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Narrative comments about pediatric inpatient experiences yield 
substantial information beyond answers to closed-ended CAHPS 
survey questions

Denise D. Quigley, PhDa,*, Marc N. Elliott, PhDa, Mary E. Slaughter, PhDa, Carlos Lerner, 
MDb,c, Ron D. Hays, PhDa,b

aRAND Corporation, 1776 Main Street, Santa Monica, CA 90407, United States of America

bUCLA David Geffen School of Medicine, Department of Medicine, 1100 Glendon Avenue, Los 
Angeles, CA 90024-1736, United States of America

cUCLA Mattel Children’s Hospital, 757 Westwood Plaza, Los Angeles, CA 90095, United States 
of America

Abstract

Purpose: Adults’ comments on patient experience surveys explain variation in provider ratings, 

with negative comments providing more actionable information than positive comments. We 

investigate if narrative comments on the Consumer Assessment of Healthcare Providers and 

Systems (CAHPS®) survey of inpatient pediatric care (Child HCAHPS) account for global 

perceptions of the hospital beyond that explained by reports about specific aspects of care.

Methods: We analyzed 545 comments from 927 Child HCAHPS surveys completed by parents 

and guardians of hospitalized children with at least a 24-h hospital stay from July 2017 to 

December 2020 at an urban children’s hospital. Comments were coded for valence (positive/

negative/mixed) and actionability and used to predict Overall Hospital Rating and Willingness to 

Recommend the Hospital along with Child HCAHPS composite scores.

Results: Comments were provided more often by White and more educated respondents. 

Negative comments and greater actionability of comments were significantly associated with 

Child HCAHPS global rating measures, controlling for responses to closed-ended questions, 
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and child and respondent characteristics. Each explained an additional 8% of the variance in 

respondents’ overall hospital ratings and an additional 5% in their willingness to recommend the 

hospital.

Conclusions: Child HCAHPS narrative comment data provide significant additional 

information about what is important to parents and guardians during inpatient pediatric care 

beyond closed-ended composites.

Practice implications: Quality improvement efforts should include a review of narrative 

comments alongside closed-ended responses to help identify ways to improve inpatient care 

experiences. To promote health equity, comments should be encouraged for racial-and-ethnic 

minority patients and those with less educational attainment.

Keywords

Quality improvement; Patient experience; Inpatient care; Pediatric care; Narrative comment data

Background

Open-ended questions on patient experience surveys invite patients and families to add, 

in their own words, information about their care experiences (Grob et al., 2019; Huppertz 

& Smith, 2014; Maliski & Litwin, 2007; O’Cathain & Thomas, 2004). Evidence from 

adult patient experience surveys about inpatient care shows the value of these comments 

for quality improvement (Riiskjaer et al., 2012). Narrative comments help providers better 

understand the types of problems faced by different patient groups, which can help them 

develop hospital improvement initiatives (Iversen et al., 2014). Narrative comments on 

the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey of 

inpatient pediatric care (Child HCAHPS) in response to an open-ended question about 

inpatient pediatric care are designed to be actionable for quality improvements (Grob et 

al., 2019; Martino et al., 2017; Tsianakas et al., 2012). That is, these comments provide 

specific details about at least some aspects of “when,” “where,” “who,” “how,” or “what,” 

making it possible to change problematic practices or to identify and encourage effective 

ones (Grob et al., 2019; Huppertz & Smith, 2014; Pedersen, 2016; Riiskjaer et al., 2012; 

Schlesinger et al., 2015; Wiseman et al., 2015). Negative comments from adults about their 

own care are more actionable than positive ones and can be useful in improving patient 

care (Baldie et al., 2018; David, 2013; Friedberg et al., 2011; Geissler et al., 2013; Grob 

et al., 2019; Huppertz & Smith, 2014; Quigley & Predmore, 2022; Quigley & Predmore, 

2023; Tsianakas et al., 2012). Hence, there is increasing demand for incorporating narrative 

data from patient experience surveys into quality improvement efforts (Ahmed et al., 2020; 

Quigley, Slaughter, et al., 2021).

Narrative comments have been shown to explain variation in primary care provider ratings 

beyond that accounted for by closed-ended questions and may also differ for sicker and 

healthier patients (Grob et al., 2019; Martino et al., 2017; Tsianakas et al., 2012). To date, 

research has not explored whether comments from parents and guardians about their child’s 

inpatient care are associated with closed-ended responses, and whether they provide unique 

information about global ratings of inpatient pediatric care. We examined: (1) how much 
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information is provided by comments on the closed-ended Child HCAHPS survey measures, 

(2) which types of comments provide additional information, (3) whether patient experience 

differs for those who provide a narrative comment, and (4) whether patient experience varies 

by the type of comment.

Methods

Survey Data.

In July 2017, a 131-bed children’s hospital with two facilities within an academic medical 

center began administering the Child HCAHPS survey (Feng et al., 2020; Toomey et al., 

2015) by mail in English and Spanish to parents or guardians of hospitalized children. We 

obtained de-identified closed-ended and narrative data from these surveys through 12/2020 

(927 respondents with 545 (59%) providing narrative comments; the survey response rate 

was 10–11% each year).

The Child HCAHPS survey includes 18 measures from closed-ended survey questions: 

two global ratings (overall hospital rating, willingness to recommend), ten domain-level 

composites, and six domain-level single items. We calculated top-box scores using the 

most positive responses (i.e., “always,”“yes, definitely,” 9 or 10 on the overall hospital 

rating’s 11-point scale) (Toomey et al., 2015) averaged across all items within a measure 

and transformed linearly to a 0 to 100 possible range. The survey also collected information 

on the child’s overall health (reported by respondent) and respondent’s education level, age, 

preferred language, and relationship to child. The survey included an open-ended question, 

“Is there anything else you would like to say about the care your child received during this 

hospital stay?”

Qualitative Coding.

We coded the content and actionability of the comments; details of the coding methods, 

including the coding process, codebook development, code descriptions, and illustrative 

examples appear elsewhere (Quigley & Predmore, 2022). We developed initial codes based 

on our objective of examining the valence, content and actionability of the comments 

and the content of the Child HCAHPS survey, and then added codes that emerged from 

the comments. Codes either addressed a survey item or pointed to content that was not 

specific to survey items. For example, Child HCAHPS items refer to different aspects of 

patient-provider communication, so we created codes for each of these. The Child HCAHPS 

survey does not contain any assessment of the friendliness or caring nature of a provider, so 

when this topic was mentioned, we created a non-Child HCAHPS code; we did this for each 

emerging topic. We performed directed content analysis using current research as a guide 

to establish our initial codes (Hsieh & Shannon, 2005) and conventional content analysis 

to identify codes to cover content not captured by the Child HCAHPS survey (Bernard & 

Ryan, 2010; Bradley et al., 2007; Cavanagh, 1997; Downe-Wamboldt, 1992; Kondracki et 

al., 2002).
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Analysis.

Following Toomey et al., we used the child’s general health and respondent’s age, education, 

preferred language, and relationship to child as case-mix adjustment (CMA) variables. 

Child’s specific age was not collected but the survey asked whether the child was 13 years 

of age or older. The model also included facility location intercepts. Missingness for these 

variables ranged from 2.0% to 4.3%. We used hospital-specific mean imputation for missing 

values, including proportions for categorical variables.

To determine how much additional information was provided by comments to the 

closed-ended survey questions, we assessed the proportion of variance explained by the 

comment data, corresponding to the increase in R2 across models attributable to comment 

characteristics. We fit linear regression models separately for each of the global measures 

(scored on a 0–100 possible range) as dependent variables. In addition to the CMA 

variables, we collapsed the 10 composite measures and 6 single item measures into 4 groups 

(communication with parent, communication with child, attention to safety and comfort, and 
hospital environment) as done previously by Toomey et al. (2015). Communication with 
child was dependent on three screener questions related to the child’s age or ability to talk, 

therefore, to include the full sample in our analysis, we also included indicator variables 

for these screener questions: whether the child was born in the hospital (during the visit for 

which the Child HCAHPS survey was completed), could talk about their care, or whether 

the child was 13 years of age or older at the time of the visit. Missingness for these screener 

questions ranged from 1.2% to 5.9% and for the four composite groupings from 0.4% to 

5.9%. We used hospital-level means to impute missing values for these variables.

To assess the types of comments that provide additional information, we calculated the 

additional variance explained for each comment indicator(s) by taking the difference in R2 

between a base model that included CMA, communication with the parent, communication 

with the child, attention to safety and comfort, and the hospital environment patient 

experience composite groups, and three screener indicators versus a model that added 

comment indicator(s). To determine whether to model valence additively, we fit a case-mix 

adjusted linear regression model for each measure, with indicators for positive valence, 

negative valence, and an interaction term between the positive- and negative-valence 

indicators. The associated p-value for the interaction term was not significant across 17 

of the 18 domain composites, indicating that valence was best modeled additively. We 

therefore used indicator variables for whether a comment contained any positive or any 

negative information (0 = no, 1 = yes), coding the 58 mixed comments as 1 for both 

indicators. We included all 927 survey respondents and assessed changes in the R2 in five 

models that control for different sets of comment indicators: 1) any comment, 2) comment 

valence (positive or negative), 3) content (HCAHPS or non-HCAHPS), 4) actionability (at 

provider and organization level), and 5) a model that included both comment valence and 

actionability indicators.

To assess the extent to which the specific type of comment was associated with the 

two global measures beyond the established composites and single-item measures, we fit 

additional similar models for the 545 respondents who provided a comment and examined 

the R2 after a single comment indicator was added. We obtained beta coefficients and 
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standard errors for comment indicators and performed a Hochberg adjustment to the F-test 

p-values to account for testing multiple models.

To examine our third research question about whether patient experience differs for those 

who do and do not provide a comment, we fit separate linear regression models for each of 

the 18 top-box scores (scored 0 to 100) with CMA variables and an indicator variable for 

whether a respondent provided “any comment” to obtain adjusted means for the 18 Child 

HCAHPS top-box scores for those who did and did not provide a comment. Differences of 

one, three, and ≥five points for CAHPS measures are considered small, medium, and large, 

respectively (Quigley et al., 2018).

To address our fourth research question, we fit similar models to assess whether patient 

experience differs by the type of comment provided. In these models we removed the 

indicator for having any comment but included two indicators for respondents providing any 

positive comment or any negative comment, using only data from those who commented. 

We calculated adjusted means and standard errors from these models. We also assessed 

the relationship between comment actionability (i.e., whether the comment was deemed 

actionable and, if so, at the provider-level, organization-level, or both) and the 18 Child 

HCAHPS top-box scores. Like the models assessing comment valence, we first fit models 

with an interaction term between provider-level and organization-level actionability to 

determine whether an additive or multiplicative model was the best fit to the data. We 

calculated adjusted means for actionability using the more parsimonious model. To account 

for multiple testing, we used a Hochberg adjustment to the p-values for each test. For 

example, for the t-test comparing measures among those respondents who provided a 

comment with those who did not, we adjusted p-values to account for the similar test across 

the 18 separate models (one for each measure).

We conducted all analyses using R version 4.2.1. Study protocols were approved by our 

Human Subjects Protection Committee (IRB_Assurance_No: FWA00003425; IRB Number: 

IRB00000051).

Results

Patient and Respondent Characteristics.

Table 1 compares characteristics of those who did (n = 545) and did not (n = 382) provide 

a comment. Child’s general health was not associated with providing a comment, but 

respondent’s race and ethnicity, age, education level, preferred language at home, and 

relationship to the patient/child were, with comments increasing from 28% to 67% as 

education increased.

Extent Comments Provide Additional Information.

Tables 2 and 3 present the results of regression models predicting Overall Rating of the 
Hospital and Willingness to Recommend the Hospital (both on a 0–100 scale). The base 

model in both tables includes case-mix adjustors, four overarching means representing Child 

HCAHPS composites, and three indicators of whether the child was born at the hospital, 

able to talk about their care, or was 13 years of age or older. The models in Table 2 
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include all survey respondents and examine the changes in variance explained for five 

models that build from the base model. The base model accounted for 41% of the variance 

in Overall Rating and 34% of the variance in Willingness to Recommend. Having any 

comment or providing specific information about the main coded content of the comment 

(any comment, n = 545) had negligible impacts on the variance (~1%) explained. Adding 

comment indicators for valence (any positive, n = 395; any negative, n = 235) (Model 2) or 

actionability (actionable at provider level, n = 112; actionable at organization level, n = 156) 

(Model 4) explained an additional 8% variance for Overall Rating and 5% for Willingness 
to Recommend. The additional variance explained in Model 2 was largely driven by the 

indicator for any negative comment, which was associated with a 10-point decrease in both 

measures. In Model 4, actionability coefficients were −7.5 and −9.3, suggesting both are 

important. In Model 5, which includes both comment valence and actionability indicators, 

the estimated coefficient for having a negative comment was only −2.8. This reflects a 

notable correlation between actionability and having a negative comment. The magnitudes 

of the actionability indicators are only slightly lower in model 5 than in model 4. In 

model 5 an additional 10% of the variance was explained for Overall Rating and 7% for 

Willingness to Recommend, 2% more than with valence or actionability alone. Thus, there 

was evidence of a statistically significant contribution of actionability (at the provider and at 

the organizational level) beyond valence and of positive valence beyond actionability.

Extent Specific Comment Types Drive Global Ratings among Those Who Comment.

In Table 3, models were fit to understand the individual contribution in explained variance 

for each comment indicator, among those who provided a comment (N = 545). The base 

models in Table 3 accounted for 48% of the variance in Overall Rating and 43% of the 

variance in Willingness to Recommend. The comment indicator for any positive comment 

absorbed the most additional variance: 7% for both Overall Rating and Willingness to 
Recommend. Having any negative comment or having a comment that was actionable at the 

organization-level explained an additional 4% of the variance for Overall Rating and 3% 

for Willingness to Recommend. Positive comments were associated with a 13-point increase 

in Overall Rating (F-stat = 85.7, one degree of freedom, adjusted p-value ≤ 0.001) and a 

15-point increase in Willingness to Recommend (F-ratio = 75.4, one degree of freedom, 

adjusted p-value ≤ 0.001). Comments deemed negative or actionable at the organization 

level were associated with a drop of eight to nine points (large change) for both global rating 

measures, with all F-tests having adjusted p-values < 0.001.

Patient Experience by Whether Respondent Provided a Comment and By Comment Type.

Those who provided a comment had significantly lower (worse) top-box scores for 

the Overall Rating (diff = −8.6, adjusted p-value = 0.03) than those who did not 

provide a comment. All 18 Child HCAHPS measures were significantly more positive 

among respondents who provided any positive comment compared to those who provided 

any negative comment, with differences in top-box scores ranging from 12.1 to 35.3. 

Supplemental Table 1 presents the case-mix adjusted Child HCAHPS mean top-box 

scores for respondents by whether they provided a comment and by positive or negative 

comment. Similar results were found comparing adjusted CAHPS mean top-box scores 

on measures for actionable and non-actionable comments (See Supplemental Table 2). 
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Among respondents who provided a comment, those providing actionable comments had 

more negative scores across all 18 measures than did those who did not. Similar results 

were obtained when using linear mean score measures rather than top-box measures as the 

dependent variable (results not shown).

Discussion

This research is novel because it explores whether comments from parents and guardians 

about their child’s inpatient care (as opposed to comments from adult patients about their 

own care) are associated with closed-ended responses, and whether they provide unique 

information about global ratings of inpatient pediatric care. Open-ended narrative comments 

on the Child HCAHPS survey, as with other patient experience surveys, provide detailed 

information about care experiences not captured by closed-ended survey items (Pedersen, 

2016; Quigley et al., 2015; Quigley & Predmore, 2022; Quigley & Predmore, 2023; Quigley, 

Qureshi, et al., 2021; Riiskjaer et al., 2012; Schlesinger et al., 2015). We found that 59% 

of parents provide comments; among those who provided comments, 72% provide positive 

comments, 43% negative comments, and 40% actionable comments. These patterns of 

comment valence and actionability are similar to those observed in other pediatric settings 

(Ahmed et al., 2020; Quigley, Slaughter, et al., 2021), underscoring that narrative comments 

consistently have characteristics that make them useful for actions to improve pediatric care 

experiences. These findings fill an important gap in the literature on patient experience with 

pediatric inpatient care.

Comments on patient experience surveys provided by adults concerning their own care help 

explain variation in provider ratings in primary care (Martino et al., 2017). Our findings 

add to this evidence by quantifying the added value of the content provided (i.e., variation 

explained) in the narrative text provided by parents and guardians in response to the open-

ended questions about inpatient pediatric care. Providing any comment or only commenting 

on specific experience details explained 1–3% of variance in both Child HCAHPS global 

measures, with those commenting having moderately worse experiences than others. Also, 

we found that the valence and actionability of comments on the Child HCAHPS survey 

were each both independently associated with parents’ overall appraisals of their child’s care 

beyond what is captured by their responses to Child HCAHPS closed-ended questions. This 

suggests that the narrative comments are rich for understanding the types of problems faced 

by different patient groups, which could in turn help to target improvement initiatives.

Considering a comment’s valence or actionability added much more information, explaining 

an additional 8% of the variance for Overall Rating and an additional 5% for Willingness 
to Recommend. This additional variance explained by the valence of the comment was 

largely driven by negative comments. The additional variance explained by the actionability 

also had similar, large magnitudes and was driven by actions needed at both the provider-

level and organizational-level. Both valence and actionability are important in capturing 

additional variance over and above what is known from the closed-ended survey items on the 

Child HCAHPS survey.
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Future research that could replicate these analyses using a larger data set (i.e., Child 

HCAHPS surveys with at least 200 comments coded to each specific coded content 

category, such as communication with child’s nurse), would make it possible to assess 

whether comments about specific content provide more added value than the associated 

Child HCAHPS composite score. Such research would help hospital leaders decide whether 

to prioritize coding of comment data for specific QI opportunities related to improving 

specified Child HCAHPS measures.

Practice implications

Our study demonstrates the ease of collecting comments from parents and guardians about 

inpatient pediatric care by including open-ended questions to experience surveys and the 

important contribution that open-ended responses can make. Given the substantial overlap 

between comments that are negative and actionable, and the relative ease of identifying 

negative comments, a good first step for quality improvement for hospital leaders and 

managers is to focus on negative comments (i.e., content, common patterns, etc.) for 

identifying actions and issues for quality improvement. Our findings also suggest that the 

comments add actionable input for both provider-level and organizational level changes. 

Further value can be gleaned from positive comments and actionable comments, where 

resources allow.

Most organizations as part of their vendor contracts learn from their vendor whether a 

comment is negative, positive, or both. Such sorting can triage comments for different 

uses, such as improving deficiencies. This can reduce the volume of comments that must 

be reviewed. Comments reviewed and deemed actionable provide additional information 

beyond closed-ended data. Our results highlight the importance of sorting by valence and 

identifying comments that are actionable, given they provide additional perspectives not 

captured in the composites. However, because mean scores on Child HCAHPS global 

measures are high (here >90/100), the potential for positive comments to predict large 

increases in global measures may be limited.

Comments were provided more often from White respondents and those with higher 

educational attainment. This suggests that organizations concerned about health equity may 

wish to encourage comments from racial and ethnic minority caregivers and those with 

less educational attainment (e.g., engaging with parent and family advisory councils or 

conducting targeted outreach calls), in addition to examining comments by race/ethnicity, 

language, and education. Further approaches that consider system-level (rather than patient-

level) causes of limited response should be investigated (e.g., are there issues of health 

literacy or is there a lack of trust in the confidentiality of the survey responses). Researchers 

could also develop protocols for eliciting narratives from a more diverse set of respondents.

Limitations

Our study has limitations. Our sample may not be representative of other hospitals. We were 

not able to compare the demographics of respondents who completed the survey or who 

provided comments with the general patient population. The Child HCAHPS response rate 

was 10–11% and may not represent all patients served. Nevertheless, our analysis provides 
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insight into the content and patterns of the comments on the Child HCAHPS survey. Our 

findings indicate that health care organizations can learn more about patient experiences 

when survey respondents provide narrative text.

Conclusion

This study shows that narrative comments provide important information about the 

experiences of inpatient care provided to children. Child HCAHPS survey narrative data 

should be used routinely along with closed-ended responses to obtain the most complete 

picture of pediatric inpatient care experiences. Their use can help hospitals prioritize actions 

likely to improve practice and quality of care at the institution and provider level.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments

We acknowledge the time and support of the hospitals’ leaders and vendor liaisons who assisted in obtaining the 
survey data for this study, particularly Dr. Carlos Lerner and Debbie Suda for their support and efforts in improving 
Child HCAHPS metrics. We also acknowledge the parents and guardians who completed the surveys and provided 
narrative comments about their pediatric inpatient stays that were analyzed for this study. We also acknowledge 
Zachary Predmore at RAND for his coding of qualitative data, Lynn Polite for her administrative support and 
assistance with data collection, and helpful input from RAND colleague Steven Martino.

Funding

This work was supported by the Agency for Healthcare Research and Quality [Grant numbers U18HS025920 
and U18 HS029321]. The funding source was not involved in the study design, the collection, analysis, and 
interpretation of data, the report’s writing, and the decision to submit the article for publication.

References

Ahmed S, Kemp K, Johnson D, Quan H, & Santana MJ (2020). Identifying areas for improvement 
in paediatric inpatient care using the child HCAHPS survey. Paediatrics & Child Health, 25(6), 
365–371. 10.1093/pch/pxz031. [PubMed: 32963649] 

Baldie DJ, Guthrie B, Entwistle V, & Kroll T (2018). Exploring the impact and use of patients’ 
feedback about their care experiences in general practice settings-a realist synthesis. Family Practice 
Management, 35(1), 13–21. 10.1093/fampra/cmx067.

Bernard H, & Ryan G (2010). Chapter 4, Code books and coding. Analyzing qualitative data: 
Systematic approaches. Sage Publications.

Bradley EH, Curry LA, & Devers KJ (2007). Qualitative data analysis for health services research: 
Developing taxonomy, themes, and theory. Health Services Research, 42(4), 1758–1772. 10.1111/
j.1475-6773.2006.00684.x. [PubMed: 17286625] 

Cavanagh S (1997). Content analysis: Concepts, methods and applications. Nursing Research, 4(3), 
5–16. 10.7748/nr.4.3.5.s2.

David E (2013). Examining the role of narrative performance appraisal comments on performance. 
Human Performance, 26(5), 430–450. 10.1080/08959285.2013.836197.

Downe-Wamboldt B (1992). Content analysis: Method, applications, and issues. Health Care for 
Women International, 13(3), 313–321. 10.1080/07399339209516006. [PubMed: 1399871] 

Feng JY, Toomey SL, Elliott MN, Zaslavsky AM, Onorato SE, & Schuster MA (2020). 
Factors associated with family experience in pediatric inpatient care. Pediatrics, 145(3). 10.1542/
peds.2019-1264.

Quigley et al. Page 9

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Friedberg MW, SteelFisher GK, Karp M, & Schneider EC (2011). Physician groups’ use of data 
from patient experience surveys. Journal of General Internal Medicine, 26 (5), 498–504. 10.1007/
s11606-010-1597-1. [PubMed: 21161419] 

Geissler KH, Friedberg MW, SteelFisher GK, & Schneider EC (2013). Motivators and barriers to using 
patient experience reports for performance improvement. Medical Care Research and Review, 
70(6), 621–635. 10.1177/1077558713496319. [PubMed: 23877957] 

Grob R, Schlesinger M, Barre LR, Bardach N, Lagu T, Shaller D, … Palimaru A (2019). What words 
convey: The potential for patient narratives to inform quality improvement. Milbank Quarterly, 
97(1), 176–227. 10.1111/1468-0009.12374. [PubMed: 30883954] 

Hsieh HF, & Shannon SE (2005). Three approaches to qualitative content analysis. Qualitative Health 
Research, 15(9), 1277–1288. 10.1177/1049732305276687. [PubMed: 16204405] 

Huppertz JW, & Smith R (2014). The value of patients’ handwritten comments on HCAHPS 
surveys. Journal of Healthcare Management, 59(1), 31–47. http://www.ncbi.nlm.nih.gov/pubmed/
24611424. [PubMed: 24611424] 

Iversen HH, Bjertnaes OA, & Skudal KE (2014). Patient evaluation of hospital outcomes: An analysis 
of open-ended comments from extreme clusters in a national survey. BMJ Open, 4(5), Article 
e004848. 10.1136/bmjopen-2014-004848.

Kondracki NL, Wellman NS, & Amundson DR (2002). Content analysis: Review of methods and their 
applications in nutrition education. Journal of Nutrition Education and Behavior, 34(4), 224–230. 
10.1016/s1499-4046(06)60097-3. [PubMed: 12217266] 

Maliski SL, & Litwin MS (2007). Unsolicited written comments: An untapped data source. The 
Oncology Nursing Forum, 34(1), 142–147. 10.1188/07.ONF.142-147. [PubMed: 17562641] 

Martino SC, Shaller D, Schlesinger M, Parker AM, Rybowski L, Grob R, … Finucane ML 
(2017). CAHPS and comments: How closed-ended survey questions and narrative accounts 
interact in the assessment of patient experience. Journal of Patient Experience, 4(1), 37–45. 
10.1177/237437351668. [PubMed: 28725858] 

O’Cathain A, & Thomas KJ (2004). “Any other comments?” Open questions on questionnaires 
- a bane or a bonus to research? BMC Medical Research Methodology, 4 (25). 
10.1186/1471-2288-4-25.

Pedersen AR (2016). The role of patient narratives in healthcare innovation: Supporting translation and 
meaning making. The Journal of Health Organization and Management, 30(2), 244–257. 10.1108/
JHOM-01-2015-0007. [PubMed: 27052624] 

Quigley DD, Elliott MN, Setodji CM, & Hays RD (2018). Quantifying magnitude of group-level 
differences in patient experiences with health care. Health Services Research, 53(4), 3027–3051. 
10.1111/1475-6773.1282. [PubMed: 29435975] 

Quigley DD, Mendel PJ, Predmore ZS, Chen AY, & Hays RD (2015). Use of CAHPS® patient 
experience survey data as part of a patient-centered medical home quality improvement initiative. 
Journal of Healthcare Leadership, 7, 41–54. 10.2147/JHL.S69963. [PubMed: 29355183] 

Quigley DD, & Predmore Z (2022). What parents have to say: Content and actionability of 
narrative comments from child HCAHPS survey. Hospital Pediatrics, 12(2), 205–219. 10.1542/
hpeds.2021-006032. [PubMed: 34981124] 

Quigley DD, & Predmore Z (2023). Parents have more to say: Comments from the child HCAHPS 
single question versus a narrative item set. Hospital Pediatrics, 13(4), 345–356. 10.1542/
hpeds.2022-007046. [PubMed: 36970853] 

Quigley DD, Qureshi N, AlMasarweh L, Pham C, & Hays RD (2021). Using CAHPS® patient 
experience data for patient-centered medical home transformation. The American Journal of 
Managed Care, 27(9), e322–e329. 10.37765/ajmc.2021.88745. [PubMed: 34533915] 

Quigley DD, Slaughter ME, Gidengil C, Palimaru A, Lerner C, & Hays RD (2021). Usefulness 
of child HCAHPS survey data for improving inpatient pediatric care experiences. Hospital 
Pediatrics, 11(10), e199–e209. https://hosppeds.aappublications.org/content/early/2021/09/20/
hpeds.2020-004283. [PubMed: 34548390] 

Riiskjaer E, Ammentorp J, & Kofoed PE (2012). The value of open-ended questions in surveys on 
patient experience: Number of comments and perceived usefulness from a hospital perspective. 

Quigley et al. Page 10

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.ncbi.nlm.nih.gov/pubmed/24611424
http://www.ncbi.nlm.nih.gov/pubmed/24611424
https://hosppeds.aappublications.org/content/early/2021/09/20/hpeds.2020-004283
https://hosppeds.aappublications.org/content/early/2021/09/20/hpeds.2020-004283


International Journal for Quality in Health Care, 24(5), 509–516. 10.1093/intqhc/mzs039. 
[PubMed: 22833616] 

Schlesinger M, Grob R, Shaller D, Martino SC, Parker AM, Finucane ML, … Rybowski L (2015). 
Taking patients’ narratives about clinicians from anecdote to science. New England Journal of 
Medicine, 373(7), 675–679. 10.1056/NEJMsb1502361. [PubMed: 26267629] 

Toomey SL, Zaslavsky AM, Elliott MN, Gallagher PM, Fowler FJ Jr., Klein DJ, … Schuster MA 
(2015). The development of a pediatric inpatient experience of care measure: Child HCAHPS. 
Pediatrics, 136(2), 360–369. 10.1542/peds.2015-0966. [PubMed: 26195542] 

Tsianakas V, Maben J, Wiseman T, Robert G, Richardson A, Madden P, … Davies EA (2012). Using 
patients’ experiences to identify priorities for quality improvement in breast cancer care: Patient 
narratives, surveys or both? BMC Health Services Research, 12, 271. 10.1186/1472-6963-12-271. 
[PubMed: 22913525] 

Wiseman T, Lucas G, Sangha A, Randolph A, Stapleton S, Pattison N, … Dolan S (2015). Insights 
into the experiences of patients with cancer in London: Framework analysis of free-text data from 
the National Cancer Patient Experience Survey 2012/2013 from the two London integrated Cancer 
systems. BMJ Open, 5(10), Article e007792. 10.1136/bmjopen-2015-007792.

Quigley et al. Page 11

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Quigley et al. Page 12

Ta
b

le
 1

Pa
tie

nt
 C

ha
ra

ct
er

is
tic

s,
 O

ve
ra

ll 
an

d 
B

y 
W

he
th

er
 R

es
po

nd
en

t P
ro

vi
de

d 
C

om
m

en
t.

C
ha

ra
ct

er
is

ti
c

O
ve

ra
ll 

N
 =

 9
27

a
N

o 
C

om
m

en
t 

N
 =

 3
82

A
ny

 C
om

m
en

t 
N

 =
 5

45
p-

va
lu

eb

C
hi

ld
 C

ha
ra

ct
er

is
tic

s

O
ve

ra
ll 

he
al

th
0.

2

 
E

xc
el

le
nt

38
%

 (
35

1)
38

%
 (

14
7)

37
%

 (
20

4)

 
V

er
y 

go
od

30
%

 (
28

2)
32

%
 (

12
1)

30
%

 (
16

1)

 
G

oo
d

19
%

 (
17

5)
18

%
 (

70
)

19
%

 (
10

5)

 
Fa

ir
8.

4%
 (

78
)

8.
9%

 (
34

)
8.

1%
 (

44
)

 
Po

or
2.

9%
 (

27
)

1.
3%

 (
5)

4.
0%

 (
22

)

 
U

nk
no

w
n

1.
5%

 (
14

)
1.

3%
 (

5)
1.

7%
 (

9)

R
es

po
nd

en
t C

ha
ra

ct
er

is
tic

s

R
ac

e/
et

hn
ic

ity
0.

00
3

 
H

is
pa

ni
c

36
%

 (
33

2)
41

%
 (

15
6)

32
%

 (
17

6)

 
W

hi
te

41
%

 (
38

2)
34

%
 (

12
8)

47
%

 (
25

4)

 
B

la
ck

3.
6%

 (
33

)
3.

7%
 (

14
)

3.
5%

 (
19

)

 
A

si
an

9.
4%

 (
87

)
10

%
 (

39
)

8.
8%

 (
48

)

 
M

ul
tir

ac
ia

l
7.

6%
 (

70
)

8.
9%

 (
34

)
6.

6%
 (

36
)

 
O

th
er

 r
ac

e
0.

8%
 (

7)
0.

8%
 (

3)
0.

7%
 (

4)

 
U

nk
no

w
n

1.
7%

 (
16

)
2.

1%
 (

8)
1.

5%
 (

8)

A
ge

0.
00

8

 
24

 y
ea

rs
 o

f 
ag

e 
or

 y
ou

ng
er

4.
3%

 (
40

)
6.

8%
 (

26
)

2.
6%

 (
14

)

 
25

–3
4 

ye
ar

s 
ol

d
20

%
 (

18
9)

21
%

 (
79

)
20

%
 (

11
0)

 
35

–4
4 

ye
ar

s 
ol

d
44

%
 (

40
7)

40
%

 (
15

2)
47

%
 (

25
5)

 
45

–5
4 

ye
ar

s 
ol

d
24

%
 (

21
8)

23
%

 (
88

)
24

%
 (

13
0)

 
55

 y
ea

rs
 o

f 
ag

e 
or

 o
ld

er
6.

7%
 (

62
)

8.
1%

 (
31

)
5.

7%
 (

31
)

 
U

nk
no

w
n

1.
2%

 (
11

)
1.

6%
 (

6)
0.

9%
 (

5)

H
ig

he
st

 le
ve

l o
f 

ed
uc

at
io

n
<0

.0
01

 
L

es
s 

th
an

 8
th

 g
ra

de
5.

0%
 (

46
)

8.
6%

 (
33

)
2.

4%
 (

13
)

 
So

m
e 

hi
gh

 s
ch

oo
l

3.
8%

 (
35

)
5.

5%
 (

21
)

2.
6%

 (
14

)

 
H

ig
h 

sc
ho

ol
 d

eg
re

e
8.

8%
 (

82
)

12
%

 (
44

)
7.

0%
 (

38
)

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Quigley et al. Page 13

C
ha

ra
ct

er
is

ti
c

O
ve

ra
ll 

N
 =

 9
27

a
N

o 
C

om
m

en
t 

N
 =

 3
82

A
ny

 C
om

m
en

t 
N

 =
 5

45
p-

va
lu

eb

 
So

m
e 

co
lle

ge
17

%
 (

16
2)

14
%

 (
54

)
20

%
 (

10
8)

 
4-

ye
ar

 c
ol

le
ge

 d
eg

re
e

27
%

 (
24

8)
24

%
 (

92
)

29
%

 (
15

6)

 
>

4-
ye

ar
s 

co
lle

ge
37

%
 (

34
2)

34
%

 (
12

9)
39

%
 (

21
3)

 
U

nk
no

w
n

1.
3%

 (
12

)
2.

4%
 (

9)
0.

6%
 (

3)

Pr
ef

er
re

d 
la

ng
ua

ge
<0

.0
01

 
E

ng
lis

h
84

%
 (

77
8)

76
%

 (
29

2)
89

%
 (

48
6)

 
Sp

an
is

h
11

%
 (

10
3)

16
%

 (
62

)
7.

5%
 (

41
)

 
O

th
er

1.
5%

 (
14

)
2.

1%
 (

8)
1.

1%
 (

6)

 
U

nk
no

w
n

3.
5%

 (
32

)
5.

2%
 (

20
)

2.
2%

 (
12

)

R
el

at
io

ns
hi

p 
to

 c
hi

ld
0.

01
9

 
M

ot
he

r
81

%
 (

75
5)

76
%

 (
29

2)
85

%
 (

46
3)

 
Fa

th
er

14
%

 (
13

2)
18

%
 (

68
)

12
%

 (
64

)

 
O

th
er

2.
4%

 (
22

)
2.

6%
 (

10
)

2.
2%

 (
12

)

 
U

nk
no

w
n

1.
9%

 (
18

)
3.

1%
 (

12
)

1.
1%

 (
6)

a %
 (

n)
.

b Pe
ar

so
n’

s 
C

hi
-s

qu
ar

ed
 te

st
 c

om
pa

ri
ng

 th
os

e 
pr

ov
id

in
g 

a 
co

m
m

en
t v

er
su

s 
di

d 
no

t p
ro

vi
de

 a
 c

om
m

en
t. 

D
ue

 to
 lo

w
 s

am
pl

e 
si

ze
, t

he
 u

nk
no

w
n 

ca
te

go
ry

 w
as

 n
ot

 in
cl

ud
ed

 in
 th

e 
te

st
 a

s 
w

el
l a

s 
th

e 
ot

he
r 

ra
ce

 
ca

te
go

ry
 f

or
 te

st
 b

y 
ra

ce
 a

nd
 e

th
ni

ci
ty

.

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Quigley et al. Page 14

Ta
b

le
 2

E
st

im
at

es
 a

nd
 V

ar
ia

nc
e 

E
xp

la
in

ed
 f

ro
m

 R
eg

re
ss

io
n 

M
od

el
s 

Pr
ed

ic
tin

g 
O

ve
ra

ll 
R

at
in

g 
of

 H
os

pi
ta

l a
nd

 W
ill

in
gn

es
s 

to
 R

ec
om

m
en

d 
H

os
pi

ta
l, 

A
m

on
g 

A
ll 

Su
rv

ey
 R

es
po

nd
en

ts
 (

N
 =

 9
27

).

O
ve

ra
ll 

R
at

in
g 

of
 H

os
pi

ta
l

W
ill

in
gn

es
s 

to
 R

ec
om

m
en

d

M
od

el
D

es
cr

ip
ti

on
 o

f 
th

e 
M

od
el

s 
an

d 
in

cl
ud

ed
 C

om
m

en
t 

In
di

ca
to

r(
s)

E
st

im
at

e 
(S

E
)

M
od

el
 R

2
D

if
fe

re
nc

e 
in

 R
2

E
st

im
at

e 
(S

E
)

M
od

el
 R

2
D

if
fe

re
nc

e 
in

 R
2

0
B

as
e 

M
od

el
a

N
A

0.
41

N
A

N
A

0.
34

N
A

1
B

as
e 

M
od

el
 +

 A
ny

 C
om

m
en

t i
nd

ic
at

or

 
A

ny
 C

om
m

en
t

−3
.4

9 
(0

.8
)*

**
0.

42
0.

01
−3

.6
0(

1.
1)

**
0.

35
0.

01

2
B

as
e 

M
od

el
 +

 V
al

en
ce

 in
di

ca
to

rs

 
A

ny
 P

os
iti

ve
 C

om
m

en
t

3.
62

 (
0.

8)
**

*
0.

49
0.

08
4.

44
 (

1.
1)

**
*

0.
40

0.
05

 
A

ny
 N

eg
at

iv
e 

C
om

m
en

t
−1

0.
06

 (
0.

9)
**

*
−1

0.
12

(1
.3

)*
**

3
B

as
e 

M
od

el
 +

 C
om

m
en

t C
on

te
nt

 in
di

ca
to

rs

 
C

on
te

nt
 r

el
at

ed
 to

 n
on

-H
C

A
H

PS
 r

at
in

g
1.

90
 (

0.
9)

*
0.

43
0.

03
1.

68
 (

1.
2)

0.
36

0.
02

 
C

on
te

nt
 r

el
at

ed
 to

 s
pe

ci
fi

c 
no

n-
H

C
A

H
PS

 c
on

te
nt

−2
.9

2 
(0

.9
)*

*
−

2.
28

 (
1.

2)

 
C

on
te

nt
 r

el
at

ed
 to

 s
pe

ci
fi

c 
H

C
A

H
PS

 c
on

te
nt

−5
.3

8(
l.2

)*
**

−6
.0

8(
1.

6)
**

*

4
B

as
e 

M
od

el
 +

 A
ct

io
na

bi
lit

y 
in

di
ca

to
rs

 
A

ct
io

na
bl

e 
at

 th
e 

pr
ov

id
er

 le
ve

l
−7

.4
9(

1.
2)

**
*

0.
49

0.
08

−8
.2

9(
1.

7)
**

*
0.

40
0.

05

 
A

ct
io

na
bl

e 
at

 th
e 

or
ga

ni
za

tio
n 

le
ve

l
−9

.2
9(

l.0
)*

**
−8

.8
2(

1.
5)

**
*

5
B

as
e 

M
od

el
 +

 V
al

en
ce

 in
di

ca
to

rs
 +

 A
ct

io
na

bi
lit

y 
in

di
ca

to
rs

 
A

ny
 P

os
iti

ve
 C

om
m

en
t

3.
76

 (
0.

8)
**

*
0.

51
0.

10
4.

66
(1

.1
)*

**
0.

41
0.

07

 
A

ny
 N

eg
at

iv
e 

C
om

m
en

t
−

2.
79

 (
1.

6)
−

2.
88

 (
2.

3)

 
A

ct
io

na
bl

e 
at

 th
e 

pr
ov

id
er

 le
ve

l
−6

.8
6(

1.
4)

**
*

−7
.7

7 
(2

.0
)*

**

 
A

ct
io

na
bl

e 
at

 th
e 

or
ga

ni
za

tio
n 

le
ve

l
−6

.7
8 

(l
.6

)*
**

−6
.1

2(
2.

2)
*

a M
od

el
s 

ar
e 

ad
ju

st
ed

 w
ith

 c
as

e-
m

ix
 v

ar
ia

bl
es

 (
ge

ne
ra

l h
ea

lth
 o

f 
th

e 
ch

ild
, a

nd
 r

es
po

nd
en

t’
s 

ag
e,

 e
du

ca
tio

n,
 a

nd
 p

re
fe

rr
ed

 la
ng

ua
ge

, r
es

po
nd

en
t’

s 
re

la
tio

ns
hi

p 
to

 th
e 

ch
ild

, a
n 

in
di

ca
to

r 
fo

r 
th

e 
ho

sp
ita

l w
he

re
 

th
e 

ch
ild

 r
ec

ei
ve

d 
ca

re
),

 o
ve

ra
rc

hi
ng

 C
hi

ld
 H

C
A

H
PS

 m
ea

su
re

 g
ro

up
in

gs
, a

nd
 in

di
ca

to
rs

 f
or

 s
cr

ee
ne

r 
qu

es
tio

ns
 r

el
at

ed
 to

 c
hi

ld
’s

 a
ge

 a
nd

 a
bi

lit
ie

s 
to

 ta
lk

. S
ta

rs
 r

ep
re

se
nt

 H
oc

hb
er

g 
ad

ju
st

ed
 p

-v
al

ue
s 

fr
om

 
F-

te
st

:

* p 
<

 0
.0

5

**
p 

<
 0

.0
1

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Quigley et al. Page 15
**

* p 
<

 0
.0

01
.

SE
 in

di
ca

te
s 

st
an

da
rd

 e
rr

or
.

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Quigley et al. Page 16

Ta
b

le
 3

E
st

im
at

es
 a

nd
 V

ar
ia

nc
e 

E
xp

la
in

ed
 f

ro
m

 R
eg

re
ss

io
n 

M
od

el
s 

Pr
ed

ic
tin

g 
O

ve
ra

ll 
R

at
in

g 
of

 H
os

pi
ta

l a
nd

 W
ill

in
gn

es
s 

to
 R

ec
om

m
en

d 
H

os
pi

ta
l, 

A
m

on
g 

R
es

po
nd

en
ts

 w
ith

 a
 C

om
m

en
t (

N
 =

 5
45

).

C
om

m
en

t 
In

di
ca

to
r 

ad
de

d 
to

 B
as

e 
M

od
el

a

O
ve

ra
ll 

R
at

in
g 

of
 H

os
pi

ta
l

W
ill

in
gn

es
s 

to
 R

ec
om

m
en

d 
H

os
pi

ta
l

B
et

a 
(S

E
)

R
2

D
if

fe
re

nc
e 

in
 R

2
B

et
a 

(S
E

)
R

2
D

if
fe

re
nc

e 
in

 R
2

A
ny

 P
os

iti
ve

 C
om

m
en

t
12

.6
3 

(1
.4

)*
**

0.
55

8
0.

07
15

.2
9(

1.
8)

**
*

0.
50

2
0.

07

A
ny

 N
eg

at
iv

e 
C

om
m

en
t

−8
.3

3 
(1

.3
)*

**
0.

52
1

0.
04

−8
.8

2 
(1

.7
)*

**
0.

45
6

0.
03

C
on

te
nt

 r
el

at
ed

 to
 n

on
-H

C
A

H
PS

 r
at

in
g

3.
35

 (
1.

1)
*

0.
49

3
0.

01
3.

51
 (

1.
5)

0.
43

5
0.

01

C
on

te
nt

 r
el

at
ed

 to
 s

pe
ci

fi
c 

no
n-

H
C

A
H

PS
 c

on
te

nt
−

0.
92

 (
1.

2)
0.

48
5

0.
00

−
0.

44
 (

1.
6)

0.
42

9
0.

00

C
on

te
nt

 r
el

at
ed

 to
 s

pe
ci

fi
c 

H
C

A
H

PS
 c

on
te

nt
−

3.
55

 (
1.

4)
0.

49
1

0.
01

−
4.

31
 (

1.
8)

0.
43

5
0.

01

A
ct

io
na

bl
e 

at
 th

e 
pr

ov
id

er
 le

ve
l

−6
.6

4(
1.

5)
**

*
0.

50
2

0.
02

−7
.7

4 
(2

.0
)*

*
0.

44
5

0.
02

A
ct

io
na

bl
e 

at
 th

e 
or

ga
ni

za
tio

n 
le

ve
l

−8
.7

5(
1.

3)
**

*
0.

52
5

0.
04

−8
.8

3 
(1

.7
)*

**
0.

45
6

0.
03

St
ar

s 
re

pr
es

en
t H

oc
hb

er
g 

ad
ju

st
ed

 p
-v

al
ue

s 
fr

om
 F

-t
es

t:

* p 
<

 0
.0

5

**
p 

<
 0

.0
1

**
* p 

<
 0

.0
01

.

C
I 

in
di

ca
te

s 
co

nf
id

en
ce

 in
te

rv
al

s.

a T
he

 b
as

e 
m

od
el

 is
 a

dj
us

te
d 

w
ith

 c
as

e-
m

ix
 v

ar
ia

bl
es

 (
ge

ne
ra

l h
ea

lth
 o

f 
th

e 
ch

ild
, a

nd
 r

es
po

nd
en

t’
s 

ag
e,

 e
du

ca
tio

n,
 a

nd
 p

re
fe

rr
ed

 la
ng

ua
ge

, r
es

po
nd

en
t’

s 
re

la
tio

ns
hi

p 
to

 th
e 

ch
ild

, a
n 

in
di

ca
to

r 
fo

r 
th

e 
ho

sp
ita

l 

w
he

re
 th

e 
ch

ild
 r

ec
ei

ve
d 

ca
re

),
 o

ve
ra

rc
hi

ng
 C

hi
ld

 H
C

A
H

PS
 m

ea
su

re
 g

ro
up

in
gs

, a
nd

 in
di

ca
to

rs
 f

or
 s

cr
ee

ne
r 

qu
es

tio
ns

 r
el

at
ed

 to
 c

hi
ld

’s
 a

ge
 a

nd
 a

bi
lit

ie
s 

to
 ta

lk
. T

he
 b

as
e 

m
od

el
 R

2  
va

lu
e 

w
as

 0
.4

84
 a

nd
 

0.
42

9 
fo

r 
ou

tc
om

es
 O

ve
ra

ll 
R

at
in

g 
of

 H
os

pi
ta

l a
nd

 W
ill

in
gn

es
s 

to
 R

ec
om

m
en

d 
H

os
pi

ta
l, 

re
sp

ec
tiv

el
y.

 E
ac

h 
ro

w
 r

ep
re

se
nt

s 
a 

se
pa

ra
te

 m
od

el
 f

it 
w

ith
 a

dd
in

g 
th

e 
sp

ec
if

ie
d 

co
m

m
en

t i
nd

ic
at

or
 to

 th
e 

ba
se

 
m

od
el

.

J Pediatr Nurs. Author manuscript; available in PMC 2024 May 31.


	Abstract
	Background
	Methods
	Survey Data.
	Qualitative Coding.
	Analysis.

	Results
	Patient and Respondent Characteristics.
	Extent Comments Provide Additional Information.
	Extent Specific Comment Types Drive Global Ratings among Those Who Comment.
	Patient Experience by Whether Respondent Provided a Comment and By Comment Type.

	Discussion
	Practice implications
	Limitations

	Conclusion
	References
	Table 1
	Table 2
	Table 3



