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Abstract 

 
The Primary Care Satisfaction Survey for Women (PCSSW) is a new tool to assess women’s satis-
faction with primary care.  The instrument was developed and tested with research contracts and 
grants to a consortium of three academic centers from the Department of Health and Human Ser-
vices, Office on Women’s Health; and from the Agency on Healthcare Research and Quality 
(AHRQ).   
 
The PCSSW is now available for use in health services research and routine quality of care assess-
ment by medical practices. This Manual was developed to guide the use of the instrument and pro-
vide key information on its development and validation. A full report of the latter is available in a 
forthcoming scientific publication by Hudson Scholle, Weisman, Anderson, et al, Women’s Health 
Issues, April, 2004.  Benchmarking against the pooled National Centers of Excellence in Women’s 
Health (CoE) data is available by arrangement so that scores may be compared to performance of 
designated women’s health centers under the Office of Women’s Health program. 
 
The PCSSW contains three discrete and interpretable scales: satisfaction with Communication dur-
ing the visit (9 items); Administration and Office Procedures at the visit (5 items); and satisfaction 
with Care Coordination and Comprehensiveness over the past 12 months (10 items).  Developed 
through careful qualitative work involving women of diverse social and health characteristics across 
the country, the PCSSW demonstrates factor invariance across subgroups of women defined by age 
group and  by race/ethnicity; strong psychometric properties in the field test; and added explanatory 
power compared to generic satisfaction measures.   
 
The content of the PCSSW differs from existing satisfaction tools in several ways.  The items cover 
a range of primary care services and experiences and a number of topics specific to women or of par-
ticular concern to women.  The items also address both a specific visit, and care coordination and 
comprehensiveness during the past year.  Because many women seek health care from more than one 
professional or site, the latter component of the PCSSW is particularly innovative.  The Care Coor-
dination and Comprehensiveness Scale contains the most new content and also demonstrates consis-
tently high performance across the validity assessments.  The Communication Scale also performs 
well.  However, both of the visit-specific scales, the Communication Scale and the Administration 
and Office Procedures Scale, are more like the interpersonal and technical aspects of quality tapped 
in generic tools such as the Medical Outcomes Study (MOS) Visit Satisfaction Scale. The PCSSW 
adds sensitivity to satisfaction measurement and can be useful in evaluations of the quality of pri-
mary care and in quality improvement programs. 
 
To date, the PCSSW has been used in two multi-center studies assessing patient satisfaction in dif-
ferent organizational settings for women’s primary care.  In a 10-site survey of women veterans 
served in Veterans Administration (VA) women’s clinics compared with traditional VA primary 
care clinics, the draft version of the PCSSW was used to provide satisfaction scores in five domains 
identified in the focus groups: getting care; privacy and comfort; communication; complete care; and 
follow-up care.  In adjusted comparisons, women served in VA women’s clinics reported signifi-
cantly higher satisfaction on all five domains (Bean-Mayberry et al., 2003).   In the national evalua-
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tion of the quality of care in the clinical care centers of the CoEs, the Care Coordination and Com-
prehensiveness scale of the PCSSW was used in comparisons between patients served in the CoEs 
and patients in community comparison samples. In adjusted comparisons, women who were patients 
in the CoEs received more preventive and counseling services and had higher satisfaction than 
women in the community, with a moderate effect size (Cohen’s d of 0.449) (Anderson et al. 2002).  
Both of these projects demonstrate that the PCSSW is useful for evaluating patient satisfaction in 
diverse primary care settings, including programs designed for women. 
 
The combination of the original psychometric development and the replication analysis provide 
strong evidence that the PCSSW scales are psychometrically valid and reliable and add value over 
existing generic patient satisfaction measures. The PCSSW is not intended to replace generic satis-
faction surveys; instead, it is a focused tool to assess women’s health care issues. The PCSSW may 
be used in either self-administered or telephone formats, and it represents an important new ap-
proach for measuring women’s satisfaction levels with their primary care in both traditional and 
women-specific health settings.  
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I.   INTRODUCTION 
 
Today, most health care programs use patient satisfaction surveys to assess the quality of care from 
patients’ perspectives.  Many surveys are available, some focusing on satisfaction with a specific 
health care visit or inpatient episode, and some focusing on health care received over a period of 
time.  A key example of the latter is the Consumer Assessment of Health Plans Study (CAHPS) sur-
veys, which are used by the National Committee for Quality Assurance in the assessment of quality 
of care received in managed care plans during the past year (Hays et al. 1999).  Available patient 
satisfaction surveys, however, were designed for use in general patient populations and were not in-
tended to focus on primary care issues for women (Weisman et al. 2001).  
 
Women’s primary care is characterized by the structural fragmentation of reproductive and general 
health care, resulting in many women using two physicians (a generalist and an obstetrician-
gynecologist) for their regular health care.  In addition, there are numerous clinical guidelines for the 
provision of a range of preventive services specific to women (e.g., Pap smears, mammograms, os-
teoporosis screening), and research has identified some specific patient-provider communication is-
sues in women’s primary care (e.g., better communication on sensitive topics when the provider is 
female).  Because generic patient satisfaction tools are designed to be applicable to all patients re-
gardless of gender, they may not be sensitive to women’s concerns about these issues.  As one ex-
ample, the CAHPS adult survey contains questions asking respondents if they “have one person you 
think of as your personal doctor or nurse [emphasis added]” and if they have seen “specialists” in the 
last 12 months; these questions do not provide an opportunity for women to report two regular phy-
sicians (a generalist and an obstetrician-gynecologist), and the question about specialists does not 
include obstetrician-gynecologists in its definition of what a specialist is.  As a consequence, those 
women who rely on two physicians for their regular health care, or who view their obstetrician-
gynecologist as their “personal” physician rather than a “specialist,” may find these questions to be 
confusing or ambiguous, with unknown effects on their responses. 
 
It is important to recognize that the argument for a women-specific patient satisfaction survey tool is 
not based on any assumptions about women being more or less satisfied with their health care than 
men.  In fact, most research finds no significant mean differences between women and men on ge-
neric patient satisfaction tools (Hall and Dornan 1990), although some studies find different predic-
tors of satisfaction for women and men (Kolodinsky 1997; Weisman et al. 2000; Weisman et al. 
2001).  Furthermore, we are not attempting to develop a tool that would enable us to discern gender 
differences in primary care satisfaction.  Rather, we were interested in developing a better measure 
of women’s primary care satisfaction.  The rationale is that existing patient satisfaction tools may be 
inadequate for measuring women’s satisfaction with alternative models of care delivery or quality 
improvement initiatives because generic instruments do not tap into the structure of women’s pri-
mary care and neglect some aspects of the process of women’s health care.   A tool that captures 
these dimensions is needed for studies and quality improvement activities in women’s primary care. 
 
An alternative approach would have been to develop a set of targeted items specific to women (i.e., 
not applicable to men) that could be appended to a generic patient satisfaction survey.  This is the 
approach taken in the CAHPS surveys, for example, where special items have been developed for 



 6

Medicaid recipients, children, and persons with specific health conditions.  The problem with this 
approach is that it would direct attention only to issues that are unique to women (e.g., reproductive 
health services) and would not permit reframing existing items to be more sensitive to women’s 
overall experiences.   
 
 
SUMMARY OF THE SCALE DEVELOPMENT   
 
The PCSSW was developed as a stand-alone survey in that it encompasses both generic and woman-
focused aspects of patient satisfaction.  The original scale construction employed factor analytic 
methods and item response theory (IRT) to select the final version of the PCSSW (Horn 1965; Hu 
and Bentler 1995; Kaiser 1970; Samejima 1997; Velicer 1976).  First, an exploratory factor analysis 
was performed on half of the sample selected at random (with the remaining half serving as a test set 
in the confirmatory analyses described below).  Because the items stemmed from different content 
domains, the analyses were conducted separately for items referring to a specific visit and for items 
referring to care over the past year.  Four items with excessive missing values or excessive skewness 
were removed before these analyses were conducted:  (1) the health professional’s ability to make 
me feel comfortable during a gynecological (pelvic) exam, (2) the health professional’s comfort talk-
ing about sensitive issues like sexuality, (3) the health professional’s comfort talking about natural 
or alternative therapies, and (4) child care here if I need it. 
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II.  Validation in the AHRQ Funded Study (Original Sample) 
 
The study consisted of a survey of 1,202 women making primary care visits at sites affiliated with 
the three participating health centers. The women completed self-administered questionnaires in the 
sites before and immediately after a primary care visit. 
 
Survey data were collected at primary care sites affiliated with the University of Michigan, the Uni-
versity of Pittsburgh, and Wake Forest University. These sites were selected to produce a diverse 
sample in terms of geographic region, population density, patient demographics, clinical setting (ob-
stetrics/gynecology, internal medicine and family medicine) and staffing (residents, primary care and 
specialist physicians, and advanced practice nurses or physician assistants). 
 
2.1  Sample.  Women were eligible to participate in the study if they were ages 18 and over, English-
speaking, not known or suspected to be cognitively impaired, able to complete the questionnaire 
without assistance or proxy, and making a primary care visit at the time of the survey.   We defined a 
“primary care visit” as a visit for a routine checkup, gynecological exam, prenatal care, acute care, 
or routine follow-up care with a doctor or other independent practitioner (advanced practice nurse or 
physician assistant).  Excluded were emergency visits and expedited visits to drop off a lab specimen 
or to receive a single procedure such as a flu shot, allergy shot, or contraception injection.  The sam-
ple characteristics are provided in Table 1. 
 
The principal factor method with squared multiple correlations as prior communality estimates was 
used to extract the factors, and an oblique solution was obtained using the Promax factor rotation 
technique.  The number of factors to retain was investigated by examining the scree plots, using 
Horn’s parallel analysis criterion (Horn 1965), conducting Velicer’s minimum average partial pro-
cedure (Velicer 1976), and noting the number of eigenvalues above the average value.  Next, an item 
elimination and selection process was performed for each factor in order to develop indicative 
scales. Items were assessed by considering the magnitude of their factor loadings, assessing the 
item-total correlation, and fitting Samejima’s graded IRT model (Samejima 1997) to each set of 
candidate items that were determined to be indicative of a scale.   
 
2.2   Explained Variance.  The two oblique factor solutions explained approximately 70% of the 
variance in the dataset.  Ten items produced standardized loadings greater than .50 on the first fac-
tors, the majority of which were directed at some aspects of the communication to and from the 
health professional. The highest loadings were directed at the ability of the health professional to 
speak clearly, with slightly lower loadings being produced by items related to listening and taking 
seriously communication from the patient.  Some peripheral loading was produced by items more 
related to the communication within the practice, such as knowledge of the patient medical history.   
Taken together, this pattern of loading suggests that the factor be labeled communication.  Five 
items produced loadings greater than .50 on the second factor.  All of these items were clearly di-
rected at the quality of the administrative staff and office procedures.  One item, directed at the 
chance to talk with the health professional fully clothed, produced marginal loadings on both factors. 
The single item suggests a relevance in the scales, but that there were not enough similar items in the 
factored pool to create its own factor. 
For the items pertaining to health care during the past year, the eigenanalysis suggested that a single 
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factor best described the correlation matrix.  This factor explained about 64% of the total variance in 
the item set.  Ten items were removed because they produced lower factor loadings, had lower dis-
criminating ability or inferior psychometric properties.  However, several items that we considered 
to be critical for the content validity of the scale based on our focus groups were retained despite 
their marginal performance in the psychometric tests. Finally, ten items were combined to form the 
Care Coordination and Comprehensiveness Scale.   
 
A summary of results for the exploratory factor analysis are presented in the Results section. 
 
2.3   Confirmatory Factor Analysis.  Having settled on the items for each scale, a confirmatory factor 
analysis was performed on both the random half of the sample used in the exploratory factor analysis 
and the remaining test sample. This showed that the factors explained 70% of the total variance in 
the visit-specific items and 66% of the variance for the past-year items.  The Tucker and Lewis reli-
ability coefficient was 0.94 for the visit-specific item set and 0.86 for the past-year item set, suggest-
ing excellent to good model fit.  Comparison of the factor loadings from the initial sample to the test 
sample provided evidence that the factors were stable, although the second factor loadings for the 
visit-specific item set exhibited a relative alteration, suggesting that reliabilities may be lower for 
this scale than the other. 
 
Factor analytic methods and item response theory (IRT) were used to identify the factor structure of 
the PCSSW and to select items based on their performance.  After scales were constructed, bivariate 
analyses and multiple regression techniques were used to examine the associations between PCSSW 
scales and other variables in order to assess the validity of the PCSSW.  Convergent validity, dis-
criminant validity, and predictive validity were examined.  To determine whether the PCSSW adds 
in explanatory power to generic satisfaction surveys, the relationship of the PCSSW and standard 
satisfaction measures (the MOS Visit Satisfaction scale and the CAHPS rating of overall health care) 
was examined.  
 
2.4  Construct Validity.  To assess the validity of the PCSSW scales, several analyses were con-
ducted.  For each PCSSW scale and two comparison generic patient satisfaction measures (the MOS 
Visit Satisfaction scale and a CAHPS overall rating item, described below), we present the mean and 
range.  In addition, for the PCSSW and MOS scales, we show the percent with the highest possible 
rating (as a measure of a potential ceiling effect) and the coefficient alpha as a measure of internal 
consistency and reliability.  To assess convergent validity with existing generic patient satisfaction 
tools, we calculated the correlation of the PCSSW scales with the MOS scale (a visit-specific scale) 
and the CAHPS item (which refers to care during the past year), using unadjusted Pearson correla-
tions. To assess discriminant validity, we computed means for each of several known groups (ad-
justed for site, age, and perceived health status) and p-values from t-tests comparing the means.  In 
addition, we present the proportion of variance in the criterion item explained by the satisfaction 
item, as measured by eta-squared (η2). Eta-squared is the proportion of the sum of squares attribut-
able to the criterion variable divided by the total corrected sum of squares (Becker 1999).  An eta-
squared close to 0 implies that the two groups are difficult to distinguish, and an eta-squared close to 
1 implies a clear difference between the two groups.  Predictive validity was assessed the same way. 
 
To compare the PCSSW scales’ ability to capture the variance in satisfaction to the generic MOS 
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Visit Satisfaction Scale, we conducted linear regressions with the overall visit quality rating and the 
CAHPS rating of the overall quality of care during the past year as the dependent variables.  In the 
regression models, we first entered site and patient covariates (age, race/ethnicity, education, per-
ceived health status) and then the satisfaction scales, with separate regressions for the generic MOS 
Visit Satisfaction Scale and for the PCSSW scales.  The p-value and proportion of the variance ex-
plained represents the contribution of each satisfaction scale.  The following measures were used to 
assess the construct validity of the PCSSW. 
 

• Generic satisfaction tools.  We used three generic measures of satisfaction with outpatient 
care for our convergent validity comparisons: the MOS Visit Satisfaction scale, the rating of 
all health care during the past year from the CAHPS, and a single item on visit satisfaction. 

 
• The MOS Visit Satisfaction scale consists of nine items tapping multiple dimensions of care 

(e.g., access, time spent with provider, communication, technical quality, interpersonal qual-
ity) as well as a rating of the overall visit.  It uses a 5-point excellent-to-poor response set 
(rated 5 to 1) that is summed to give a score.  The instrument has been widely used in re-
search on primary care and has been found to discriminate between types of practice settings 
and health plans and to predict such outcomes as returning for follow-up care and whether 
patients will change physicians within six months (Davies and Ware 1991; Rubin et al. 
1993).   

 
• The CAHPS item asks respondents to rate “all of your health care in the last 12 months from 

all doctors and other health professionals at this office or clinic.”  The item is rated on a 
scale from 0 (worst health care possible) to 10 (best health care possible).  This item is used 
for benchmarking satisfaction in health plans and typically is reported as percent of enrollees 
who rate their plan with a score of 8 or higher (NCQA 1998).  In the context of this project, 
this item reflects the woman’s overall assessment of the quality of care at the site in the past 
year. 

 
• Continuity of care.  Having a regular source of health care or a regular provider (i.e., site and 

provider continuity) is known to be associated with higher levels of patient satisfaction 
(Aharony and Strasser 1993; Cleary and Mc Neil 1988; Donaldson 2001).  Measures of these 
constructs were used to define known groups for assessment of discriminant validity.  
Women’s patterns of continuous care at the site and with a regular health care professional 
were measured as follows:  (1) for those using the site as their usual source of care, having 
longer tenure at this site (two years or longer), versus shorter tenure (less than two years); 
and (2) for women who have a regular health care professional, seeing the regular health pro-
fessional at the visit, versus seeing another health care professional.    We hypothesized that 
women who had longer tenure at their usual source of care would have higher ratings on 
both the Communication and the Care Coordination and Comprehensiveness scales (as well 
as  the MOS Visit Satisfaction scale and the CAHPS rating).  We also hypothesized that 
women who saw their regular doctor on the day of the visit would have higher ratings on the 
Communication scale (as well as the MOS scale) compared with women who did not see 
their regular doctor (women without a regular provider were excluded). 
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• Comprehensiveness of care.  The comprehensiveness of preventive care, as an important as-
pect of the technical quality of care, was hypothesized to be associated with higher satisfac-
tion with care.  Although studies linking comprehensiveness of care with patient satisfaction 
are sparse, the hypothesis is supported by some literature (Cleary and McNeil 1988; Orlando 
and Meredith 2002; Schauffler et al. 1996; Sitzia and Wood 1997).  Three variables reflect-
ing comprehensiveness were defined for the discriminant validity analyses.  Comprehensive-
ness of preventive screening services was defined as the number of age-appropriate screen-
ing services provided at the visit.  For all women, these included blood pressure check, Pap 
smear, and physical breast exam.  For women ages 50 and over, mammogram, blood choles-
terol test, and colon cancer screening also were included.  The sum of services received was 
dichotomized for analysis: a high score was three or more services, and a low score was 0-2 
services. Comprehensiveness of preventive counseling was defined as the number of age-
appropriate counseling topics discussed during non-illness visits.  For all women, topics 
were: smoking or quitting smoking; nutrition or diet; physical fitness or exercise; alcohol or 
drug use; calcium intake and risk of osteoporosis; violence in the home or family or relation-
ship problems; sexual function or problems; work or financial problems; stress management; 
and alternative therapies, such as herbal products or massage therapy.  Additional topics for 
women ages 18-44 included preventing unwanted pregnancy or planning a pregnancy.  Addi-
tional topics for women ages 45 and older also included menopause or hormone replacement. 
The sum of counseling topics was dichotomized for analysis: a high score was counseling on 
at least one topic at the visit, and a low score was no counseling.   Finally, we asked women 
to rate the completeness of their visit: “At your visit today, did you get everything that you 
thought you needed?”  This was scored yes or no.   We hypothesized that women who had 
more comprehensive services based on each of these measures would have higher ratings on 
both visit-based and past-year measures of satisfaction. 

 
• Behavioral intentions.  Measures of behavioral intent are viewed as determinants of subse-

quent behavior and are often used in patient satisfaction studies as proxies for post-visit out-
comes when these outcomes cannot be observed directly.  Patient satisfaction has been found 
to be correlated with intention to return to the provider, adhere to providers’ recommenda-
tions, recommend the provider to others, and similar items (Aharony and Strasser 1993; 
Ware and Davies 1983; Ware and Hays 1988).  To assess predictive validity using behav-
ioral intentions, we asked women to respond “definitely yes,” “probably yes,” “probably 
not,” and “definitely not” to the following four questions: “Thinking about any health care 
advice or recommendations you received today from your health professionals do you plan 
to follow this advice?” “Based on your experience at this visit, do you plan to return to this 
office or clinic for care?” “Based on your experiences at this visit, would you want to see the 
same health care professional you saw today again?” “Based on your experiences at this 
visit, would you recommend this office or clinic to a family member or friend?”  We com-
pared satisfaction scores of women who rated each item “definitely yes” versus all other re-
sponses.  We hypothesized that women with definite intentions to follow the health profes-
sional’s advice from today’s visit and to want the same health care professional would have 
higher visit-based satisfaction scores.  Further, we expected that women with definite inten-
tions to return to the office or to recommend the office would have higher scores on both the 
visit-based and past-year ratings of satisfaction. 
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• Self-efficacy for preventive care.   We hypothesized that women who received higher quality 

preventive care and who were more highly satisfied with their care should have higher self-
efficacy for preventive care.  The relationship of satisfaction levels to health-related out-
comes has not been well studied (Aharony and Strasser 1993; Cleary and McNeil 1988), but 
a logical hypothesis for primary care is that a higher quality of both the technical and process 
aspects of care (especially communication between providers and patients) should result in 
both higher satisfaction levels and higher levels of patient knowledge and self-efficacy for 
health promotion and disease prevention. To measure self-efficacy for preventive care for as-
sessment of predictive validity, we used six items to measure how sure women were that 
they knew when to have a mammogram, when to have the next Pap smear, how often to do a 
breast self-exam, when to have the next gynecologic exam, when to get a cholesterol test, 
and the steps to take to prevent getting osteoporosis.   Each item was scored on a four-point 
scale from “very sure” (4) to “not at all sure” (1).  The items were summed.  Women who 
scored 20 or higher on this scale were compared with those with lower scores.  We hypothe-
sized that women with greater self-efficacy would have higher ratings on the PCSSW Com-
munication scale and the MOS scale. 

 
2.5   IRT. Items were assessed by considering the magnitude of their factor loadings, assessing the 
item-total correlation, and fitting Samejima’s graded IRT model (Samejima 1997) to each set of 
candidate items.  IRT is a method for characterizing the relationship between a person’s responses to 
specific survey items and her standing on an overall construct.  IRT models provide Item Character-
istic Curves (ICC), also referred to as trace lines.  These parametric curves describe the probability 
(on a scale of 0 to 1.0) that a particular respondent will choose a given item response category given 
her underlying satisfaction level, where satisfaction is conceptualized as an unbounded continuous 
latent variable with a mean of zero and a standard deviation of one.  By considering the parameters 
that define these curves, it becomes possible to discover items that discriminate poorly between re-
spondents with differing degrees of satisfaction.  Samejima’s model introduces constraints to the 
trace lines and assumes the item categories are on an ordinal scale.  The trace line for the lowest 
category will approach a probability of 1.0 as the respondent’s satisfaction level increases in the 
negative direction, and it will approach zero as the respondent’s satisfaction increases positively.  
Conversely, the trace line for the highest category will approach a probability of 1.0 as the level of 
satisfaction increases, and will approach zero as satisfaction decreases.  Categories in between are 
constrained to have trace lines that reach a peak and decrease to a probability of zero in either direc-
tion. 

 
The point where an item response category trace line would reach 1.0 at a particular level of satisfac-
tion indicates a high level of consistency between levels of a specific item response and satisfaction. 
 The ideal for ordinal response sets, like those in the PCSSW, would be for respondents with low 
satisfaction to have a high probability of selecting low category responses and for respondents with 
high satisfaction to have a high probability of selecting high category responses.  The set of parame-
ters that determine the trace lines are reported in Table 3.  The discrimination index (denoted as “a” 
in Table 3) is a measure of how well the item response continuum may differentiate levels of the la-
tent construct (satisfaction).  Items with low index values have substantial overlap among response 
category trace lines.  Items with high index values have trace lines with little or no overlap.   
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Other parameters derived from the trace lines are called location parameters (b), and the number of 
location parameters is equal to the number of response categories minus 1.  These location parame-
ters assess item difficulty, which is defined as the point along the measurement of the latent variable 
(satisfaction) where respondents are likely to choose a response.  By convention, the parameter “b1” 
denotes the point along the continuum for which there is a 50% probability of selecting the lowest 
response; “b2” denotes the place where there is a 50% probability of selecting either the lowest or 
next-to-lowest response; and so on (as shown in Table 3).  Thus, items with high b1 parameters are 
better at discriminating among respondents with low satisfaction.  
 
In addition to the ICC of the individual items, IRT modeling assesses the contribution of each item 
in determining the precision with which patient satisfaction can be measured.  Unlike classical test 
theory, in which precision is viewed as associated with item reliability, IRT views precision as a 
function of the level of the latent construct (satisfaction) itself and can be extracted from the IRT 
model by considering an information function plotted as an Information Curve.  The concept of “in-
formation” is akin to the certainty with which the underlying construct is being measured.  Satisfac-
tion items with high information, compared with satisfaction items with low information, contribute 
more to the certainty (precision) with which satisfaction is being measured within the scale.  The in-
formation of the overall scale is the reciprocal of the standard error of the estimate of theta.  At a 
given satisfaction level, items with higher information contribute more to the overall precision of the 
scale.  Information curves can be used to indicate which items are providing a high level of informa-
tion and therefore should be retained in the scale.  However, items with lower information are not 
necessarily candidates for removal because they provide at least some information and may perform 
well on other aspects of psychometric testing, such as item discrimination. 

 
The final selection of items was based on consideration of the quantitative and qualitative character-
istics of the items and the subscales.  That is, we wanted to include items that were highly reliable, 
that were sensitive to the full range of the latent variables, and that contributed to the overall reliabil-
ity of each subscale.  At the same time, we wanted items that reflected the full range of conceptual 
content in each of the domains.  The final set of items was selected based on all of these considera-
tions.  
 
Third, once having settled on the items for each scale, a new factor analysis was repeated on the ex-
ploratory sample to obtain the factor loadings of the new model.  In order to assess the stability and 
generalizability of the proposed factor structure, the same analysis was conducted on the test sample, 
and results were compared.  The χ2 test and the Tucker Reliability Index (Hu and Bentler1995) were 
also assessed to evaluate the fit of the new factor model on the test set. 
 
 
2.6   RESULTS (Validation Sample 1) 
 
2.6.1  Exploratory Factor Analysis. The results of the analysis of visit-specific items will be dis-
cussed first, followed by the results on items rating experiences during the past year.  Table 2 shows 
the results of the exploratory factor analysis.   
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In the analysis of the visit-specific items, two oblique factors were retained explaining approxi-
mately 70% of the variance in the data.  Table 3 shows the estimated parameters from the IRT mod-
els.  The discrimination parameters suggest that all items are indicative of their corresponding scale, 
although some items possess better discriminating ability than others.  Items Q11i, Q11j, Q11k, 
Q11l, and Q11h form a cluster with high discriminating properties.  Item Q11i (“the health profes-
sional’s ability to explain things clearly”), in particular, has a high slope parameter (a=5.09), which 
indicates that it discriminates well among respondents with high versus low satisfaction.  It also has 
the largest negative location parameter (b1 = -2.42), which suggests that this item is the best at dis-
criminating among respondents with low satisfaction.  As an example, Figure 1 shows the ICC 
curves for item Q11i.  Figure 2 shows the information curves for the Communication Scale items, 
with a cluster of similar performing items distinguishable from less reliable items.  This model 
strongly suggests that these items should be retained as components of a scale assessing a trait iden-
tified as satisfaction with communication. 

 
Of the ten items that loaded on the Communication factor, eight items were retained in the final 
scale.  Based on the pattern of item-total correlations, factor loadings, and ICCs, as well as the face 
validity of the items, two items were dropped: Q11n (“The chance to get everything I need at this 
visit”) and Q11m (“My health professional’s knowledge of my medical history”). Generally, these 
items had lower loadings on the initial factor, were highly correlated with other items, and per-
formed less well in the IRT analyses; they also did not fit as well conceptually with other items in 
the scale.  Several items that performed less well in the analyses were included in the final scale be-
cause of their importance to the content validity of the scale. 
 
A second scale, Administration and Office Procedures, was formed with five items loading on the 
second factor identified among the visit-specific items (see Table 2). One item that loaded equally  
on both of the two initial factors, Q11f (“The chance to talk to my health professional with my 
clothes on”), was grouped with the second factor.  This item was retained because of its conceptual 
importance for this tool (as evidenced by the focus group results) and placed with the Administration 
and Office Procedures scale because it had marginally better performance and was more interpret-
able with the items on visit procedures.  Table 3 shows that the items in this scale have somewhat 
lower discriminating ability compared to the Communication items.  Item Q11f, in particular, does 
not possess as much discriminating ability as the others (-1.79), although it also has the largest nega-
tive location parameter (b1 = -2.60) and thus appears to be best at distinguishing among individuals 
with low satisfaction.  Figure 3 shows the information curves for the Administration and Office 
Procedures items and illustrates this pattern. 

 
For the items pertaining to health care during the past year, the factor analysis suggested that a single 
factor solution, as shown in Table 2, explained about 64% of the variance in the item set.  The initial 
factor analysis identified three items with somewhat lower loadings (Q12j, Q12k, and Q12m), and 
the IRT model parameters (Table 3) and information curves (Figure 4) suggested that three items 
(Q12j, Q12k, and Q12l) performed less well in terms of their discriminating ability.  Based on these 
results, Q12j (“the chance to see the same health professional at each visit”) and Q12k (“the chance 
to see a health professional of the gender I prefer”) were dropped. Another item, Q12g (“how well 
my health information is kept private”) was dropped because it was less relevant to the construct de-
spite its reasonable psychometric properties.  Several items that we considered to be critical for the 
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content validity of the scale based on our focus groups were retained despite their marginal perform-
ance in the psychometric tests.  For example, Q12l, “the chance to get both gynecological and gen-
eral health care here,” had a high loading (.81) in the exploratory factor analysis.  The IRT analyses 
suggested that this item had lower overall discriminating ability but may be better at discriminating 
among those with low satisfaction.  This item was retained in the scale because of its importance for 
content validity.  Finally, ten items were selected for the Care Coordination and Comprehensiveness 
Scale.   
 
After deciding on the final set of items for each scale, a confirmatory factor analysis was performed 
on both the random half of the sample used in the exploratory factor analysis and the remaining test 
sample, as shown in Table 4.  Results found that the two day-of-visit factors explained 70% of the 
total variance in the visit-specific items and 66% of the variance for the past-year item set.  The 
Tucker and Lewis reliability coefficient was 0.94 for the visit-specific item set and 0.86 for the past-
year item set, suggesting excellent to good model fit.  Comparison of the factor loadings from the 
initial sample to the test sample provided evidence that the factors were stable, although the second 
factor loadings for the visit-specific item set exhibited a relative alteration, suggesting that reliabil-
ities may be lower for this scale than the other. 
 
2.6.2 Convergent Validity.  Each of the PCSSW scales has high internal consistency, with coeffi-
cient alphas of 0.96 for the Communication Scale, 0.88 for the Administration and Office Procedures 
Scale, and 0.95 for the Care Coordination and Comprehensiveness Scale.  The Communication Scale 
appears to be more subject to a ceiling effect than the other scales and the MOS Visit Satisfaction 
Scale, with 26.1% of respondents giving the highest possible rating, compared to only 10.2 – 13.4% 
on the other scales.   
 
The PCSSW has very good convergent validity.  Correlations with the MOS Visit Satisfaction Scale 
(0.67 to 0.73, p<.001 for all) are somewhat higher than correlations with the CAHPS overall rating 
(0.42 to 0.61, p<.001).  The Care Coordination and Comprehensiveness Scale has higher correlations 
with both generic measures (0.73 for the MOS Visit Satisfaction Scale and 0.61 for the CAHPS 
item). 
 
2.6.3  Discriminant Validity.  The ability of the PCSSW scales to distinguish among groups gener-
ally expected to have higher satisfaction based on previous literature, and a comparison of this dis-
criminant validity to that of the MOS is examined in Table 5.  The Care Coordination and 
Comprehensiveness Scale discriminated among groups based on length of time at the clinical site, 
with a mean of 38.7 for women who had used the site for two or more years, compared with 37.6 for 
those with a shorter tenure at the site (p=.02), though the proportion of variance in length of time 
explained by the scale was minimal. All of the measures showed significantly higher satisfaction rat-
ings when the regular doctor was seen at the visit. 
 
All three PCSSW scales and the generic tools showed large differences in satisfaction based on the 
comprehensiveness of the visit.  For example, women who said they “got everything they needed 
today” at their visit had an adjusted mean score of 33.5 on the PCSSW Communication Scale, com-
pared with 24.3 for women who said “no” to this question (p<.0001), with this scale explaining 9% 
of the variance in the latter outcome.  Women who received more clinical preventive services at the 
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visit also had higher satisfaction ratings on all PCSSW scales and the MOS Visit Satisfaction Scale, 
although the effect sizes were smaller (Anderson et al, 2002).  The Care Coordination and Compre-
hensiveness Scale differentiated among women who did and did not receive counseling on preven-
tive topics (mean scores of 39.2 and 37.2, p<.0001, respectively). 
 
2.6.4  Predictive Validity. All of the satisfaction measures were significantly associated with 
women’s behavioral intentions and self-efficacy for preventive care, and the Care Coordination and 
Comprehensiveness Scale had the highest effect size for intention to return and intention to recom-
mend the office or clinic to friends.  As shown in Table 6, the Communication Scale had the strong-
est effect on women’s intentions to follow advice received at the visit and on their desire to see the 
same health care professional again.  
 
2.6.5  Contribution of the PCSSW to Overall Satisfaction Ratings.  In regression analyses examining 
the relationship of the generic MOS Visit Satisfaction scale and the PCSSW scales to overall ratings 
of the quality of care, the PCSSW scales contribute significant explanatory power over and beyond 
the generic MOS Scale.   For example, the Communication Scale explains 26% of the variance in the 
overall quality rating, after patient demographic characteristics and the MOS Scale are entered into 
the model, and it explains 12% of the variance when the other two PCSSW scales are also in the 
model.  The Care Coordination and Comprehensiveness Scale explains 14% of the variance in over-
all visit quality and 7% of the variance in the overall CAHPS rating after patient characteristics and 
the MOS Scale are entered into the model, and it explains 1% and 5% of the variance, respectively, 
when the other two PCSSW scales are also in the model.   
 
2.6.6  Latent Variable Modeling. We also used multiple group structural equation modeling to com-
pare the similarity of the factor structure across different race/ethnic groups (white, black, and other) 
and age groups (18-35, 36-54, and 55 and over) that could be defined in this sample.  Although the 
development of the items for the PCSSW was conducted in focus groups stratified by age group and 
by race/ethnicity to ensure that the items were meaningful to women of all ages and ethnicities, test-
ing for factor invariance provides evidence of PCSSW properties for these subgroups. The form of 
the structural equation model is shown in Figure 5, which graphically illustrates a set of linear rela-
tionships between observed (represented by boxes) and latent, hidden, or error variables (represented 
by circles) suggested by the factor analysis.  Straight arrow links represent linear relationships be-
tween modeled variables and correspond to regression coefficients, labeled in the figure as beta1 
through beta24.  Curved arrows represent covariances between variables. 
 
For the multiple group model fit on the different race/ethnic subgroups, the minimum discrepancy 
score divided by the degrees of freedom (CHISQ/DF) was 5.0, slightly above the recommended 
rules of thumb of 2 or 3 (Carmines and McIver 1981).  The Bentler-Bonnet normed fit index (NFI) 
was .964, and the Comparative Fit Index (CFI) was .971, above the recommended .90 rule of thumb 
(Bentler and Bonnet 1980), suggesting fit was good enough that it cannot be improved substantially 
above the baseline independence model.  The root mean square error of approximation (RSMEA) 
was .06, slightly above the recommended value of .05, the suggested threshold indicating a model 
with a reasonable error of approximation (Browne and Cudeck 1993).  The unconstrained multiple-
group model shows an almost identical fit (CHISQ/DF = 5.2, NFI = .965, RSMEA = .060) with a 
very trivial decrease in Aikaike Information Criteria (.01%) when compared to the constrained 
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model.  Taken together, these results support factor invariance for the race/ethnic groups at the cur-
rent level of precision afforded by the sample, with deterioration in model fit more likely due to 
slight model misspecification than to the addition of constraints. 
 
Similarly, the multiple group fit on the different age groups had a CHISQ/DF of 5.11, a NFI of 
0.964, a CFI of .970, and an RSMEA of .06.  The unconstrained model had a similar fit (CHISQ.DF 
= 5.37, NFI = 0.964, CFI = .971, RSMEA = .06), with a trivial increase in the Aikaike Information 
Criteria (0.5%).  These results also suggest factor invariance across age groups. 
 
 
III.   Cross-Validation Meta Analysis and Distribution Sensitivity  (Validation Samples 1 and 2)  
 
This section formally compares the psychometric evidence in support for the PCSSW across the 
original sample (Sample 1) above and the CoE evaluation study (Sample 2). The aim is not to repli-
cate the entire range of psychometric tests, but rather to explore the limits of generalizability.  Three 
specific aspects of the measurement quality of the PCSSW will be considered:  Distributional Sensi-
tivity, Structural Validity and Reliability.  Each analysis will include estimates for the AHRQ data 
and the CoE data and is labeled accordingly. 
 
3.1  Sample.  All of the 15 CoEs in operation in 2001 participated in this evaluation under IRB ap-
proval from each CoE and the survey center. Women 18 years of age and older who had made at 
least one primary care visit at the CoE within the prior year were eligible for the survey. Excluded 
from the study were women who had no visits to the CoE during the past year, or whose most recent 
CoE visit was solely for an emergency visit; dropping off a specimen; a single procedure such as 
contraceptive injection, flu shot, a mammogram, or allergy shot; or  a visit with an allied health ser-
vice such as physical therapy.  Also excluded were patients who did not see a doctor, nurse practi-
tioner, nurse midwife, or physician’s assistant at the most recent visit.   
 
A target of 200 completed surveys was sought for each CoE using the following methods:  a sam-
pling frame was assembled of all patient visits during the last 3 months (for two sites this time frame 
was extended due to patient volume), and a random sample of up to 400 names was selected for tele-
phone contact and eligibility screening. A recruitment database containing names and identifying 
information for potentially eligible participants was kept separate, and these data were deleted from 
the recruitment database after the survey was completed or the callback protocol was fulfilled. The 
telephone interview was conducted using computerized telephone interviewing (CATI) at the Uni-
versity of South Carolina Survey Research Lab and required an average of 15 minutes to complete.  
Attempted telephone calls were made at different times of day and on different days of the week to 
reach women who were away from home regularly. A minimum of 15 call attempts was made. If the 
selected respondent was not at home or otherwise unable to complete the interview at the time of the 
initial contact, a callback time was scheduled and repeated attempts, as necessary, were made to 
complete the interview. The overall response rate (defined as the number of completed interviews 
out of the total number of completed and partial interviews and refusals) was 70.7% and varied 
across sites from 57.7% to 84.7%.   Table 7 presents the sample characteristics of the study sample. 
 
3.2   Distributional Sensitivity in Samples 1 and 2 .  Tables 8 and 9 present the descriptive statistics 
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for the items in the PCSSW and in the AHRQ and CoE samples, respectively.  Both tables show that 
the items of the PCSSW have means somewhat higher than their theoretical midpoints, but are not so 
high that they threaten the scales with ceiling effects.  Moreover, the level of skew is consistent with 
that typically found in satisfaction measures.  The standard deviations also show a moderate degree 
of variance among patients.  Taken together, the results suggest that the patients in both samples use 
the entire range of the response surface. 
 
3.3   Principal Component Analysis.  Tables 10 and 11 present the rotated factor structure for the 
items of the PCSSW.  Analysis of the eigenvalues and comparisons of the rotated factor structures 
suggests that three factor capture most of the reliable variance reflected in the correlations matrix.  
The final structure is relatively clear, although there is some amount of cross-loading among the 
items.  However, the patterns of loading in the rotated factor structure in both samples parallel those 
seen in the original analysis and the three factors support the scaling models defined in the original 
study.  The pattern of cross loading may be an indication of the correlated nature of the underlying 
structure. 
 
3.4   Confirmatory Factor Analysis. Tables 12 and 13 present the standardized loading for a maxi-
mum likelihood confirmatory factor analysis of the scales designed in the original study.  In this 
model, we fixed the cross-loadings for the different scales to zero and permitted the factor them-
selves to be intercorrelated with one another.  The results of the analysis supported the structure of 
the scales designed in the original study. Although the χ2 test showed a significant difference be-
tween the observed and model covariance matrix (expected due to large sample size), the patterns of 
residual covariance and the goodness-of-fit statistics were consistent.  In the CoE study, the BBNFI 
= .92; CFI = .92 indicated a good fit to the covariance matrix.  In the AHRQ study, the BBNFI = .91; 
CFI = .92 also showed a good fit to the covariance matrix.  Taken together, the results showed that 
there was little reliable variance left to be explained after accounting for the three correlated factors 
in either sample. The results also show a high level of intercorrelation among the three factors in 
both samples.  In the AHRQ study, Administration and Office Procedures and Communication 
scales correlated at .70 (p < .01), Care Coordination and Communication scales correlated at .81 
(p<.01), and Care Coordination and Administration and Office Procedures correlated at .73 (p<.01). 
 In the CoE study, Administration and Office Procedures and Communication correlated at .74 (p < 
.01), Care Coordination and Communication scales correlated at .74 (p<.01), and Care Coordination 
and Administration and Office Procedures scales correlated at .70 (p<.01).  The confirmatory factor 
analysis verified the simple structure of the principal components analysis and showed that the three 
factors are themselves highly intercorrelated and can be reasonably expected to emerge from a single 
superordinate global satisfaction construct. 

 
3.5   Reliability.  Tables 14 and 15 present the reliability analysis of the communication subscale 
for the AHRQ and CoE studies, respectively.  Both datasets show the communication subscale to 
highly internally consistent with alpha exceeding the .93 and are therefore relatively unaffected by 
random measurement error.  The reliability analysis for the Administration and Office Procedures 
scale is shown in Tables 16 and 17.  The alpha is above .83, again indicating the subscale is rela-
tively free of random measurement error.  
 
Finally, Tables 18 and 19 present the reliability analysis for the Care Coordination and Comprehen-
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siveness subscale, which again shows the subscales to have all alphas greater than .90.  
 
 
IV.   Administration Procedures 
 
4.1   Paper and Pencil.  The PCSSW can be administered using a number of different modalities.  
The relatively short length of the PCSSW makes it suitable for the standard paper-and-pencil meth-
ods.  Because of its straightforward format, staff in clinics may be able to administer the instrument 
with little or no interruption of their normal routine.  The instrument should take no more than 10 
minutes to complete and is easily adapted to a scanning format that can be read directly into a data 
file.  The instrument can be mailed to patients, but the fact that the questions refer to specific visits 
does raise the possibility of error if there is too long a lag between the visit and the responses to the 
questionnaire.  Users should be aware that response rates for mail-out questionnaires are typically 
very low, and it may be very time-consuming and costly to obtain even a marginally reasonable re-
sponse rate using the mail-out methodology alone. 
   
4.2  Computer-Assisted Methods.  Like all other paper-and-pencil questionnaires, the PCSSW is eas-
ily adapted to a computer-assisted telephone method.  Unlike most academic studies that typically 
involve hundreds of questions with complex skip-out patterns, the PCSSW’s 24 questions are easy to 
read to a person over the phone with little risk of confusing the respondent.  A computer-assisted 
version of the PCSSW should not take longer to complete than a self-administered paper-and-pencil 
version.  Our previous work has demonstrated that computer-assisted methodology will not alter the 
psychometric operation of satisfaction scales (see: McBride J., Anderson RT, and Bahnson J : Using 
a Hand-Held Computer to Collect Data in an Orthopedic Outpatient Clinic.  A Randomized Trial of 
Two Survey Methods.  Medical Care 1999; 37(7): 647-651) 
 
4.3  Web-Based Survey.  The PCSSW is also well suited to administration in a web-based survey 
format.  Again, the relatively short length makes for a short response time.  The reference to today’s 
visit may pose problems for respondents who do not make their responses immediately after they 
leave the clinic.  On the other hand, such limitations do not totally invalidate the responses given on 
the web. Providing a web-based response method may help with patients who do not have the time 
and/or patience to fill it out in the busy clinic.   
 
4.4  Multiple Modalities.  Although there is a fair amount of discussion in the academic literature 
regarding differences between administration modes, the effects are generally minor and probably do 
not serious threaten the use of a satisfaction measure for assessing quality of care in practice.  For 
people interested in using the PCSSW for evaluation of a clinic, we contend that whatever error is 
associated with the different modalities is worth trading off for the benefit of maximizing the re-
sponse rate. The challenges of collecting responses for patients in various health states and in vari-
ous health-related emotional states suggest the need for circumspection in deciding on the appropri-
ate mix of methods to be used in applied science.  Of course, the individual user will have to make 
the final decision regarding the strategy.   
  
Norms 
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The ideal use of the PCSSW would include a method of comparing the scores to other benchmark 
data.  Norms for the PCSSW are provided in Table 20. Standard deviations on the individual items 
for the scales  provided in this report can be obtained from The Center on Women's Healthcare Qual-
ity Assessment (WHQA).   
 
Interpretation of scores 
 
The three scores of the PCSSW can be interpreted as rank order data and can for more practical pur-
poses be treated as continuous data.  The measures can be administered over time to the same sub-
jects and analyzed with a within-subject test of mean differences, but such a design requires linking 
the measures to a patient identifier, which may have patient confidentiality implications.  The meas-
ures can also be administered to the clinic population over time without patient identifiers in a be-
tween-groups test of means. 
 
The individual items of the PCSSW can be examined as a content area or topic that may need quality 
improvement.  One very useful method is to examine areas where any form of disapproval exists, 
and to evaluate potential problems that are manifested in these scores. 

 
 

Additional Information  
 
For additional information on the PCSSW please contact: 
 
The Center on Women's Healthcare Assessment (WHQA):  www.WHQA.org 
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 Figure 1. Samejima Item Characteristic Curves for Item Q11i 
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Figure 2. Information Curves for Communication Items 
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Figure 3. Information Curves for Administration and Office Procedures Items 
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Figure 4. Information Curves for Care Coordination and Comprehensiveness Items 
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Figure  5.  Structural Equation Model to Test Invariance Across 
Age and Race/ethnic Groups (n = 1,202)



 

Table 1.  Characteristics of the Pooled Study Sample (n = 1,202) 
 
        % or Mean (Standard Deviation) 
 
Demographic and Health Characteristics 
 
Age (mean, SD)       41.81 (16.56) 
 
Education (%): 
 High school or less      30.35 
 Some college       31.28 
 College graduate      18.80 
 Graduate school      19.56 
 
Household income (%): 
 $20,000 or less      25.95 
 $20,001 - $50,000      30.71 
 $50,001 - $75,000      15.47 
 $75,001 and over      16.97 
 Refused/Don’t know       0.90 
 
Health insurancea (%): 
 Private        62.52 
 Medicaid       18.86 
 Medicare       11.52 
 Other/None         7.10 
 
Race/ethnicity (%): 
 White, non-Hispanic      66.53 
 Black, non-Hispanic      23.48 
 Other/Multi-ethnicb       9.99 
 
Perceived health statusc (%): 
 Excellent       13.42 
 Very Good       35.00 
 Good        34.33 
 Fair         14.50 
 Poor          2.75 
 
Pregnant in past year (%)      18.58 
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Table 1.  Characteristics of the Pooled Study Sample (continued) 
 
Health Care Utilization 
 
Number of office visits, past year (mean, SD)   7.79 (8.24) 
 
Length of time coming to clinical site (%): 
 First time today      10.57 
 Less than one year      20.80 
 1 –2 years       16.31 
 2 years or more      52.33 
 
Clinical site is usual source of care (%)    76.44 
 
Main reason for visit (%): 
 Followup care       31.65 
 New health problem      26.53 
 Routine exam       25.78 
 Prenatal or postpartum care     16.04 
 
Type(s) of regular provider (%): 
 Generalist physician + Obgyn     40.20 
 Generalist physician      25.93 
 Obgyn        10.05 
 Other health professional       3.89 
 No regular provider      19.93 
 
Regular provider (for those who have one) 
is at this site (%)       78.25 
 
a    “Other” health insurance includes military, CHAMPUS, Tri Care, or the VA.  Respondents re-
porting more than one source of health insurance were coded hierarchically in the following order: 
Medicaid, Medicare, private, other, none. 
 
b   “Other” race/ethnicity includes those with Hispanic ancestry, other racial/ethnic identification, 
and multi-ethnic identification. 
 
c   This item is from the SF-36: “In general, would you say your health is…” (Ware and Scherbourne 
1992).  When used as a covariate in analyses, it is dichotomized to contrast those reporting “fair”or 
“poor” health with all others. 
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Table 2.  Exploratory Factor Loadings (n = 601)* 
 
First Item Set:  Today’s Visit      Loadings Loadings 
         Factor 1 Factor 2 
 
Items loading on Factor 1 (Communication) 
 
Q11i   My health professional’s ability to explain things clearly  0.97  -0.06 
Q11j   My health professional’s ability to help me feel comfortable 

talking about my concerns     0.95  -0.02 
Q11l My health professional’s ability to take what I say seriously 0.94  -0.01 
Q11k The chance to ask all my questions    0.92   0.01 
Q11h My health professional’s ability to answer questions in a  
 sensitive and caring way      0.92   0.02 
Q11o My health professional’s willingness to explain different 
 options for my care      0.78   0.11 
Q11p My health professional’s interest in how my life affects  

my health       0.76   0.06 
Q11g The amount of time I had to talk with my health professional 0.67   0.25 
Q11n The chance to get everything I need at this visit   0.72   0.20 
Q11m My health professional’s knowledge of my medical history 0.59   0.17 
 
Items loading on Factor 2 (Administration & Office Procedures) 
 
Q11a The courtesy of the office staff     0.10   0.76 
Q11b The staff’s flexibility in scheduling my appointment around  

my needs       0.08   0.78 
Q11c Privacy when talking to the receptionist    0.06   0.66 
Q11d How well the staff kept me informed about the waiting time -0.03   0.72 
Q11e Help with scheduling my next visit    0.07   0.75 
 
Item loading both factors 
 
Q11f The chance to talk to my health professional with my clothes on 0.36  0.40 
 
% variance explained by both factors      70% 
Inter-factor correlation       .61 
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Table 2.  Exploratory Factor Loadings (continued) 
 
 
Second Item Set: Care During the Past 12 Months    Loadings Factor 1 
 
Q12f How well my health care fits my stage of life     0.87 
Q12d The health professionals’ interest in my mental and emotional health  0.86 
Q12c The information I get about healthy living (such as diet and exercise)  0.83 
Q12i How well the health professionals explain the results of tests or procedures 0.83 
Q12a The health professional’s focus on prevention     0.82 
Q12b The health professional’s knowledge of women’s health issues   0.82 
Q12e Help with finding information resources in women’s health   0.81 
Q12l The chance to get both gynecological and general health care here   0.81 
Q12h Information about how to get the results of my tests    0.80 
Q12m My overall trust in the health professionals here     0.69 
Q12g How well my health information is kept private     0.79 
Q12k The chance to see a health professional of the gender I prefer   0.76 
Q12j The chance to see the same health professional at each visit   0.64 
 
% variance explained by factor        64% 
 
*  Results of a principal factor analysis with a Promax rotation 
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Table 3. Item Response Theory Results: Samejima Graded Model Item Parameters and Standard Er-
rors  
 
 
 
Abbreviated Item Content a b1 b2 b3 b4 

Today’s Visit Items      

Factor 1: Communication       

Q11g: Amount of time to talk  3.01 (0.14) -2.25 (0.17) -1.27 (0.13) 0.09 (0.05) 1.10 (0.04) 

Q11i: Explain things clearly 5.09 (0.28) -2.42 (0.18) -1.43 (0.06) -0.21 (0.05) 0.75 (0.03) 

Q11j: Help me feel comfortable talking  5.13 (0.28) -2.08 (0.15) -1.38 (0.08) -0.16 (0.04) 0.76 (0.03) 

Q11k: Chance to ask all of my questions 4.29 (0.19) -1.76 (0.10) -1.22 (0.06) -0.09 (0.05) 0.83 (0.04) 

Q11l: Take what I say seriously 4.52 (0.24) -2.02 (0.18) -1.41 (0.07) -0.23 (0.04) 0.74 (0.03) 

Q11h: Sensitive and caring answers 4.73 (0.27) -2.10 (0.28) -1.49 (0.08) -0.19 (0.04) 0.76 (0.03) 

Q11p: Interest in how my life affects my health 2.58 (0.14) -1.74 (0.14) -0.97 (0.09) 0.31 (0.05) 1.32 (0.05) 

Q11o: Willingness to explain different options  3.08 (0.15) -1.92 (0.16) -1.14 (0.09) 0.17 (0.04) 1.17 (0.04) 

Q11m: Knowledge of my medical history 2.01 (0.11) -2.02 (0.17) -1.04 (0.08) 0.36 (0.05) 1.42 (0.06) 

Q11n: The chance to get everything I need  3.07 (0.16) -1.95 (0.13) -1.23 (0.09) 0.18 (0.05) 1.25 (0.04) 

Factor 2: Administration and Office Procedures      

Q11a: Courtesy of the office staff 3.50 (0.21) -2.41 (0.21) -1.43 (0.07) -0.38 (0.04) 0.65 (0.04) 

Q11b: Flexibility in scheduling my appointment  3.22 (0.18) -2.09 (0.15) -1.44 (0.08) -0.26 (0.04) 0.67 (0.04) 

Q11c: Privacy when talking to the receptionist 2.63 (0.14) -1.98 (0.14) -1.11 (0.07) 0.28 (0.05) 1.15 (0.06) 

Q11d: Informed about the waiting time 2.12 (0.12) -1.29 (0.09) -0.67 (0.06) 0.44 (0.05) 1.32 (0.07) 

Q11e: Help with scheduling next visit 3.18 (0.18) -2.02 (0.14) -1.66 (0.10) -0.09 (0.04) 0.78 (0.05) 

Q11f:  Talk with my clothes on 1.79 (0.12) -2.60 (0.24) -2.02 (0.16) -0.55 (0.07) 0.56 (0.06) 
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Table 3. Item Response Theory Results: Samejima Graded Model Item Parameters and Standard Er-
rors  (continued) 
 

Abbreviated Item Content a b1 b2 b3 b4 
Care During Past Year Items      

Q12a: Focus on prevention 2.83 (0.13) -2.20(0.15) -1.38 (0.08) -0.03 (0.04) 1.08 (0.05) 

Q12b: Knowledge of women’s health issues 3.24 (0.16) -2.36 (0.19) -1.49 (0.09) -0.29 (0.04) 0.80 (0.04) 

Q12c: Information about healthy living 2.78 (0.13) -1.88 (0.10) -1.09 (0.06) 0.18 (0.04) 1.18 (0.05) 

Q12d: Interest in my mental and emotional 
 health 

3.21 (0.16) -2.02 (0.12) -1.14 (0.07) -0.03 (0.04) 0.92 (0.04) 

Q12e: Information resources in women’s 
 health 

2.91 (0.14) -1.75 (0.10) -1.02 (0.07) 0.28 (0.04) 1.23 (0.05) 

Q12f: Care fits my stage of life 3.70 (0.17) -1.98 (0.12) -1.11 (0.06) 0.09 (0.04) 1.04 (0.04) 

Q12g: Information is kept private 2.78 (0.13) -2.28 (0.17) -1.70 (0.10) -0.24 (0.05) 0.77 (0.05) 

Q12h: Get the results of my tests 2.71 (0.13) -1.87 (0.12) -1.16 (0.20) 0.05 (0.05) 0.96 (0.05) 

Q12i:  Explain results of tests or procedures 3.01 (0.14) -1.98 (0.12) -1.28 (0.07) -0.13 (0.04) 0.79 (0.05) 

Q12j: Same health professional at each visit 1.73 (0.10) -2.11 (0.16) -1.25 (0.09) -0.13 (0.06) 0.92 (0.07) 

Q12k: Health professional of the gender I 
 prefer 

2.08 (0.11) -2.47 (0.18) -1.67 (0.11) -0.14 (0.05) 0.81 (0.06) 

Q12l: Both gynecological and general health 
 care  

1.84 (0.10) -2.46 (0.20) -1.58 (0.11) -0.07 (0.06) 1.03 (0.07) 

Q12m: Overall trust in health professionals  2.82 (0.15) -2.48 (0.20) -1.59 (0.09) -0.46 (0.05) 0.52 (0.04) 

 
a =  discrimination index (see text) 
 
b1, …, b4 = item difficulty parameters (see text) 
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Table 4.   Factor Analysis using Maximum Likelihood Factor Analysis on both the Initial and Test 
Data Sets 
 
 Loadings 

Factor 1 
Loadings 
 Factors 2 

First Item Set:  Today’s Visit   Standardized Regression Coefficients 
Factor 1: Communication  INITIAL 

N= 601 
TEST 
N= 601 

INITIAL 
N= 601 

TEST 
N = 601 

Q11j: Help me feel comfortable talking 0.97 0.97 -0.02 -0.03 
Q11i: Explain things clearly 0.98 0.92 -0.04 0.02 
Q11l: Take what I say seriously 0.94 0.90 0.01 0.02 
Q11h: Sensitive and caring answers 0.93 0.90 0.03 0.05 
Q11k: Chance to ask all of my questions 0.92 0.89 0.03 -0.02 
Q11o: Willingness to explain different options 0.70 0.76 0.17 0.11 
Q11g: Amount of time to talk 0.67 0.72 0.26 0.17 
Q11p: Interest in how my life affects my health 0.68 0.68 0.11 0.14 
Factor 2:  Administration and Office Procedures     
Q11c: Privacy when talking to the receptionist 0.06 -0.04 0.64 0.83 
Q11e: Help with scheduling next visit 0.05 0.09 0.78 0.76 
Q11b: Flexibility in scheduling my appointment  0.08 0.08 0.80 0.72 
Q11d: Informed about the waiting time -0.02 -0.02 0.69 0.72 
Q11a: Courtesy of the office staff 0.08 0.20 0.79 0.66 
Q11f:  Talk with my clothes on 0.33 0.36 0.42 0.40 
% Variance Explained by Both Factors INITIAL = 71% ,TEST = 70% 
Interfactor Correlation INITIAL = .60, TEST = .60 
 Loadings 

Factor1 
Second Item Set Standardized Regression Coefficients 
 INITIAL 

N=601 
TEST 
N= 601 

Q12f: Care fits my stage of life 0.88 0.89 
Q12d: Interest in my mental and emotional health 0.88 0.85 
Q12b: Knowledge of women’s health issues 0.83 0.85 
Q12e: Information resources in women’s health 0.83 0.83 
Q12i:  Explain results of tests or procedures 0.81 0.82 
Q12a: Focus on prevention 0.83 0.82 
Q12c: Information about healthy living 0.85 0.82 
Q12m: Overall trust in health professionals 0.78 0.79 
Q12h: Get the results of my tests 0.77 0.79 
Q12l: Both gynecological and general health care 0.65 0.66 
% Variance Explained by Factor INITIAL = 66%, TEST = 66% 
 
 
 
 
Table 5.  Discriminant Validity of the PCSSW and Generic Scales (adjusted means and standard er-



Manual for the PCSSW 

 
 32

rors; n = 1,202)*   

 
PCSSW= Primary Care Satisfaction Survey for Women 
MOS=Medical Outcomes Study 
CAHPS= Consumer Assessment of Health Plans  
*   Means are adjusted for site, age, education, and perceived health status. 
** “At your visit today, did you get everything that you thought you needed?” 
*** % variance is the percent of the variance in the satisfaction scale that is explained by group membership.  This % is also referred 
to as the eta-squared (see methods). 

 PCSSW 

 Communication Administration/ 
Office  

Coordination & 
Comprehensiveness 

MOS Visit 
Satisfaction 

CAHPS 
Quality of 
Care 

Length of time at this place      

2 years or longer  (n=629) 33.34(0.43)  23.15(0.32) 38.70(0.55) 35.42(0.44) 8.58(0.10) 

Less than 2 years (n=573) 32.79(0.43) 23.17(0.31) 37.55(0.55) 34.81(0.44) 8.42(0.10) 

p-value (% variance) NS (0%) NS (0%) .02 (0%) NS (0%) NS (0%) 

Saw Regular Doctor Today      

Yes  (n=721)  33.62(0.40) 23.41(0.30) 38.82(0.52) 35.52(0.42) 8.60(0.09) 

No   (n=473) 32.03(0.46) 22.67(0.34) 36.81(0.59) 34.35(0.48) 8.35(0.11) 

p-value (% variance) <.0001 (1%) .01 (0%) <.0001 (1%) .0050(1%) .0070(1%) 

Got everything needed       

Yes (n=1,138) 33.49(0.37) 23.27(0.28) 38.50(0.48) 35.37(0.39) 8.58(0.09) 

No (n=53) 24.26(0.91) 20.50(0.69) 29.37(1.19) 29.19(0.96) 7.17(0.21) 

p-value (% variance) <.0001 (9%) <.0001(1%) <.0001 (5%) <.0001(3%) <.0001 (4%) 

Counseling topics      

At Least 1   (n=745) 33.82(0.40)  23.36(0.30) 39.21(0.51) 35.63(0.42) 8.66(0.09) 

None  (n=457) 31.72(0.45) 22.79(0.33) 36.17(0.57) 34.19(0.46) 8.26(0.10) 

p-value (% variance) <.0001 (2%) .04 (0%) <.0001 (3%) .0003 (1%) <.0001 (2%) 

Preventive services      

High (3 or more) (n=343) 33.80(0.48) 23.51(0.35) 39.53(0.62) 35.49(0.49) 8.63(0.11) 

Low  (n=859) 32.75(0.40) 23.01(0.29) 37.57(0.51) 34.95(0.41) 8.46(0.09) 

p-value (% variance) .01 (0%) NS (0%) .0005 (1%) NS (0%) .06 (0%) 
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Table 6.  Predictive Validity: Relationship of the Satisfaction Measures to Behavioral Intentions and 
Self-efficacy for Preventive Care (adjusted means and standard errors; n = 1,202)*   
 

 
 
PCSSW= Primary Care Satisfaction Survey for Women 
MOS=Medical Outcomes Study 
CAHPS= Consumer Assessment of Health Plans  
 
*   Means are adjusted for site, age, education, and perceived health status. 

 PCSSW 

 Communication Administration/ 
Office  

Coordination & 
Comprehensiveness 

MOS Visit 
Satisfaction 
 

CAHPS Qual-
ity of Care 
 

Plan to return to office       
Definitely Yes  
(n=1,096) 33.73(0.37) 1 23.55(0.28) 39.10(0.47) 35.91(0.37) 8.68(0.08) 

Other  (n= 105) 26.72(0.68) 19.50(0.51) 28.80(0.85) 27.57(0.68) 6.88(0.15) 
p-value (% variance) <.0001(10%) <.0001(6%) <.0001(12%) <.0001(12%) <.0001(11%) 

Recommend this of-
fice/clinic       

Definitely Yes  (n=958) 34.49(0.35) 23.97(0.27) 40.09(0.44) 36.64(0.36) 8..83(0.08) 

Other (n=240) 27.56(0.48) 19.90(0.37) 30.35(0.61) 29.98(0.49) 7.25(0.11) 

p-value (% variance) <.0001(19%) <.0001(12%) <.0001(22%) <.0001(21%) <.0001(18%) 

Plan to follow advice      

Definitely Yes   (n=973) 33.92(0.37) 23.53(0.28) 39.11(0.49) 35.91(0.39) 8.64(0.09) 
Other   (n=228) 29.40(0.56) 21.40(0.42) 34.16(0.73) 31.72(0.58) 7.92(0.13) 

p-value (% variance) <.0001(6%) <.0001(3%) <.0001(5%) <.0001(5%) <.0001(3%) 

Want to see same profes-
sional      

Definitely Yes   (n=983) 34.24(0.36)  23.64(0.28) 39.43(0.47) 36.12(0.38) 8.73(0.08)  

Other   (n=215) 27.48(0.51) 20.87(0.40) 31.97(0.67) 30.32(0.54)  7.51(0.12) 
p-value (% variance) <.0001(17%) <.0001(5%) <.0001(12%) <.0001(11%)  <.0001(9%) 
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Table 7:   Selected Demographic and Descriptive Characteristics of CoE and Commonwealth 
Fund (CWF) Samples 

 

COE Sample (n=3,111)             CWF Sample (n=2,075) 
  Characteristic 

 

Mean or Propor-
tion 

95% Confi-
dence Inter-
val 
 

Mean or  
Proportion 

95%  
Confidence Inter-
val 

 
45.24 

 
45.41 

 Mean age  

(range = 18-94) 

 
(44.66, 

 
45.81) 

(range = 18-97) 

 
(44.56, 

 
46.26) 

 Ethnicity    
   
     White, non-Hispanic 0.552 (0.54, 0.56) 0.729 (0.71, 0.75)
     African-American, non-Hispanic      0.242 (0.23, 0.25) 0.125 (0.11, 0.14)
     Hispanic 0.117 (0.11, 0.12) 0.086 (0.08, 0.10)
     Asian/Pacific Islander 0.039 (0.04, 0.04) 0.031 (0.03, 0.03)
     Other 0.051 (0.05, 0.05) 0.029 (0.02, 0.04) 

  
 Martial status:  
  

      

     Married/living with partner 0.544 (0.54, 0.55) 0.566 (0.54, 0.59)
     Single 0.204 (0.20, 0.21) 0.187 (0.17, 0.21)
     Widowed/separated/divorced 0.250 (0.24, 0.26) 0.247 (0.23, 0.27)
  
 Employment status:       

      

     Employed 0.628 (0.62, 0.64) 0.588 (0.57, 0.61)
     Not employed 0.372 (0.36, 0.38) 0.412 (0.39, 0.43)
   
 Children under 18 years in household 

 
0.374 

 
(0.37, 

 
0.38) 

 
0.400 

 
(0.38, 

 
0.42) 

  
 Education: 

       

Less than high school 0.084 (0.08, 0.09) 0.186 (0.17, 0.21)
High school/ some college 0.356 (0.35, 0.36) 0.604 (0.58, 0.63)
College graduate/ more 0.560 (0.55, 0.57) 0.210 (0.19, 0.23)

 
 Income: 

      

$10,000 or less 0.153 (0.15, 0.16) 0.126 (0.11, 0.14) 
$10,001 to $20,000 0.127 (0.12, 0.13) 0.170 (0.15, 0.19) 
$20,001 to $30,000 0.110 (0.10, 0.12) 0.120 (0.10, 0.13) 
$30,001 to $40,000 0.106 (0.10, 0.11) 0.154 (0.14, 0.17) 
$40,001 to $50,000 0.093 (0.09, 0.10) 0.106 (0.09, 0.12) 
$50,001 to $75,000 0.154 (0.15, 0.16) 0.124 (0.11, 0.14) 
$75,001 to $100,000 0.114 (0.11, 0.12) 0.044 (0.04, 0.05) 
$100,001 or above 0.143 (0.14, 0.15) 0.040 (0.03, 0.05) 
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Table 8: Descriptive Statistics for the Women’s Primary Care Satisfaction Survey AHRQ Data 
1: Visit today M SD Min Max N 
a. The courtesy of the staff……………… 4.06 0.89 1.00 5.00 1198 
b. The staff’s flexibility in scheduling my appointment around my 
 needs……..……. 4.01 0.95 1.00 5.00 1180 

c. Privacy when talking to the receptionist 3.60 1.00 1.00 5.00 1183 
d.  How well the staff kept you informed about the waiting time……. 3.31 1.21 1.00 5.00 1184 
e. Help with scheduling my next visit…... 3.92 0.93 1.00 5.00 1130 
f. The chance to talk to my health professional with my clothes on… 4.12 0.94 1.00 5.00 1187 
g. The amount of time I had to talk with my health professional……… 4.12 0.92 1.00 5.00 1197 
h. My health professional’s ability to answer questions in a sensitive 
 and caring way… 4.32 0.85 1.00 5.00 1199 

i. My health professional’s ability to explain things clearly……… 4.33 0.84 1.00 5.00 1197 
j. My health professional’s ability to help me feel comfortable talking 
 about my concerns…… 4.32 0.86 1.00 5.00 1197 

k. The chance to ask all of my questions... 4.26 0.91 1.00 5.00 1197 
l. My health professional’s ability to take what I say seriously……… 4.34 0.85 1.00 5.00 1198 
m. My health professional’s willingness to explain different options 
 for my care… 4.07 0.95 1.00 5.00 1188 

n. My health professionals interest in how my life affects health 3.93 1.02 1.00 5.00 1192 
2. During the last 12 months.  
a. The health professional’s focus on prevention………… 3.84 0.94 1.00 5.00 1190 
b. The health professional’s knowledge of wo1.01men’s health 
 issues…………………... 4.02 0.91 1.00 5.00 1195 

c. The information I get about healthy living (such as diet and 
 exercise)………... 3.70 1.03 1.00 5.00 1184 

d. The health professional’s interest in my mental and emotional 
 health…………… 3.86 1.01 1.00 5.00 1191 

e. Help with finding information resources in women’s 
 health…………….. 3.62 1.06 1.00 5.00 1165 

f. How well my health care fits my stage of life…………..… 3.81 0.98 1.00 5.00 1189 
g. How well the health professional explain the results of tests or 
 procedures... 3.95 1.00 1.00 5.00 1186 

h.The chance to see the same health prof. at each visit…………… 3.97 0.97 1.00 5.00 1185 
i. The chance to get both gynecological and general health care 
 here…………….. 3.87 1.00 1.00 5.00 1153 

j. My overall trust in the health professionals here………….. 4.18 0.91 1.00 5.00 1194 
 



 

 
Table 9: Descriptive Statistics for the Women’s Primary Care Satisfaction Survey Center of Excellence Data 
1: Visit today M SD Min Max N 
a. The courtesy of the staff……………… 3.70 0.93 1.00 5.00 3095 
b. The staff’s flexibility in scheduling my appointment around my needs……..……. 3.40 1.08 1.00 5.00 3083 
c. Privacy when talking to the receptionist 3.24 1.01 1.00 5.00 3039 
d.  How well the staff kept you informed about the waiting time…………………... 3.20 1.14 1.00 5.00 3033 
e. Help with scheduling my next visit…... 3.49 1.00 1.00 5.00 2926 
f. The chance to talk to my health professional with my clothes on………… 3.72 0.93 1.00 5.00 3032 
g. The amount of time I had to talk with my health professional……………...…… 3.58 0.97 1.00 5.00 2879 
h. My health professional’s ability to answer questions in a sensitive and caring way 3.94 0.90 1.00 5.00 3012 
i. My health professional’s ability to explain things clearly……………………. 3.47 1.04 1.00 5.00 2799 
j. My health professional’s ability to help me feel comfortable talking about my concerns 3.57 1.05 1.00 5.00 2865 
k. The chance to ask all of my questions... 3.45 1.04 1.00 5.00 2760 
l. My health professional’s ability to take what I say seriously……………………... 3.58 0.98 1.00 5.00 2990 
m. My health professional’s willingness to explain different options for my care… 3.59 1.07 1.00 5.00 2977 
n. My health professionals interest in how my life affects health 3.66 1.13 1.00 5.00 2943 
2. During the last 12 months.  
a. The health professional’s focus on prevention……………………………….. 3.78 0.97 1.00 5.00 2755 
b. The health professional’s knowledge of women’s health issues…………………... 3.89 0.95 1.00 5.00 3049 
c. The information I get about healthy living (such as diet and exercise)………... 3.67 1.03 1.00 5.00 3087 
d. The health professional’s interest in my mental and emotional health…………… 3.95 0.96 1.00 5.00 3086 
e. Help with finding information resources in women’s health…………….. 3.95 0.93 1.00 5.00 3088 
f. How well my health care fits my stage of life…………..………………………… 3.94 0.94 1.00 5.00 3088 
g. How well the health professional explain the results of tests or procedures... 3.85 0.99 1.00 5.00 3089 
h.The chance to see the same health prof. at each visit………………. 3.92 0.97 1.00 5.00 3083 
i. The chance to get both gynecological and general health care here…………….. 3.78 0.98 1.00 5.00 3039 
j. My overall trust in the health professionals here……………………….. 3.66 1.04 1.00 5.00 3000 
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Table 10: Varimax Rotated  Factor Structure Matrix for the Women’s Primary Care Satisfaction Survey AHRQ Data    
1: Visit today 1 2 3 
a. The courtesy of the staff……………… 0.23 0.34 0.74 
b. The staff’s flexibility in scheduling my appointment around my needs……..……. 0.24 0.28 0.76 
c. Privacy when talking to the receptionist 0.27 0.16 0.75 
d.  How well the staff kept you informed about the waiting time…………………... 0.24 0.11 0.75 
e. Help with scheduling my next visit…... 0.25 0.28 0.75 
f. The chance to talk to my health professional with my clothes on………… 0.25 0.47 0.50 
g. The amount of time I had to talk with my health professional……………...…… 0.31 0.72 0.38 
h. My health professional’s ability to answer questions in a sensitive and caring way… 0.31 0.84 0.29 
i. My health professional’s ability to explain things clearly……………………. 0.35 0.84 0.25 
j. My health professional’s ability to help me feel comfortable talking about my concerns… 0.35 0.85 0.24 
k. The chance to ask all of my questions... 0.35 0.82 0.23 
l. My health professional’s ability to take what I say seriously……………………... 0.36 0.82 0.24 
m. My health professional’s willingness to explain different options for my care… 0.53 0.64 0.24 
n. My health professionals interest in how my life affects health 0.61 0.55 0.20 
2. During the last 12 months.  
a. The health professional’s focus on prevention……………………………….. 0.72 0.36 0.27 
b. The health professional’s knowledge of women’s health issues…………………... 0.69 0.44 0.25 
c. The information I get about healthy living (such as diet and exercise)………... 0.80 0.26 0.23 
d. The health professional’s interest in my mental and emotional health…………… 0.80 0.34 0.19 
e. Help with finding information resources in women’s health…………….. 0.79 0.18 0.31 
f. How well my health care fits my stage of life…………..………………………… 0.80 0.31 0.26 
g. How well the health professional explain the results of tests or procedures... 0.64 0.38 0.35 
h.The chance to see the same health prof. at each visit………………. 0.56 0.40 0.31 
i. The chance to get both gynecological and general health care here…………….. 0.53 0.31 0.35 
j. My overall trust in the health professionals here……………………….. 0.58 0.54 0.28 
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Table 11: Varimax Rotated  Factor Structure Matrix for the Women’s Primary Care Satisfaction Survey COE Data    
1: Visit today 1 2 3 
a. The courtesy of the staff……………… 0.30 0.18 0.70 
b. The staff’s flexibility in scheduling my appointment around my needs……..……. 0.22 0.22 0.71 
c. Privacy when talking to the receptionist 0.08 0.22 0.72 
d.  How well the staff kept you informed about the waiting time…………………... 0.14 0.25 0.73 
e. Help with scheduling my next visit…... 0.27 0.22 0.73 
f. The chance to talk to my health professional with my clothes on………… 0.60 0.24 0.45 
g. The amount of time I had to talk with my health professional……………...…… 0.68 0.27 0.36 
h. My health professional’s ability to answer questions in a sensitive and caring way… 0.84 0.31 0.21 
i. My health professional’s ability to explain things clearly……………………. 0.83 0.32 0.18 
j. My health professional’s ability to help me feel comfortable talking about my con
 cerns… 0.83 0.35 0.19 

k. The chance to ask all of my questions... 0.81 0.33 0.21 
l. My health professional’s ability to take what I say seriously……………………... 0.81 0.35 0.19 
m. My health professional’s willingness to explain different options for my care… 0.71 0.44 0.23 
n. My health professionals interest in how my life affects health 0.61 0.52 0.26 
2. During the last 12 months. 
a. The health professional’s focus on prevention……………………………….. 0.33 0.71 0.27 
b. The health professional’s knowledge of women’s health issues…………………... 0.55 0.60 0.20 
c. The information I get about healthy living (such as diet and exercise)………... 0.24 0.77 0.22 
d. The health professional’s interest in my mental and emotional health…………… 0.36 0.74 0.21 
e. Help with finding information resources in women’s health…………….. 0.27 0.73 0.30 
f. How well my health care fits my stage of life…………..………………………… 0.41 0.66 0.29 
g. How well the health professional explain the results of tests or procedures... 0.38 0.57 0.35 
h.The chance to see the same health prof. at each visit………………. 0.39 0.52 0.26 
i. The chance to get both gynecological and general health care here…………….. 0.47 0.50 0.26 
j. My overall trust in the health professionals here……………………….. 0.56 0.54 0.25 
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Table 12: Confirmatory Factor Analysis  for the Women’s Primary Care Satisfaction Survey AHRQ Data    (Standardized Coeffi-
cients) 
1: Visit today 1 2 3 
a. The courtesy of the staff………………  0.83  
b. The staff’s flexibility in scheduling my appointment around my needs……..…….  0.82  
c. Privacy when talking to the receptionist  0.73  
d.  How well the staff kept you informed about the waiting time…………………...  0.68  
e. Help with scheduling my next visit…...  0.81  
f. The chance to talk to my health professional with my clothes on…………  0.66  
g. The amount of time I had to talk with my health professional……………...…… 0.83   
h. My health professional’s ability to answer questions in a sensitive and caring way… 0.94   
i. My health professional’s ability to explain things clearly……………………. 0.94   
j. My health professional’s ability to help me feel comfortable talking about my concerns… 0.95   
k. The chance to ask all of my questions... 0.90   
l. My health professional’s ability to take what I say seriously……………………... 0.92   
m. My health professional’s willingness to explain different options for my care… 0.82   
n. My health professionals interest in how my life affects health 0.77   
2. During the last 12 months.  
a. The health professional’s focus on prevention………………………………..   0.83 
b. The health professional’s knowledge of women’s health issues…………………...   0.85 
c. The information I get about healthy living (such as diet and exercise)………...   0.82 
d. The health professional’s interest in my mental and emotional health……………   0.86 
e. Help with finding information resources in women’s health……………..   0.81 
f. How well my health care fits my stage of life…………..…………………………   0.88 
g. How well the health professional explain the results of tests or procedures...   0.80 
h. The chance to see the same health prof. at each visit……………….   0.72 
i. The chance to get both gynecological and general health care here……………..   0.68 
j. My overall trust in the health professionals here………………………..   0.81 
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Table 13: Confirmatory Factor Analysis  for the Women’s Primary Care Satisfaction Survey COE Data  (Standardized Coeffi-
cients) 
1: Visit today 1 2 3 
a. The courtesy of the staff………………  0.72  
b. The staff’s flexibility in scheduling my appointment around my needs……..…….  0.67  
c. Privacy when talking to the receptionist  0.60  
d.  How well the staff kept you informed about the waiting time…………………...  0.67  
e. Help with scheduling my next visit…...  0.60  
f. The chance to talk to my health professional with my clothes on…………  0.67  
g. The amount of time I had to talk with my health professional……………...…… 0.78   
h. My health professional’s ability to answer questions in a sensitive and caring way… 0.90   
i. My health professional’s ability to explain things clearly……………………. 0.90   
j. My health professional’s ability to help me feel comfortable talking about my concerns… 0.92   
k. The chance to ask all of my questions... 0.89   
l. My health professional’s ability to take what I say seriously……………………... 0.88   
m. My health professional’s willingness to explain different options for my care… 0.78   
n. My health professionals interest in how my life affects health 0.69   
2. During the last 12 months.  
a. The health professional’s focus on prevention………………………………..   0.56 
b. The health professional’s knowledge of women’s health issues…………………...   0.72 
c. The information I get about healthy living (such as diet and exercise)………...   0.51 
d. The health professional’s interest in my mental and emotional health……………   0.61 
e. Help with finding information resources in women’s health……………..   0.54 
f. How well my health care fits my stage of life…………..…………………………   0.71 
g. How well the health professional explain the results of tests or procedures...   0.61 
h.The chance to see the same health prof. at each visit……………….   0.56 
i. The chance to get both gynecological and general health care here……………..   0.48 
j. My overall trust in the health professionals here………………………..   0.75 
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 Table 14:  Reliability Analysis of the Communication Subscale AHRQ data 

1: Visit today 

Scale Mean if 
Item Deleted 

Corrected Item-
Total Correlation

Squared Multi-
ple Correlation 

Alpha if 
Item De-

leted 
g. The amount of time I had to talk with my health professional 29.62 0.81 0.69 0.96 
h. My health professional’s ability to answer questions in a sensitive  29.42 0.90 0.87 0.96 
i. My health professional’s ability to explain things clearly… 29.41 0.91 0.88 0.96 
j. My health professional’s ability to help me feel comfortable talking  29.43 0.92 0.89 0.96 
k. The chance to ask all of my questions... 29.49 0.89 0.82 0.96 
l. My health professional’s ability to take what I say  29.41 0.90 0.84 0.96 
m. My health professional’s willingness to explain different options for  29.68 0.82 0.73 0.96 
n. My health professionals interest in how my life affects health 29.82 0.77 0.68 0.97 

 
 
 

Table 15:  Reliability Analysis of the Communication Subscale COE Data 

1: Visit today 

Scale Mean if 
Item Deleted 

Corrected 
Item-Total 
Correlation 

Squared 
Multiple 

Correlation 

Alpha if 
Item De-

leted 
g. The amount of time I had to talk with my health professional……………...…… 27.14 0.75 0.60 0.96 
h. My health professional’s ability to answer questions in a sensitive and caring 
 way… 

26.87 
0.88 0.80 0.95 

i. My health professional’s ability to explain things clearly……………………. 26.87 0.87 0.79 0.95 
j. My health professional’s ability to help me feel comfortable talking about my con
 cerns 

26.88 
0.89 0.83 0.95 

k. The chance to ask all of my questions... 26.97 0.88 0.78 0.95 
l. My health professional’s ability to take what I say seriously……………………... 26.90 0.87 0.78 0.95 
m. My health professional’s willingness to explain different options for my care… 27.04 0.84 0.73 0.95 
n. My health professionals interest in how my life affects health 27.17 0.79 0.65 0.96 
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Table 16:  Reliability Analysis of the Office Administration Subscale AHRQ Data 

1: Visit today 

Scale Mean if 
Item Deleted 

Corrected 
Item-Total 
Correlation 

Squared 
Multiple 

Correlation 

Alpha if 
Item De-

leted 
a. The courtesy of the staff……………… 19.01 0.76 0.60 0.85 
b. The staff’s flexibility in scheduling my appointment around my needs……..……. 19.06 0.75 0.60 0.85 
c. Privacy when talking to the receptionist 19.46 0.69 0.49 0.86 
d.  How well the staff kept you informed about the waiting time…………………... 19.74 0.65 0.44 0.87 
e. Help with scheduling my next visit…... 19.15 0.75 0.58 0.85 
f. The chance to talk to my health professional with my clothes on………… 18.96 0.57 0.35 0.88 

 
 

Table 17:  Reliability Analysis of the Office Administration Subscale COE Data 

1: Visit today 

Scale Mean if 
Item Deleted 

Corrected 
Item-Total 
Correlation 

Squared 
Multiple 

Correlation 

Alpha if 
Item De-

leted 
a. The courtesy of the staff……………… 17.07 0.67 0.44 0.83 
b. The staff’s flexibility in scheduling my appointment around my 
needs……..……. 

17.36 
0.64 0.43 0.83 

c. Privacy when talking to the receptionist 17.53 0.60 0.37 0.84 
d.  How well the staff kept you informed about the waiting time…………………... 17.58 0.66 0.44 0.83 
e. Help with scheduling my next visit…... 17.28 0.71 0.51 0.82 
f. The chance to talk to my health professional with my clothes on………… 17.05 0.59 0.36 0.84 
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Table 18:  Reliability Analysis of the Care Coordination and Comprehensiveness Subscale AHRQ data 

2. During the last 12 months. 

Scale 
Mean if 
Item De-

leted 

Corrected 
Item-Total 
Correlation 

Squared 
Multiple 

Correlation 

Alpha if 
Item De-

leted 

a. The health professional’s focus on prevention………………………… 33.29 0.77 0.62 0.93 
b. The health professional’s knowledge of women’s health issues………… 32.91 0.78 0.63 0.93 
c. The information I get about healthy living (such as diet and exercise)… 33.39 0.73 0.60 0.93 
d. The health professional’s interest in my mental and emotional health…. 33.27 0.78 0.65 0.93 
e. Help with finding information resources in women’s health…………….. 33.39 0.75 0.60 0.93 
f. How well my health care fits my stage of 
life…………..………………… 

33.26 
0.79 0.63 0.93 

g. How well the health professional explain the results of tests or 
 procedures... 

 
33.24 0.71 0.52 0.93 

h. The chance to see same health professional at each visit………… 33.20 0.65 0.45 0.93 
i. The chance to get both gynecological and general health care here……… 33.05 0.69 0.52 0.93 
j. My overall trust in the health professionals here……………………….. 32.94 0.78 0.65 0.93 
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Table 19:  Reliability Analysis of the Care Coordination and Comprehensiveness Subscale COE data 

2. During the last 12 months. 

Scale 
Mean if 
Item De-

leted 

Corrected 
Item-Total 
Correlation 

Squared 
Multiple 

Correlation 

Alpha if 
Item De-

leted 

a. The health professional’s focus on 
prevention…………………………… 

33.32 
0.71 0.53 0.92 

b. The health professional’s knowledge of women’s health issues………… 32.99 0.76 0.61 0.92 
c. The information I get about healthy living (such as diet and exercise)…. 33.44 0.71 0.56 0.92 
d. The health professional’s interest in my mental and emotional health…. 33.33 0.76 0.62 0.91 
e. Help with finding information resources in women’s health…………….. 33.44 0.72 0.54 0.92 
f. How well my health care fits my stage of life…………..…………… 33.31 0.74 0.57 0.92 
g. How well the health professional explain the results of tests or 
 procedures... 

 
33.31 0.68 0.48 0.92 

h. The chance to see same health professional at each visit………… 33.24 0.63 0.42 0.92 
i. The chance to get both gynecological and general health care 
here……… 

33.10 
0.66 0.49 0.92 

j. My overall trust in the health professionals here……………………….. 33.01 0.76 0.64 0.92 



 

 

 Table 20.  PCSSW Norms for CoE Evaluating Program by Age Group 
  

AAGGEE  CCoommmmuunniiccaattiioonn  
MMeeaann  ((SSttdd))  

AAddmmiinniissttrraattiioonn  
aanndd  OOffffiiccee  PPrroo--

cceedduurreess  
MMeeaann  ((SSttdd))  

CCaarree  CCoooorrddii--
nnaattiioonn  

MMeeaann  ((SSttdd))  
  

NN  

  1188--3344    3300..5533  ((66..9900))    2200..6622  ((44..5599))    3355..8866  ((77..6633))  996644  
  3355--4444    3300..5555  ((77..2288))    2200..5500  ((44..6699))    3355..9966  ((88..4433))  661122  
  4455--5544    3311..1177  ((77..1188))    2200..6655  ((44..9922))    3366..7711  ((88..4477))  669900  
  5555--6655    3311..1100  ((66..8855))    2200..8877  ((44..9900))    3366..9944  ((88..3344))  442222  
  6655++    3300..1166  ((55..9977))    2211..4422  ((33..9933))    3366..5599  ((77..2288))  442233  
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