAL +

bsSWTCH_14 + bsPERFM_12 + bsCHW29_5d + b;BLUE_24C + bsCA_27D +

b:Q8_TOTAL
The nine variables (willingness to recommend, overall management of care, overall health
services satisfaction, intention to switch plans, improvement in plah performance; use of
chew, feeling downhearted and blue, presence of cancer and overall plan administration)
represent critical customer satisfaction measures for HMO overall customer satisfaction.
Contrary to the findings of Ross, Steward and Sinacore (1995, 406), but supportive of
Ware’s studies (Davies and Ware 1991, 10), the behavioral intention questions
(recommend the plan and intention to switch) were useful predictors of HMO overall
satisfaction. The “recommendation” question alone accounted for 56 percent of the
shared variance while the “switch™ question accounted for only two percent. In general,
individuals must have a comfort level with their health plan to be willing to send their
family and friends to receive care. Given the consistently lower ratings HMO members
gave to the health care services and management of care variables, their presence in the

regression equation was somewhat anticipated. Both of these variables combined count
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for greater than 11 percent of the shared variance. Although the “plan performance” and
“plan administration” variables each had one percent or less of the shared variance for the
model, they are important aspects of care that can influence the HMO customer’s overall
satisfaction. Lastly, even though the three health status indicators account for only two

percent of the shared variance in the regression model, the introduction of these variables

is a testament to the value of collecting health status information.

Areas of Concem

1.) Members of the HMO population rated many of the sub-questions for satisfaction
with health care services below the midpoint (“good”) of the five-point evaluation
scale.

2.) Members of the HMO population rated overall management of care below the sample

mean.

Implications for MCOs

These nine variables represent the “critical” aspects of health care for HMO
customer satisfaction. By reviewing business practices associated with these aspects of
health care and allocating resources in conjunction with them, MCOs may maintain or
improve their levels of customer satisfaction ratings among HMO customers. Practically
speaking, this means placing emphasis on resources for member services, utilization
management and network development. Additionally, the MCO may want to segment its

markets based on the HMO findings. Finally, The MCO might also consider offering
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disease prevention and maintenance education tailored to the HMO population’s

demonstrated needs (i.e., tobacco cessation courses, cancer support groups).

Hypothesis Three

This study’s PPO population was very similar to the population of the RAND HIE
and the MOS. Respondents were generally older, more likely to be caucasian and less
healthy than other study participants. Contrary to the literature findings, the PPO sample
population was better educated, which is probai)ly due to the educational requirements
associated with the health care industry.

The inferential analysis identified five key predictors of PPO overall customer
satisfaction accounting for 65 percent of the shared variance. The regression model is
represented by the following equation:

H.3: Y(SATFN_11) = a,U + b,RECMD_13 + b,Q8_TOTAL + b;PERFM_12 +

bsQ9 TOTAL + bsSWTCH_14
The five variables (willingness to recommend, overall plan administration, improvement in
plan performance, overall management of care, intention to switch plans) represent critical
customer satisfaction measures for PPO overall customer satisfaction. These findings also
support Ware’s studies (Davies and Ware 1991, 10) that behavioral intention questions
(recommend the plan and intention to switch) are useful predictors of PPO overall
satisfaction. For the PPO population, the “recommendation” question alone accounted for
53 percent of the shared variance. The “switch” variable had nominal effects in the PPO
model. PPO members consistently rated plan administration variables lower than the

sample population; therefore, its presence in the regression equation was expected. The
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lack of health status indicators from the regression equation demonstrates their predictive
efficiency is limited for the PPO population. This, however, does not preclude them from

being used for risk-adjustment or segmenting purposes.

Areas of Concern

1.) Members of the PPO population rated many of the sub-questions for satisfaction with
overall plan administration (question eight) below the midpoint (“good”) of the five-
point evaluation scale. /

2.) The lack of health status indicators may mean that additional research needs to be

done on the relationship between the PPO population and these variables.

Implications for MCOs

These five variables represent the “critical” aspects of health care for PPO
customer satisfaction. Since all five of the PPO predictors are also found in the HMO
predictive model, the “Implications for MCOs” outlined in the section above should
simultaneously serve to maintain or improve levels of customer satisfaction ratings for
PPO customers. Practically speaking, this means the steps the MCO takes to improve its
customer satisfaction levels with HMO customers will also improve its PPO customer
satisfaction ratings. However, MCOs will want to place a greater emphasis on all aspects

of plan administration to better serve its PPO customers.

Study Limitations

Despite the predictive efficiencies of the two regression models in the study,

caution should be exercised when generalizing the results to the population. First, the
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sample population was a convenience population that was not randomly selected from all
SHP enrollees. Second, the study population was a homogenous group of health care
workers which may not adequately represent the population. In addition to these
limitations, the sample group studied uses a self-funded health care benefit plan, which
further reduces the generalization of the results. The generalization of study results should

be limited to the study group and similar populations.

Suggestions for Further Research

Based on the limitations of the current study and other factors identified |
throughout the project, further research should be conducted to build on the findings from
this baseline study. First, continued studies using SETON network employees should be
conducted. Such studies may help eliminate the effects their limited time in the health plan
might have had on evaluation response. Furthermore, the studies might also validate the
use of variables eliminated from this study. Continued studies should also help identify
trends in the SETON population and provide a mechanism to update and continually
explain predictors of customer satisfaction. As the SHP enrollee base grows to include
other lines of business (e.g., fully-insured products, worker’s compensation managed care,
Medicare-risk), the studies should be expanded to include these populations. Doing so
should help make study results more generalizable across multiple populations. Second,
the addition of a ranking mechanism that allow customers to rank or identify aspects of
care that would most likely increase their satisfaction should also be considered for further
study. This notion has been identified as critical to the use of customer satisfaction data

for quality assurance and improvement programs in the health care setting by Scott and
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Smith (1994, 355). Their position is that without customers’ ranking the importance of
various constructs for improvement opportunities, health care organizations may
inadvertently waste precious resources on improving services that customers do not prefer
to be improved. As such, these researchers believe that customer satisfaction or
dissatisfaction with a particular construct, variable or domain does not necessarily warrant
quality improvement efforts unless that issue has been identified as important to
customers. Third, the addition of smaller, site specific surveys (e.g., GHAA’s visit-
specific questionnaire, AHCPR’s child health, hospital and mental health surveys) should
also be considered for future study. Since no one survey can capture all aspects of care
across the continuum, the addition of site-specific surveys may be the optimal method for
measuring customer satisfaction across multiple delivery systems and sites of care.
Fourth, and finally, additional research needs to be conducted on the cost effectiveness of
implementing a customer satisfaction survey. Research that ties improvements or
degradations in customer satisfaction to an MCO’s bottom-line financial performance is

paramount to long-term organizational viability.
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CHAPTER FIVE

RECOMMENDATIONS

While the data collection process and the outcome of the study have important
research applications, the study’s main objective is to develop a series of recommendations
for the management of both the Seton Health Plan and the Military Health Service System.
Although the implications for MCOs outlined in the “Discussion” section provide broad
observations on uses for customer satisfaction survey results in managed health care, these
recommendations are specific to the future deployment of this Mey and to these
organizations’ ongoing efforts to continuously measure and improve their levels of

customer satisfaction.

Seton Health Plan Recommendations

1.) The 1995 Annual Member Health Care Survey Manual, Version 1.0 is an
appropriate and valid survey instrument tool for the Seton Health Plan to use to
measure customer satisfaction.

The implementation, hypothesis testing and results from this study validate the use
of this survey instrument (with the questions added by the SETON network) as beneficial
for the Seton Health Plan. The instrument successfully measured a battery of customer

satisfaction variables encompassing a variety of important aspects of health care services

and demographic attributes and health status indicators. The survey instrument yielded
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statistically significant predictors of customer satisfaction between and within the HMO

and PPO product lines. Ultimately, while it might be fine-tuned to improve ease-of-use,

the survey is a robust and reliable means of measuring customer satisfaction for the

SETON network.

2.) Continue to administer the survey on an annual basis using the methods and
procedures outlined in this project.

As outlined in the “Suggestions for Further Research” section of the paper,
continued studies using SETON network employees should be conducted on an annual
basis to monitor trends in customer satisfaction. In the “Methods and Procedures™ section
of this study, it was demonstrated over 33 percent of all HMO customers and 60 percent
of all PPO customers were included in the initial mail-out. Ifthe §urvey is administered
more than once per year, it will only serve to saturate the customer group and will
probably decrease response rates. Although the methods and procedures used in this
study deviated modestly from the NCQA’s protocol, the respondent incentives included
and processes used yielded a well-above normal response rate for mail surveys (44
percent). Additionally, it is important to note that the questions added by the SETON
network for exercise (questions 29[3b and 4]) should be reworded and re-tested with
future iterations of the survey. Furthermore, the questions regarding the use of out-of-
network services and waiting times for different care levels (questions 5 and 15)
eliminated from this study should be included and tested again in the next study. As the

number of enrolled lives or lines of business grow for the Seton Health Plan, the survey
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administration methods and procedures should be reviewed and altered as needed to
support corporate goals and objectives.
3.) Develop a “Mini-SHP Survey” to conduct customer satisfaction “Pulse

Checks ' (e.g., quarterly).
Using the five predictive variables that are common to both the HMO and PPO regression
models developed in this study and the 10-question disenrollment survey from the Weiss
and Senf study (1986, 445), a “mini-survey” should be created that predicts both customer
satisfaction and the likelihood of disenrollment. This survey could be distributed through
a variety of informal and formal mechanisms (i.e., member newsletters, open enroliment
periods, employer mail-outs) on a more frequent basis as a “pulse check” for ongoing
customer satisfaction within the network. Once the information was received and
analyzed, marketing efforts could be focused on improving customer satisfaction and

preventing disenrollment.

4.) Use the results to support Seton Health Plan’s purchasing decisions.

Since the survey instrument has specific questions relating to satisfaction th
health care providers, the responses from thése questions can be extrapolated from the
survey and used to measure satisfaction with the provider network. In turn, Seton Health
Plan can provide the information to physician and extender members, and work with them,
via the SHP Quality Improvement Committee, to determine realistic customer satisfaction
goals for the network. Once this process is in place, future decisions on provider inclusion
and exclusion from the network should include customer satisfaction measurements.

Additionally, the results of the customer satisfaction survey can be used to evaluate the
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performance of SHP’s outsourced contractors. All members of the SHP network for the
delivery of care and administrative services should be expected to meet acceptable
customer satisfaction standards that are stipulated as part of the contractual arrangement.
In doing so, the SHP should reap two benefits: increased levels of customer satisfaction
with network providers and services and improved working relations with the network’s

suppliers.

5.) Use the results as part of the SHP Quality Improvement Program (QIF).

Even though the SHP’s QIP is in its beginning stages, the results from this survey
should be documented and additional surveys should be conducted to trend the results.
Furthermore, the results should be used in the annual work plan review to improve the
upcoming year’s quality improvement plan. The customer satisfaction survey is one
component of the SHP QIP, and is intended to work with all other surveys and studies
done to improve the delivery of care and its enrollees’ health status. Presently, the SHP
has less than one full-time equivalent (FTE) dedicated to the program. Without the
addition of one FTE (analyst) that has complete responsibility for the QIP, the SHP will
have a difficult time implementing the QIP to its fullest potential, meeting the NCQA’s
stringent accreditation standards, and ultimately, improving their levels of customer

satisfaction.

6.) Use the results for accreditation purposes.
Accreditation is rapidly becoming a discriminator for employers when they make

their decisions regarding which health plan(s) to contract with for their health benefits.
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Although the practice is commonly found among employers that provide health benefits
for a larger number of employees, the standard is slowly ebbing into smaller employer
groups, many of which have self-funded health programs. As the demand for
accreditation grows both in the fully-insured and self-insured markets, SHP will need to
seek accreditation from NCQA or its equivalent. When the SHP decides to pursue

_ accreditation, evidence of ongoing customer satisfaction surveys and use of the results to
improve the health plan will be an essential component for receiving accreditation. This

survey provides a baseline analysis and mechanism for meeting this accreditation standard.

7.) Use the survey results for internal strategic planning and resourcing efforts.

The survey results should play an important role in SHP’s ongoing strategic
planning and resourcing efforts. First and foremost, the survey results should be used in
developing SHP’s corporate fiscal year goals and objectives for customer satisfaction.
Second, and an extension of the first, SHP employees’ bonuses should be tied to meeting
or exceeding the established goals and objectives for customer satisfaction. The creation
of concrete, achievable goals that employees may affect through daily customer
interactions can have a profound and lasting impact on both the customers’ and
employees’ satisfaction with the health plan. Lastly, the five key predictors from both the
HMO and PPO regression equations clearly indicate that member services, utilization
management and network development and maintenance are the departments with the
greatest impact on customer satisfaction. As such, any strategic planning should reinforce

and/or expand the resources and capabilities of these functions.
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8.) The survey results can be used for multiple marketing purposes.

Presently, although the SHP has a general marketing strategy and target markets,
the marketing plan itself is in a rudimentary stage. The results of the study should be used
for the development of SHP’s final marketing plan. In particular, the health status and
demographics section of the survey can be used to tailor the marketing plan by the current
market segments. Additionally, the study results can be used to support the product
design and development functions. As an example, SHP is currently targeting self-funded
employers in the Austin market. Since the SETON population, the subject of the survey,
is also self-funded, population attributes and disease incidence may provide valuable
information for developing the pricing structure and other marketing efforts for this
particular product. Finally, as SHP develops the promotional and 5dvertisement items for
their various products, the survey results can be used to target customers and focus
attention on excellence in the key areas which have been identified as critical for
customers’ perceptions.

9.) Distribute the survey results to customers and suppliers in Seton Health Plan’s
health care value chain.

The benefits of distributing the information to customers and suppliers in the value
chain cannot be underestimated. External suppliers of services (e.g., health care facilities,
physicians, outsourced contractors) for SHP customers should receive the customer
satisfaction survey results so that they can use it for internal process improvement. In
addition, internal suppliers of services (e.g., SHP departments) should also be given the

information for internal process improvement. This information can be used by these
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departments to develop customized plans and programs based on population
characteristics and needs. In addition to distributing the results to suppliers, the results
should be communicated to SETON network employees through both informal (e.g.,
employee pay stubs, SETON network e-mail) and formal (e.g., SETON Heartbeat
newsletter, department meetings, SETON Q & A) mechanisms. The information
communicated to SETON employees should address the broad results from the survey and
the steps the SHP is taking to meet and exceed their health care needs and expectations.
Furthermore, the information should educate employees on processes or steps they can
take to improve their own interaction with the health plan and delivery system, and how
this benefits them as health care consumers. Lastly, the information passed to the
employees should help them to understand how SETON leadershiﬁ is addressing.their
concerns with their health care delivery. Once these steps have been taken, SETON
Human Resources can directly measure the impact on employee morale and retention

through their employee survey process.

- Military Health Service System Recommendations

Like our civilian counterparts, the Military Health Service System (MHSS) needs
to use the results of customer satisfaction surveys. As the MHSS makes the transition
from a hospital-centered to a managed care system, customer satisfaction results will be
one of the primary methods for evaluating the TRICARE support contracts. Furthermore,
customer satisfaction surveys will be key mechanisms for tracking the needs and health
status of our population and determining if the MHSS has effectively and efficiently met

these ever-changing needs in the long term.
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Many of the recommendations for the SHP can also be generally applied to the
MHSS Lead Agents if a survey process is already in place. However, one of the greatest
challenges facing the Lead Agents is a very fragmented and largely unusable customer
satisfaction survey process. Although great strides have been taken to improve the
customer satisfaction survey process within each military service, the MCS contractors
have not yet been mandated to use a common survey instrument as part of their
requirement to measure and report customer satisfaction. As such, the data eventually
received from the MCS contractors will not be standardized, making comparisons between
the regions virtually useless. The results from this project may provide meaningful
information for improving the TRICARE customer satisfaction survey process and results.
Therefore, the following recommendations are made:

1) Pass all the materials from this study to HQ USAF/SGR, Survey Coordinator, for
consideration and use in the development of a standardized survey for regional MCS
contractors.

2.) Work with the Survey Coordinator to determine the applicability of these findings to
current Air Force and DoD efforts to standardize and improve the quality of
customer satisfaction surveys.

Despite the use of these results for Air Force or DoD purposes, the ongoing
efforts by each service and the DoD to develop and implement a standardized customer
satisfaction survey for the MCS contractors is admirable. Not only does it strengthen the
partnership between the military and civilian components of the TRICARE delivery
system, but it will also create a system for comparing results between regions and MTFs.

In the end, once the data has been collected and analyzed, the MHSS can learn from the
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regions that are best meeting and exceeding customer needs, thereby improving customer

satisfaction for all DoD beneficiaries.

89




REFERENCES CITED

Allen, Harris M., Helen Darling, Dwight N. McNeill and Fran Bastien. “The Employee
Health Care Value Survey: Round One.” Health Affairs 13(Fall 1994): 25-41.

Bean, Andrew G. and Michael J. Roskowski. ‘“The long and short of it.” Marketing
Research: a Magazine of Management & Applications 7(Winter 1995): 20-6.

Bergman, Rhonda. “Are My Outcomes Better Than Yours? Consortium develops tools
to gauge the performance of integrated delivery systems.” Hospitals & Health
Networks 68(August 1994): 113-4, 116.

. “Are patients happy? Managed care plans want to know.” Trustee 48(January
1995): 20. . ‘

Boles, Myde and Thomas T.H. Wan. “Longitudinal Analysis of Patient Satisfaction
Among Medicare Beneficiaries in Different Models of Health Maintenance
Organizations and Fee-For-Service Care.” Health Services Management Research
5(November 1992): 198-206.

Chase, Marilyn. 1996. “Doctor Report Cards Don’t Tell Consumers Whole Story on
Care.” Wall Street Journal 11 March, 1[B].

Cohen, Jacob and Patricia Cohen. 1983. Applied Multiple Regression/Correlation
Analysis for the Behavioral Sciences. Hillsdale: Lawrence Erlbaum Associates,
Publishers.

Davies, Allyson Ross and John E. Ware. GHAA’s Consumer Satisfaction Survey and
User’s Manual 2nd ed. Washington, D.C.: Department of Research and
Analysis, Group Health Association of America, 1991.

Donabedian, Avedis. “Twenty Years of Research on the Quality of Medical Care: 1964-
1984.” Evaluation & The Health Professions 8(September 1985): 245-61.

. “The Role of Outcomes in Quality Assessment and Assurance.” Quality Review
Bulletin 18(November 1992): 356-60.

. “The Quality of Care: How Can It Be Assessed?” Joumal of the American
Medical Association 260(September 1988): 1743-48.

90




Dolinsky, Arthur L. and Richard K. Caputo. “The Role of Health Care Attributes and
Demographic Characteristics in the Determination of Health Care Satisfaction.”
Journal of Health Care Marketing 10(December 1990): 31-9.

Edwards, Allen L. 1979. Multiple Regression and the Analysis of Variance and

Covariance. San Francisco: W.H. Freeman.

 1984. An Introduction to Linear Regression and Correlation. 2nd ed. New
York: W.H. Freeman.

Fincham, Jack E. and Albert I. Wertheimer. “Predictors of Patient Satisfaction ina
Health Maintenance Organization.” Joumnal of Health Care Marketing
6(September 1986): 5-11.

Furse, David H., Michael R. Burcham, Robin L. Rose and Richard W. Oliver.
‘Y everaging the Value of Customer Satisfaction Information.” Journal of Health
Care Marketing 14(Fall 1994): 16-20.

Gaito, John. “Measurement Scales and Statistics: Resurgence of an Old Misconception.”
Psychological Bulletin 3(March 1980). 564-7.

Gold, Marsha and Judith Wooldridge. “Surveying consumer satisfaction to assess
managed care quality: Current practices.” Health Care Financing Review
16(Summer 1995): 155-73.

Hale, Judith A. and Robin B. Weiner. “How Managed Care Measures Up.” Business &
Health 12(January 1994): 34-6, 38-9.

Hall, Judith A., Michael A. Milburn and Amold M. Epstein. “A Causal Model of Health
Status and Satisfaction With Medical Care.” Medical Care 31(January 1993):
84-94.

Ho, Pei-Shu, Meri Beth Herzberg Stegall and Thomas T.H. Wan. “Modeling Two
Dimensions of Patient Satisfaction: A Panel Study.” Health Services Research
Management 7(February 1994): 67-76.

Kephart, Paula. “Marketing research 101.” American Demographics Suppl(May 1995):
57-60+. '

Kerlinger, Fred N. 1986. Foundations of Behavioral Research 3rd ed. New York:
CBS College Publishing.

Kerlinger, Fred N. and Elazar J. Pedhazur. 1973. Multiple Regression in Behavioral
Research. New York: Holt, Rhinehart and Winston.

91




Knapp, Thomas R. “Treating Ordinal Scales as Interval Scales: An Attempt to Resolve
the Controversy.” Nursing Research 39(March/April 1990): 121-3.

Kravitz, Richard L., Sheldon Greenfield, William Rogers, Willard G. Manning, Jr. and
John Ware, Jr. eds. “Differences in the Mix of Patients Among Medical
Specialties and Systems of Care. Results from the Medical Outcomes Study.”
267(March 1992): 1617-23.

Layton, Sarah. “Keys to a membership survey.” Association Management 45(June
1993): 80-5+. |

Leatherman, Sheila, Eileen Peterson, LuAnn Heinen and Lois Quam. “Quality Screening
and Management Using Claims Data In a Managed Care Setting.” Quality Review
Bulletin 17(November 1991): 349-59.

Lohr, Kathleen N. “Outcome Measurement: Concepts and Questions.” Inquiry
25(Spring 1988): 37-50.

MacStravic, Robin Scott. “The Demise of an HMO: A Marketing Perspective.” Journal
of Healthcare Marketing 6(June): 7-16. _

Maklan, Claire W., Richard Greene and Mary A. Cummings. “Methodological
Challenges and Innovations in Patient Outcomes Research.” Medical Care 32(7
Suppl, July 1994): JS 13-21.

Miller, Robert H. and Harold S. Luft. “Managed Care Plan Performance Since 1980: A
Literature Analysis.” The Journal of the American Medical Association 271(May
1994): 1512-9.

Morrissey, John. “New PORT studies to further examine physician practices.” Modem
Healthcare 24(July 1994): 36.

Moses, John D. “The customer satisfaction factor: The value of conducting employee
evaluations of managed care networks.” Benefits Quarterly 11(Second Quarter
1995): 43-7.

Moskal, Brian S. “Perception is the Reality.” Industry Week 243(September 1994): 39-
40.

National Committee for Quality Assurance (NCQA). Annual Member Health Care
Survey Manual, Version 1.0. Washington, D.C. 1995

Nelson, Carl W. and Jane Niederberger. “Patient Satisfaction Surveys: An Opportunity
for Total Quality Improvement.” Hospitals & Health Services Administration
35(Fall 1990): 409-27.

92




Nelson, Fugene C. and Celia Larson. “Patients’ Good and Bad Surprises: How Do They
Relate to Overall Patient Satisfaction?” QRB. Quality Review Bulletin
19(March 1993): 89-94

Paul, Karen B. and David W. Bracken. “Everything you always wanted to know about
employee surveys.” Training & Development 49(January 1995): 45-9.

Ross, Caroline K., Colette A. Steward and James M. Sinacore. “A Comparative Study of
Seven Measures of Patient Satisfaction.” Medical Care 33(November 1995):
392-406.

Ruth, Linda C. and Edward J. Detmer. “Assessing health plan quality.” Benefits
Quarterly 11(Second Quarter 1995): 32-6.

Safran, G., AR Tarlov and W.H. Rogers. “Primary Care Performance in Fee-For-
Service and Prepaid Health Care Systems. Results from the Medical Outcomes
Study.” Joumnal of the American Medical Association 271(May 1994): 1579-86.

Sandrick, Karen. “Networks & numbers.” Hospitals & Health Networks 69(June 1995):
54-8.

Scott, Anthony and Richard D. Smith. ‘Keeping the Customer Satisfied: Issues in the
Interpretation and Use of Patient Satisfaction Surveys.” Intemational Journal for
Quality in Health Care 6(September 1994): 353-9.

Sloss, Elizabeth M., Emmett B. Keller, R.H. Brook, B.H. Operkolski, eds. “Effect of a
health maintenance organization on physiologic health.” Annals of Internal
Medicine 106(January 1987): 130-6.

Spatz, Chris. 1993. Basic Statistics: Tales of Distribution 5th ed. Pacific Grove:
Brooks/Cole Publishing Company.

Villani, Arthur Dale, TRICARE Staff Officer and Eileen Sampanes, Independent Health
Care Consultant. 1996. Interviews by the author, 7 January, Austin. Phone
interviews. Home of Author, Austin.

Wagner, Edward H. and Turner Bledsoe. “The RAND Health Insurance Experiment and
HMOs.” Medical Care 28(March 1990): 191-200.

Ward, Joe H., Jr. and Earl Jennings. 1973. Introduction to Linear Models. Englewood
Cliffs: Prentice-Hall Inc.

93




Ware, John R., R.H. Brook, W.H. Rogers, E.B. Keeler, eds. Health Outcomes for Adults
in Prepaid and Fee-for-Service Systems of Care “Results from the Health
Insurance Experiment.” The RAND Corporation, R-3459-HHS, October 1987.

Weiss, Barry D. and Janet H. Senf. “Patient Satisfaction Survey Instrument for Use in
Health Maintenance Organizations.” Medical Care 28(May 1990): 434-45.

Williams, Stephen J. and Paul R. Torrens. 1993. Introduction to Health Services 4th ed.
Albany, NY: Delmar Publishers, Inc.

Zapka, Jane G., R. Heather Palmer, J. Lee Hargraves, David Nerenz, Howard S. Frazier,
and Cheryl K. Wamer. “Relationships of patient satisfaction with experience of
system performance and health status.” Journal of Ambulatory Care Management
18(January 1995): 73-83.

94




v

"a1ed pue uepd 1191} Y)M pagsHes SSo[ AJJenue)sqns aram
syuaned 101s Inq ‘pagsnes alowr axam syuaned Jep|O L
"S2INSEAW [J& UT SI0IOYD JI8D
peSeuew [fe Jo A|qeIoae] Jsedf pajer azam sueid SOd 9
‘S9INSeoW PIjejal
-ueisAyd 10y Ajqeoae] arowr painoas suejd Auwspu] g
*SUOTLIBNTEAS padueeq siow IO (SpI1033aX

JedTpawl pue SwWIe[d) SIOINOS Bjep JaYJo *155q FuII00S SWIIOJ PAINJONI}S JIOW
yim pagiew oq pinoys ejep Loang p  Yim Furuonoung uerd uo Ajqeioaey 210wl PaJods SQNH b
‘swresfoid _

JuoweAoxdwr Lyyenb ajesodios oyur 'seAnoadsiad seakojdwis ay) woxy uorjoeysies ued
pejelodioour oq pinoys synsax £oaing ‘¢ Jo aAnorpaid jsow pareadde sernsesw Suruonoung ueld ‘€
‘sdnoi3d 1efojdwso " 2Imng oy ur suefd yoyums,, 03 AJoNI] SS9
JOJ JUSUI)SOAUT UO UINIAI [eNue)Sqns pue ueyd 1ey) pusuruiodal,, 0 spediejunod Ajuwepur
opuaoid sAsains psziprepuels ‘g a19y) uey) A1ax1] a1owr a1am sdnoig v pue prederd 7

‘suejd SOd 9jqeia dojaasp ‘JIeIaA0 paysies a1em sadjoIud ued Hruwapur AsAIng anfep

0} QUOPp 3q O} SPA3U HIOM JSJIn 00 ue SOd Jo © 0 968 ‘predard Jo o408 1 9€0$T

M WH BRI

ae) yjesy sesodurg

.::::.Q

SUHISIPIUR) - ssupury aofep : = “ T Aaewnig ’ ,i:az.,au.zm

SHANSVAN NOLLDVASILVS YHNOLSND 40 INFNdOTIAAA dHL OL ONILNETIINOD SHIANLS

V XIANAddV




. ‘. Ny o
SUBISIIUT) sSuipu A0fe Lwg AameN Spms§

STINSVHW NOILDVASILYS YHFNOLSND 40 INFWJOTIATA dHL OL ONILNGTYLNOD SHIANLS




‘uonoejsIIes
Jo s10391paid 159q oy y0edwin

0} ANI[Iqe J19Y) UO Paseq Sa2Inosal
90IBOS 9JBJ0][k 0} SASAINS UOIIOBJSTIES
JSUIOISNO WIOIJ S}NSAI 3Y) 3} '€

' pueiq,, pue juswdoaasp
JIOMIPU pue SIseq 1500 B uo jedwio) 7

"POINSBIW SANQLINE ILD Y[y Y}

‘sIsAjeue

Y} Uy PSPN]IUL SIB SAINQLIJIE IO YI[B3Y USYM PIonpal

ST 1990 II9Y) Inq ‘snye)s jeyuew pue o5e a1 dnoid

OWH 3y u1 s10301paid sryderSowrsp jseBuons oYL, '

| "sIsquIdW OJNH-UOU 10J

payu] £13A pue dnox3 QJANH 9Yy3 103 3sa8uol)s st sanqune
a1ed yipeay uo sonyderfowsp Jo sjoage sanompaid sy b

'S1500 JOO oFe uornoeysyes Jo 10301paxd 3saBuons oy ], ‘¢
"painsesw seInquye ared yiesy oY)

Ul JOJ PAJUNOOdE Sem SIS[[0IUS QJAH-UOU JOJ douBLIRA 31}
JO %L T pue S39]0JUS OJAH 10J dUBLIEA 33 JO %¢EE T
(53503 [dOO)] 19700d-Jo-1n0 pue ‘sadIAISS

[edstIpaw 1y $7 “NSIA Jenjoe pue spew sem jusunurodde

uonoeJsnes 918D

ur paanydes Ajeenbape s1 pue sesjjoIu? Y} UAYM UIMISQ SWIT} “‘pSPasu usyM Isijeroads a9s (OIH y)[esH JO UonNBUIuLISId
OINH-uou 1oJ pajruiy st sasodind  “10300p Jo Ajifenb ‘papssu USYM I0300p 23S) SIINGLINIE SIed -uou) 108 ay) ut soyderSowaq
aANoIpaId 10J 9sn JIDY L, ‘JejIeW  YI[BSy PAINSEaus 9Y) JO YOBD pue WIdISAS aI1ed YIesy Iy} pUE SINQUNY

oY1 JunuowFes oy solydesFowop osn) ‘T YIm paLsHes d1e SIAqUIDW QAH-UOU pue OAH Yiod 1 (ONH) 6.8 IV ‘Asurjoq a1e) YifeoH Jo 910y Y.L

SUBISREIUN)

oy
fivwng

ssulpmig aofepy

ameN Spuig

STANSVHN NOLLOVASILYS YHNOLS1D 40 INFINdOTIAHA FHL OL ONILLNETILNOD SHIANLS




SUHISNEIUN)

ﬂ..:.:ci Apfe

. .::_..34
Ly

aueN Spmg

STANSVHAN NOLLOVASILVS YdWOLSND 40 INHWNdOTIATA FHL OL ONILNENLLNOD SHIANLS




o onomsmes e T

‘seInseaw smels yiresy Jurousnpur
ug 901 s ueroisAyd ay3 uo dn-mofjoy ‘¢

‘uojoeysnes (dn
PaONPaI 0} JINQLIU0D ANfIqesIp -MO[[0J) TES
1o 9sBISIP Y} YIM PIIRIJOSSE SI0108] .
TeorBojoyoLsd ay) ‘pesisul ‘uondelsies ‘pagsnes asow Sureq sjusnied reryljesy (ourjaseq 918 JEOIPIA I
Q0npes AJIIesSe03U JOU SI0P SUOTE  YIIM UOORISHIES JO 2A1OIpaId sem snjels Yifeay ‘s1aquiows e S99joIud uonoeJsHeS pue snjels
Aypiqesip 1o eseasip Jo sousseld YL I  QJAH JO 1S3[Tely 3} Je pajosie) sem Apms sy) YFnoyy | OWH) 065 VI ‘TeH  Yi[eaH JO [SPON [esne) v

appny

SUHISPIUD) : ssmpuyy aofepy Launwiyg AmeN Apnig

STANSVAN NOILDVASLILVS YHNOLSND 40 LNHFWJOTAATd dHL OL ONILNAGIY.LNOD SHIA(LLS




‘S)JNSaI UOKIOBJSTIES YIIM PIUIGUIOD 3G
0} spadu FuruonduNg puk SNIEIs Yi[eay ‘nondo S, SNSISA OINH Y3 JO SIS0D YIMm UOTIOBISHIES
SurpreSa: uorjewIIOUI [RUOHIPPY T aJow Ajjenue)sqns pjeISuowdp SAIPNIS 9y} Jo JIN0J ‘7
‘seajel S 4, uey) Ja1eq Jo fenba se QNH 119y} pajes

Jiey Jayjo oy, ‘spyediejunod S4.d I1SY) URY) UOLORIIUL (s1sAjeue-jour)

‘[opour Joy30 Aue uey; JIepraoid pue a1ed Y)mm UOHOBJSIIEs SSo] pamoys SIsAfeuy aInjerN] v

UoIdeJSIes JAWO0ISNo 19jeard seonpoid JIEy-9UO JNOGE ‘PaMalARI SAIPIIS AY) JO  PAONPUOO ‘086 92UIS doUBWIONS]
[oPOWI QNTH 9UO Jey) 0USPIAS ON ' Buteq Aprjs oy} AQ paLIeA UoHOISHeS SdfjoIuy ' $06°T HY ‘I ue|d 18D paSeueN

apny -

SUSISIIUR) - sSupury aofep . Lanuwstigd aueN Spmg

SHTANSVAN NOLLOVASLLYS YAWO.LSN) 40 INHNJOTIAHA FHL OL ONILNGTILNOD SHIANLS




‘PApadU ST SAINSeAU
18 JO Ajmunuod ui sjuswaaordwy ‘g

"'SOOH 150w 550198 pasn
pue pansesw I (‘919 ‘SURIOIUYDS) ‘sosinu ‘sueroisAyd)
s1ap1aoid 30a11p JoJ Jusuodurod Jeuosiadioyur Yy ‘¥
"SISAJeue ul pasn AJoIex

nq painseawr st £oud)edwiod JANBIISTUTWIPE S[TYMm pasn
pue panseaur s (039 ‘SUBIOIUYOI) ‘sesinu ‘suerorsAyd)
s1opraoxd 10a11p 107 Jusuodwiod [edTuyos) YL ‘¢

"pPopoau are uFisep "SONIJIoRY 9385 YI[esy JaYIo uey) SONH Aq pansesws

juswinysul Asains ug syuowasoxdwy] g US}Jo 2I0W AJe SI|qRLIEA PUR SJONIISU0D SSA00Y '
"KaAans oy} (suoneziuegio Juswaroxdu]
Joy pasn SQOH 9y W0y Juasqe Ajfeniiia aJed yjjesy jo Anreng) [ejo0L, 10§
dIam SNIB)S YI[eay pue Saloomno ‘sKoAIns 119Y) uFisep o3 indur yuened  Ljorrea e woxy frunpoddp wy :sfeaIng
Jo Juswssasse paseq-judned | asn jou op (SODH) Suoneziuesio areo yjesy Auepy ‘| skaaIns) g1 MD ‘Uos[aN uopoRIsIeS Jusned

SUHISIPIUDY)

muc._,_:.._w_ Jofepy

aopny

L AneN SpMIg

SHANSVAN NOLLIVASILVS YdWOLSND 40 INHNdOTIAHA HHL OL ONILAINILNOD SHIA(L.LS




‘sasudins poo3 Jo sousngut aansod

oy} uey) "198uoxs st uonoegsyes Juded
[1e1aa0 uo sasudans pag Jo adusnpul
eApedau ay) se sesudins pood Suneard
0} Joud sasudins peq jusasld 7

81y

senque Kienb pejoadxa pue  pajreid
10§ 31 a¥e),, Ut soueuniojrad Joy)
Buraoidurr uo snooj pinoys speydsoy 1

‘uoyoeysyes jusned Jo J01o1paid jsaBuons

oy sem (swial-1) Joyedrput Kyienb opm-Tendsoy ey, '€

“uonoeysyes juaned Ul 2oueIIBA 31} JO %61 poure|dxe
(sonsuejoereyd Jusned ¢ pue sojqerrea Jo3rpaid
pareer-Afenb paseq-jusned ¢) sajqerrea 3y 7

‘I1e ye asudins ou 0}

poredwiod usyM UOHE[OIIOD JATETSU € Ul pajnsal asuidins

peq pue poo3 e yjoq Fuiaey d[rym uonoegsyes jusned
10y31y Yam pajera1i0o Ajpanisod are sesudins poon |

610°S1

OH ‘uoseN

jusned 18AQ 01 9je1oy
Aoy L, o] MOH :sosuding
peg pue pooD) Sjushied

JuonoRIsnes

SUDISIPIUQY)

ap3ny

sSuiputy anfepy

Lamwkig

AreN

STINSVAW NOLLOVASILYS YFNOLSND 40 INHFWJOTIAHd FHL OL ONILNGNLLNOD SHIANLS

Spwig




“aJed JJM Paysies aq 03 AJoNi| SIow pue
oI YIIM PIGSHESSIP aq 0} A[aNI] SS9
dlam S[enpIAIpUI IoTYiesy ‘reseusl uy g

"UOTIOBJSIIESSIP Pue AJSAIIP
JO 2189 JaYjIe Yim swivjqoid usamiaq
paisixa diysuoneer 3uons y ‘|

“pagSIIes SSof a1am
UOHEINPA SIOW )M SISQUISW ‘ISAMOY ‘pagsijes aJow
oJam szaquraur Jopo ‘siojarpaid oryderSowsp oy JO T

"KaaIns oy} payepdwiod

A[y3noIoy) a150ui PeY oYM 350U} 9JaM pue PILJSIIEsSIp
9q 03 AJoNI] SSO] 9IaM JJI AJ[EOTUOIYO 8y, ‘UONdBISIES
ueyd yim pajeroosse Aj3uolls st snels yifeoy |

1S1°€

snje)s

yieay pue souewrioyrad

wg)sAs Jo sousuadxa

YJIM UOTJOBJSTIES

of ‘eydez  juened jo sdiysuonery

SUSISHPIUL)

sSuipuig 1wiepy

: .5__3.4. v

Cavwig awey fpug

STINSVAN NOLLOVASLILVS YHNOLSND 40 INFWdOTHAHA HHL OL ONILNYTILNOD SHIAN.LS




“2aSOYXT AJpopi08am ) ‘anisniaxT AORIMI = FOTNW ww

(666 p2po? sapgorwa 1yStam puv 1yS1ay 1dasxa) asuodsat oN = 66 papos suiagy [y

"3[e0s JUS[[0D OF J00d JB[0dL] € U0 § - | [PARI 5¢ POPOD

oL# uogsond s0l0YD 20 # OH Ueld pue 9JeD YiESH SIS Juspusdopuy oL oyopur
PUE 2520/ UogoessTeS
"2[e0s JUSYI90X 0) 100d Jejodiq B U0 ¢ - | [eAIUT S8 POPOD| PL UORSIND ses 1d 1eym 0) UonUINY ueld pue o) YIRSH S0URS 1uapuadopuy pLIg1A
PUR 5B/ UOHIEISIRS
"3[e0s JUI[[99X2 0} J0od ejodiq B U0 § - | TeAIU Se POPOD| oLy UORSIND JuSURESN pue SSIUYBN0IOYL DH | VE[d PUe 93D WESH s01Ig uspuadapuy o, 1N
pue 3O UoRoegsTes
3[eds JUS{]90xa o) Jood mjodiq € U0 § - | AR Se popoD| QL UoNSIND  NSIA fenpoe pue uz|d pue 2D PeIH 53010 spuadopuy q. umde
1dde uoawiaq summ Jo \uaT OH PUe 2320 UOROEISHES
"3[e08 JUS[]0x3 01 Jood Fejodiq B UO § - | [eAIIUT 52 PAPOD| €L UONSIND suoyd £q ases jusunwoddy DH | ue|d pue s5eD WRSH SONRS 1uspuadopuy e za)de
PUE 3JED/M UOROEISTES
‘0-f / ysuoysanb oy d: qeonidde joN suoysanb pappo uojag wosf oiqeandde joN o[qeondde joN juspuadapuy uops (b
aLj WO 24005 IAUDIRIND [DIO] L} WO PSP I|PLDA V| wio] (OH) swDywaY pastiad
Y0 L ysuopisanb o] sasuodsas oqeondde 10N suoysanb YOON wiodf sjqeondde joN sqeondde 10N yuspuadapu ebou™ b
Y} WOL[ 34005 I8V 0)0] 3} WOL PIALLIP 3]qDLDA /| Pl (OR) 2#0oypIH pasrag
‘00 Lysuoysanb oy sasuodsad|  sjqeondde 10N 1ol OH) swDypal panaaq | dSlqeondde 10N siqeoydde 10N uspusdapuy F101 Lb
Y} WOLf 240D IADIRUIND POJO] i} IO PIALIIP B1QULIDA /|
"SSP0 () PUS ST ELSILO S J1 | Papod FOTN 94 uopsIND NOO BuioT 103 uoseay S01A1S YIesH Bunang uapuadepu] < 9b yBnoryy T 9b
FOAN ‘9 AYMNOO :90mmog
‘ON=0 ‘S9A=I ArUIq popoD| Qg UonsdIND NOO Aa1s pendsoy SIS I Bua0g uspuadapuy 95 NOOSY
"ON=0 ‘S9X=1 A¥uiq p3p03|  ®g# uoRSND NOO USIA [euolss3o1d SONIBS YIRSH Buusoins wapuadopuy €5 NOOSA
"ISIAISLI0 () RUI ST LI O 3T | POPOO HOHAIN|  qp# Uonsand sAeg eydsoH S90IARS YIesH BusonS opuadapuf [ ¢ q $b yBaonp 1 q vb
HOIN ‘qp_dsoy :aamog
"OSWARYI0 ( P §T LD Y J1 T PAPOO ADTN|  ep# uonsand VSIA [eUOISSIJ0Iq S0UBS YESH Buzons wspusdopu] | ¥ € vb YBnonp 1 € pb
IOHW & JisiA :30mog
"POPI03AI 1 [RUOWS SLSWNU Iy} €4 uonsaNd (puow) uougonuy uado uauijfosud o} pappy 7 Juspuadopuy eg pur d
U3y ‘g WY ON=0) PIPed i ‘A2Ams VOON o 0) pappy| 3o yed puoosg Sujusasog ay) o) pIppy
‘ON=0 ‘SOA=1 popoo ‘oams YOON 91 01 pappy| € uonsInd wourosug uado Juawijjoug oj pappy uoydas tuspuadspuy € puwd
Zwusaiog ays of pappy
ws O5PAIGYI0 0 uasaid sT Bus] o It 1 POPOd FOAW Z# uopsand 9%e1040D Jo YU ST Bumoalos wspuadapu] | ¢"zoof yBnory 1 2o0]
. FOTN ‘T 00] d :0mog
"ON=0 ‘=1 PPOD 14 uoRsand ug[d possno) seudorddy TSUIoIUT Bupusang Juspuadapuy 1 3dde"d
"sdnoxd woxstp Aq Bumios Joy swoly|  vjqeonddy 10N 4aqunu aiqeonddy 10N sjqeondde 10N pusdopuy 0 dwerd
*PWOISNd Odd U0RS =) ‘Bwoisnd OWH U0RS =] ppoD Aaaans ayj wof pasriap addy uold
"ESOASNVYULL|  TT#Uonsand uoRoeysHeS Ueld YieoH §0IA105 SIS wspuads(q 1T ges
9[e08 UonoeysTes ejodiq B U0 £ - | AR € POpo)) pue ue[d e pue aXeDm uonogisges

STTEVRIVA AQILS 4S0d0dd

g XIANAddV




ze “2aySIDYxT &]Do1i08om)) ‘S8 SHIXT AN = DTN xen
(666 papod sajqrmwa yStam puv 1yBtay ydaoxa) asuodsas op = 66 papos Swajt [y o
*3[608 JUSJJ90Xa 0] 1000 TE[0dIq E UD § - | [EAIDIUI 52 pOpOS)|  Dg# SUORSINY) " SsBAX JOO Vd W[g pUE %) IO SRS Juspusdapu] o8 dooyd
PUe 3RO/ UOROEJSTES
"3[e08 JUSTI90X3 01 Jood Jejodiq € U0 § - | [eAINUT 5€ pOpOD|  Jg# UORSIND soas 1oy shed 1d wnwaid v | ueld pue a®D YiRoH S0URG wapuadapuy 38 uudd
PUR 35O UORIEJSTES
"9[e05 JUINROXS 0} Jood sejodiq B UO § - | [eABIUI 5B pIpOD| 98 UORSIND Yawioded sof sum 3o PBUT VJ | Ueld pue o) PEH SRS wapuadspuy og umdd
PUE 33RDO/M UORRISHES
"3[e08 JUII90X o} Jood ejodiq[ pgy uogsINd asn ue[d pue 35D e 30105 wspuadapuy pg uRsn
BUO g - | [BAIIU] 52 PAPOO “A3ams YOON oY) 01 pappy| 0} Ase9 pue Iesjo s UOREULIONN Y PUB a:O/M UOROEJSHES
"3898 JUSY0X2 0} Jood Jejodiq e Uo § - | [eAlsIu se pOpOD| o8 UOPSIND OJu1 1500 Jo AMIGEIRAE VA | UB[d PUR 38D W9 S0NIS wspuadopuy og unso
PUE 35O/ UOREJSTES
"3[ed8 JUSJI90XD 0} Jood x[odiq € UO § - | RAIWIT 52 pOPOD|  q3# UORSIND o ue[d pue a2eD YiedH SHURS uspuadapuy q8 " Jupe
SATENSIUIWPE JO AnqelrAR Vd PUe 35X/ UOREPSHES
"3[B0s JUS[]I0% 03 Jood Xejodiq v U § - | [eAISIUI 5E papoD|  eg Uomsond SIS POIGACS JO STRI V] | BEld PUR 92D BEH SRS uapuadapuy g aDuE]
pUe 3XDM UOHOERSHES
Jogysuoysanb o d: ajqeondde 10N o] 3]qeoydde 10N sjqeondde 10N wapuadapuy fe10)gb
Y} WO 34005 FAYDMUMD [0)O] 34} WO PIALIIP 3|QULDA Y| (vd) uoppyspgupy wold paarsaq
*3[8d% JUI[POXD 0} Jood rejodiq] oLy uonsoNd RIS dOd 30 Ayanisuss OH wid puw 203 s201842§ puw 2 /m | Juspuadapuy oL 1S
B UO g - | [eAlalul 58 papeo Aaains VOON oY) 0) pappy| Y3y o1 pappy | uouonfsums o1 pappy
"898 JUSIOXS 0 Jood e[odq| ULy uonsIND dod Jo Ayanisuss OH w}d puv a0 S2014dag puv 24v7y/m | Juspuadapuy U juspur
B UO g - | [eAI)U] SE Popoo aams YODN oW1 0) pappy| YipaH o1 pappy | uoyonfsumg o1 pappy
*9[895 JUATROXD 0} Jood rejodiq| iz uonsend Je1s dod 3o Assumod DH wid puv ) saojatag puw apJy/m | Juspuadopuy wLopns
B UO ¢ - | [PARNU] 58 PAPOO AoATns YOON oY) 01 pappy| YIH o) pappy | uopaufsuwg o) pappy
*3[238 JUR[ROX 03 Jood rejodiq[ 124 Uonsend ddd Jo Asaumo) OH uld puv 0D saopatag puv aoy/m | Juspusdapur [T
BUO G - | [PAKIUL S POpO0 ‘LIS YODN oWl 01 pappy YPaH o1 pappy | uoponfiwg of pappy
"9[e9s JUI[I0XD 03 Jood refodiq € VO § - | [RAIIUL SE PApOD| L SUORSIND SOAS % A0 EBAQ OH | We[d PUe 33D Yol 50U wapuadopuy L TesAs
pUe 352DM UOHEJSRES
"9[e0s JUIIOXD o} Jood xejodiqe Uo § - T eAIJUI e popoD| [L# uonsand aID 30 UoReUpI0) OH ue[d pue 35D NSH 530105 Juspuadopuy {"piooo
PUe 3%e)/m UOKOEJSHES
*3[e95 JU|20x 0) Jood ejodiq e U0 ¢ - | TeAId s6 POPOD| 1.4 UORSIND spaou 1d 10w DY UBd pUe 33D i SRS 1wspuadapuy 1L 5posu
pUR 352D UOKOEJSIES
*a[eos JUSIOXS 0} Jood rejodiq e U0 § - | [eAISIU SE POPOD YL# uonsand) (padipy) swonng DH uejd pue axe) PESH SIS juspuadapuy Yy, wono
PUE 352D UOTOEpsSTES
"3[e9s JUI[I20XA 0} Jood Tejodiq & U0 ¢ - | Teadjul se papo)| B uonsInd IS pue soMOUNL OH | e[ pue oD YifeoH S30IARS tuspuadspuy BLsum
PUB 12DM UOHORPSRES
"9[e3s JUNJ0Xa 0) Jood rejodig e U § - | feAISIU] 5€ POpOD| I # uoRsIND M0YD welois g Jo 9seg OH | Ueld Pue 92D ResH SRS wapuadopuy JL zopu

STTEVRIVA AJNLS IS0d0dd




€8

“2aysnoYX ApIpo3am)) ‘dain[dXT KOMIBIY = TN wn

(666 Papoo sa|qorwa jyStam puo 1ySray 1daoxs) asuodsas oN = 66 papod Sudl [Iy o

¢ 1€ POJIWI] JOU ‘0U 0} 10 €

SHTEVIIVA AAQULLS dI4S0d0dd

BQZ}# UOSIND eIIPOIN -AEP WU PO SRRV SHAROY Tuspusdapu] €07 ipow
PN ‘594 WY 9[e0s UOKEIALT] € UO ¢ - | [eAIDIUL 5€ POPOD Aeq pue sl Ameq pue yipsH
‘@SOdSNVYL]  61#uonssnd YifeoH elousp) SONIAIRY SINROY wapuadapuy 61 B
"9[89S JUI[|99X2 0} Jood zejodiq € U0 § - | AT PAPOD Areq pue ol Ared pue YipsH
S0 0 PW B0 I | POPO0 IDTN| 814 vonssnd fouanbog apunoid sureg SIAS U0 OJUT Joyrm{ S0UBS wapuadopuy | ¢ g1b yBnonp 1 gIb
PUE 25DM UOKOEIsTES HOHW ‘81 Aopus :20mog
SN0 ( PW BLANO I | POpod IDTW|  LI# UORSIND oo wpwosd wowm ey | S9AS U0 O] ByIN 500G wopuadapuy [ L LB yBnomp | L1b
: PUE 9R2DM UONOEJSTES FOAN L1 Wadjo 2amog
"ISIMIOYI0 0 PWI BLRILO JT | pOPO0 GOAIN|  9T# uUonsend Sum [ed WSI 0[O JOPIA0I | SIAS U0 OJuT JAyun{ SRS wopuadapu] [ ¢ 91b yBnonp T 91b
PUE 252D/ UONOEJSTES JOIN ‘91 Jeopwl :30mog
"ISIMIOYI0 ( PW B0 JT [ PIPO0 IOAN|  PST# uonsond INIOIN $3AS UO OJU] JYyLm,] SONRS wopuadapuy | £ psTh yBnonp 1 psTb
<orep [engoe 0} ydde sum M PUE 272D/ UOTOEIsTES HOFW ‘PST I 0mog
ISP  PW B0 JT [ POPo0 OFWN|  9ST# uonssnd DINOYHD 5IAS U0 OJU] Joyim,] SRS wapusdopuy | £ qsTb yBnonp 1 qs1h
~opep feryoe o) jdde oum M PUe 31EDM UOTOEJSHES JOHW g1 ow 3omog
"ISMARYI0 0 PWI BLMO J1 | popod IDTN| 54 uonsond SSAN'TTI JONIN SOAS U0 OJUT JAULm.] 500G wapusdopu] | L qgTb yBnonp 1 q51b
-orep enjpe of 1dde Swp JEM PUE 2JEDM UORoegsHES HOAN ‘g5 1 uunm :20mog
"ISMISYIO ( W BLUO 3T | pOPOd OHIN|  BST# uonsond ANLLNOY S9AS UO OJu] oY, SIS wapuadspu] | £ esTh yBnonp 1 egtb
-orep fenjoe 03 3dde swp M PUE 2Z2Dpv UOTIORJSTIES TOTN &S] 1w i30Imog
Seosou|  p[ uonsond YaIms 0} UonuUSU] ue|d pue a%eD PEIH 53010105 uopuddapu] $T yowas
Apuugap 0) $94 ARIuLRp J2jodiq € UO -1 [eAINU Se PAPOD PUE 3D UOTIOEISTIES
“ASOdSNVULL 3[eos oul  g[guonsond spusLy o) ueld pusunuossy | uejd pue areD YiESH SIS wdpusdapuy €1 puas
Apiumgop 0) 594 Ajoiugp rejodiq € U0 - ALY Se POpPOD PUe 23EDM UOROEISTRS
“GSOSNVUL 9[ds|  Z[#uonsond syuow ue[d pue %D RESH RV wapuadopuy 71 upsd
9s10M 0} 191139 Yonus xejodiq & U0 §-] [EAIOIUI 52 PIPOD Z1 158 W Soueunopad [eAo uejq PUR dRDOM UOTORJSHES
"ISWMIOYI0 () P BLILO J1 | POPOO ADT|  Ol# vonsenb “JUIT) UOTINJOSST ue[d pue a3eD) YESH s0NBS wepuadspuy [ 97 01b yBnonp 1 ¢ 01b
Jo 1ed puosog ‘anoqe g1 # vonssnb o) § papoo 3] PUE oIE)/M UOHORSHES DTN ‘eQ]_ujss :00an0g
"ON=0 ‘S9X=[ Areulq popoD|  01# uonsond veld ueld pue 3%D YIS S0IN105 uapuadapuy o1 urdwo
fesH ayipa patipof urerdwop PUR 22D UORoEpsTRS
*d[eos uR[qoid g Uo ¢ - | AUl se popo]| o6 UoTSIND [eL3pI el pue 3D YESH SRS juapuadapuy 26 pids
isTeloads 198 o3 s|qeun 1d O PUe a5D/M UOROEJSHES
"apeos uwjqoid e uo € - T Al 52 pOpod| g6 Uonsand ared Ajisseaou Ueld pue 2D YiesH S01BS wspuadopuy 96 IR
pow Butazeoas ut Aynognp DN PUR aFeDM UOnOEISIRG
"3[e0s u[qoid € U0 ¢ - | feAlojul se popo)| e UONISIND ue(d qeay ue[d pue 218D YESH AN uspuadopuy v AB|Op
0} 3np 3%eo Powr Ul sA2jOp DN PUR 25eDM UOROEIsIES
2-0 gysuoyisanb oy dsa4|  oqeondde 0N wr1 OW siqeondde 10N slqeondde JoN uapuadopuy 1101 6b
U] HIOLf 3400S JADINUIND D10} 1Y) WOL[ PIALLIP 3QOLIDA V| aup)) fo yuaniaSouvpy pasriaq




ra

“2apsnoYx ipopo8am)) ‘aapsnfax SRR = TOTW wx

(666 papoo sajqorpa yStam puv 1y81ay 1daaxa) asuodsad ON = 66 pIPod SWaL [V «

70 §Z suopsanb o] sasuodsad]  oqeondae 10N 110] 2 poroday 1d pasiiaq J[qeotdde 10N Jjqeondde 10N | juepuadapu] T0T 8P
U] WOLf MOIS IADNUND POIO] 3Y) WOLf PALIIP I QOLIDA T|
"ON=( ‘S9A=] AUIq popoD|  ILZHUONSIND | VH SURIBIA - UORIPUOD PEs I SRy SOHARY wapuadapuy LTy
Ameq pue EOH A pue YesH
"ON=0 ‘S9A=1 AJeulq popoD|  PLZ# UONSINO (vounis SORAMY SONIAROY apuadapuy pLT ®
1d20x9) VD - UORIPUCD PRS I | Ared pwe Wil Aeq pue yiRsH
"ON=0 ‘9= AUIq P3pOJ|  9LT# UOHSIND WA - UonIpuoD pres I SINATOY SONIAROY apusdopuy oLz wp
Aeq pue WESH A pue WEH
"ON=0 ‘S9X=] ABUWIq POPOD|  QLZ#UOUSIND | 95LISIP L] - UORIPUOD PES I SNRY SINARY uspuadapuy LT po
] A pue peoH Areq pue yiresH
‘ON=0 ‘S9X=] Areuiq popo)|  eLz4 uonsond NIH - uonipuo) pes'iq SOMARDY SONIAROY uapuadapuy eLT Wy
Aed pue YRSH Ared pue qiesH
‘a0 Lz ysuojsanb oy sasuodsas sjqeondde 10N 0301 Zq PIOS d pasraq sjqeondde 10N ajqeondde 10N apuadopuy por LZb
21} WOL[ M0IS IAHDMUND [01O] ] WOL PISLIP F{QOLDA /!
"ASOJSNVUL 938| 97 uonsand ~ody SRRV SONARDY 1uapuadspuy 97 1kU0
9510M Yonul 0 JoRaq yonw sejodiq € U0 ¢- feARIul pIpO) Rax JuQ o) paredwo) se YiRsH |  Areq pue WesH Aeq pue yiRsH
O[eos| g7 uonsend [e0S M SRy UMY apuadapuy ST 1008
SuIg 9y} JO SUOU 0} JWR Y [f6 © UO -1 [eAIUL PIPOD 210U [eUOROW pue [eoIsAyd | A pue WRSH Apeq pue yiesH
sum|  opzy uonsnd anig % papesqumoq SNARY SNANOY Juspuadapuy opZ oniq
) J0 2UOU 0) Sy 34 Jo [ X[0dIq € U0 9-] [RARIUI PIPOD Apeq pue YieSH Ared pue weoH
“ASOJdSNVYL um|  qpz# uonssnd RRug yBH SIRURRY SRARY wopuadapuy qQpz B
34 Jo suou o) sy 31 Jo e ®[odiq € U 9-] AU PIPOD Areq pue el Ared pue pesSH
“ASOJSNVYUL 9Wh|  epzs uoRsond TRoead % uied SNARY SONIANY wapusdapuy ep7 W
1P Jo Suou o} swim 3 Jo e sejodiq € U0 9-] [RAIIUE PIPOD Apeq pue WeoH Apreq pue yiesH
. “ASOdSNVYUL|  €T#Uonsnd ssapul - MY Ured SIMAIRY sNuRY uapusdapuy €7 ued
"a[eos Jejodiq APWANXS 0] [fe 38 10U © UO g- [RAIT P3POD Aped pue nesH A pue ESH
ON=0 ‘9A=] {ulq PpOD|  QTZ# UONSINY Tpzed SoRIAROY Ny 1uapuadapuy T o
6] - *SHW ¢ U] [euogowy Arq pue wiEH Areq pue prRsH
ON=0 ‘S9X=1 A®UIq popoD|  eZZ# UONSIND 53] poysfidwosoy SNANY MUY wapuadapuy €77 pud
- "5 ¢ JW Jeuogoury Ared pue WeH Aed pue yiesH
ON=0 ‘S9A=] A%UIq ppoD|  qIZ#UONSOND | Yom Jo pumy - 'S4 ¢ I RIH SSMAROY SNMIOY wapusdopuy qIz pup
Aeq pue YeeH Areq pue yesH
ON=0 ‘S9A=1 Amuiq popo]| ez uonsand 83 sapunoy ARy wopuadapuy ejz §9
PoYsduioooy - ‘Sw WUl \ieSH | A pue YiesH A pue WesH
“Ife 32 poIuI j0u ‘ou 0} j0 8] qOT# WORSIND aAn0Y -Aep Jur YeSH SAROY SNANY Japusdapuy q07 as
poyu] ‘594 WO S[E0s UOREIWY € U0 € - | [PAIIUI S pIPOD A pue YeaH Aeq pue ey

SHIEVIIVA AQNLS 4SOd0OAd




STTAVIIVA AANLS AISOdOdd

sa “saysnoyxg Sjopi08amw) ‘aaisnaxq GO = FOIN wx
(666 Papod sa|qoLwa pySiam pup y8iay jdaoxa) asuodsat ON = 66 ppod SWdl (IV «
“ON=0 59X=] popod Areuiq AoAmns VODN U 0) pappY| BS 6T# UORSIND SUIRTD NOWS saaty Ao sy Ao | wwapuadapur B 6LDP
' puv ypal 0] pappy | puv yiwaH o} pIppy
"IFPARINO ) 1PW BLNLO B | IOHWN PAPOD 'ON =8| ¥ 67# uonsond 1949 153q 18 TUISIOISX 10U Ay sananoy Aod SopIOY AIbq | Wuopuedopy] | L ¥ 6ZP YBnoNp T ¥ 620
(©)6Z# B TTIAMSNY A'INO ‘4oams YOON 24 01 pappy| Puw YiIL] 0} pappy | puv YiIL] 0) pIPPY HOTN ‘4 67uss :30mmog
"ON=0 ‘SX=1 popoo Areuiq Aoams VOON 9 0} pappy| € 6T# Uonsend 19A3] 159q JB 3FIOXY sapaty &I sagapoy M@ | wapuadapuy q€ 60159
Puv YiWIL] 01 PIPPY | puv YEI 01 pIppy
“ON=0 ‘S3X=[ popoo Amuiq £aams YOON 94} 0) pappy| e 6T# UORSND Aol aspBXT saaaY 4o sappapy Aoq | wuopusdapuy e 610X
. Puv YL 0] pappY | pup YiwIH 01 pappy
"SOYOUT U popIoodl} T 64 UONSING s20yspa 1YY poriodas 14 sapapdy Ao sqapoy qoq | wwepuadapuy 7 éopd
1By popodas snonupuoo ‘Aaams YODN Y 01 PapPY PUD YDIL] 0] pappy | PUD YIPIH 0] PPV
"Sq Ul papIodl] [ 674 Uonsand Wi paniodas 1g SapIsOY S saapy Ao | uopuadapuy T 6owd
1yBiaw popiodas snonunuod (Aoams YOON Y1 0) pappy| PUD YIOIL] 01 pIpPY | puv YIIH 01 pIpPY
‘ON=0 ‘59x=] Lreuiq p3poD| 187 UONSND sy sopunoy SUARY wapusdapuy 182" quin
Aunxd - uoppuod popodal 14 | AR Pw YEOH Apeq pue WesH
"ON=0 ‘S9X=1 A3euiq p3poD|  gT# uonsond SPIOYUOWSH SWAROY SoPIARRY wapusdopuy Y8z ploz
- uontpuos popiodal 14 A pue YiSH A pue yiesH
"ON=0 B9X=1 Aveuiq popoD|  fgzy uonsond SS9Uge(] - UonIpueo papiodal 1d SI[ARY SNURY uapusdapuy f8Z eop
Apeq pue WesH Afred pue ey
"ON=0 ‘9X=1 Areuiq popoD| 1874 UonsINd Umques/s0[n SI[IARDY SRANOY apusdapu] 187 uqy
- UoRIPU0s popedas 1d Aea pue yiesH Areq pue yiesH
"ON=0 ‘S9x=] AmWq papoD|  ygzguonsond  [uoissaida(] - UORPUS papodal 1d SINMROY S[URY wapuadopu] ygz sidp
Ard pue WESH Aed pue WiesH
‘ON=0 ‘A= Aruiq popoD|  Bgzy uonsond upjs SMAIY SSNIATIOY spuadspuy BgT upis
om0 - uompuoo ppedas 1 | A pue WESH A pue WesH
"ON=0 ‘SoA=1 Areuiq papoD|  Jsz# uonsond Buny SOPARSY SNANOY wapuadapu] 38T 2pB|
opoND - UoHIpuod papodos 1d | AR pue YIESH Aeq pue |esH
‘ON=0 ‘S9A=] AFuiq popoD|  gz# UoNSIND Jood SONARY SSNIOY wispuadopu] g7 k>
WBisoAd - uonipuoo popodas 1d | Afre(l pue YK Ard pue yiesH
‘ON=( ‘S9x=] A®UIq p3poD|  PSZH UORSND Yoeq - uomIpuod papodal 1g SNAROY S[ARdY apuadapuy P8T oeq
Aed pue WESH Apeq pue yiesH
"ON=0 ‘S9A=[ A5euiq popoD|  0gZ# UORSIND SHUUY - UORIpU0d paytodas “id SNARY SOy wapuadapuy o87 e
Aeq pue YiresH Areq pue yiesH
"ON=0 S9x=1 A=uIq papoD|  q8z# UonsIND snuig /AR sopAROY SONATIY uspuadapuy q87 Bpes
uoseas - UomIpuod popodar g | A pue YieoH A pue yiesH
"ON=0 S9A=] AruIq papoD|  €gZH UONSIND snuig/ARBY SOIAROY SMUROY uapuadapuy €87 B[ed
ooy - uogipuoo papodos 1 | Ajrq pue WdH A pue WifesH




oQ 2apsoyx A4porto3aw) wPXY PRI = TOTN v
(666 papo> s31qoLeva ySiam puv 1ySiay ydaoxs) ssuodsad ON = 66 papod Swafl JIY

SSPARYI0 () 19U ELBIIS 1 | POPO0 HOAN|  9E# UONSINY ULI0} BURBIdUI0s PQUBY T0X N0qy SWderBouBp-0p0g | JUSPUSGSPU] | 9€b YONOIR | 9P
HOTN ‘9¢ Aasp :20imog
IS0  PUIBLRILD JI [ pPOO FOTN|  S€# uonssnd [RA3] uomeonpy nox moqy omderSowsp-opog | wuapuadopu] | 9 s¢b yBnonp T seb
FOFWN ‘€ onps :20mog
"ISMARYI0 ) PUTELDILD 1 [ PPOO HOFN|  PEH UORSIND SIS e n0X Jnoqy onjderBoussp-opos | JuSpOASPU] | ¢ pgb youomp [ peb
FOTN ‘v€ Aireus :30mog
"ISPAIBIRG O W BLBILO 31 | POPOO ADHAIN|  ££# UORSIND punoIByoed SRANA/EEY nox jnoqy oydesSowsp-opog | Juopusdapu] [ ¢cb yBnonp [ geb
FOFN ‘€€ 90ul :20mog
"ON=0 ‘9X=] AwWiq popop| T suoRsand onredsTy] nogx jnoqy omydesfowap-opog | juopuadopuy T¢ oudsy
AWl ‘Spewti=[ Kreuiq papod | g4 UoRsIND) BpuaD nog moqy opqderBouisp-opog | juapuadopuy 1€ pUSd
~"3%¢ 0) ®oA/p/ow Wog posodsuesl|  ogx uonssn) Epyng nox jnoqy omderfowsp-oog | juopusdapuf | 0f 9% QISOJSNVUL
‘0¢_qop :20mnog
ISMAIYI0 ) PUI[ 9 6Z# UoRsIND a5n 099eq03 Jo Asuanbos sy A sapapoy Ao | vuopusdapuy | L9 62b YBNOAp [ 9 67
BLOMWD I T ‘GOHIN PIPOD “STA = -2 (§)6T# Ut uonsonb, PO YipIL] 01 pappy | puw YIpaL] 0] pappy HOAN 9 624 :90mog
Aue 1 QIIIMSNV AINO 4oams yOON 943 01 pappy|
"ON=0 ‘S3X=] Popod Lreuiq ‘A2ams YOON 3\ 03 pappy| 96 64 Uousond) Jnus asp) sapapoy 4w saprapoy AwQq uapuadopuy o 6T
v YwaE 0] pappy | P yipaY ol pappy
"ON=0 ‘X=] papod Areuiq ‘Xoams VOON 9 01 poppy| PS 67# UORSIND 000240} TuIYS 10 SPJOWS sapnaney Aod sapay Ao | Wwapuadapur PS” 6T
P yima] 01 pappy | pup yipaY 01 pappy
"ON=0 ‘S9X=1 Papod A5euiq ‘A3ams VOON o) 01 pappy/| 95 6L# Uonsond sRBio Njowg satapay Ao saptapdy S q uapuadopu] o5 6D
U YLl 01 pappy | puv YiwaH 01 pappy
"ON=0 ‘S9X=1 papoo Areuiq Kaams YOON oW 03 poppy|  qS 6# UORSIND adid & ayowrg sappanoy o sapipY Ao | Juspusdapuy 95" 6zdid
puv ymaL] of pappy | pup yipay o1 pappy

SHIEAVIAVA AQLS AIS0d0Odd




APPENDIX C

SAMPLING AND DATA COLLECTION PROTOCOL FOR THE
ANNUAL MEMBER HEALTH CARE SURVEY

Responsibilities

“The reliability, confidentiality and comparability of all plans' data are priorities. To ensure
these objectives are met, the responsibility for sampling, as well as data collection and
processing lies with the research firm.

The protocols outlined herein identify the steps to be taken for sampling, data collection
and processing.

Sample Universe

To have the opportunity to be sent a questionnaire, the sampling universe (population) will
be comprised of the total enrolled membership. During this implementation/evaluation
period of the Annual Members Health Care Survey, a 12-month time period should be
selected during which enrollees were continuously enrolled allowing for multiple breaks,
each up to 45 days in length.

Data File Elements

The following data file elements on the entire enrolled membership must be provided by
each plan, for each product type to be evaluated, in order for the sample to be pulled by
the research firm.

e Member Identification Number: Used as a quality control check to ensure each

member is only identified once in the sample tape.

Member First Name: Used for addressing cover letter and mailing piece.

Member Middle Initial: Used for addressing cover letter and mailing piece.

Member Last Name: Used for addressing cover letter and mailing piece.

Member Gender: Used for addressing cover letter and mailing piece as well as

referencing members 18 years of age or under (e.g., "your son . . . ).

e Member Date of Birth: Identifies member 18 years of age or under. Questionnaires
are sent to subscriber/parent or guardian.

e Member Date of Enrollment: Used for analysis and reporting, e.g. new enrollees vs.
long term members.

e Member Street Address: Mailing piece.

e Member City: Mailing piece.

Source: 1995 NCQA Annual Member Heaith Care Survey Manual
Reprinted with the permission of the NCQA
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e Member State: Mailing piece.

Member Zip Code: Mailing piece.

e Name of Plan: Used to identify plan in cover letter and questionnaire.

* Member Identifier (Commercial, Medicare, Medicaid): Will be used in estimating
non-deliverables and reporting.

Sampling

The research firm must assign a random number to each member in eligible population and
then sort the eligible population in ascending order. The necessary sample size is selected
from the top of the sort.

Assuming a 7 percent* non-deliverable rate, a sample of 825 will be pulled to achieve a
return sample of 384 (assumes a probability of the characteristics at 50 percent for a 95
percent confidence interval with a margin of +/- 5 percent). Plans are allowed to draw a
larger sample but must adhere to the minimum response rate of 50 percent. In addition, a
separate sample should be drawn for each product to be evaluated (e.g., HMO, POS,
PPO), with results reported separately.

(*Note: The non-deliverable rate should be adjusted based on the mix of plan types, e.g.
high Medicaid enrollees.)

Creating the Mailing Piece

In order to ensure the highest response rate, and ultimately the most reliable data, the
following procedures will be followed:

Address Standardization: To increase the deliverability of the mailing piece, each
selected member's address should be processed through the U.S. Postal Service CASS
Certified Zip+4 Coding Software.

First class postage: First class postage and postal bar coding should be used on all
outgoing mail pieces.

Mailing Piece Content: The questionnaire will be mailed to a specific member, as
opposed to "subscriber” or "occupant." Personalization of the survey should include the
following: :

¢ Member name, used in cover letter.
¢ Plan name in cover letter and in questionnaire where noted.

Source: 1995 NCQA Annual Member Health Care Survey Manual
Reprinted with the permission of the NCQA
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e Plan logo, used in cover letter as well as questionnaire.

e Signature from plan CEO or Medical Director, increases legitimacy of study.
o Research firm's toll-free phone number for questions/clarification. The line should be
staffed 24 hours in-person or electronically.
e Ifavailable, questionnaires should be printed in the preferred language of the member.
If not available, instructions should be printed on the questionnaire for the languages
that represent 5 percent or greater of consumers in plan's service area. If the member's
preferred language is known, this information should be used.

Cover letter: The cover letter is included in the mailing piece and should include
plan logo, CEO signature, and addressed as noted above.

Envelopes: The mailing piece will include the questionnaire, with the cover letter,
a windowed enveloped and an addressed, business reply envelope to the research firm.

Mailing Procedures

Data collection will be completed as follows:

1. Initial questionnaire mailing.

2. Reminder postcard mailed to all non-respondents two weeks after the first
questionnaire.

3. Replacement questionnaire mailed to all non-respondents four weeks after
the first mailing.

4, Data collection should be cut off two weeks after the mailing of the second
survey mailing (Step #3).

In order for the data to be considered statistically precise, the following must be
accomplished:

1. A minimum 50 percent response rate,

2. A total of 384 completed surveys. For plans receiving more than 384
surveys, 384 should be randomly selected using the protocols outlined in the sampling
guidelines.

Replacement Surveys

Replacement surveys (lost, misplaced, language, etc.) will follow the same steps as noted
above.

Source: 1995 NCQA Annual Member Health Care Survey Manual
Reprinted with the permission of the NCQA
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APPENDIX D

SAMPLE MAIL PIECES
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SETON

1201 WEST 38TH STREET February 1, 1996

AUSTIN, TEXAS 78705-1056

«Salutation» «First Name» «Last_Name»
(512) 323-1900 «STREET»
(512) 459-5629 FAX «CITY», «STATE» «Zip_Code»

seton@goodhealth.com

7 7ON MEDICAL CENTER Dear «Salutation» «Last_Name»,

(512} 323-1000

ER A CKENRIDGE HOSPITAL This is one dollar of your health benefits! I'm returning it to you so that
(512) 476-6461 you can make a difference in the future health benefits and services offered to

sron nommmest Hosma,. SETON network employees and their families. In our efforts to continuously

(5121 795-1000 address and improve the health benefits and services offered to our employees, the
CHILDREN'S HOSPITAL Seton Health Plan is conducting a customer satisfaction survey. The results from
b sose this survey will play an important role in shaping future benefits and services.

SETON EAST COMMUNITY

ﬁﬂgﬁf T _ The survey provides a comprehensive list of questions regarding SETON
STON SOUTH COMMUNITY network’s health benefits and Services. It takes approximately 15 - 20 minutes to
HEALTH CENTER complete. Please read the questions carefully and thoughtfully answer each

B1 #0160 question. Once you’ve completed the survey, please place it in the return

SETON SOUTHWEST MINOR envelope and mail the survey.

EMERGENCY CENTER
(512) 326-2243

SETON HOME CARE Completing the survey also provides you with the opportunity to enter our

(512) 3231880 survey-related drawing. One survey respondent will receive two free months of

SETON PHYSICIAN healthcare premiums courtesy of the Seton Health Plan. So please, take the time

HOSPITAL NETWORK to fill-out and send, “THE SETON TWO FREE MONTHS OF HEALTHCARE
- PREMIUMS POSTCARD?” that’s been included in your survey package.

SETON FUND

e Your feedback is important in shaping SETON’s healthcare benefits and

R o e services. Please take this opportunity to make the value of the dollar below more

(512) 4801243 meaningful to SETON employees and their families.

SETON HEALTH PLAN
(512) 323-1953

Thank you for your time and survey submission,

We serve each person as
a Christian would serve
Christ Himself. CHARLES J. BARNETT
President & CEO
s

SHARITV
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ANNUAL MEMBER HEALTH CARE SURVEY
Adult Survey

ABOUT THIS SURVEY

This survey asks you to rate the health plan in which you are currently enrolled. Our records
show that you are a member of Seton Health Plan.

The results of this survey will be used to help people like you learn more about your current
health plan when evaluating what plan to choose. People in other health plans will complete the
same survey. So, you and others will be able to compare your plan with other plans the next time
you get to choose a plan. These results will also help purchasers, such as employers, understand
how well the health plans they offer are performing and give feedback to the plans in order to
improve their services.

All of your responses are strictly confidential. All of your responses will be combined with those
of other members who respond to the survey.

Please return your completed survey in the enclosed stamped and addressed envelope as soon as
possible.
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HEALTH PLAN ENROLLMENT INFORMATION
The following items ask about the Seton Health Plan.

Please circle the number next to your answer.

1. Our records indicate that you are covered by the Seton Health Plan. Is this true?
1. Yes
2. No If no, please return this survey in the envelope provided.

2. How long have you been covered by this health plan?

Less than 6 months
At least 6 months, but less than 1 year

1
2
3. At least 1 year, but less than 2 years
4 At least 2 years, but less than 5 years
5

5 years or more

3. Did you enroll during your company's open enrollment period? (This is the period of time in
which your company allows you to select your health plan).

1. Yes
2. No If no, please write the name of the month you enrolled
}

Please answer these questions for the length of time you have been covered by the Seton Health
Plan. Answer questions with only the Seton Health Plan in mind.
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HEALTH SERVICES

This set of questions asks about health services you have received, such as overnight hospital
care or care from your physician and other health care professionals, such as a nurse
practitioner, midwife, physician’s assistant or registered nurse.

Please estimate the total number of visits you have had for the following health care services in
the past 12 months.

(Circle one number on each line )

a. Visits to a doctor or other health care
professional for any illness, injury, or None 1-4 5-9 10+
preventive care to help you stay well

b. Overnight hospital stays (count each None 1-4 5-9 10+
entire stay as 1)

If you answered "NONE" to BOTH questions, go to Question # 7 on page 3 of the survey.

5. Were any of these services NOT received through the Seton Health Plan?

(Circle all that apply)

a. Visits to a doctor or other health care professional for any Yes No
illness, injury, or preventive care to help you stay well

b. Overnight hospital stays Yes No

If you answered "NO" to BOTH questions, go to Question # 7 on page 3 of the survey.

6. If you did not receive services through the Seton Health Plan, please tell us why.
(Circle all that apply)
Cost was less outside Seton Health Plan 1

|
|
|
! Service or care was not available
t at Seton Health Plan 2

Preferred another doctor or wanted a second opinion 3
Seton Health Plan did not approve care 4

Physical problems made it difficult for you
to get to the office or clinic 5

D-4 (2)




HEALTH CARE AND PLAN

Thinking about your own health care and the services you receive from

the Seton Health Plan, how would you rate the following?

7. HEALTH CARE

(Circle one number on each line)
POOR FAIR GOOD VERY EXCELLENT

GOOD

a. Ease of making appointments for medical )

care by phone 1 2 3 4 5
b. Length of time you wait between making

an appointment for routine care and the day 1 2 3 4 5

of your visit
c. Thoroughness of treatment 1 2 3 4 5
d. Attention given to what you have to say 1 2 3 4 5
e. Number of doctors you have to choose : .

from 1 2 3 4 5
f. Ease of choosing a personal physician 1 2 3 4 5
g. Amount of time you have with doctors and

staff during a visit 1 2 3 4 5
h. The outcomes of your medical care, how

much you are helped 1 2 3 4 5
i. How well your care meets your needs 1 2 3 4 5

j. How well the whole system works together
to coordinate your medical care, including
how well different people and departments
communicate with you and with each other 1 2 3 4 5
about your care

k. Overall quality of care and service 1 2 3 4 5

1. Courtesy of your primary physician 1 2 3 4 5

m. Courtesy of your primary physician's staff
members 1 2 3 4 5

n. Your primary physician's sensitivity to your
needs 1 2 3 4 5

o. Your primary physician's staffs' sensitivity
to your needs




8. PLAN ADMINISTRATION

(Circle one number on each line)

FAIR GOOD VERY EXCELLENT
GOOD

a. Range of services covered by your plan 1 2 3 4 5

b. Availability of information from your plan
about eligibility, covered services, or 1 2 3 4 5
administrative issues

c. Availability of information from your .
doctor or plan about costs of care 1 2 3 4 5

d. Of the information received, the material is
clear and easy to use 1 2 3 4 5

e. Length of time you spend filling out claim
forms or other paperwork 1 2 3 4 5

f. The part of the premium YOU pay for
covered services 1 2 3 4 5

g. Amount YOU pay out-of-pocket (for
example: co-payments, deductibles, 1 2 3 4 5
payments for services not covered)

9. MANAGEMENT OF CARE

Have any of the following been a problem for you in arranging your medical care? If so, how
much of a problem?

(Circle one number on each line)

YES, A YES, A NO, NOT
BIG PROBLEM | SMALL PROBLEM A PROBLEM

a. Delays in your medical care while you wait

for approval by your health plan 1 2 3
b. Difficulty in receiving care you and your
doctor believe is necessary 1 2 3
c. Not being able to get a referral to a specialist
that you want to see 1 2 3
D-4 (4)




10.  Have you called or written the Seton Health Plan with a complaint or problem in the last 12
months?

(Circle one)
Yes 1

No 2 (go to question 11)

How long did it take for the health plan to resolve your complaint?

(Circle one)
Same day 1

1 week
2 weeks
3 weeks

4 or more weeks

= Y R N R 8

Not yet resolved

11. All things considered, how satisfied are you with your current health plan?

(Circle one)
Completely satisfied, couldn't be better 1
Very satisfied
Somewhat satisfied
Neither satisfied nor dissatisfied
Somewhat dissatisfied

Very dissatisfied

N N M bhWwN

Completely dissatisfied, couldn't be worse

12. During the past 12 months, did your plan's overall performance get better, stay the same, or get
worse?

(Circle one)

Much better 1
Somewhat better 2
Stayed the same 3
Somewhat worse 4
Much worse 5 .

D-4 ()




13.  Would you recommend your current health plan to your family or friends if they needed care?

(Circle one)

Definitely yes 1
Probably yes 2
Probably not 3
Definitely not 4

14. Do you intend to switch to a different health plan when you next have an opportunity?

(Circle one)

Definitely yes 1
Probably yes 2
Probably not 3

4

Definitely not

FURTHER INFORMATION ON SERVICES

This next set of questions asks about your health care. The term "Provider " is a general term

that refers to persons from whom you receive health services.

15. How long do you usually have to wait between the time you make an appointment for care and
the day you actually see the provider?

(Circle one number on each line)

13 4-7 8-14 15-30 31-60 61+
DAYS | DAYS | DAYS | DAYS | DAYS DAYS

a. Routine care (like a check-up) 1 2 3 4 5 6 7
b. Minor illness or injury (like
treatment for a sore throat) 1 2 3 4 5 6 7
¢. Chronic or ongoing condition 1 2 3 4 5 6 7
d. Urgent Care 1 2 3 4 5 6 7
D-4 (6)




16.

17.

18.

When calling for medical information or advice how long does it usually take for your provider's
office to return your call?

(Circle one)

Less than 1 hour 1
1 hour but less than 4 hours 2
4 hours but less than 7 hours 3
7 hours but less than 24 hours 4
24 hours or more 5

Once you get to your provider's office how long do you usually have to wait to see your provider
when you have an appointment for care?

(Circle one)
Less than 10 minutes 1
10 to 15 minutes
16 to 30 minutes
More than 30 minutes but less than 45 minutes
45 minutes to 1 hour

1 to 2 hours

N N AW

2 hours or more

When you go for medical care, how often do you see the same provider?

(Circle one)

Always 1
Most of the time 2
‘Sometimes 3
Rarely or never 4

D-4 (7)




HEALTH AND DAILY ACTIVITIES

This next series of questions are to help us gain a better understanding of the health of all

members. Your responses are confidential and will only be viewed in combination with all

other members responding to the survey.

Please answer every question. If you are unsure about how to answer, please give the best answer
you can.

19.  In general, would you say your health is:

(Circle one)

Excellent 1
Very Good 2
Good 3
Fair 4
Poor 5

20.  The following items are about activities you might do during a typical day. Does your health
now limit you in these activities? If so, how much?

(Circle one number on each line)

YES, YES, NO, NOT
LIMITED A | LIMITED A | LIMITED AT
LOT LITTLE ALL
a. Moderate activities, such as moving a table, pushing a
vacuum cleaner, bowling, or playing golf 1 2 3
b. Climbing several flights of stairs 1 2 3

21.  During the past 4 weeks, have you had any of the following problems with your work or other

regular daily activities as a result of your physical health?

(Circle one number on each line)

YES NO
a. Accomplished less than you would like 1 2
b. Were limited in the kind of work or other activities 1 2
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22.  During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of any emotional problems (such as feeling depressed or
anxious)?

(Circle one number on each line)
YES NO
a. Accomplished less than you would like 1 2
b. Didn't do work or other activities as carefully as usual 1 2

23.  During the past 4 weeks, how much did pain interfere with your normal work (including both

work outside the home and housework)?

Not at all
A little bit
Moderately
Quite a bit
Extremely

(Circle one)

1

2
3
4
5

24.  These questions are about how you feel and how things have been with you during the past 4
weeks. For each question, please give the one answer that comes closest to the way you have

been feeling. How much of the time during the past 4 weeks:

(Circle one number on each line)

AGOOD | SOME A NONE OF
BITOF | OF THE | LITTLE THE
THE TIME OF THE TIME
TIME TIME
a. Have you felt calm and peaceful 2 3 4 5 6
b. Did you have a lot of energy 2 3 4 5 6
c. Have you felt downhearted and blue 2 3 4 5 6
D-4 (9)




25.  During the past 4 weeks, how much of the time has your physical health or emotional problems

interfered with your social activities (like visiting with friends, relatives, etc.)?

(Circle one)

All of the time 1
Most of the time 2
Some of the time 3
A little of the time 4
None of the time 5

26.  Compared to one year ago, how would you rate your health in general now?

(Circle one)
Much better now than one year ago 1
Somewhat better now than one year ago 2
About the same as one year ago 3
Somewhat worse now than one year ago 4
5

Much worse now than one year ago

27.  Has a doctor EVER told you that you had any of the following conditions?

(Circle one number on each line)

YES NO
a. Hypertension (sometimes called high blood pressure) 1 2
b. Heart disease (like angina or heart failure) 1 2
¢. Diabetes (high blood sugar) 1 2
d. Cancer (except skin cancer) 1 2
e. Migraine (headaches) 1 2

D4 (10)




(Circle one number on each line)

28. Do you NOW have any of the following conditions?
YES NO
a. Chronic allergies or sinus troubles 1 2
b. Seasonal allergies, such as hay fever 1 2
c. Arthritis or any kind of rheumatism 1 2
d. Sciatica or chronic back problems 1 2
1 e. Trouble seeing with one or both eyes, even when wearing glasses,
| or blindness 1 2
’ f. Chronic lung disease (like chronic bronchitis, asthma, or
emphysema) 1 2
! g. Dermatitis or other chronic skin conditions 1 2
h. Depression 1 2
i. Ulcers in the stomach or duodenum, or heartburn 1 2
j. Deafness or other trouble hearing with one or both ears 1 2
k. Hemorrhoids 1 2
1. Limitation in the use of an arm or leg (missing, paralyzed, or
weakness) 1 2

29.  Please provide the following information about yourself (or about the survey individual, if you
are completing the survey for someone else).

1. About how much do you weigh without shoes? Ibs.
2. About how tall are you without shoes? feet / inches
3. Do you currently:

(Circle one number on each line)

YES NO
a. Exercise regularly now? If you answer "NO", go to Question # 29,
part 4 at the TOP of the next page. 1 2
b. In your own judgement, exercise at your own best level? 1 2

D-4 (11)




4. What, if anything, is keeping you from exercising at all, or at your best level?

(Circle one)
No convenient place to exercise 1
No safe place to exercise
Not feeling up to it
Not enough energy
Pain
Other

Not sure/don't know

N N L AW

5. Do you currently:

(Circle one number on each line)

YES NO
a. Smoke cigarettes 1 2
b. Smoke a pipe 1 2
c. Smoke cigars 1 2
d. Use smokeless tobacco or chewing tobacco 1 2
e. Use souff 1 2

If you answered "NO" to ALL the answers in Question #29, part 5, a - e, please go to Question #30 on
page 13 of the survey.

6. On the average, when you used tobacco products during the last 30 days, about how many times
each day did you use the products (count each individual cigarette, cigar, pipe lighting, and/or
dip into smokeless or chewing tobacco or snuff as one time)?

(Circle one of the following)
Less than five times 1
Five to ten times
11 to 15 times
16 to 20 times
20 to 25 times

26 times or more

N N b AW

Not sure/don't know

D-4 (12)




ABOUT YOU

Please circle the number next to your answer.
30.  What is your date of birth? (Write the date on the line below.)

/ /
MO DAY YR

31.  Are you male or female?
1. Male
2. Female
| 32.  Are you of Hispanic or Spanish origin?

1. Yes
2. No

33.  Which of the following best describes your racial or ethnic background?

Black or African-American

White or Caucasian

1

2

3. Asian or Pacific Islander

4 American Indian/Alaskan Native
5

Other

34.  What is your current marital status?

1. Married

2. Divorced

3. Separated

4. Widowed

5. Never married

D-4 (13)




35.

36.

*

What is the highest grade or level of high school or college that you have completed?

1.

A O S

8th Grade or less

Some High School

High School Graduate

Some College or Other Education or Training After High School
College Graduate

Post-Graduate Education or Degree

Who completed this survey form?

Lol

*

Member
Parent/Other family member
Friend of Member

Other (specify)

% X X * * b3 % E S % X %

Thank you very much for taking the time to complete this survey. Please mail the survey back in the
enclosed stamped and addressed envelope. Additionally, don't forget to submit your "THE SETON
TWO FREE MONTHS OF HEALTHCARE PREMIUMS POSTCARD" to ensure your eligibility in the
drawing for two FREE months of health care premiums from the Seton Health Plan. If you have any
questions, please call (512) 323-1929 ext. 7987.

D4 (14)
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ATTN: SHP Survey Coordinator
NO POSTAGE

NECESSARY
IF MAILED
IN THE
‘ _ UNITED STATES
BUSINESS REPLY MAIL | =
FIRST-CLASS MAIL PERMIT NO. 4715 AUSTIN TX ——
POSTAGE WILL BE PAID BY ADDRESSEE ——
L]
L]
.|
SETON HEALTH PLAN S ——————
L}

MAIL STOP 30
2021 GUADALUPE ST STE 100
AUSTIN TX 78705-9857

"lllIIIIIIIIII'”llllllll'llllllllllllll'llllllll"

"THE SETON TWO FREE MONTHS OF HEALTHCARE PREMIUMS
POSTCARD"

YES! I've completed the survey and want my name submitted for the
contest!

NAME:

DEPARTMENT:

WORK PHONE:

HOME PHONE:

DRAWING TO BE HELD ON APRIL 15, 1996
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ATTN: SHP Survey Coordinator
SETON HEALTH PLAN

MAIL STOP 30

2021 GUADALUPE ST STE 100
AUSTIN TX 78705-9857

THE SETON EMPLOYEE HEALTHCARE CUSTOMER SATISFACTION SURVEY

Approximately two weeks ago you received a customer satisfaction survey from the
SETON network regarding your healthcare benefits and services. If you have not had the
opportunity to complete the survey, please take the 15 - 20 minutes required to complete the
survey. When you’re finished, please mail-back the survey in the business reply return
envelope included with your original survey. Additionally, make sure you send in the
postcard that makes you eligible for the “THE SETON TWO FREE MONTHS OF

HEALTHCARE PREMIUMS POSTCARD” drawing.

If you haven’t completed the survey, please take the opportunity to do so now. Your
feedback on SETON healthcare benefits and services is important. Thank you.




@

SETON

1201 WEST 38TH STREET

AUSTIN, TEXAS 78705-1056

(512) 323-1900

(512) 459-5629 FAX

seton@goodhealth.com

SETON MEDICAL CENTER
(512) 323-1000

BRACKENRIDGE HOSPITAL
(512) 476-6461

SETON NORTHWEST HOSPITAL
(512) 795-1000

CHILDREN'S HOSPITAL
(512) 480-1818

SETON EAST COMMUNITY
HEALTH CENTER
(512) 385-4114

SETON SOUTH COMMUNITY
HEALTH CENTER
(512) 440-1650

SETON SOUTHWEST MINOR
EMERGENCY CENTER
(512) 326-2243

SETON HOME CARE
(512) 323-1880

SETON PHYSICIAN
HOSPITAL NETWORK
(512) 323-1929

SETON FUND
(512) 323-1990

CHILDREN'S HOSPITAL
FOUNDATION OF AUSTIN
(512) 480-1243

SETON HEALTH PLAN
(512) 323-1933

We serve each person as
a Christian would serve
Christ Himself.

Daughters of Charity
HEALTH SERVICES OF AUSTIN

DAUGHTERS
OF

CHARITY

by

TION AL MEALTH $YsTrass

«Salutation» «First_Name» «Last_Name»

«Street»
«City», «State» «Zip_Code»

Dear «Salutation» «Last_Name»,

In our efforts to continuously address and improve the health benefits and services
offered to our employees, the Seton Health Plan is conducting a customer
satisfaction survey for SETON network employees. The results from the survey
will play an important role in shaping future benefits and services.

The survey provides a comprehensive list of questions regarding SETON
network’s health benefits and services. It takes approximately 15 - 20 minutes to
complete. Please read the questions carefully and thoughtfully answer each
question. Once you’ve completed the survey, please place it in the return
envelope and mail the survey.

Your feedback is important in shaping SETON’s healthcare benefits and services.
Thank you for your time and survey submission,

Sincerely,

CHARLES J. BARNETT
President & CEO




APPENDIX E

DATABASE VALIDATION FEATURES

CNACCESS\STACY\SHP_CSAT.MDB Tuesday, June 18, 1996
Table: Survey Sample Data Page: 1
Properties
Date Created: 61706 10:17:12PM Def. Updatable: Yes
Last Updated: 6/17/06 10:17:45 PM Record Count: (o]
Columns
Name ‘Type Size
hp_sat_11 Number (Integer) ' 2

Allow Zero Length: No

Attributes: Fixed Size

Collating Order: Unknown or Undefined

Column Hidden: No

Column Order: Default

Column Width: Default

Data Updatable: No

Decimal Places: Auto

Description: Question #11; coded as interval 1-7 or 98 for no response.

Format: General Number

Ordinal Position: 37

Required: 1

Source Field: hp_sat_11

Source Table: Survey Sample Data

Validate On Set: No

Validation Rule: Between 1 And 7 Or 99

Validation Tex: Enter 1 thru 7 or 99=No Response
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