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B. Collections of Information Employing Statistical Methods

1. Describe (including a numerical estimate) the potential respondent universe and any sampling or other respondent selection methods to be used. Data on the number of entities (e.g., establishments, State and local government units, households, or persons) in the universe covered by the collection and in the corresponding sample are to be provided in tabular form for the universe as a whole and for each of the strata in the proposed sample. Indicate expected response rates for the collection as a whole. If the collection had been conducted previously, include the actual response rate achieved during the last collection. 

The sample for the proposed study will be pulled from the VA’s VISTA system (Veterans Health Information and Technology Architecture). The VISTA system is a health care encounter-based record system; any Veteran who has a medical appointment at a VA site of care generates a record in the VISTA system complete with patient contact information, the date, time, location, and nature of the visit, the provider’s name etc. Only the minimum necessary information from each encounter record will be used to field the proposed survey.

The sample will be a nested design stratified by respondent age (< 45, 45-64, and 64+) and respondent ZIP code including coastal/non-coastal regions as well as rural/urban regions. 

The respondent universe for this study is comprised of two distinct populations: Veterans patients who are non-homeless, and Veterans patients who are homeless or transitionally housed (according to data available in the VISTA system).

Non-Homeless Veterans: The respondent universe includes Veterans who, at the time of fielding, both currently live in Veterans Integrated Service Networks (VISNs) 3, 4, or 5 and have gotten received care from a VA hospital or clinic in that same area at least once in the past 24 months. The three VISNs will be treated as one geographic location. At the time of sample design, VA appointment file data (obtained through VISTA) for this location  identified 645,356 VA patients in a 12-month period.

	 
	Age under 45
	Age 45 to 64
	Age over 64
	Total

	VISNs 3, 4, & 5
	Rural
	Urbanized
	Rural
	Urbanized
	Rural
	Urbanized
	

	Coastal
	8,117
	47,388
	18,210
	100,600
	22,947
	134,618
	331,880

	Non-Coastal
	23,582
	27,243
	55,938
	53,135
	81,798
	71,780
	313,476

	
	
	
	
	
	
	
	645,356



Homeless or Transitionally Housed Veterans: A substantially smaller proportion of the respondent universe includes Veterans who, at the time of fielding, currently live in VISNs 3, 4, or 5 and have received care from a VA hospital or clinic in that same area at least once in the past 3 months and have received care from VA recorded as care delivered to the homeless. These Veteran patients have been identified through VISTA encounter data with the variable “primarystopcode” where a value of 528 = "Telephone/Homeless Mentally Ill" and 529 = "Health Care for Homeless Veterans (HCHV)". At the time of sample design, we identified 21,317 Veterans with these criteria over a 12-month time-frame, with roughly 5,000 Veterans meeting these criteria represented in any given 3-month period.
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Coastal/non-coastal ZIP codes were identified using a database of coastal shoreline counties from the National Oceanic and Atmospheric Administration (NOAA) (http://coastalsocioeconomics.noaa.gov/coast_defined.html). Counties were matched to ZIP codes based on a database of ZIP codes from the U.S. Census Bureau. Urban and rural ZIP codes were defined using a database of ZIP codes from the U.S. Census Bureau.

There is not a sufficient number of transitionally housed or homeless Veterans to sample by strata, or to be included in the sample through random selection. Therefore, they will be excluded from the sampling process for the nested stratified sample design and will be sampled separately.

The sample size needed to obtain the target level of responses is dependent on estimated response rates. A wide range of reported response rates can be found based on the study population, survey mode, and use of financial incentives. One study of Veterans contacted by mail and phone reported response rates of 45% and 69% respectively (Duncan et al. 2005), while another mixed-mode survey of Veterans, very similar to our proposed use of mail, web, and phone components, reported an overall response rate of 34.3% (Eber et al. 2013). Another study conducted with initial monetary incentives found that $2, the amount we propose to provide initially, yielded a response rate of 47.7% (Griffin et al. 2011). Ultimately no published study directly mirrors ours and we will need to estimate response rates. Additionally, our response rates will be based not only on the willingness of the respondent, but also by the quality of the contact information. 

Based on our fielding methodology which will use multiple contacts, modes, and cash incentives, and with good contact information in the sampling frame, we might expect response rates at or above 50%; however, due to the unknown quality of the sample data and the most recent study in 2013 by Eber achieving only at 34.3% response rate, we have estimated our response rate at 36% overall. Estimated response rates do vary by age (Wright et al., 2006). We did not find any literature on survey response rate differences by urban vs. rural or coastal vs. non-coastal. Therefore, our estimated response rate by cell is the following:

	 
	Age under 45
	Age 45 to 64
	Age over 64

	VISNs 3, 4, & 5
	Rural
	Urbanized
	Rural
	Urbanized
	Rural
	Urbanized

	Coastal
	30%
	30%
	35%
	35%
	45%
	45%

	Non-Coastal
	30%
	30%
	35%
	35%
	45%
	45%



Our review of the literature found that only two studies (Sumner et al, 2001 and Elliot et al 2006) used a multi-stage probability sampling approach to contact homeless individuals. To our knowledge, all other surveys of the homeless population have been in-person interviews obtained through a convenience sample. Using the VISTA record of care delivered to a homeless Veteran presents a unique opportunity to obtain a probability sample of homeless or transitional Veterans. Since few studies like this have been done before, our estimated response rate is a conservative 5%.

2. Describe the procedures for the collection of information including: statistical methodology for stratification and sample selection, estimation procedure, degree of accuracy needed for the purpose described in the justification, unusual problems requiring specialized sampling procedures, and any use of periodic (less frequent than annual) data collection cycles to reduce burden.

To ensure we have enough survey responses to make statistical comparisons of response data, but not so many as to place undue burden on the study population, we have calculated our sample sizes based on several criteria and assumptions:
1. For all statistical hypotheses tests performed, we would like to have 95% confidence that we will not reject the null hypothesis when it is true. We have chosen a two-tailed test so that we can compare proportions no matter the direction of change (α = 0.05). 
2. We would like to have the statistical power to accept the null hypothesis when it is true 80% of the time (β = 0.20). 
3. At its most conservative, the chance that a particular group of survey respondents will choose one survey response over another for a particular question is 50/50. Since no survey like this has been done before, our estimates will also be conservative (p1 = 0.50). 
4. For comparing proportions of survey item responses between any two groups we would like to be able to determine significant differences of at least 6% (p2 = 0.56). 
Our two-tailed sample size equation is the following:
[image: ]             
Where
α = 0.05 
β = 0.2
Z 1-α/2 = 1.96
Z 1- β = 0.84
p1 = 0.50
q1= 1-p1 = 0.50
p2 = 0.56
q2= 1-p2= 0.44
 (p1 + p2)/2 = (.50 + 0.56)/2 = 0.53
 1-  0.47

Thus, to compare the differences in proportions between 2 mutually exclusive groups with our parameters we will need N=1,084 responses for each group, or 2,168 (2,172 with rounding).



	 
	Age under 45
	Age 45 to 64
	Age over 64
	 Total

	VISNs 3, 4, AND 5
	Rural
	Urbanized
	Rural
	Urbanized
	Rural
	Urbanized
	

	Coastal
	181
	181
	181
	181
	181
	181
	1,086

	Non-Coastal
	181
	181
	181
	181
	181
	181
	1,086

	Subtotal
	362
	362
	362
	362
	362
	362
	 

	Total
	724
	724
	724
	2,172




As described above in section B.1, our overall estimated response rate is 36% with differing estimated response rates by strata. 

	 
	Age under 45
	Age 45 to 64
	Age over 64

	VISNs 3, 4, AND 5
	Rural
	Urbanized
	Rural
	Urbanized
	Rural
	Urbanized

	Coastal
	30%
	30%
	35%
	35%
	45%
	45%

	Non-Coastal
	30%
	30%
	35%
	35%
	45%
	45%




Dividing the desired number of completes per cell by the expected response rate, the level of sample we need to achieve 2,172 responses is 6,091. For example 181/0.3 = 603.
	 
	Age under 45
	Age 45 to 64
	Age over 64
	Total

	VISNs 3, 4, AND 5
	Rural
	Urbanized
	Rural
	Urbanized
	Rural
	Urbanized
	

	Coastal
	603
	603
	517
	517
	402
	402
	3045

	Non-Coastal
	603
	603
	517
	517
	402
	402
	3045

	 
	 
	 
	 
	 
	 
	 
	6091



With this number of completes we will be able to detect at least a 6% difference between survey responses calculated by rural/urban and coastal/non-coastal, and at least an 8.5% difference in proportions by the three age groups. The sample of 6,091 (rounded to 6,100) will be assembled into replicates, each representative of the sample as a whole, to contact no more than the minimum necessary to achieve 2,172 completed cases. 

The 6,100 sample will be selected from the universe based on patient ZIP code, age, date of medical encounter, ZIP code of last medical encounter, and presence of a VA service-related disability rating. Active Duty Armed Service personnel are eligible to receive care at VA hospitals and clinics and may be in the sample if not purposefully excluded. The proposed study is a survey of Veterans only, and only Veterans have a listed service-related disability rating with the VA. By selecting our sample with that variable as a criteria, we are more likely to accurately select a Veteran patient who is eligible to complete this survey. With these criteria, sampling units with a medical encounter date within the past 24 months will be drawn randomly from the sample universe using the SAS v9.3 (Carey, NC) software program.

Using the homeless stop codes identified through VA encounter data presents a unique opportunity to obtain a probability sample of homeless or transitionally housed Veterans. Since no study like this has been done before, our estimated response rate is a conservative 5%. To get 100 completes, the goal for this study, we will need a sample size of 2,000 (100/0.05 = 2,000). The sample of 2,000 will be assembled into replicates, each representative of the sample as a whole, to contact no more than the minimum necessary to achieve 100 completed cases. 

The 2,000 sample will be drawn from the 21,317 universe based on the presence of the variable “primarystopcode” where a value of 528 = "Telephone/Homeless Mentally Ill" and 529 = "Health Care for Homeless Veterans (HCHV)", date of medical encounter, ZIP code of last medical encounter, and patient ZIP code. With these criteria, sampling units with a medical encounter date within the past 3 months will be drawn randomly from the sample universe using the SAS program. 

In total, our sample size is 8,100 (6,100 + 2,000), and our desired number of completes is 2,272 total (2,172 + 100).

This is a one-time pilot study. The study cannot be conducted less frequently.
	
3. Describe methods to maximize response rates and to deal with issues of non-response. The accuracy and reliability of information collected must be shown to be adequate for intended uses. For collections based on sampling, a special justification must be provided for any collection that will not yield "reliable" data that can be generalized to the universe studied.

The proposed study was designed to maximize response rates. The method of using multiple modes of survey administration, in sequential order and ending with telephone CATI interviews of non-responders has been shown to improve response rates (Dillman et al., 2009). Additionally, the inclusion of a $2 cash incentive with the survey invitation has also been shown to improve response rates (Lesser et al., 2001).  To address possible non-response to sensitive questions, we have placed these at the end of the  survey instrument. To address possible non-response due to respondent confusion, we have used simple sentence structure, small words where possible, avoided vernacular, and used validated questions from other public surveys where possible (e.g. U.S. Census Bureau). Lastly, non-response will be adjusted for in the weighting process for completed surveys. The study team will conduct a 4-stage weighting process:

1. Base weights.  Base weights are the initial weights assigned to a given potential respondent in the sample.  These weights are calculated as the inverse of the probability of selection for a given individual from within the population, by strata.  These weights essentially represent the number of people that a given person within the sample initially represents.  Given a random draw of individuals, the sample population is representative of the population as a whole once weights are applied with the base weights summing to strata and population totals. 
2. Propensity Score adjusted Non-response weights.  Although the base sample weight adjusts for varying probabilities of selection, all studies experience differential non-response across strata. To minimize potential bias in results, this differential response requires a post-field non-response weight to be calculated, to bring the final collected sample back to representing the original population. Altarum will use the generally accepted statistical practice of logistic regression to estimate propensity scores for respondents controlling for known factors among both the respondents and non-respondents.  The propensity scores represent the probability of a given person to respond to the survey controlling for known socio-demographic characteristics. The inverse of the propensity scores will be multiplied by the corresponding base weights to bring the respondents in line with the total VISN 3, 4, and 5 Veteran populations. 
3. Post-Stratification Weights.  The application of propensity score adjusted non-response weights can lead to a mis-alignment of populations with some potentially excessive weights which skew the respondent populations data.  Creation of a post-stratification weight will adjust the weights to ensure they best reflect the populations they represent. 
4. Final weights.  Final weights for each respondent will be calculated as the product of Base weight multiplied by the inverse of propensity score based non-response weight, multiplied by the post-stratification weight. Final weights will be used in conjunction with survey specific analytical techniques within SAS-callable SUDAAN which account for the complex survey design. 

The survey team will calculate and report an adjusted response rate for the proposed study. The proposed study has three sequential modes of contact, ending with a Computer Assisted Telephone Interview (CATI) survey. Any study participant who does not respond to the first two contacts (web and mail) will be contacted for a CATI survey. Therefore, the study team will use adjusted response rate calculations for a CATI survey as suggested by the American Association of Public Opinion Research (AAPOR). Any survey completed in the first two contacts (web and mail) will be counted as a complete in that calculation.

4. Describe any tests of procedures or methods to be undertaken. Testing is encouraged as an effective means of refining collections of information to minimize burden and improve utility. Tests must be approved if they call for answers to identical questions from 10 or more respondents.

The survey will be administered in cycles of replicates. Collected cases will be monitored on an ongoing basis to identify any issues with the instrument, field protocols, or sample. The questionnaire instrument was tested with members of the study team’s organization and reviewed by outside experts for edits. Additionally, where possible, we have used already validated questions from other public surveys (e.g. U.S. Census Bureau) in our questionnaire.
 
5. Provide the name and telephone number of individuals consulted on statistical aspects of the design and the name of the agency unit, contractor(s), grantee(s), or other person(s) who will actually collect and/or analyze the information for the agency.

Aram Dobalian, PhD, JD 
Principal Investigator  
Director, Veterans Emergency Management Evaluation Center (VEMEC)
16111 Plummer St. MS-152
North Hills, CA 91343
818.891.7711 ext. 7182


Joe Swedorske
Lead Survey Sampling Methodologist
Altarum Institute
3520 Green Court, Suite 300
Ann Arbor, MI 48105
joe.swedorske#@altarum.org 

Laura Nelson
Project Manager
Altarum Institute
2000 Duke St. STE 200
Alexandria, VA 22314
Laura.nelson@altarum.org 
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Rural Urbanized Rural Urbanized Rural Urbanized

VISNs 3, 4, AND 5 1,392 5,184 2,154 12,229 358 1,632 21,317

Total



Age under 45 Age 45 to 64 Age over 64


