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2015 NHIS Incentives Test

The National Health Interview Survey (NHIS) has, like all surveys, experienced declining response rates. 
Examination of response rates over the past ten years shows that the overall response rate decreased by more 
than ten percentage points between 2004 and 2013, from 86.9% to 75.7% (National Center for Health Statistics, 
2004-2013). As the gold standard for many health measures, it is incumbent upon the National Center for Health
Statistics (NCHS) to try proven techniques to ensure the resulting data are of the highest possible quality. A 
series of activities intended to improve response rates and maintain data quality—with additional consideration 
for reducing survey costs—will be implemented this year. As one of these activities, for the first time, the NHIS 
will include a test of the use of respondent incentives. The primary purpose of the planned test is to examine the
impact of incentives on response rates. We will also examine the impact of incentives on reducing any potential 
nonresponse bias and survey costs.

Employing a randomized controlled experimental design, we will send some families a $5 unconditional advance
token incentive with the introductory letter. Further, a random half of families will be provided a $20 incentive 
for completion of both the Family component as well as the Sample Adult component of the interview. Because 
the Sample Adult cannot be contacted until the Family component has been completed, two separate $20 
incentives are being offered for parity in the response task of the two components. 

Support exists in the literature for both the planned $5 unconditional advance token incentive and the $20 
completion incentive. In general, advance token incentives of varying amounts are a well-known tool to boost 
response rates. Although lower unconditional advance incentive amounts (e.g. $1 or $2) have been successful in 
increasing the likelihood of participation in very short, low-burden surveys (e.g., parents asked to provide their 
children’s addresses) (Mann, Lynn & Peterson, 2008), most studies with greater respondent burden (particularly 
relatively long in-person surveys) have not used such low incentives. A study that tested the impact of increasing
prepaid incentives in single dollar increments on response rates in a large national mail survey identified a $5 
unconditional incentive was the threshold at which the return rate was not only maximized but also plateaued 
compared to higher advance incentives (of $6-$10) (Trussell & Lavrakas, 2004). Most of the recent literature on 
completion incentives supports the $20 incentive amount, but is based on telephone, not face-to-face surveys. 
The one study examining completion incentives in a face-to-face survey was carried out as part of the in-home 
National Survey on Drug Use and Health. Results from that test indicated that a $20 incentive was associated 
with both an increase in response rates and a decrease in cost per case in a split sample experiment (Eyerman, 
Bowman, Butler & Wright, 2005). Thus, although literature on completion incentives used in comparable surveys
is scarce, it appears that a $20 completion incentive may be the most effective strategy for increasing response 
rates in the NHIS.

The planned incentive experiment will be carried out in the Census regions overseen by the Denver, New York, 
and Philadelphia Census Regional Offices (RO) during the three months of May, June, and July, and involves two 
components. The first component is a test of the impact of an unconditional advance cash mailing. The second 
component is a test of the impact of a promised completion incentive. Random assignment will occur 
independently to (and within) each of the two components, for a two-by-two factorial research design.  For the 
first component testing the impact of an unconditional advance incentive, a random half of families included in 
the experiment will be sent a $5 bill with the advance letter. For the second component testing the impact of a 
completion incentive, a random half of families will receive $20 each for participation in the family and the 
sample adult modules for a maximum of $40. Note: the sample adult module cannot be commenced unless the 
family module is first completed.) Families will be informed of the incentive in the advance letter, and will 
receive a $20 or $40 debit card mailed to them following in the thank you letter. [Completion incentives (to be 
paid out after the interview) were selected over prepaid incentives (to be paid out before the interview begins) 
because Census-internal restrictions around interviewers carrying money preclude prepayment at the start of 
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the interview.] The maximum total incentive amount paid to any one family is $45: $5 prepaid, $20 for the 
family section and $20 for the adult section. No experimental design is attached to the sample child section in 
this test, as the family and sample adult sections are of unique interest. Thus, the decision to restrict the 
experimental design was made to ensure that the other components have sufficient power. Depending on the 
outcome of this experiment, future testing may include incentivizing response to the child section.

For both components of the planned incentive experiment, assignment to the test and control groups will be 
made via a software-generated pre-assigned table of random numbers, and will occur independently within 
each RO. To avoid scenarios in which next-door neighbors are assigned to different treatment groups (thus 
potentially complicating matters for the interviewers and leading to discontent among respondents), assignment
to the different experimental conditions will occur at the segment level (which is typically equivalent to the 
block level). This minimizes the likelihood that participants living in close proximity will be assigned to different 
treatment conditions while maintaining the representativeness of the sample at the Regional Office and county 
levels. 

Random assignment to the two components of the incentive experiment and to the treatment conditions within 
each component results in a clean 2x2 factorial design that maximizes analytic power and allows comparison 
between each of the four cells on a number of indicators and outcomes. Response rate indicators we will 
examine include differences between the three treatment conditions and the control group in:  overall and 
module-specific response rate, completed interview rate, sufficient partial interview rate, and refusal rate. Data 
quality indicators we will examine include differences between the three treatment conditions and the control 
group in rates of “don’t know” and “refused” responses, and in population estimates of select outcome variables
included in NCHS’ key indicator reports (e.g., health insurance coverage, failure to obtain needed medical care, 
cigarette smoking and alcohol consumption, and general health status). To assess the impact of incentives on 
sample composition, we will test for differences not only between the experimental groups described above, but
also between survey completers and survey breakoffs, and between survey completers and national census 
data. Demographic characteristics of interest include age, race/ethnicity, and education level. Lastly, the primary
cost indicator we will examine is the number of attempts (in-person visits and phone calls) required to obtain a 
completed interview (ascertainable using paradata) in each of the three treatment conditions and the control 
group. 

The approximate total sample size for the incentives experiment is 12,200 families, whereby roughly 40% of 
cases will be located in the Denver RO and 30% of cases in the New York and Philadelphia RO, respectively. We 
anticipate a family response rate around 70%, which will result in approximately 8,500 completed interviews. 
Assuming 80% power, an alpha level = 0.05, and a design effect = 1, an n= 8,500 cases allows detection of a 
change in response rates as low as 2 percentage points for the completion incentive component of the 
experiment. For the unconditional advance incentive component, the number of completed cases in the 
treatment and control groups is roughly 4,250, which results in sufficient statistical power to detect differences 
in response rates around 2.9 percentage points given the same assumptions. For key substantive variables, we 
factored a design effect of 2.5 into the power calculations. Thus, for outcomes with prevalence rates of 10%, we 

will be able to detect changes in estimates as low as 2.5 percentage points; for more prevalent health 
conditions or outcomes, we will be able to detect changes in rates between 3 and 4 percentage points. For more
rare outcomes, such as rates of “don’t know” or “refused” responses, we will be able to detect even smaller 
changes, given that the variance is maximized at 0.5, or 50% and moving away from 0.5 means a lower variance.
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