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Abstract

Background: To compare serious illness programs (SIPs) using recently developed patient experience mea-
sures, adjustment must be made for patient characteristics not under control of the programs.
Objectives: To develop a case-mix adjustment model to enable fair comparison of patient experience be-
tween SIPs by investigating the roles of patient characteristics, proxy response, and mode of survey admin-
istration (mail-only vs. mail with telephone follow-up) in survey responses.
Methods: Using survey data from 2263 patients from 32 home-based SIPs across the United States, we fit
regression models to assess the association between patient-level variables and scores for seven quality mea-
sures (Communication, Care Coordination, Help for Symptoms, Planning for Care, Support for Family and
Friends, and two global assessments of care). Characteristics that are not consequences of the care the program
delivered were considered as adjustors.
Results: Final recommended case-mix adjustors are age, education, primary diagnosis, self-reported functional
status, self-rated physical health, self-rated mental health, proxy respondent use, and response percentile (a
measure of how soon a person responded compared with others in the same program and mode). Age, primary
diagnosis, self-rated mental health, and proxy respondent use had the most impact on program-level scores. We
also recommend adjusting for mode of survey administration. We find that up to 12 percent of pairs of programs
would have their rankings reversed by adjustment.
Conclusions: To ensure fair comparison of programs, scores should be case-mix adjusted for variables that
influence patients’ reports about care quality, but are not under the control of the program administering care.
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Introduction

There is a growing number of high-need, high-cost se-
riously ill individuals in the United States. These indi-

viduals require well-coordinated care that is tailored to their
changing health and social needs and is aligned with their
preferences and goals.1 To address these needs, a growing
number of programs offer care for seriously ill individuals in
their homes. Serious illness programs (SIPs) vary greatly in

their structure and staffing, with some focusing on specific
populations, such as patients with advanced cancer, and
others providing care to those with multiple chronic condi-
tions or frailty.2–4

Patient and family centeredness of care are central to the
provision of high-quality serious illness care. Initiatives that
compare quality of serious illness care and determine pay-
ment based on the value and quality of care provided must
include measures of patient and family care experiences.5
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Frail, elderly, seriously ill patients are particularly at risk for
poor-quality care. However, until recently, there have been
few actionable and fair accountability measures for serious
illness care in general, and for SIPs in particular.6 To address
this gap, we developed a set of valid and reliable survey-
based quality measures to assess patient care experiences
in SIPs.7,8

Patient-level variables can be related to how patients
respond to survey questions.9–13 These include patient char-
acteristics, mode of survey administration, and the use of
a proxy respondent. Since there is great variability across
programs with regard to patient mix, program-level scores
can be compared fairly only after adjusting for patient char-
acteristics that influence how patients respond to questions
about quality of care, but are not under the control of the SIP.
Failure to account for differences in patient mix across SIPs
through analytic adjustment can result in important errors
identifying the highest performing programs.

Comparing the performance of programs assuming com-
parable patient populations is important to ensure fairness in
comparing programs. In addition, quality comparison should
not result in incentives that result in programs not provid-
ing care to vulnerable patient subgroups. To incentivize high
performance on vulnerable patient subgroups, adjustment
can be paired with stratified reporting of performance scores
so that the quality of care provided to at-risk groups can be
highlighted.14

Other surveys of patient and family experiences of care
have found that age, education, health status, and language
spoken at home are important case-mix variables for which to
adjust.10–13,15 Other variables may also be considered for ad-
justment. For example, serious illness care experiences are
sometimes reported by family members or friends who serve
as proxy respondents for patients who are unable to respond for
themselves. Thus, adjustment should also be made for the use
of a proxy respondent, as proxy responses are known to differ
from patient responses.16 Mode of survey administration can
also affect patient evaluations of health care. Previous studies
have generally found more positive assessment of care by
telephone than mail,10,17,18 although one found in the hospice
setting that caregivers in mail-only mode reported significantly
better experiences than those in telephone-only mode.19

In this study, we assess patterns of survey responses by
available patient characteristics and by randomized mode of
survey administration. We develop and recommend a case-
mix adjustment model to allow for fair comparison of survey-
based quality measure scores between SIPs.

Materials and Methods

Sample

From October 2019 to January 2020, we conducted a
field test of a survey of care experiences among patients from
32 geographically diverse SIPs across the United States
(Northeast (6), South (7), Midwest (8), West (9), and national
(2 programs operated in all four regions)). There is no stan-
dardized national definition or directory for SIPs. Therefore,
to identify programs for participation in the field test, we
compiled a master list of programs that had been previously
identified as providing care to the seriously ill.7 Programs
were eligible to be recruited for the field test if they provide
medical care in patients’ homes; almost all of these programs

provide after-hour access to care either by phone or in person
and have either a physician or a nurse practitioner on the
team who makes home visits.

Adults (18 years of age or older at the time the sample was
selected) within each program were eligible to be sampled if
they received care at a private home or assisted living facility
and had been receiving care from the program for 3 to 24 months
as of the date the sample was selected. The survey was designed
to be completed by the patient, or if needed, a proxy respondent
(i.e., family caregiver). Patients were randomly assigned to
mail-only or mixed (mail with telephone follow-up) survey
mode. The survey was available in both English and Spanish.
The study was approved by the RAND Corporation’s Human
Subjects Protection Committee, which serves as RAND’s IRB.

Survey instrument and evaluative measures

The field test survey instrument contained 56 items that
assessed several aspects of serious illness care, with seven
quality measures derived from the survey, including five com-
posite measures (Communication, Care Coordination, Help for
Symptoms, Planning for Care, and Support for Family and
Friends) and two single-item global measures (Overall Rat-
ing of the Program and Willingness to Recommend the
Program; see Appendix Table A1). Description of the de-
velopment and validation of these measures is available
elsewhere,7 and final, more concise versions of the survey
instrument are available free online.8

Responses for all evaluative items were transformed from
the original response scale to 0/100 values using top-box
scoring. Top-box coding is widely used in public reporting
initiatives to promote ease of comprehension by consumers;20

it classifies the response corresponding to the best quality as
100 (e.g., ‘‘always’’) and all others as 0, with the exception that
for the overall rating item, both 9 and 10 are classified as top
box.21 Tailored nonapplicable responses (e.g., ‘‘I do not take
any medicines’’) are removed from the denominator.

Case-mix adjustment variables

We identified patient characteristics that are exogenous to
the care provided by the program and both strongly predict
survey measure scores and impact program scores for at least
one outcome measure. Table 1 describes characteristics of
respondents.

Administrative data provided by the SIPs contained in-
formation about the patient’s sex, age, and primary diagnosis.
Survey response data contained information about the pa-
tient’s education, language spoken at home, and self-reported
ratings of mental health, physical health, and functional sta-
tus. We developed a functional status measure that combined
two survey items assessing the respondent’s self-reported
ability to get out of bed and ability to leave home. In keeping
with adjustments for other patient experience surveys, we
also created a variable for whether a proxy assisted with
completion of the survey on behalf of the patient, using a
categorical variable indicating whether and how the proxy
helped (‘‘proxy answered questions,’’ ‘‘proxy helped in an-
other way,’’ and ‘‘survey was completed by patient and not a
proxy’’).16,22 The proxy respondent variable captures sever-
ity of illness and/or cognitive impairments, and thus may be
correlated with other adjustors, such as primary diagnosis and
self-reported functional status.
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We also considered ‘‘response percentile,’’ defined as the
rank-ordered time between initiation of survey administra-
tion and response for each respondent relative to all eligible
patients within program and mode, scaled from 0 to 1. This
quantity captures both the program response rate (RR) and
how soon a person responded compared with others in the
same program and mode.23–25

Statistical methods

We used linear regression models to estimate the effect of
each potential case-mix adjustor on the survey measure
scores and assessed whether the regression coefficient asso-
ciated with the adjustor was statistically significantly differ-
ent from zero. We also evaluated the impact of each adjustor
on program-level scores by comparing the program-level
scores with and without the adjustor of interest.

We first fit regression models where the outcomes were the
composite scores or global rating items and the predictors
included all candidate case-mix adjustor variables, mode of
survey administration (mail-only vs. mixed mode), and pro-
gram fixed effects. Mode of survey administration has been
shown to affect responses to patient experience surveys.10,19

The regression coefficients can be interpreted as the average
effect of each patient characteristic on outcomes within a
program. We identified the adjustors that were statistically
significantly predictive of at least one outcome ( p < 0.01) and
interpreted the effect of each adjustor on assessments.

To evaluate the impact of each case-mix adjustor on ad-
justments, we fit a series of models that removed one can-
didate adjustor at a time. For each composite score and global
rating item, we calculated the correlation between the ad-
justed program-level scores from the full models and the
adjusted program-level scores from the models that left out
the case-mix adjustor variable of interest, assuming each
program had population-average case-mix and mode of sur-
vey administration. Adjusted program scores were generated
for each item using the estimated regression coefficients and

the characteristics of respondents in the program. The
quantity 1 - r2 represents the proportion of variance in the
adjusted scores marginally associated with adjustment for
that variable and indexes each adjustor’s marginal impact on
program-level scores. Only characteristics that vary among
programs and predict patient responses affect program-level
scores.

We additionally reported Kendall’s tau, t, a rank-based
measure of correlation (-1 to +1) that can be used to calculate
p = (1 - t)/2, which can be interpreted as the chance of mis-
takenly ranking one program as better than the other without
adjustment, or the proportion of pairs of programs whose
relative rankings are reversed by adjustment. Thus, t = 1 in-
dicates that adjustment has no effect on relative rankings, and
t = 0.8 indicates that there is a 10% chance that one program
will be mistakenly ranked as higher than another (without
adjustment).

Our recommended set of case-mix adjustors included all
variables that were statistically significantly associated with
respondent evaluations ( p < 0.01) and which have an impact
(1 - r2) of at least 1% for one or more outcome measures. To
determine the final case-mix adjustment (CMA) model, we
also incorporated feedback from our team’s expert advisors
regarding variables that did not meet these empirical criteria,
but which are important for face validity. For example, if
people think that patients with poor function tend to give
lower ratings and/or tend to report negative experiences, fa-
cilities with many such patients may think they are being
unfairly evaluated unless there is an adjustment for the pro-
portion of such patients in each facility, irrespective of em-
pirical evidence of impact. Once we identified an appropriate
CMA model, we determined the overall impact of adjustment
on program scores by comparing case-mix adjusted program-
level scores to those not adjusted for case-mix.

Results

Of the 6481 patients sampled, 271 (4.2%) were determined
to be ineligible after sampling. There were 2263 eligible re-
spondents, for an overall 36.4% RR (30.4% in mail-only
mode and 42.5% in mixed mode). The average number of
respondents per program was 71.

An initial multivariate model that adjusted for all candi-
date CMA variables simultaneously was used for first-stage
empirical screening (results not shown). Based on input
from the team’s expert advisors and given wide variability
in the distribution of functional and health status across
SIPs, we included in this model but excluded from empirical
screening both self-rated physical health and functional
status for the sake of face validity. For all other variables,
we required that a candidate predictor be statistically sig-
nificant with at least one of the seven outcomes at the 0.01
significance level. Sex was not significant for any outcome
and was excluded on this basis.

The Appendix Table A2 provides the regression coeffi-
cient estimates and standard errors from a multivariate model
that included all the proposed candidate adjustors, but sex.
Directions of association were generally similar to what has
been seen previously in the patient experience literature.11

Response percentile was significantly negatively associated
with assessments for two of seven outcomes (Communication
and Care Coordination). Education was only significantly

Table 1. Characteristics of Respondents

Characteristic
Respondents

(N = 2263) (%)

Sex
Female 58.4
Male 41.6

Age
18–54 4.4
55–64 9.4
65–69 7.2
70–74 10.6
75–79 12.4
80–84 17.2
85–89 19.5
90 or older 19.4

Primary diagnosis
Cancer 13.6
Alzheimer’s or dementia 9.4
Other 77.1

Percentages calculated excluding missing values as all variables
had negligible missingness.
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associated with overall rating (negatively); age was signifi-
cantly associated with two outcomes (negatively, which is
atypical).11 Diagnosis was significant for two outcomes
(Help for Symptoms and Planning for Care). For these out-
comes, compared to all other diagnoses, cancer diagnosis was
associated with significantly more positive assessments and
Alzheimer’s and other dementia was associated with signif-
icantly more positive assessments for Help for Symptoms.

Language was borderline significantly associated with
one outcome ( p = 0.01 for Planning for Care, with Spanish
language associated with more negative assessments). Proxy
use was significant for four outcomes, with both proxy re-
sponse and other help from a proxy being associated with
more positive responses compared to no proxy. Those with
poor function tended to respond more negatively (although
functional status was only significant for Care Coordination).
Self-rated physical health was not significantly associated
with any outcome. Self-rated mental health was significantly
associated with five of the outcomes; better ratings of men-
tal health were generally associated with more positive as-
sessments.

Regression coefficients estimate the tendency of respon-
dents to respond more positively or negatively and are used to
calculate the adjustments to top-box scores. For example,
patients with more than a four-year college degree were 9%
less likely to provide the top-box response for overall rating

compared to those with a high school degree or graduate
equivalency degree. The adjustments exactly counteract the
differences in response tendency so that the same level of
performance results in the same score, irrespective of pa-
tients’ characteristics.

To determine which case-mix variables should remain in
the model, we calculate the impact of an adjustor as 1 - r2. All
candidate adjustors subject to empirical screening meet the
criteria of statistical significance for at least one outcome at
the 0.01 level, in addition to 1 - r2 of at least 1% for at least
one outcome, except language. We therefore recommend
excluding language from the final set of case-mix adjustors.

Retaining self-rated physical health and functional status
for face validity (as noted above), our final recommended
set of case-mix adjustors consists of age, education, response
percentile, primary diagnosis, proxy respondent, and self-
reported functional status, physical health and mental health
(Box 1). Table 2 contains the impact measure values for these
variables. Larger values in Table 2 indicate that an adjustor
plays a large role. Age was the most important adjustor overall,
followed by diagnosis. Values indicate the proportion of
variance in patient-level scores that are uniquely associated
with a given predictor, with 3% indicating a moderate impact
(impact values exceed 3% for age on two measures, diagnosis
on one measure) and 1% indicating a small impact.

Table 3 summarizes the impact of adjustment with all vari-
ables proposed for the CMA model (‘‘full adjustment’’) on
each outcome of interest. Full adjustment has the most impact
on Help for Symptoms, with 12% of pairs of programs having
their relative rankings reversed by adjustment and 10% of the
variance in program scores attributable to extraneous factors
controlled for by the case-mix adjustment model.

Mixed mode of survey administration is associated with
slightly more positive assessments than mail-only adminis-
tration for most outcomes (Appendix Table A2). However,
when this survey is deployed, survey mode will be a choice
that affects a program’s entire sample (whereas in this ex-
periment, it is a randomized at the patient level within pro-
grams), so survey mode will have a larger impact on scores
than is suggested by these patient-level results.

Table 2. Impact of Each Case-Mix Adjustor on Program-Level Scores

Variable removed Communication
Care

coordination
Help for
symptoms

Planning
for care

Support
for family

and friends

Overall
rating
of the

program

Willingness
to recommend
the program

Mean
impact

Age 1.0 3.2 2.3 3.4 0.5 0.4 1.3 1.7
Diagnosis 0.7 0.2 3.9 1.3 0.5 0.6 0.3 1.1
Proxy respondent 0.6 0.6 1.2 0.8 2.3 0.1 0 0.8
Self-rated mental

health
0.4 0.6 1.8 0.4 0.6 0.7 0.2 0.7

Response percentile 1.5 0.6 0.2 0 0.7 0.3 0 0.5
Education 0 0.3 0.3 0.4 0.7 1.2 0 0.4
Functional status 0.2 0.5 0.2 0.1 0 0.3 0.1 0.2
Self-rated physical

health
0.1 0.1 0.2 0 0 0.2 0.1 0.1

Quantities shown represent the percent of adjustment attributable to each variable.
Correlations were calculated restricting to only those programs with 10 or more respondents (28 out of 32 programs). Leave-one-out

impact measures were generated from adjusted program scores that adjust for all variables in table and include program fixed effects.
Adjusted program scores were generated assuming each program had population-average case-mix and mode of survey administration.
Table shows results for final set of recommend case-mix adjustors only.

Box 1. Final Recommended Variables

for Case-Mix Adjustment

Case-mix adjustors

Age
Education
Response percentile
Primary diagnosis
Proxy respondent
Self-reported functional status
Self-rated physical health
Self-rated mental health
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The effect sizes for mixed mode are 0.42 (Help for
Symptoms), 0.28 (Care Coordination), 0.25 (Planning for
Care), 0.16 (Support for Family and Friends), 0.10 (Com-
munication), -0.04 (Overall Rating), and 0.04 (Willingness
to Recommend) program-level standard deviations (Elliott
et al.),10 where 0.2 and 0.5 are small and medium, respec-
tively (Cohen, 1988).26 Given that mixed mode results in
higher scores to an appreciable extent, we recommend ad-
justing for mode of survey administration when comparing
programs that administer the survey in different modes.10

Discussion

To ensure that comparison of program scores is fair across
SIPs, scores should be adjusted for patient-level variables,
which influence patients’ reports about care quality, but are
not under the control of the program administering care. We
identified patient-level variables that are significantly asso-
ciated with respondent evaluations within programs and have
a meaningful impact on program-level scores for at least one
outcome measure. The adjustors that had the most impact on
program-level scores were age, primary diagnosis, and proxy
respondent.

In general, older respondents responded more negatively.
This result differs from the trend observed in the Consumer
Assessment of Healthcare Providers and Systems Hospital
Survey and on Medicare beneficiaries,27,28 in which older
patients responded more positively, as well as the finding that
older adults generally report more positive experiences with
their medical care and health plan services.9 However, pa-
tients in the SIPs participating in our field test tended to be
much older than respondents to other CAHPS surveys (nearly
2 in 5 survey respondents were 85 years of age or older), so
the oldest age categories in this analysis are not necessarily
well represented in other surveys.

We found that diagnoses of cancer and Alzheimer’s or
other dementia were associated with more positive as-
sessments than diagnosis of a range of other health condi-
tions, and use of a proxy respondent was associated with
more positive responses than when patients completed the
survey themselves. In contrast, use of proxy respondents
was found to be associated with less positive assessments of

care for Medicare.16 Those with poor function tended to
respond more negatively, and those with better ratings of
mental health responded more positively, consistent with
the findings that better health status and mental health are
associated with more positive assessments.10,29 We found
that speaking Spanish was associated with more positive
assessments.

While mode of survey administration was not a statisti-
cally significant predictor of patient assessments for any
outcome variable, use of mixed-mode administration was
associated with more positive (but not significant) assess-
ments for five of the seven outcomes. If the survey is im-
plemented in accountability initiatives in which SIPs can
select the mode of administration, adjustment for mode
should be carefully considered to ensure that program-level
decisions regarding mode of administration do not result in
unfair comparisons across programs. In addition, since mode
is likely to be the same for all patients within a given program
when the survey is implemented, rather than randomized at
the patient level, the choice of mode will have a larger impact
on program-level scores.

To increase awareness around disparities and incentivize
high performance on vulnerable patient subgroups, we rec-
ommend pairing case-mix adjustment with stratified public
reporting of scores by patient subgroups, such as functional
status and primary diagnosis.

Our study has several limitations. Although we developed
a comprehensive list of SIPs based on numerous sources,
there exists no complete list of these programs, and not all
programs approached agreed to participate; therefore, pro-
grams in our field test may not be representative of all
those who provide home-based serious illness care across
the United States. Another limitation relates to the variables
available for case-mix analyses. Additional information re-
garding patient diagnosis and primary payer for services may
be useful to further refine the CMA model.

As public and private sector initiatives that aim to extend
care to seriously ill individuals expand, case-mix adjusted
quality measurement is critical for fairly comparing pro-
grams that provide these services and assessing quality of
care over time, particularly as the characteristics of patients
served evolve.

Table 3. Overall Impact of Adjustment

Measure

Percent of variance
in program level

scores due to adjustment
Kendall’s

Taua

Percent of pairs
of programs that switch

rankings with adjustment

Communication 5 0.88 6
Care coordination 6 0.86 7
Help for symptoms 10 0.76 12
Planning for care 8 0.81 10
Support for family and friends 6 0.85 8
Overall rating of the program 5 0.89 6
Willingness to recommend the program 3 0.93 4

aKendall’s tau is interpreted as the proportion of pairs of programs whose relative rankings would be reversed by adjustment. The
percentage of pairs of programs that would switch rankings because of adjustment is calculated as (1 - t)/2%, where t is the value of
Kendall’s tau. Correlations and Kendall’s tau were calculated restricting to only those programs with 10 or more respondents (28 out of 32
programs). Fully adjusted program scores were constructed from models that adjust for the final set of recommend case-mix adjustors and
survey mode, and include program fixed effects. Adjusted program scores were generated assuming each program had population-average
case-mix and mode of survey administration. Unadjusted program scores were constructed from models that adjust for survey mode and
include program fixed effects.
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Conclusion

To ensure that comparison of program scores is fair, SIPs’
quality measure scores should be adjusted for patient-level
variables that influence patients’ reports about care quality,
but are not under the control of the program administering
care, as well as mode of survey administration. Age, primary
diagnosis, self-rated mental health, and proxy respondent
were the case-mix adjustors with the most impact on
program-level scores, but we also recommend adjusting for
response percentile (a measure of how soon a person re-
sponded compared with others in the same program and
mode), age, education, primary diagnosis, proxy respondent,
and self-reported functional status and physical health.
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Appendix Table A1. Composite and Global Quality Measures for Serious Illness Programs, with Average

Unadjusted Person-Level Top-Box Scores Across All Field Test Respondents

Quality measures Response options Top-box

Average
person-level

top-box score

Communication
In the last three months, how often did people from

this program spend enough time with you when they
visited?

Never/Sometimes/
Usually/Always

Always 72.8%

In the last three months, how often did people from
this program explain things to you in a way you
could understand?

Never/Sometimes/
Usually/Always

Always 77.3%

In the last three months, how often did people from
this program listen carefully to you?

Never/Sometimes/
Usually/Always

Always 81.7%

In the last three months, how often did you feel that
people from this program cared about you as a
whole person?

Never/Sometimes/
Usually/Always

Always 80.8%

In the last three months, how often did you feel heard
and understood by people from this program?

Never/Sometimes/
Usually/Always

Always 72.6%

Care coordination
In the last three months, how often did people from

this program seem to know the important
information about your medical history?

Never/Sometimes/
Usually/Always

Always 67.7%

In the last three months, did someone from this
program talk with you about the care or treatment
you get from your other doctors or health care
providers?

Yes, definitely/Yes,
somewhat/No

Yes, definitely 58.5%

In the last three months, did someone from this
program talk with you about all the medicines you
are taking?

Yes, definitely/Yes,
somewhat/No/I do
not take any
medicines

Yes, definitely 76.6%

In the last three months, did someone from this
program talk with you about how to get help with
everyday activities?

Yes, definitely/Yes,
somewhat/No/I did
not want to talk with
this program

Yes, definitely 45.5%

In the last three months, when you contacted this
program between visits, did you get the help you
needed?a

Yes, definitely/Yes,
somewhat/No

Yes, definitely 79.9%

Help for symptoms
In the last three months, did you get as much help as

you wanted for your pain?a
Yes, definitely/Yes,

somewhat/No/I did
not want help for my
pain

Yes, definitely 55.8%

(Appendix continues)
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Appendix Table A1. (Continued)

Quality measures Response options Top-box

Average
person-level

top-box score

In the last three months, did you get as much help as
you wanted for your breathing?a

Yes, definitely/Yes,
somewhat/No/I did
not want help for my
breathing

Yes, definitely 63.7%

In the last three months, did you get as much help as
you wanted for your feelings of anxiety or sadness?a

Yes, definitely/Yes,
somewhat/No/I did
not want help for my
anxiety or sadness

Yes, definitely 47.8%

Planning for care
Did someone from this program ever talk with you

about what you should do during a health
emergency?

Yes, definitely/Yes,
somewhat/No

Yes, definitely 61.7%

Did someone from this program ever talk with you
about what is important in your life?

Yes, definitely/Yes,
somewhat/No

Yes, definitely 48.9%

Did someone from this program ever talk with you
about what your health care options would be if you
got sicker?

Yes, definitely/Yes,
somewhat/No

Yes, definitely 45.5%

Support for family and friends
In the last three months, did the people from the

program involve your family members or friends in
discussions about your health care as much as you
wanted?a

Yes, definitely/Yes,
somewhat/No

Yes, definitely 70.9%

In the last three months, did your family members or
friends get as much emotional support as they
wanted from this program?a

Yes, definitely/Yes,
somewhat/No/My
family members or
friends did not want
emotional support
from this program

Yes, definitely 64.8%

Overall rating of the program
Using any number from 0 to 10, where 0 is the worst

care possible and 10 is the best care possible, what
number would you use to rate your care from this
program?

0, 1, 2, 3, 4, 5, 6, 7, 8, 9,
10

9 and 10 71.2%

Willingness to recommend the program
Would you recommend this program to your friends

and family?
Definitely Yes/Probably

Yes/Probably No/
Definitely No

Definitely Yes 70.6%

Scores reflect average unadjusted person-level top box scores.
aA screening question(s) determines whether this evaluative survey question is applicable to the respondent.
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