SUPPORTING STATEMENT: PART B

OMB# 0920-0822

The National Intimate Partner and Sexual Violence Survey (NISVS)

April 20, 2016

Point of Contact:
Sharon G. Smith, PhD
Behavioral Scientist
Contact Information:

Centers for Disease Control and Prevention
National Center for Injury Prevention and Control
4770 Buford Highway NE MS F-64
Atlanta, GA 30341-3724
phone: 770.488.1363
email: zhp5@cdc.gov



B. COLLECTIONS OF INFORMATION EMPLOYING STATISTICAL METHODS

This is a revision request for the currently approved National Intimate Partner and Sexual
Violence Survey - OMB# 0920-0822, expiration date 6/30/2016 for2 years. This survey has been
conducted annually since 2010. Data collection is the 2016-2017 cycle is slated to begin in
September 2016 and run through September 2017.

For the data collection year 2016-2017, the periodicity of the administration of the NISVS
instrument is being changed from annual to biennial. This change is proposed to increase the
number of interviews from 12,500 interviews collected annually to 25,000 interviews during a 12
month period. In addition, CDC has secured funding to increase the number of NISVS interviews
conducted in each data collection cycle by as much as 7,500 initially during 2016-2017, and as
many as 15,000 over the next three to four years.

In addition, in collaboration with the Department of Defense (DoD), NISVS (using the same
newly revised survey described above)will collect information regarding the experiences of IPV,
SV and stalking among active duty women and men in the military and wives of active duty
men. The collection of data on behalf of DoD will take place during the first six months of data
collection during the 2016-2017. The NISVS Survey was last administered to active duty
females and wives of active duty males in 2010

B.1. Respondent Universe and Sampling Methods

Target Population 1

The target population for the civilian NISVS is English or Spanish speaking men and women
aged 18 and older in U.S. households. Those under age 18 are excluded because they are legally
considered minors and their participation would necessitate significant changes to the study
protocol. Additional exclusions include adults that are: 1) residing in penal, mental, or other
institutions; 2) living in other group quarters such as dormitories, convents, or boarding houses
(with ten or more unrelated residents) and do not have a cell phone; 3) living in a dwelling unit
without a land line telephone used for voice purposes and also do not have a working cell phone;
or 4) unable to speak English or Spanish well enough to be interviewed. Those who do not speak
English or Spanish are excluded because the instrument and survey materials are currently
limited to those two languages.

It should be noted that he overall NISVS sample size is first defined by the amount of funding
available to support interviews under the NISVS data collection contract. Given the budget, CDC
attempts to allocate the available sample to states with two objectives in mind: (1) to report as
many national prevalence estimates as possible and (2) to report as many state level prevalence
estimates as possible, provided that the estimates meet reliability criteria. The reliability criteria
implemented in NISVS analysis directly related to sample size for each domain of violence
victimization for each subgroup of respondents. Of the many domains of victimization examined
by NISVS, the domain of past 12 month sexual violence experienced by men is where the
demand on sample size is the highest.



In prior data collection years, interviews were conducted over 12 month periods as defined by
calendar year. Data collection was continuous; when one calendar year ends, immediately begin
collection for the next calendar year. Data processing and reporting for calendar year 1 happens
simultaneous with data collection and QA for the next calendar year. For analysis purposes, we
had sample sizes of 16,507 (2010) 12,727 (2011); 11,940 (2012) completed or completed
through SV; with sample sizes declining, likely due in part to increased costs and available
funding. For the largest data collection year, 2010, some national estimates and many of the
state-specific estimates on key outcomes were statistically unreliable and therefore not reportable
(Black et al., 2011).

Under the proposed new design, approximately the same number of interviews would be
conducted as in each data one-year collection period above, but in a 6 month rather than a 12
month period. This would be accomplished by staggering data collection periods in such a way
that data could be collected in two adjacent 6 month periods using funds from different fiscal
years. The goal of this new design is to be able to more quickly provide state-specific estimates
for as many states as are possible in a more timely manner than has been possible in the past.
Doing this is critical given that one of the primary foci of NISVS is to provide information that is
useful for guiding action at the state level.

The benefits of this new approach are as follows:

¢ Combining adjacent 6 month data collection periods results in twice as many interviews
in ¥ the time.
More precise national estimates
Statistically reliable national estimates not previously available for 1 year of data (e.g. )
Statistically relatable estimates for more states than previously available for 1 year
Built in time for data processing, reporting, and preparing data and documentation for
public use

CDC can use data years 2011 and 2012 to illustrate the gains realized with the new design. In
2011, there were 12,727 respondents who either completed the interview or completed the
interview at least through the sexual violence section and were therefore available for analysis;
slightly more than the 12,500 we anticipate for the base period in the newer survey. Combining
data from 2011 and 2012 results in 24,667 records (just shy of the minimum 25,000 anticipated
for the base plus first option periods in the new survey, and quite a bit less than the maximum of
32,500 possible).

For males, using 2011 data we are able to present a national estimate for lifetime contact sexual
violence; however, only 40 of the 51 states plus DC have statistically reliable estimates. Adding
2012 data allows presentation of estimates for all but 1 state. In addition, the increased sample
size allows for a more precise national estimate. As another example, for female rape as a minor,
using data from 2011 allows for state-specific estimates for only 2 states. Adding 2012 allows
for presentation of statistically reliable estimates for 28 states, with an additional 11 being
borderline statistically reliable (relative standard error 0.301 — 0.339). Given that the sample size
for the base plus 1* option period is anticipated to be greater than that available from 2011-2012
combined, we anticipate that estimates will be presentable for these states (and possibly more).



As a final example, male rape in the past 12 months has an estimated relative standard error of
0.32 for 2011 and 2012 data combined. Using the same logic as in the prior example, we expect
this national estimate to be reportable following option year 1.

The challenges with this approach are as follows:
* More interviewers and therefore, more high level interviewer monitors needed, which
may increase costs
¢ Gap in data collection may result in loss of and therefore the need to hire and train
additional interviewers which may impact interview quality

Regarding the first concern, while there may be some increase in cost due to the compressed
time frame, the same number of interviewing and monitoring hours will be in effect in the
compressed period as would have been in effect for an entire calendar year under the old design.
Regarding the second concern, we will compare some of the health outcomes as well as
prevalence estimates for some of the more common outcomes for the base period (when
interviewers are becoming familiar with the survey) and the first option period to get an idea of
the impact that a gap may have on data quality. We will then conduct a similar comparison of
estimates from option period 1 and option period 2. However, while it is the case that new
interviewers take some time to become familiar with the instrument, it is it is possible that at
least some of the interviewers assigned to the base and first option periods will still be on staff
and available to conduct interviews (after a 6 month gap) beginning with option period 2.

The changes being implemented in this package, including implementation of a new sampling
cycle, increases in the sample size, thus the precision, and changes to the questionnaire may lead
to a break in series. We will explore changes in prevalence rates by comparing national and state
level data from the 2010, 2011, 2012, and 2015 NISVS data years with data collected during the
2016-2017 data collection year, with regard to (1) estimates of the overall prevalence of sexual
violence, stalking, and intimate partner violence victimization by gender; (2) racial/ethnic
variation in prevalence; (3) how types of perpetrators vary by violence type; and (4) the age at
which victimization typically begins. CDC will ensure that changes in NISVS methodology and
issues regarding comparability with previous data and the findings of the above-described
analyses are thoroughly discussed in subsequent OMB documentation and described in
subsequent NISVS reports, publications, and presentations.

Target Population 2

In collaboration with the Department of Defense (DoD), NISVS (using the same newly revised
survey described above) will collect information regarding the experiences of IPV, SV and
stalking among active duty women and men in the military and wives of active duty men. This
data collection will take place during the first six months of data collection. The targeted sample
size for this data collection will be 10,800.

The target population for the DoD NISVS is English speaking men and women aged 18 and
older who are active duty military members or wives of active duty male military members.



Those who do not speak English are excluded because the instrument and survey materials for
the military population are currently limited to English.

Based on findings from the National Health Interview Survey (Blumberg and Luke 2015) 45.8%
of adults were living in households with both a landline and a cell phone (Blumberg and Luke
2015). There is limited evidence that respondents who have both types of service can be different
depending on whether they were reached and interviewed from the landline or cell phone frame
(please see Kennedy, 2007 for more information regarding these differences). Dual service users
interviewed on landline versus cell phones are likely differentiated on which phone service they
use most (Blumberg and Luke, 2015). Differences associated with this service preference
provide motivation for selecting 1) adults with only cell phones and 2) adults who have both cell
and landline phones but are selected through their cell phones. To maximize the coverage of the
target population, a dual frame design that randomly samples landline and cell phone numbers, is
used.

While there is an overlap between the cell phone frame and the landline frame, the gains in
coverage achieved by sampling both frames and the efficiency from not excluding any adults
with both types of phone service outweigh the resulting design effect due to inclusion of adults
with multiple selection probabilities, who can be selected from either frame.

From January — June 2015, only 7.6% of adults were estimated to have lived in households with
only landlines (Blumberg and Luke, 2015). Down from 19.2% from January — June 2012. If this
trend continues, a single frame RDD survey with cell phone numbers will have near complete
coverage of the population. There are great efficiencies to be gained from a single frame design,
as well as new challenges. Such an alternative will be evaluated in terms of potential bias and
variance reduction, to allow the survey design to be responsive to changes in the survey
environment.

Table 5. Sampling Strata

The national sample is allocated across 102 strata; Cell Phone Strata
51 cell phone 'frame strata and 51 landl‘ine fra‘rr}e Stratum
strata, shown in Table 5. Each sample is stratified No. Strata
by state, one for each state and the District of 1 Alabama
Columbia. 2 Alaska

51 Wyoming

Landline Strata

Stratum
Sampling Frames For the landline strata, the No. Strata
recommended sampling frame is maintained by 52 Alabama
Marketing Systems Group (MSG) using Cell- 53 Alaska
WINS. A list-assisted RDD sample was selected 102 \-/-\)yoming

and stratified by state. Exchanges that are known to
be limited to cell phones are excluded from the
landline strata. For the cell phone strata defined by




state, an RDD sample of cell phone numbers are selected within exchanges assigned to wireless
providers.

Multi-year data collection plan

As a surveillance system, NISVS plans to collect data on a semi-annual, biennial basis to track
national and state level estimates of IPV, SV, and stalking. During data collection periods a new
sample is selected every quarter, avoiding problems associated with an old sample of telephone
numbers. The quarterly sample design also allows the implementation of any changes for the
next quarter as the need arises, rather than being unable to implement a change until the
following year. The main features of the sampling and data collection design for each survey
period are similar to those used in prior NISVS data collection years. For the base data
collection period, a minimum of 12,500 interviews will be collected. However, in each of the
option periods, the sample size could be increased by as many as 7,500 interviews, depending
on available resources.

Based on the study goal of producing national estimates, each sample is allocated to distribute
the intended interviews across the national landline frame, and the cell phone frame. To address
the study goal of achieving state-level estimates for selected prevalence rates through cumulating
data across years, the samples are further stratified by state. Sample size within states is
determined primarily by proportional allocation based on the relative size of individual state
populations. However, to decrease the number of years required to generate stable state estimates
among smaller states, a minimum target of 225 interviews per data collection period was set.
This over-allocation to smaller states was done within both landline and cell phone frames.

The most recent NHIS results based on data from January-June 2015 (Blumberg and Luke, 2015)
estimate that 47.4% of adults live in households with only cell phones while only 7.6% live in
households with only landlines (41.6% have both types of service and 3.4% no phone service).
We use this information together with cost of interviewing data to optimize the sample allocation
to the cell and landline frames (Brick et al., 2011). Since the cell phone only rate continues to
increase and the landline only rate continues to decrease, NISVS uses projections to plan sample
allocation and also evaluates the point at which a dual frame design becomes suboptimal
compared to a single frame RDD design.

Landline and cell phone samples perform differently for many reasons. Examples include the
inability to screen cell phone samples for known nonworking and business numbers and the
responsibility of the cell phone owner for air time cost. The cost per interview in each sample
will be closely monitored and the allocation between landline and cell phone numbers are
adjusted during data collection to achieve a more optimal allocation. Releasing the sample in
replicates provides some control during the initial weeks of data collection, while more major
changes can be made across quarters of data collection, if needed.

Males, particularly in the landline frame, tend to respond at a lower rate than females. While
greater substantive interest may lie in victimization of females, the proportion of males and
females is also monitored. The instrument provides the capacity to change selection probability



during data collection for males and females in households with adults from both sexes, during
data collection. If the percent of respondents who are male drops below 40%, oversampling of
males will be reconsidered. As with the allocation by telephone service, if substantial changes
are needed, changes in allocation are made between quarters of data collection, to avoid the
creation of extreme weights (e.g., for males and females in such households, interviewed late in
the data collection period).

Response rates are maximized, in part, by utilizing experience from previous surveillance efforts,
such as Behavioral Risk Factor Surveillance System (BRFSS) and Injury Control and Risk
Survey (ICARIS-2) and improving response rates be using sophisticated methodological
techniques (for example, using responsive design elements). Specifically, this is done by using
lessons learned from the findings associated with the work published in Black, Kresnow, Simon,
Arias and Shelley, 2006’s article in Violence and Victims-- “Telephone Survey Respondents’
Reactions to Questions Regarding Interpersonal Violence.” A link to the article can be found
here. http://search.proquest.com/docview/208528108/fulltextPDF/FS8E6BDA42C34C5FPQ/1?
accountid=26724

Moreover, NISVS implements a responsive design (Laflamme & Karganis, 2010; Peytchev,
2010). To increase its response rates, our contractor institutes responsive design features such as
the following while also taking into account other improvements: (1) monitoring interview
completion rates to determine whether to release additional replicates—how many and from
which strata—to achieve sample size and precision targets; (2) monitoring interview completion
to determine the subsampling rate for Phase 2, to maximize response rates and achieve the target
number of interviews; and (3) using models recently developed to determine when to stop dialing
specific unproductive numbers, to increase efficiency and response rates by directing
interviewers to more productive cases.

For the NISVS, the response rate is computed based on the American Association of Public
Opinion Research (AAPOR) response rate #4 formula (AAPOR, 2008). The AAPOR calculation
is a standard developed by researchers and established as a requirement by a leading journal for
survey methodology (Public Opinion Quarterly). This particular formula is the most commonly
implemented formula that 1) accounts for ineligibility among cases with unknown eligibility; and
2) treats partial interviews (by respondents who have answered all pre-identified essential
questions) as interviews. The response rate for the previous NCIPC ICARIS survey was 47.9%
(Black et al, 2006). The response rate for NISVS in 2012 was 20.32% for landlines and 28.04%
for cell phones. The overall response rate for 2012 was 25.20%. Preliminary estimates from the
2015 NISVS Survey indicate similar frame-specific and overall response rates (AAPOR RR4,
unweighted — 21.6% landline; 27.3% cell phone; 25.7% overall).

The importance of increasing and maintaining response rates is well recognized. Even if
evidence is provided that various survey estimates do not suffer from nonresponse bias, the
response rate remains the single number that is reported and used to gauge the representativeness
of the survey data. One way to increase overall response rates is through interviewer training,
reducing the variation of response rates by interviewer through improving techniques among
lower performing interviewers (Groves and McGonagle, 2001). Promised incentives for
completing the survey have been shown to increase response rates in RDD surveys (e.g., Cantor,



Wang, and Abi-Habib 2003), while also help reduce nonresponse bias in estimates related to the
topic of the survey (e.g., Groves et al. 2006; Groves, Singer, and Corning 2000). Implementing
an effective incentive plan can, over the course of data collection, reduce overall costs and
burden to respondents by reducing the need for additional calls to potential respondents.
Furthermore, we have tried to improve the impact of incentives on increasing response rates and
reducing nonresponse bias by implementing a phased design. The implementation of these
methods in the NISVS is described in section B.3.

B.2. Procedures for the Collection of Information

Using a letter to inform households about a forthcoming telephone call and giving them a general
description of the survey being conducted has been shown to increase survey response rates. For
the purpose of mailing advance letters of introduction, released telephone numbers are address-
matched to the extent possible. The sample and address matches are obtained from Genesys
Sampling, Inc.

Following the procedure used in the NISVS Pilot (OMB # 0920-0724), respondents with an
address match are mailed an advance letter approximately 1- 2 weeks prior to the first telephone
contact (Attachments 11-12). The letter describes the purpose of the survey in both English and
Spanish and: 1) inform sample members that their household has been randomly chosen to
participate in the survey; 2) provide useful information regarding the survey; 3) include a toll-
free telephone number that respondents can call if they have questions; and 4) include
information regarding the incentive that is offered to eligible respondents who agree to
participate.

The study identification numbers contains an indicator specifying whether or not the household
was mailed a letter. The anonymity of those households receiving the letter are protected
because at no time are the address file be linked to data collected during the telephone interview.
In addition, upon completion of the study the address file are destroyed to further prevent any
matching.

To maximize human subject protection, the introductory letter has been carefully written to be
very general and describe the study in broad terms (Attachments 11-12). The lack of detailed
study information in the advance letter is intentional for the protection of the prospective study
participant. If the prospective study participant is in a relationship where IPV is present, a more
general introductory letter is less likely to raise suspicion or incite potential perpetrators.

Interviewers are highly trained female staff. The decision to use only female interviewers is
based on both the survey topics and the literature regarding gender and reporting. A study
conducted by Pollner (1998) indicates that interviewer gender is significantly related to
respondents' reports of psychiatric symptoms. Male and female respondents interviewed by
women reported more symptoms of depression, substance abuse, and conduct disorders than
respondents interviewed by men. These results suggest that female interviewers may create
conditions more conducive to disclosure and be perceived as more sympathetic than male
interviewers (Pollner, 1998). Furthermore, the sex of the respondent selected from a specific



household is unknown until the respondent has been randomly selected. Thus, it is not feasible to
match interviewer and respondent by sex.

A study of the relationship between interviewer characteristics and disclosure of physical and
sexual abuse showed that matching clients and interviewers on sex, race, and age did not
increase disclosures of either physical or sexual abuse. Rather, respondents were more likely to
disclose sexual abuse to female interviewers than to male interviewers (Dailey and Claus, 2001).
An earlier study showed that, in most cases, the socio-demographic characteristics of the
interviewer did not affect the quality of participants' responses (Fowler and Mangione, 1990).

An additional consideration specifically related to interviews about IPV, SV, and stalking
includes the fact that the majority of victims are female and the majority of the perpetrators are
male. Thus, females may be less comfortable reporting IPV, SV, and stalking to a male
interviewer. Based on the lack of evidence to suggest the need for matching interviewers and
respondents by gender and because evidence suggests that female interviewers may create
conditions more conducive to disclosure, only female interviewers conduct interviews for this
study.

Similarly, female interviewers may be more comfortable asking these questions than would a
male interviewer. It is essential that the interviewers be comfortable with the survey because
their level of comfort, in turn, impacts the quality with which they administer the interview.
During the hiring process, potential English and Spanish speaking interviewers are informed
about the background and purpose of the study and carefully screened to ensure that they are
comfortable conducting interviews about the topics included.

Interviewers receive a minimum of 12 hours of training. Only those who successfully complete
all training sessions conduct interviews. Training topics include the purpose of the study,
question-by-question review of the instrument, ways to engage respondents, role-playing, and
techniques to foster cooperation and completed surveys. Interviewers are briefed on the potential
challenges of administering a survey on IPV, SV, and stalking.

Interviewers are trained to follow specific interviewing procedures that have been proven in
previous studies. Interviewers are properly trained in the art of administering questions about
IPV, SV, and stalking. For example, interviewers learn about respondent reactions to similar
surveys conducted by CDC (as described in Section A.11). They learn about the need for the use
of explicit language and are coached on being matter-of-fact in their delivery. Interviewers also
learn about resource information that is provided for participants to learn about resources that are
available to those who are coping with traumatic and violent events.

A detailed written training manual specific to this study has been developed. The content of the
training focuses on the study background, project specific protocols, confidentiality procedures,
questionnaire content, refusal avoidance and well-defined conversion protocols. The information
is presented using a variety of methods, including lecture, demonstration, round-robin practice,
paired-practice, and group and paired mock interviews. Due to the nature of the study, particular
attention is paid to the distressed respondent protocol for this study.



Respondent safety is a primary concern for any data collection asking about violence,
particularly IPV, SV, and stalking. This protocol addresses how telephone interviewers should
respond and record issues of emotional, physical, or unknown sources of distress throughout the
interview process. The distress protocol is covered extensively during interviewer training. Any
information entered into CATI regarding distress cases are reviewed by project staff, including
the staff clinical psychologist. Project staff forward information regarding distressed respondents
to the contractor’s IRB, and includes information regarding these cases on the weekly report to
CDC. Further, to ensure the safety of respondents, we provide them with a code word that they
can use to end the interview at any time they feel concerned for their safety.

A clinical psychologist with prior experience working with victims of interpersonal violence
participates in the training and in ongoing monitoring and supervision of interviewers. Only
interviewers whose work has been reviewed and certified by the project team are permitted to
conduct actual interviews. The certification process involves observation during training,
completion of practice interviews, completion of paired mock interviews, successfully
completion of written and oral quizzes, signing of a confidentiality agreement, and
demonstration of proficient NISVS survey administration with correct disposition coding.
Interviewers are not allowed to begin working until all certification steps are completed and
documented.

While participation in surveys is typically not distressful, it is important for researchers to
anticipate potential respondent reactions to the questions being asked and to minimize any
adverse impact to the fullest extent possible. Although distress is unlikely, both telephone
interviewers and supervisors are trained in the distress protocol appropriate for this study.

The distress protocol includes step-by-step instructions on handling different types of distress.
Interviewers are properly trained with well-established contingency plans, including early
termination of the interview if the respondent becomes distressed or concerned for their safety.
The protocol includes instructions on steps to follow for different types of distress: physical,
emotional, and unknown.

If a respondent does display distress, either verbally or non-verbally (i.e., crying) the interviewer
immediately offers to finish the interview at another time and offers the respondent the telephone
numbers for the National Domestic Violence Hotline and The Rape, Abuse, and Incest National
Network so that the respondent may obtain services to help alleviate their emotional distress.
Similarly, in the unlikely event that a respondent expresses thoughts/intentions of suicide, the
interviewer stops the interview and encourages the respondent to call the National Suicide
Hotline.

In surveys conducted by NCIPC or by the contractor there have been no instances where
interviewers actually had to transfer respondents to 911. In the extremely unlikely event that a
respondent is in immediate physical danger, the interviewer will advise the respondent to hang
up and dial 911 for immediate police assistance. If the respondent specifically asks the
interviewer to call 911, the call will be transferred directly and the interviewer will then hang up.
The supervisor will then record the details of the event, and relay them to a project staff member
as soon as possible. The project staff member will evaluate any events as they are reported, and
relay them to the project director and CDC/NICPC staff as soon as possible.
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Resource information will also be provided for participants to access for assistance in coping
with traumatic and violent events. These measures have been recommended in the literature
(Gondolf & Heckert, 2003; Johnson, 1996; Tjaden and Thoennes, 2000; Sullivan & Cain, 2004;
Weisz et al., 2000) and have been consistently used in NCIPC’s previous studies, including
ICARIS-2 and the SIPV Pilot Survey.

Throughout data collection, interviewers are monitored to check the quality of their work and to
identify areas needing more training or clarification. Silent audio and video monitoring of
interviewers take place throughout data collection. Approximately 10% of all interviewing time
are observed. Interviewers are scored on their performance during these sessions, which are
unknown to the interviewer at the time of administration, and are given written and verbal
feedback on their performance. This process allows the identification of any individual
interviewer performance issues, as well as larger issues that might affect the data collection. The
information obtained is then used as a teaching tool for other interviewers, as appropriate.

Because of the prevalence of IPV, SV, and stalking, it can be anticipated that potential or
selected interviewers may have personal experience with the topics being addressed during the
interview. Although disclosure of this private information is not requested, it is important for the
interviewers to have support available, as needed, and opportunities to debrief (regardless of
their personal history) on a regular basis during the conduct of this study. In addition to
participating in the interviewer training and ongoing monitoring and supervision of interviewers,
interviewers attend weekly meetings with members of project staff. The purpose of these
meetings, which occur throughout data collection, is typically to discuss progress in data
collection, problems in interviewing, and survey instrument changes. These meetings allow the
interviewers to discuss specific experiences as well as their responses to difficult situations. The
clinical psychologist is available to provide this support during regularly scheduled meetings
with the interviewers.

Households are contacted by telephone approximately one week after the introductory letter has
been sent. Interviewers introduce themselves and (when applicable) state "You may have
received a letter from us” (Attachment I), then informs the potential participant about the study,
select a respondent, and proceed with the introductory script. Households with multiple 18 year
old or older residents are selected using the most recent birthday method.

The letter of introduction and survey has been translated into Spanish. To ensure accuracy and
usability of the Spanish versions of the introductory letter and survey instrument, several steps
have been taken. A translator translates the documents into Spanish and another translator
translates the instruments back into English to ensure that all study materials were properly
translated and that the meaning of the questions has been preserved. Both the letter and survey
have been written in language that is commonly understood; to ensure that people of different
Hispanic backgrounds can understand the Spanish versions, a third translator has reviewed the
study instruments.
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If it is determined that the respondent speaks Spanish and not English, a bilingual interviewer
will continue with the introductory script, respondent selection, oral consent, and survey
administration.

All estimates are weighted to account for the stratified dual-frame sample design, multiple
phases, and additional post-survey adjustments for coverage and nonresponse. The latest
National Health Interview Survey data and reported estimates are used to adjust selection
weights in order to combine the landline and cell phone samples, to inform the relative size of
each sampling frame and the demographic composition within each frame. Census estimated
totals are used to adjust the combined sample to U.S. adult population.

The variance of survey estimates are computed using statistical software designed for survey
data analyses (e.g., SAS and SUDAAN). These procedures, such as CROSSTAB in SUDAAN,
take into account the complex survey design and unequal weighting, and the option for Taylor
Series Linearization for estimating variances of proportions are used.

B.3. Methods to Maximize Response Rates and Deal with Nonresponse

As discussed in Part A, NISVS uses an incentive plan structure that has been previously
approved for several years (2010, 2011, 2012, and 2015) of information collections requests
(OMB# 0920-0822). The data collection is divided into 4 quarters. In each quarter, Phase 1 data
collection is carried out for approximately 12 weeks. During Phase 1, all respondents are offered
a $10 incentive to complete the survey.

Response rates vary greatly across interviewers (e.g., O’Muircheartaigh and Campanelli 1999).
Improving interviewer training has been found effective in increasing response rates, particularly
among interviewers with lower response rates (Groves and McGonagle 2001). For this reason,
extensive interviewer training is a key aspect of the success of this data collection effort. The
following interviewing procedures, all of which have been proven in the NISVS Pilot and other
previous surveys, are used to maximize response rates:

1. Interviewers are briefed on the potential challenges of administering a survey on IPV,
SV, and stalking. Well-defined conversion procedures have been established.

2. If arespondent initially declines to participate, a member of the conversion staff will re-
contact the respondent to explain the importance of participation. Conversion staff are
highly experienced telephone interviewers who have demonstrated success in eliciting
cooperation. The main purpose of this contact is to ensure that the potential respondent
understands the importance of the survey and to determine if anything can be done to
make the survey process easier (e.g., schedule a convenient call-back time). At no time
do staff pressure or coerce a potential respondent to change their mind about their
participation in the survey, and this is carefully monitored throughout survey
administration to ensure that no undue pressure is placed on potential respondents.
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3. Should a respondent interrupt an interview for reasons such as needing to tend to a
household matter, the respondent is given two options: (1) the interviewer will reschedule
the interview for completion at a later time or (2) they will be given a toll-free number
designated specifically for this project, for them to call back and complete their interview
at their convenience.

4. Fielding of the survey takes place on an ongoing basis.

5. Conversion staff is able to provide a reluctant respondent with the name and telephone
number of the contractor’s project manager who can provide respondents with additional
information regarding the importance of their participation.

6. The contractor has established a toll-free number, dedicated to the project, so potential
respondents may call to confirm the study’s legitimacy.

Special attention has been given to scheduling call backs and refusal procedures. The contractor
works closely with CDC/NCIPC to set up these rules and procedures. Examples include:
¢ Detailed definition when a refusal is considered final
¢ Monitoring of hang-ups, when they occur during the interview, and finalization of the
case once the maximum number of hang-ups allowed are reached
¢ (Calling occurs only during weekdays from 9am to 9pm, Saturdays from 9am to 6pm, and
Sundays from noon to 9pm (respondent’s time).
e (Calling occurs across all days of the week and times of the day (up to 9pm).

During the early period of fielding the survey, supervisors, monitors, and project staff observe
interviewers to evaluate their effectiveness in dealing with respondent objections and
overcoming barriers to participation. They select a team of refusal avoidance specialists from
among the interviewers who demonstrate special talents for obtaining cooperation and avoiding
initial refusals. These interviewers are given additional training in specific techniques tailored to
the interview, with an emphasis on gaining cooperation, overcoming objections, addressing
concerns of gatekeepers, and encouraging participation. If a respondent does refuse to be
interviewed or terminates an interview in progress, interviewers attempt to determine their
reason(s) for refusing to participate, by asking the following question: “Could you please tell me
why you do not wish to participate in the study?” The interviewer then code the response and
any other additional relevant information. Particular categories of interest include “Don’t have
the time,” “Inconvenient now,” “Not interested,” “Don’t participate in any surveys,” and
“Opposed to government intrusiveness into my privacy.”

A nonresponse phase is introduced toward the end of each year’s data collection period. The
primary objective of this design is to reduce nonresponse bias while minimizing the impact on
cost. There are several components of the implementation of the nonresponse phase:

1. Indicators of cost and survey measures are monitored separately throughout data
collection for the landline and cell phone samples.

2. When phase capacity is reached—the cost indicators start to change (e.g., increasing
number of interviewing hours per completed interview) and survey measures stabilize
(e.g., sexual victimization rates do not change with additional interviews)—the
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nonresponse phase is initiated. This occurs at about two-thirds into each data collection
period, but is informed by the above indicators.

3. A stratified sample of non-respondents to the initial phase is selected. Stratification
variables include sampling frame (landline/cell phone) and state.

4. In Phase 2 of the two-stage design, the incentive is increased to $40 for the subsample of
nonresponse. An answering machine and voice mail message about the new contact
attempt and higher incentive are left for each number in the Phase 2 subsample.

This approach is informed by a number of theoretical developments and past empirical research.
Ideally, nonresponse bias is eliminated when the response rate is at 100%. The double sample
approach allows the allocation of greater resources to a subsample, in an attempt to substantially
increase response rates, as originally proposed by Deming (1953). While 100% response rate is
still not achieved in an RDD survey, of importance is how it is increased. Groves and colleagues
(Groves et al. 2006; Groves, Singer, and Corning 2000) have developed a leverage-salience
theory of survey participation, postulating that individuals vary in the reasons for which their
cooperation can be gained. In particular, their experiments show that while individuals with
greater interest or involvement in the survey topic are more likely to respond, which can bias
survey estimates, incentives can offset such selection bias as incentives are disproportionately
more effective in gaining cooperation from those less interested in the topic.

B.4. Tests of Procedures or Methods to be Undertaken

To ensure that all skip patterns and data collection procedures are operating correctly, the first
several months of data collection are closely monitored and any necessary adjustments to the
CATI instrument or survey protocols will made during the initial weeks of data collection.

B.5. Individuals Consulted on Statistical Aspects and Individuals Collecting and/or
Analyzing Data

Individuals who have participating in designing the data collection:

CDC staff

Mikel Walters, Ph.D.
Sharon Smith, Ph.D.
Kathleen Basile, Ph.D.

Jieru Chen, Ph.D.

Melissa Merrick, Ph.D.
Jeffrey E. Hall, Ph.D .
Thomas Simon, Ph.D.
Kevin Webb

Marcie-jo Kresnow—Sedacca

RTI International Staff

14



Lisa Carley-Baxter, M.A.
Kim Aspinwall, M.A.
Andy Peytchev, Ph.D.
Lilia Filippenko, M.A.
Jessica Williams, M.A.
Christopher Krebs, Ph.D.

The following individuals from the contract participate in the collection of data:

Lisa Carley-Baxter, M.A.
Kim Aspinwall, M.A.
Andy Peytchev, Ph.D.
Lilia Filippenko, M.A.
Jessica Williams, M.A.
Christopher Krebs, Ph.D.

The following individuals participate in data analysis:

CDC Staff

Jieru Chen, Ph.D.

Xinjian Zhang, Ph.D.
Marcie-jo Kresnow—Sedacca
Robert Thomas

Ann Smalls

RTI International Staff

Lisa Carley-Baxter, M. A.
Kim Aspinwall, M.A.

Andy Peytchev, Ph.D.
Jennifer Iriondo-Perez, M.A.
Christopher Krebs, Ph.D.
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