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The items for the Medical Consultation Experience Questionnaire (MCEQ) were developed over a series of seven preliminary studies. This document provides brief summaries for each of these studies describing the general types of analyses that were conducted in each study, as well as how these results were used to guide the development of the MCEQ. For the sake of clarity, the validation studies reported in the main article are identified with numerical labels (e.g., “Study 1”), whereas the preliminary studies described in this document are identified with letter labels (e.g., “Study A”). 
General Method Used in All Preliminary Studies 
All the preliminary studies used a method nearly identical to the method for Study 1 described in the main article. One difference, however, is that the preliminary studies included not only studies of parents of children with medical conditions but also studies of adults with medical conditions. As in Study 1, all participants were recruited via Qualtrics Panels to complete an online survey. The criteria for determining if people had a qualifying medical condition were the same across all studies. Specifically, a medical condition needed to fit one or more of the following inclusion criteria to qualify: condition that resulted in a hospitalization, condition that required a trip to an emergency room, serious condition that was chronic in nature, or condition that was life threatening. In addition, participants were required to report visiting a medical practitioner to discuss the qualifying medical condition at least once within the last year. In the preliminary studies using samples of parents, these criteria applied to the children of the participants (exactly as they did in Study 1 in the main article), whereas in preliminary studies of adults with medical conditions, these criteria applied to the respondents themselves. The questionnaires used in all studies used the same validity checks, comprehension checks, attention checks, and participant compensation methods as Study 1. In procedures identical to those of Study 1, participants were instructed at the beginning of each survey to identify a specific recent appointment with a medical practitioner and to write a brief description of that appointment. In all studies, participants then completed a pool of questionnaire items that asked about their experiences at the time of this target appointment. 
Study A
A key goal of this project was to develop self-report scales for assessing people’s experiences during consultations with medical practitioners, and specifically, to assess two dimensions of experience expected to be particularly important. Initially, the two target constructs were called “Alliance” and “Medical Information Clarity.” The Alliance construct was defined exactly as it is in the main article, and the “Medical Information Clarity” construct was simply the reverse coded version of the Confusion construct defined in the main article. Another goal of this project was to develop scales that could be used not only with a general population of adults with medical conditions, but also with parents of children with medical conditions. Study A began with an investigation of parents, and it explored whether it would be possible to use items from existing measures to assess the two target constructs.
	The sample for Study A included 156 parents of children with medical conditions. They completed a questionnaire composed of 48 items drawn from existing scales intended for assessing medical consultation experiences of parents of children with medical conditions (Bitzer, Volkmer, Petrucci, Weissenrieder, & Dierks, 2012; Lewis, Douglas, Pantell, & Wolf, 1986). These questionnaires were selected because they are intended to assess multiple dimensions of experience, including practitioner-parent relationship quality and information clarity. All items were rated on a 5-point scale that ranged from “disagree strongly” to “agree strongly.” The results of this study revealed two serious limitations in this pool of items. First, all the items were highly skewed. Averaging across all items, the lowest response option was selected only 2% of the time, whereas the highest option was selected 47% of the time, and on a scale which ranged from 1 to 5, the average score across items was 4.3. Second, although the goal was to assess two dimensions of experience, results from an exploratory factor analysis suggested that the items were profoundly unidimensional. In this analysis, the first factor explained 52% of the variance, and no other factor explained more than 9%. Attempts to extract more than a single factor failed to produce factors that could be identified as Alliance and Medical Information Clarity. 
Study B 
Given that the previous study revealed several problems with items drawn from existing scales, we created a new pool of 37 items intended to be indicators of Alliance and Medical Information Clarity. Study B was an exploratory study conducted to identify the best items from this pool. Also, given that the rating scale used in the previous study produced highly skewed responses, a variety of different rating scales were employed for the items in Study B. All items were rated on 5-point scales, and examples of response options include those ranging from “excellent” to “poor,” from “completely felt this way” to “definitely did not feel this way,” from “extremely” to “definitely not,” and from “enormous” to “poor.” Given the magnitude of problems discovered with existing scales in Study A, it was expected that it would require a series of several studies to develop adequate scales. Due to feasibility issues associated with conducting many successive studies with samples of parents, we decided to proceed to studies focusing on adults with medical conditions in hopes that results would eventually generalize to samples of parents.
	Study B included a sample of 100 adults with medical conditions that completed a questionnaire including the pool of 37 new items intended to assess Alliance and Medical Information Clarity. Results suggested that these items had some of the same problems as items from the previous study. Most of the items were highly skewed and an exploratory factor analysis suggested that the pool was unidimensional. However, unlike the previous study, when two factors were extracted, factor loadings with oblique rotation matched theoretical expectations, with one factor being defined more by Alliance items and the other defined more by Medical Information Clarity items. 
	Drawing from these results, two exploratory evaluation methods were used to identify a subset of items that might prove useful in producing the desired two-dimensional instrument and would therefore be worth retaining in subsequent studies. First, to evaluate the extent to which each item might function as a distinct indicator of a single factor, a difference score was calculated between each item’s loading on its theoretically expected factor and its loading on the other factor. Second, the distributional properties of each item were evaluated by calculating the percent of people endorsing the top response option. Using this information, we selected a set of 11 items that had the largest factor difference scores and the smallest percent endorsing top response options. This set included six items assessing Alliance and five items assessing Medical Information Clarity. A sample Alliance item is, “Did you feel like part of a team with your practitioner?” and a sample Medical Information Clarity item is, “How well did you understand the practitioner’s instructions?” A post-hoc factor analysis of the 11-item subset suggested that these items did fit the expected two factor structure, but the two factors were still not sufficiently distinct (the correlation between factors was .6) and items were still skewed. 
Study C
The purpose of Study C was to explore a possible option for addressing problems with item skew. Specifically, this study investigated whether ceiling effects might be reduced if the questionnaire was designed to encourage respondents to spend more time thinking about each item before responding. Accordingly, a questionnaire was created by taking the 11 items identified in Study B and creating open-ended prompts to precede each item. For example, one of the original items asked respondents to rate their response to the question: “Do you feel like part of a team with your practitioner?” In the prompted version of the questionnaire, this item was preceded with a prompt that asked respondents to “describe a moment when you most felt like you were part of a team with your practitioner,” and respondents were instructed to write a short answer in a text box if they could think of something. It was expected that, if the prompts were effective in reducing ceiling effects, then scales created from a prompt-version of the questionnaire should have lower means than scales created from a standard-version of the questionnaire with no prompts. 
	This was tested in Study C using a sample of 100 adults with medical conditions. All participants completed a questionnaire comprised of the 11 items identified in Study B. Participants were randomly assigned to complete either the prompt-version or the standard-version of this questionnaire. The results suggested there was a significant difference between groups for scores on the Alliance scale (Cohen’s d = 0.44, t(98) = 2.21, p = .03), with the prompt group scoring lower than the no-prompt group, as expected. However, the difference for the Confusion scale was not significant. 
Study D
In Study D, two major revisions were made to the set of items identified in the previous studies. The first revision was that items were rewritten to improve scale distinctiveness. Specifically, a revised set of Medical Information Clarity items was created that included items asking about a person’s experience of possessing clear medical information without using terms referring to a medical practitioner. For example, the previous scale included the following item: “How well did you understand the practitioner’s instructions?” This item was deleted because the stem referred to a practitioner. In contrast, one of the new items asked respondents first to think about the point in time after their target appointments and consider the facts they knew at that time about the procedures and medications for their medical conditions, and then to rate their level of knowledge on this topic. The second major revision was that negatively keyed items were added to each scale. An example of a new negatively keyed item for the Alliance scale is: “Did you wish that you had a different practitioner?” An example of a new negatively keyed item for the Medical Information Clarity scale is: “Did you wish that you had more information about your medical condition or treatment?” Altogether, this revised set of items included seven items assessing Alliance and seven items assessing Medical Information Clarity, with each scale composed of four positively keyed items and three negatively keyed items. This revised questionnaire retained the use of prompts for the four positively keyed items on the Alliance scale because these prompts had been shown to reduce item skew in Study C. 
	The revised 14-item questionnaire was administered to a sample of 100 adults with medical conditions. An exploratory factor analysis with this new pool of items suggested that items reflected three distinct factors, with one factor comprising all seven Alliance items, one comprising the four positively keyed Medical Information Clarity items, and one comprising the three negatively keyed Medical Information Clarity items. Although the Medical Information Clarity items were not initially expected to form two factors, it seemed possible that this distinction was worth exploring in future work. The factor comprising the negatively keyed Medical Information Clarity items was given the name “Confusion.” 
Study E
The purpose of Study E was to cross-validate the three-dimensional factor structure observed in the exploratory factor analysis from Study D as well as to provide a preliminary test of convergent validity in order to clarify the potential importance of the three dimensions suggested in that analysis. The sample for Study E included 102 people with medical conditions. Participants completed the same questionnaire used in Study D, which included seven items assessing Alliance, four items assessing Medical Information Clarity, and three items assessing Confusion. Participants also completed several convergent validity criterion scales. First, it was expected that experiences during medical consultations would be associated with health-related coping styles. Accordingly, the Brief Cope (Carver, 1997) was used to assess the ways in which participants coped with their medical conditions, and it provided scores on two variables: social-focused coping and negative-focused coping. In addition, experiences during medical consultations were expected to be important for understanding outcomes such as health-related quality of life. Accordingly, the RAND-36 Health-Related Quality of Life scale (Hays & Morales, 2001) was used to obtain scores on three variables: perceived general health, perceived physical limitations, and perceived role limitations. In general, it was expected that the Alliance scale was likely to correlate with a different set of criterion variables from the other two scales regarding Medical Information Clarity and Confusion. The Alliance scale was also expected to be uniquely correlated with a variable assessing the amount of time participants spent with practitioners in the target medical appointment. Although the magnitude of correlations with criterion variables was expected to be small, each dimension of experience was expected to demonstrate potential relevance by correlating with at least some of the criterion variables. 
	Results from a confirmatory factor analysis suggested a good fit for the three-dimensional model (χ2 (74) = 158.42, CFI = 0.98, RMSEA = 0.07). Items were summed to produce scores on a 7-item Alliance scale, a 4-item Medical Information Clarity scale, and a 3-item Confusion scale. The Alliance scale correlated with three of the criterion variables: social-focused coping (r = .25, p < .05), perceived general health (r = .22, p < .05), and duration of appointment (r = .27, p < .05). The Confusion scale correlated with a different set of three criterion variables: negative-focused coping (r = .22, p < .05), perceived physical limitations (r = .29, p < .01), and perceived role limitations (r = .39, p < .01). The Medical Information Clarity scale did not significantly correlate with any of the criterion variables. Notably, the Alliance and Confusion scales were only moderately correlated (r = –.31, p < .01), suggesting that these two scales are reasonably distinct. Surprisingly, although the Confusion and Medical Information Clarity were originally conceptualized as opposing poles of a single dimension, their correlation was small (r = –.20, p < .05). 
	The consistently weak correlation results for the Medical Information Clarity scale raised questions about what this scale was measuring and about the overall relevance of this scale. One possible explanation for these results (and similar results from other work we did with this scale that is not reported here) is that the positively worded items on this scale are mostly assessing people’s appraisals of their own intellectual abilities, and these items may be failing to assess people’s experiences of feeling adequately informed during medical appointments. If so, it may be that the Confusion scale is a better measure of the target construct, whereas the Medical Information Clarity scale is less directly associated with medically-related life experiences. 
	In contrast to the Medical Information Clarity scale, the results for the Alliance and Confusion scales were generally promising. However, each of these scales also had a notable limitation. First, the reliability for the Confusion scale was low (Cronbach’s α = .69), possibly due the fact that this scale was composed of only three items. Second, although the distribution of the total score for the Alliance scale was much improved over previous versions, it was still slightly skewed with 16% of the sample receiving the highest score possible on the scale. 
Study F
The purpose of Study F was to provide further refinement and validation of the new scales. Given that previous results for the Medical Information Clarity scale were ambiguous, this study focused only on the development of the Alliance and Confusion scales. Also, given that Studies 2 through 5 all involved samples of adults with medical conditions, this study tested the generalizability of the scales on a sample of parents of children with medical conditions. In addition, two modifications were made to the new scales. First, because the reliability for the Confusion scale was low, an additional item was added to this scale. Second, because the distribution of the Alliance scale was still slightly skewed, a new item rating system scale was developed for the positively keyed Alliance items. This new rating scale asked respondents to rate their medical alliance by comparing their experience with a practitioner in the target medical consultation appointment with their schema for a “typical practitioner,” thereby giving them a standard of comparison to use in making ratings. A sample item using this new rating scale is: “Compared to a typical practitioner, how much did you feel like part of a team with this practitioner?” and this item was rated on a 6-point scale ranging from “Less than typical” to “Amazingly more than typical.” As with previous studies, these positively keyed Alliance items were preceded by prompts asking participants to think of specific examples of things that happened during the appointment. 
	Participants for Study F included 97 parents of children with medical conditions. They completed the seven-item Alliance scale and the expanded four-item Confusion scale. They also reported the duration of the target medical appointment and completed a single-item measure of medical stress. This item asked them to rate the extent of stress they experienced regarding their child’s medical condition. Results from a confirmatory factor analysis of the items for the Alliance and Confusion scales suggested a good fit for the two-dimensional model (χ2 (39) = 68.37, CFI = 0.99, RMSEA = 0.08). In addition, the two scales appeared to be reasonably distinct. The correlation between the two scales was small (r = .25, p < .05). Alliance was the only scale to correlate with appointment duration (r = .29, p < .01), whereas Confusion was the only scale to correlate with medical stress (r = –.20, p < .05). 
	The results also indicated that the previous problems with skew for the Alliance scale were substantially improved. None of the participants in this sample obtained the highest possible score on the scale. Also, the scale mean (which was 3.9 when scores were calculated by averaging across items, each rated on a scale from 1 to 6) was quite close to the scale midpoint (which was 3.5), and a test for skewness was non-significant. Although the problems with skew were substantially improved, the reliability for the Confusion scale was still low, (Cronbach’s α = .69, nearly unchanged from the previous study), suggesting that this four-item scale still did not have enough items. 
	Given that the new response option format for the positively keyed items appeared to have greatly improved the distribution of the scale, it seemed reasonable to consider whether it might be best to use only the positively keyed items on this scale, or if was useful to continue using both positively keyed and negatively keyed items. Toward this end, an item response theory analysis was conducted for the 7-item Alliance scale using a graded response model (Samejima, 1969). The results suggested that it was possible to obtain the best discrimination across a full range of alliance levels by including both the positively keyed and the negatively keyed items. The positively keyed items were especially good at discriminating between people with high levels of alliance. Specifically, the average of the highest of the extremity parameters (that is, the average highest threshold) for the positively-keyed items was 1.53 standard deviations higher than the average for the negatively keyed items. In contrast, the negatively keyed items were especially good at discriminating between people with low levels of alliance. Specifically, the average of the lowest of the extremity parameters for the negatively keyed items was .94 standard deviations lower than the average for the positively keyed items. In addition, the scale information curve for the full seven-item scale was substantially wider than the information curve for a scale composed only of the four positively keyed items. 
Study G
Study G was conducted to address two questions raised by the results from Study F. This first question was whether the reliability of the confusion scale could be improved by adding another item. Toward this end, a new Confusion item was written and added to the scale. The second question was whether it was necessary to continue using prompts for the positively keyed Alliance items. Although Study C found that the use of prompts could produce lower scores, and thereby less skew, the use of prompts was not tested on items using the new response option format that was introduced in Study F. Given that use of the prompts increases the time required to complete the scale, it was important to clarify if the prompts continued to be necessary. 
	The participants for Study G included 103 adults with medical conditions. All participants completed a questionnaire containing the most recent set of items. This included four positively keyed Alliance items, three negatively keyed Alliance items, and five Confusion items. Participants were randomly assigned to complete one of two different versions of this questionnaire. In one version, as in Study F, prompts preceded the four positively keyed alliance items. In the other version, the prompts were omitted. To evaluate the effect of the prompts, a positive alliance score was computed by summing just the four positively keyed alliance items. The difference between groups on this variable was small and not significant (Cohen’s d = 0.16, t (101) = 0.83, p = .41). Thus, the results failed to provide evidence that the prompts were beneficial for the new format of this scale. Therefore, the version without prompts was selected as the best option. Using data from participants that completed this version without prompts (n = 48) Cronbach’s α for the full seven-item Alliance scale was .88. Importantly, reliability for the 5-item Confusion scale was .85, which was noticeably higher than that in the previous study which used a shorter version of this scale. 
Final Set of MCEQ Items
The set of items without prompts as tested in Study G was adopted as the final version of the MCEQ. The final items and response options for this instrument are all listed in Table 2 of the main article. The seven-item Alliance scale includes four positively keyed items and four negatively keyed items. The positively keyed items ask respondents to make ratings based on comparisons with a “typical practitioner,” and these items provide good discrimination at the upper end of the distribution. In contrast, the negatively keyed items provide good discrimination at the lower end. The Confusion scale includes five items that are all scored in the same direction. The five-item Confusion scale contains enough items to produce adequate reliability, and initial evidence suggests that it is distinct from the Alliance scale and may correlate with different types of criterion variables.
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