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BACKGROUND: Information about telehealth versus in-
office visits and how patient experience before compared
to during the COVID-19 pandemic is important for
healthcare planning.
OBJECTIVE: To compare patient experience by visit type
and before and during the pandemic.
DESIGN: Survey of patients assessing ambulatory care
before and during the pandemic.
PARTICIPANTS: A total of 58,500 adult patients (13,928
primary care and 44,581 specialty physician visits) at a
large integrated health system with 197 clinics on the
west coast of the United States. The majority were female
(59%), 55 or older (65%), and non-Hispanic White (55%),
and had an in-office visit (87%) while 10%had a tele-video
and 3% a phone visit.
MAIN MEASURES: Consumer Assessment of Healthcare
Providers and Systems (CAHPS®) Survey 3.0 doctor com-
munication, care coordination, access, and office staff
composites; an overall rating of the doctor; and whether
the patient would recommend the doctor to family and
friends.
KEY RESULTS: Patient experience with telehealth visits
was as positive as or more positive than that with tradi-
tional office-based visits. Doctor communication on tele-
video visits was viewed as slightly more positive than that
of in-office or phone visits. Tele-video visits were also
slightly more positive than in-office visits for care coordi-
nation, overall rating of the doctor, and willingness to
recommend to family and friends. Office staff were viewed
less positively on the phone than tele-video or in-office
visits. Patient experience was similar before and during
the COVID-19 pandemic (e.g., on a 0–100 possible range
with a higher score being better, doctor communication
was 94.4 before and 94.9 during).
CONCLUSIONS: The positive experiences with telehealth,
especially tele-video,may be due to patient appreciation of
efforts made to maintain access, the focused nature of
telehealth visits, and help by staff for navigation technical
issues. Lessons learned about delivering responsive tele-
health care can be used to ensure high-quality care after
the pandemic.
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INTRODUCTION

Patient experience measures are key aspects of health care
quality assessment in the United States (U.S.). Many policy
initiatives for the improvement of care quality and the facili-
tation of patient choice include public reporting of providers’
performances on patient experience measures.1 Some initia-
tives have incentivized providers to improve care through pay-
for-performance programs.2 In addition, ambulatory patient
experience performance measurement is often included in
the U.S. government and commercial alternative payment
model contracts.3

The Consumer Assessment of Healthcare Providers and
Systems (CAHPS®) surveys are the most widely administered
patient experience measures in the U.S. The CAHPS Clinician
and Group Survey (CG-CAHPS) is used to assess care from
physician groups and/or individual providers.4 Variants of the
CG-CAHPS survey are reported on the Centers for Medicare
&Medicaid Services Physician Compare web site and used to
evaluate accountable care organizations participating in the
Medicare Shared Savings Program. CG-CAHPS surveys have
been administered to millions of patients and thousands of
U.S. medical practices to assess patient experiences with care
received from providers and staff in primary, specialty, and
ambulatory care settings.5

A randomized trial of 497 adult men followed over 2 years
showed that substitution of phone calls for some in-clinic
visits led to a reduction in utilization and total expenditures
and improvement in physical function for the subgroup of
patients with fair or poor overall health at the baseline.6 Six
years later, Wasson commented that it is “difficult to deter-
mine the circumstances for which phone care is likely to be
effective …emerging literature about telephone care has sig-
nificant gaps” (p. 646).7 More recently, Polinski et al.8 report-
ed that one-third of 1734 patients at CVS MinuteClinics in
2014 preferred tele-video over in-person visits. Similarly, a
study of 254 adult patients at the Massachusetts General
Hospital telehealth program found that 63% perceived no
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difference in the overall quality of virtual video visits com-
pared to office visits.9 In addition, a study of primary care in
Israel found no evidence of missed diagnoses or adverse
health outcomes related to telehealth 10.
There has been an increase in the use of telehealth associ-

ated with the COVID-19 pandemic.11,12 Information about
how these experiences compare to traditional in-office health
care is of great interest. Ackerman et al.13 assessed patient
satisfaction with electronic consultation with specialists by
their primary care provider versus conventional in-person
specialty visits at Dartmouth-Hitchcock, University of Virgin-
ia, University of Iowa, University of Madison, and five Uni-
versity of California sites (San Francisco, San Diego, Irvine,
Davis, and Los Angeles) from March to November of 2016.
The authors found that patients were as satisfied with recom-
mendations based on these electronic consultations to their
provider as they were with conventional referrals based on a
simple yes/no satisfaction question: “Are you satisfied with
the care you received?” Miller et al.14 reported that video-
based visits during the pandemic tended to be most positively
rated compared to office and phone visits in the Kaiser
Permanente Mid-Atlantic States health system, but the study
included only two survey questions: How well your needs and
schedule were taken into consideration when this (office,
phone, video) appointment was scheduled, and Howwell your
needs were met in this appointment/visit. Authors of a review
article concluded that “patients and healthcare providers have
a high level of satisfaction with use of telehealth…and report-
ed willingness to continue using telehealth after the
pandemic.”15

In this study, we examine patient experiences with ambu-
latory care in a large sample of adults receiving care in an
integrated health system to compare telehealth with in-office
visits, and before and during the COVID-19 epidemic. Pre-
pandemic, the health system began a deliberate but measured
movement toward the use of telehealth by enabling tele-video
within the electronic health record, physician and staff educa-
tion and training, and sequenced rollout of these functionali-
ties. Due to regulatory restrictions, it was anticipated that
telehealth use would be limited. This rollout was rapidly
expanded to respond to patients’ needs at the onset of the
pandemic enabled by the loosening of regulatory restrictions
and other barriers.

METHODS

Sample. The CG-CAHPS survey 3.0 was administered using
mixed mode (interactive voice response, phone, web) to a
sample of 58,509 adult patients in a large integrated health
system on the west coast of the United States with 13,928
primary care and 44,581 specialty physician visits at 197
clinics. Patients were asked about care received in the prior
6 months. Patients were eligible if they had at least 1 visit with

their primary care or specialist physician (named in the survey)
during the 12 months before the survey fielding date. Contin-
uous sampling was used covering adult patients with at least 1
visit from July 1, 2018, through December 31, 2020. Patients
who completed a survey were not eligible to be sampled for
another survey for 6 months.

Measures. The CG-CAHPS survey 3.0 includes multi-item
composite measures: a 4-item doctor communication, 3-item
care coordination, 3-item access, and 2-item office staff com-
posite (Table 1). In addition, the survey includes a 0–10
overall rating of the doctor. We also included a question about
whether the patient would recommend the doctor to family
and friends.We coded each of these items on a 0–100 possible
range with a higher score representing better patient experi-
ence. We averaged together the items within the composites,
so all scores are on the same 0–100 possible range.
The survey asked about age, gender, education, race and

ethnicity, self-rated general health, and self-rated mental
health using the standard C-G CAHPS Survey 3.0 items. It
included a question about whether the respondent was of
Hispanic or Latino origin or descent and a separate question
about race (White; Black or African American; Asian; Native
Hawaiian or Other Pacific Islander; American Indian or Alas-
ka Native; Other). In addition, administration data indicated
the type of visit (in-person, tele-video, or phone) and the clinic
where care was received.

Analysis Plan. We provide information about the reliability
and construct validity of the CAHPS measures. We estimate
internal consistency reliability16 of the CG-CAHPS

Table 1 Content Assessed in Survey

Access
- Patient got appointment for urgent care as soon as needed
- Patient got appointment for non-urgent care as soon as needed
- Patient got answer to medical question the same day he/she contacted

provider’s office
Doctor communication
- Doctor explained things in a way that was easy to understand
- Doctor listened carefully to patient
- Doctor showed respect from what patient had to say
- Doctor spent enough time with patient

Care coordination
- Doctor knew important information about patient’s medical history
- Someone from doctor’s office followed up with patient to give results

of blood test, x-ray, or another test
- Someone from doctor’s office talked about all prescription

medications being taken
Office staff
- Clerks and receptionists were helpful
- Clerks and receptionists were courteous and showed respect

Doctor rating
- Rating of doctor

Would recommend
- Would recommend doctor to family and friends

Access, doctor communication, care coordination, and office staff items
were administered using Never/Sometimes/Usually/Always response
options. The doctor rating item was administered with a 0 (worst
doctor possible) to 10 (best doctor possible) response scale. The
recommend item was administered using a definitely yes/somewhat yes/
somewhat no/definitely no response scale
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composites and clinic site of care-level reliability for the
composites and two single items using one-way ANOVA:
(mean square between clinic −mean square within clinic)/
(mean square between clinic). We then estimate product-
moment correlations among the composites and global rating
items and regress the global rating items on the CG-CAHPS
composites.
We estimate CG-CAHPS composites and global rating

items by type of visit and compare patient experience before
(July 1, 2018–March 15, 2020) and after (March 16, 2020–
December 31, 2020) the COVID-19 pandemic. Because the
CG-CAHPS report items use a 6-month recall period, we also
run analyses restricting those in the COVID-19 period to
September 16, 2020 through December 31, 2020. We use
generalized linear models to estimate least square (adjusted)
means for the CG-CAHPS composites and global rating items,
controlling for gender, age, race and ethnicity, education, self-
rated general health, self-rated mental health, and type of visit.
Site of care (clinic) is also adjusted for in models that estimate
the CG-CAHPS composites and global rating items. Differ-
ences between subgroups were evaluated using Tukey–
Kramer adjustment for multiple comparisons.17,18 Differences
of 1, 3, and 5 points are considered small, medium, and large,
respectively 19.
Adjusted CAHPS scores by the seven quarters before the

pandemic did not indicate systematic seasonality effects. Four
of the six CAHPS measures differed significantly by quarter,
but effects were inconsistent (e.g., the adjusted doctor com-
munication mean was highest in one winter and lowest in the
other winter). In addition, the mode of survey administration
was not significantly uniquely associated with CAHPS scores
in multivariate models and was, therefore, not included in the
regression models.
Statistical significance was based on p < 0.05. Analyses

were conducted using SAS 9.4 (SAS Institute, Cary, NC).
The secondary analyses reported in this study were deemed
exempt by the UCLA Human Subjects Protection Committee
(IRB #20–002382).

RESULTS

Figure 1 shows the change in visit type associated with the
onset of the pandemic through December 2020. There was a
rapid drop-off of in-person visits and an increase in telehealth
visits within a few weeks. Over time, in-person visits in-
creased, total visits went back to baseline, and telehealth visits
stabilized at about 20% of the total visits.
The response rate was 28%. The vast majority (71%) of the

sample completed the CAHPS survey using interactive voice
response, followed by web (23%) and phone (6%). The char-
acteristics of the study sample are provided in Table 2. The
majority was female (59%), 55 or older (65%), non-Hispanic
White (55%), highly educated (64% with a 4-year college

degree or higher), with good or very good self-rated general
health (64%), and with very good or excellent mental health
(65%), and had an office visit (87%) rather than a tele-video
(10%) or phone (3%) visit.
Provider administration data was available about gen-

der, age, and race for all adult patient visits during the
study period. Hispanic ethnicity was not available in the
administration data. Race and ethnicity were combined in
the sample characteristics reported above. The percentage
of the sample who reported White race regardless of
ethnicity was 60%. Administration data indicate that the
gender and race composition for all patient visits was the
same as it was for the sample: 59% were female and 60%
were White. However, a larger percentage of the sample
was 55 or older: 65% for the sample versus 56% for all
adult patient visits.

Reliability

Reliability at the clinic site of care level exceeded 0.80 for all
four composites and the two global rating items: doctor com-
munication (0.82), care coordination (0.83), access to care
(0.87), office staff (0.82), overall rating of doctor (0.82), and
would recommend (0.81). Internal consistency reliability was
larger than 0.70 for three of the four composites (0.73 for
access, 0.75 for office staff, and 0.88 for doctor communica-
tion, but it was low (0.47) for the care coordination composite.

Associations Among CG-CAHPS Measures

Product-moment correlations among the four composites
ranged from 0.34 (coordination of care with office staff)
to 0.55 (coordination of care with doctor communication).
In addition, access to care correlated 0.35 with both coor-
dination of care and doctor communication; communica-
tion correlated 0.36 with office staff and 0.37 with access
to care. Correlations of the composites with the global
rating items ranged from 0.31 (office staff) to 0.68 (doctor
communication) for the overall rating of the doctor, and
from 0.30 (office staff) to 0.71 (doctor communication)
for the would recommend item.

UniqueAssociations of C-GCAHPSComposites
with Global Rating Items

Appendix Table 5 shows that doctor communication had
the largest association of the four C-G CAHPS composites
with the overall rating of the doctor in the main effect
regression model (standardized betas in parentheses):
communication (0.61), coordination (0.15), access (0.06),
and office staff (0.04). Doctor communication had the
largest association of the four C-G CAHPS composites
with the would recommend item in the main effect regres-
sion model (standardized betas in parentheses): doctor
communication (0.67), coordination (0.10), access (0.03),
and office staff (0.01).
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CG-CAHPS Composites and Global Rating
Items by Type of Visit

Table 3 provides adjusted means by visit type. Doctor com-
munication was significantly more positive for tele-video than
office or phone visits, and care coordination, global rating of
the doctor, and willingness to recommend the doctor to family
and friends were more positive for tele-video than office visits.
In addition, reports about office staff were less positive for
phone than for office or tele-video visits. The size of the
significant differences ranged from 0.8 (care coordination,
doctor rating, and would recommend) to 1.3 (office staff).

C-G CAHPS Scores Before and During the
COVID-19 Pandemic

There were several significant differences favoring patient
experience during the COVID-19 pandemic. Results were
robust to whether those included in the pandemic subgroup
were based on a start data of March 16, 2020, or restricted to
6 months later (September 16, 2020), to correspond to the 6-
month recall period of the CAHPS survey items. The largest
difference was for access to care: 1.5 points (Table 4, panel A)
and 1.2 points (Table 4, panel B). All other significant differ-
ences ranged from 0.5–0.7 points.

DISCUSSION

This study indicates that patient experience with telehealth
visits was as positive or more positive than with traditional
office-based visits. Reports about doctor communication, care
coordination, global rating of the doctor, and recommending
the doctor to family and friends were perceived to be signifi-
cantly better for tele-video visits than office visits. Adjusting
for type of visit and several other variables, patient experience
scores during the COVID-19 pandemic were often

significantly better than before but the magnitude of differ-
ences was small.
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Fig. 1 Total visits by visit type in 2020. Large drop in total visits and rapid increase in telehealth visits at the onset of the pandemic in this health
system. The number of total visits returned to pre-pandemic levels with a mix of visit types and persistent use of telehealth

Table 2 Sample Characteristics (n = 58,509)

Characteristic Percent

Gender
Female 59%

Age
18–24 3%
25–34 9%
35–44 10%
45–54 13%
55–64 20%
65–74 26%
75 and older 19%

Race and ethnicity
Hispanic (English primary language) 10%
Hispanic (Spanish primary language) 2%
Non-Hispanic
White 55%
Black 5%
Asian 6%
Pacific Islander, American Indian, or Alaskan Native 1%

Another race 5%
Missing race and ethnicity 16%

Education
8th grade or less 1%
Some high school 1%
High school graduate 8%
Some college 25%
4-year college degree 26%
More than 4-year college degree 38%

Self-rated general health
Poor 4%
Fair 16%
Good 32%
Very good 32%
Excellent 16%

Self-rated mental health
Poor 2%
Fair 9%
Good 24%
Very good 33%
Excellent 32%

Type of visit
In-office 87%
Tele-video 10%
Phone 3%
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At the height of the pandemic in the spring of 2020, the total
visits were reduced by 51%, and 58% of the visits were
telehealth visits. The relatively favorable patient experience
during this time could be due in part to patient appreciation of
the efforts made to maintain access to providers via tele-
health,20 as well as some practice site help by staff for patient
navigation of technical issues. All telehealth visits were sched-
uled within the electronic health record.
Study limitations should be considered when interpreting

the study findings. Although participating patients were ran-
domly selected to participate in the CG-CAHPS survey, their
willingness to participate involves self-selection and could
confound the associations with CG-CAHPS composites and
ratings reported here. The response rate was 28% and this may
have resulted in nonresponse bias, and information about
nonrespondents was unavailable. Administration data indicat-
ed that the distribution of gender and race for all adult visits
during the study time interval was the same as the study
participants, but participants tended to be older. While re-
sponse rates are only weakly associated with nonresponse
bias,21 the possibility of nonresponse bias remains. Nonre-
spondents tend to be less healthy and less positive in their
evaluations of health care.22 Nonetheless, such bias is mini-
mized in CAHPS surveys when case-mix adjustment is em-
ployed.23 In addition, patients may not remember the details of
all their care experiences in the last 6 months that are asked
about on the C-G CAHPS Survey 3.0. Finally, because this
study was limited to adults in one system of care, the results
may be different in other clinic settings. Examination of the
extent to which the findings of this study generalize to other
settings is needed.
In summary, patient experience during the COVID-19 pan-

demic, which included a rapid increase in the use of telehealth,
especially tele-video virtual care, was at least as good as or
better than that prior to the onset of the pandemic. The persis-
tence of telehealth visits as total visits returned to normal in
this health system suggests that virtual care is addressing
meaningful patient needs. We believe that government and

commercial health plans should continue to both allow and
embrace telehealth services. These results suggest that offering
telehealth services to patients as part of an overall care model
is well received by patients. Telehealth is often promoted to
increase access to care. Our results show that access to care for
telehealth visits was like other types of visits and that access to
care overall was perceived to be significantly better during the
pandemic than before. Access to care may have been espe-
cially meaningful to patients during this study period before
widespread vaccination of the public began. In addition, we
found that doctor communication and global ratings of the
doctor were slightly better for tele-video visits. This may
reflect a more focused and intimate experience of care. The
findings of this study add to the understanding of the patient
experience with telehealth and provide further indication that
it can result in positive patient experiences with care.
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Table 3 CG-CAHPS Survey 3.0 Composites and Global Rating
Items by Visit Type

CG-CAHPS Office Tele-
video

Phone F
statistic

p value

Access 84.5a 85.0a 83.4a 2.47 0.0842
Doctor
communication

94.5b 95.6a 94.5b 11.58 <
0.0001

Care
coordination

85.7b 86.5a 86.5a,b 3.48 0.0308

Office staff 93.3a 93.2a 92.0b 5.01 0.0067
Doctor rating 93.0b 93.8a 93.8a,b 8.80 0.0002
Would
recommend

94.3b 95.1a 94.7a,b 3.67 0.0254

Data were collected for visits from July 1, 2018–December 31, 2020.
Models are adjusted for gender, age, race and ethnicity, education, self-
rated general health, self-rated mental health, and clinic site of care.
The F statistic is for the 2 degrees of freedom test of type of visit. When
visit types share the same superscript in a row, then the adjusted means
do not differ from one another. Superscript “a” represents more
favorable patient experience than superscript “b”

Table 4 CG-CAHPS Survey 3.0 Composites and Global Rating
Items Before and During the COVID-19 Pandemic

CG-CAHPS Before During F
statistic

p value

Panel A: during the period that begins with the start of the COVID-19
pandemic
Access 83.8 85.3 29.92 <

0.0001
Doctor

communication
94.4 94.9 8.28 0.0040

Care coordination 85.6 86.0 3.22 0.0727
Office staff 93.0 93.7 21.13 <

0.0001
Doctor rating 92.8 93.4 13.96 0.0002
Would recommend 94.1 94.7 10.99 0.0009

Panel B: during the period limited to account for the survey’s 6-month
recall
Access 84.0 85.2 9.35 0.0022
Doctor

communication
94.4 95.0 6.01 0.0143

Care coordination 85.6 86.1 2.01 0.1560
Office staff 93.0 93.7 8.96 0.0028
Doctor rating 92.8 93.5 8.85 0.0029
Would recommend 94.1 94.7 3.41 0.0647

Data “Before” was collected for visits from July 1, 2018, to March 15,
2020, and “During” was March 16, 2020–December 31, 2020 (Panel
A) and September 16, 2020–December 31, 2020 (Panel B). Models are
adjusted for gender, age, race/ethnicity, education, self-rated general
health, self-rated mental health, type of visit, and clinic site of care. The
F statistic is for the 1 degree of freedom test of before versus during the
COVID-19 pandemic

Hays and Skootsky: Patient Experience with TelehealthJGIM 851

http://dx.doi.org/10.1007/s11606-021-07196-4
http://dx.doi.org/10.1007/s11606-021-07196-4


REFERENCES
1. Cleary PD. Evolving concepts of patient-centered care and the assess-

ment of patient care experiences: Optimism and opposition. J Health Polit
Policy Law. 2016;41(4):675-96. https://doi.org/10.1215/03616878-
3620881

2. Nash IS. Why physicians hate “patient satisfaction” but shouldn’t. Ann
Intern Med. 2015;163(10):792-93.

3. Anhang Price R, Elliott MN, Cleary PD, Zaslavsky AM, Hays RD.
Should health care providers be accountable for patients’ care experi-
ences? J Gen Intern Med. 2015;30(2):253–6. https://doi.org/10.1007/
s11606-014-3111-7.

4. Quigley DD, Mendel PJ, Predmore ZS, Chen AY, Hays RD. Use of
CAHPS® patient experience survey data as part of a patient-centered
medical home quality improvement initiative. J Healthc Leadersh.
2015;7:41–54.

5. Agency for Healthcare Research and Quality. Summary chartbooks for
the CAHPS databases. Available at: https://cahpsdatabase.ahrq.gov/
Summaryresults.asp. Accessed August 1, 2021.

6. Wasson J, Gaudette C, Whaley F, Sauvigne A, Baribeau P, Welch HG.
Telephone care as a substitute for routine clinic follow-up. JAMA.
1992;267(13):1788-93.

7. Wasson JH. Directory assistance for telephone care: A toll-free way to
improve the quality of communication between patients, providers, and
investigators. J Gen Intern Med. 1998;13(9):646–7.

8. Polinski JM, Barker T, Gagliano N, Sussman A, Brennan TA, Shrank
WH. Patients' satisfaction with and preference for telehealth visits. J Gen
Intern Med. 2016;31:269–75.

9. Donelan K, Barreto EA, Sossong S, et al. Patient and clinician
experiences with telehealth for patient follow-up care. Am J Manag Care.
2019;25:40–44.

10. Zeltzer D, Einav L, Rashba J, Balicer RD. The impact of increased
access to telemedicine. Working Paper 28,978. National Bureau of
Economic Research, July 2021.

11. Wosik J, Fudim M, Cameron B, et al. Telehealth transformation:
COVID-19 and the rise of virtual care. J Am Med Inform Assoc.
2020;27(6):957–962.

12. Mann DM, Chen J, Chunara R, Testa PA, Nov O. COVID-19 transforms
health care through telemedicine: Evidence from the field. J Am Med
Inform Assoc. 2020;27(7):1132–1135.

13. Ackerman SL, Gleason N, Shipman SA. Comparing patients' experi-
ences with electronic and traditional consultation: Results from a
multisite survey. J Gen Intern Med. 2020;35:1135–1142.

14. Miller MJ, Watson ES, Horberg MA, Bhatia M, Tripuraneni BR,
McCarthy RJ. Patient experience after modifying visit delivery during
the COVID-19 pandemic. Am J Manag Care. 2021;27:e54-e63.

15. Andrews E, Berghofer K, Long J, Prescott A, Caboral-Stevens M.
Satisfaction with the use of telehealth during COVID-19: An integrative
review. Int J Nurs Stud Adv. 2020;2:100,008.

16. Cronbach LJ. Coefficient alpha and the internal structure of tests.
Psychometrika. 1951;16:297–334.

17. Kramer CY. Extension of multiple range tests to group means with
unequal numbers of replications. Biometrics. 1956;12:307–310

18. Tukey JW. The problem of multiple comparisons. In: Braun HI (ed) The
Collected Works of John W. Tukey. Volume 8. London: Chapman & Hall;
1953.

19. Quigley DD, Elliott MN, Setodji CM et al. Quantifying magnitude of
group-level differences in patient experience with health care. Health Serv
Res. 2018; 53: 3027–3051.

20. Bilimoria KY, Zhan T, Durst DA, Merkow RP, Sama PR, Bahaveolos
SA, Chrisman HB. Comparison of patient experience with telehealth vs.
in-person visits before and during the COVID-19 pandemic. Jt Comm J
Qual Patient Saf. 2021;47(8):533–536

21. Groves R, Peytcheva E. The impact of nonresponse rates on nonre-
sponse bias: a meta-analysis. Public Opin Q. 2008; 72:167–189.

22. Klein DJ, Elliott MN, Haviland AM, et al. Understanding nonresponse
to the 2007 Medicare CAHPS survey. Gerontologist. 2011;51:843–55.

23. Elliott MN, Zaslavsky AM, Goldstein E, et al. Effects of survey mode,
patient mix, and nonresponse on CAHPS hospital survey scores. Health
Serv Res. 2009;44(2 Pt 1):501–18.

Publisher’s Note Springer Nature remains neutral with regard to ju-
risdictional claims in published maps and institutional affiliations.

Hays and Skootsky: Patient Experience with Telehealth JGIM852

http://dx.doi.org/10.1215/03616878-3620881
http://dx.doi.org/10.1215/03616878-3620881
http://dx.doi.org/10.1007/s11606-014-3111-7
http://dx.doi.org/10.1007/s11606-014-3111-7
http://dx.doi.org/https://cahpsdatabase.ahrq.gov/Summaryresults.asp
http://dx.doi.org/https://cahpsdatabase.ahrq.gov/Summaryresults.asp

	Patient...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	RESULTS
	Reliability
	Associations Among CG-CAHPS Measures
	Unique Associations of C-G CAHPS Composites with Global Rating Items
	CG-CAHPS Composites and Global Rating Items by Type of Visit
	C-G CAHPS Scores Before and During the COVID-19 Pandemic

	DISCUSSION

	References


