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SUMMARY TABLE

A.  JUSTIFICATION 

A.1. Circumstances Making the Collection of Information Necessary

Background

The Centers for Disease Control and Prevention (CDC) National Center for Injury Prevention 
and Control (NCIPC) requests approval for a 3-year period for this revision request for the 
currently approved “The National Intimate Partner and Sexual Violence Survey (NISVS)” – 
OMB# 0920-0822, expiration date 03/31/2023. Sexual violence (SV), intimate partner violence 
(IPV), and stalking are significant public health issues that impact the health and well-being of 
women and men across the United States. The most recent data from NISVS (2016/2017) 
indicates that nearly 1 in 3 women and 1 in 6 men were stalked in their lifetime (Smith et al., 
2022), 1 in 2 women and about 1 in 3 men experienced some form of contact sexual violence in 
their lifetime (Basile et al., 2022), and about 1 in 3 women and 1 in 4 men experienced severe 
physical violence by an intimate partner during their lifetime (Leemis et al., 2022).

An extensive field of research has demonstrated that SV, IPV, and stalking can have serious 
long-term health consequences and significant social and public health costs (Basile et al., 2022; 

Goals of the current revision request: Restart collecting annual nationally 
representative data collection for NISVS using redesigned methods recently tested in 
the currently approved package. NISVS collects information about individual’s 
experiences of sexual violence (SV), stalking, and intimate partner violence (IPV). 

Intended use of the resulting data.  NISVS is a surveillance system used to monitor 
the magnitude of SV, stalking, and IPV victimization among adults in the U.S. Data are
used by the federal government, states, partner organizations, and stakeholders to 
inform prevention programs and policies related to SV, stalking, and IPV.

Methods to be used to collect data. NISVS data will be collected using address-based
randomized sampling with a push-to-web design, whereby respondents will be 
encouraged to complete the survey on the internet. A call-in telephone option will be 
available to those who prefer to complete the survey by phone.

The subpopulation to be studied. Non-institutionalized, English- and Spanish-
speaking women and men aged 18 years or older in the United States.

 
How data will be analyzed. Data are analyzed using appropriate statistical software to 
account for the complexity of the survey design to compute weighted counts, 
percentages, and confidence intervals for SV, stalking, and IPV prevalence and impacts
using national and state-level data.

4



Leemis et al., 2022; Peterson, DeGue, Florence, & Lokey, 2017; Peterson et al., 2018; Smith et 
al., 2022). 

For example, the literature indicates that SV, IPV, and stalking victims are more likely than non-
victims to experience a range of negative physical health consequences, including HIV and other
sexually transmitted infections, gastrointestinal and neurological disorders, and chronic pain 
(e.g., Basile et al., 2022; Bonomi et al., 2013; Jina & Thomas, 2013), as well as negative mental 
health outcomes, including depression, chronic mental illness, and post-traumatic stress disorder 
(e.g., Basile et al., 2022; Leemis et al., 2022; Jordan, Campbell, & Follingstad, 2010; Smith et 
al., 2022). Additionally, NISVS data indicate that violence victimization is associated with 
activity limitations such as difficulty dressing and bathing, cognitive difficulties, and doing 
errands alone (Basile et al., 2022, Leemis et al., 2022; Smith et al., 2022). Finally, NISVS data 
have been used to increase the understanding of victimization among sexual minorities (Chen, 
2020). A more recent analysis shows that bisexual and lesbian women bear a large burden of the 
forms of violence captured in NISVS (Chen et al., in press).

The Centers for Disease Control and Prevention (CDC) leads federal efforts related to reducing 
injury and violence at a population level. The Healthy People 2030 report (Healthy People, 
2030) lists several objectives that pertain directly to SV, IPV, and stalking. Applicable objectives
include objectives IVP-D04, to “reduce intimate partner violence (i.e., contact sexual violence, 
physical violence, and stalking) across the lifespan;” IVP-D05, to “reduce contact sexual 
violence by anyone across the lifespan.” Authority for CDC’s National Center for Injury 
Prevention and Control to collect these data is granted by Section 301 of the Public Health 
Service Act (42 U.S.C. 241) (Attachment A). The Public Health Service Act gives CDC broad 
authority to collect data and carry out other public health activities, such as to conduct a survey 
on SV, IPV, and stalking.

A.2. Purpose and Use of Information Collection 

The purpose of The National Intimate Partner and Sexual Violence Survey (NISVS) is to collect 
nationally representative data on the lifetime and previous 12-month prevalence, and burden of 
intimate partner violence (IPV), sexual violence (SV), and stalking at both the state and national 
level for men and women in the United States. The objective is to understand and describe the 
characteristics of the violence, who is most likely to experience it, and the health conditions and 
impacts associated with it, for both lifetime and twelve-month victimization. These data are the 
only data that can provide these estimates and are used in many ways. Data are used by state and 
federal partners to inform policy, by prevention partners, local and state health departments, 
coalitions, universities and used in training programs. Data are used in peer reviewed journals, 
technical reports, factsheets and other media. Datasets are made public for external researchers to
use as well. Data has been used to understand and advance health equity by examining 
prevalence by race and ethnicity, sexual orientation, and disability status. In 2010 NISVS also 
collected data for the National Institute of Justice (NIJ) to examine IPV, SV, and stalking among 
American Indian and Alaska Native people. NISVS collected data in 2010 and 2016/17 for the 
Department of Defense to understand the prevalence of violence among active-duty women, 
active-duty men, and the wives of active-duty men. 
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Continuing to document and monitor the prevalence of IPV, SV, and stalking is a critical step to 
improving the health of individuals, making communities safer, and reducing the social and 
healthcare costs currently burdening state and federal governments and programs. NISVS data 
can be used to inform public policies and prevention strategies and help guide and evaluate 
progress towards reducing the substantial health and social burden associated with IPV, SV, and 
stalking.  

NISVS has historically been administered through random-digit-dial sampling. In response to 
declines in the response rate among NISVS and other RDD survey systems, CDC embarked 
upon a methodology study to explore the feasibility and cost of implementing alternative 
methods for collecting NISVS data. After an independent peer review in 2017, from 2018-2021, 
CDC contracted with Westat to conduct feasibility testing and pilot testing aimed at developing 
methods for transitioning NISVS to an address-based sampling design that would reduce reliance
on cell and landline phone participation and improve response rates.

The revision request is to fully implement the redesigned methodology and refreshed 
questionnaire for a production-level national sample. The redesigned NISVS will use an address-
based sampling frame with push-to-web data collection and a call-in telephone option, intended 
to increase the response rate, and reduce respondent burden. 

Activities Leading to the Current Request

Cognitive Testing
Beginning in 2018 the NISVS program undertook a multi-phased study to redesign the data 
collection procedures, consistent with the advice of the independent external peer review 
conducted in 2017. In the first step of the methodological work, cognitive testing was conducted 
(N = 120, 2 rounds of 60) on the survey instrument. Although the instrument was largely similar 
to the one used in 2016-2018 (OMB# 0920-0822, approved 7/25/2016), that survey instrument 
was designed for RDD sampling. In this cognitive testing, we aimed to ensure that the survey 
questions were understood across different modes of testing (i.e., phone, web, paper). 
Additionally, the instrument was shortened to reduce burden on respondents but not alter the 
core content (SV, stalking, and IPV victimization). Select survey questions were revised based 
on results from previous cognitive testing (non-substantive change request, OMB# 0920-0822, 
approved 6/19/2019), and a revised instrument was used in the subsequent phases of the redesign
study. 

Feasibility Testing
In the second step of the methodological work, feasibility testing was conducted using two 
different designs for collecting NISVS data (revision request, OMB# 0920-0822, approved 
3/20/2020). Feasibility testing sought to answer the following research questions: (1) What are 
the response rates by sample frame? How well does each sample frame represent key population 
groups? Are there differences in response and coverage of key population groups between the 
different experimental conditions? (2) Are there differences in key outcomes (e.g., violence 
victimization) by sample frame, mode of interview and experimental conditions? (3) Are there 
differences between frames with respect to the reaction to, perceived confidentiality of, and 
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privacy of the interview? (4) What are differences in costs associated with each frame/mode? (5) 
What are the recommended designs for the national survey?

Two alternative designs were tested for NISVS: In the first design, a sampling frame using 
random digit dial (RDD) and computer-assisted telephone interviews (CATI) as the mode of 
interviewing with a sample size of 1,461. The second design used an address-based sample 
(ABS) that pushed respondents to the web (N = 3,521) and followed up with multimode 
alternatives: (a) respondent’s choice between the web and calling in to do a telephone interview; 
(b) respondent’s choice between completing the web survey or an abbreviated paper survey. 
Details about the study procedures can be found in the feasibility testing report (Attachment E).

Feasibility testing results indicated an improvement in response rate for ABS (33.1%) compared 
to RDD sampling (10.8%). Furthermore, the reduction in cost by using ABS is significant.  For 
the RDD survey, costs included labor hours for interviewers related to training and conducting 
the interviews, labor hours for supervision and other direct costs related to these two activities 
(e.g., telephone charges, mailings for pre-notification letters, incentives). The ABS costs 
included the labor for the different mailings, costs associated with the mailings (e.g., printing, 
postage), and the respondent incentives. 

Additionally, one ABS experiment compared the Rizzo-Brick-Park probability method to the 
Youngest-Male-Oldest-Female approach. A second ABS experiment offered an alternative mode
to nonrespondents to complete the survey (i.e., paper vs. call-in telephone). Detailed information 
about the results is described in Attachment E.

In previously approved NISVS official data collections (OMB # 0920-0822), incentives were 
given upon completing the survey (i.e., $10 for the primary data collection—Phase 1, and $40 
for the non-response follow-up—Phase 2). During redesign testing, we adapted the incentive 
procedure for ABS. In the feasibility testing (OMB # 0920-0822 approved 3/20/2020), incentives
were offered at each stage.  A $5 cash pre-incentive was included in the very first mailing.  
Respondents were offered a $10 Amazon gift code (promised incentive) to complete the screener
on the web and a $5 cash pre-incentive for the paper screener.  For the full survey, respondents 
were promised a $15 Amazon gift code (promised incentive) for completing the survey on either 
the web or phone. 
Based on the results of feasibility testing, the following methodological procedures were 
recommended for future NISVS studies (see details in Attachment E): 

1. Use address-based sampling with push-to-web methodology. 
2. Use additional mailings.
3. Use a web/CATI option group whereas respondents can choose to complete the survey by

web or call-in CATI. 
4. Use the probability method for respondent selection. The Rizzo-Brick-Park (RBP) 

method is recommended. 
5. Include items on the questionnaire that allow assessment of representation and bias, such 

as items from the American Community Survey and National Health Interview Survey.
6. Include items to measure the attention of the respondent on the web survey to ensure that 

respondents are reading the questions carefully, and not skipping critical instructions.
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Pilot Testing
The third step of the methodological work consisted of pilot testing the data collection method 
(change request, OMB# 0920-0822, approved 9/2/2021) among a small sample (N = 285) using 
the recommended approach. The purpose of the pilot test was to test the implementation of the 
recommended design for NISVS; the pilot approach used an ABS sampling frame which pushed 
respondents to the web to complete the screener and full survey. Households were mailed a 
request to fill out a screening survey on the web in order to select a respondent.  If there was no 
response to this request, the respondent was sent a package in the mail that included a paper 
screener. The person who completed the web screener could go directly to the full NISVS survey
on the web (or call-in telephone) if they were selected as the respondent.  If the person was not 
selected, they were asked to pass the information to the selected individual.  If the screener was 
completed on paper, a separate request to do the extended survey was mailed to the selected 
respondent. 

Consistent with ABS procedures used in feasibility testing, incentives were offered at each stage 
during pilot testing.  A $5 cash pre-incentive was included in the very first mailing.  Respondents
were offered a $10 Amazon gift code to complete the screener on the web and a $5 cash pre-
incentive for the paper screener.  For the full survey, respondents were promised a $15 Amazon 
gift code for completing the survey on either the web or phone. 

Testing of the ABS methodology demonstrated that the final response rate during the pilot 
testing step was 21.8% compared to 33.1% in the feasibility testing step.  The difference in 
response rates between the feasibility and pilot testing periods may have been related to the 
COVID-19 environment. The feasibility testing was conducted in May-October 2020 when 
pandemic-related shutdowns and quarantines were common, and respondents may have been 
spending more time at home, potentially increasing the time they had available to complete the 
survey. CDC received much publicity during that time, and this may have prompted greater 
attention to the survey request. In contrast, pilot testing occurred during September-December 
2021 when the pandemic shutdowns had lifted to a greater extent, and people may have returned 
to normal routines, potentially resulting in decreased availability to complete the survey. 

Furthermore, differences in prevalence estimates were observed between the feasibility and pilot 
tests.  However, the pilot test used a much smaller sample and did not include a non-response 
follow-up phase. These factors along with the response rate may have influenced the differences 
in prevalence.  

More details are described in the feasibility and pilot study reports, Attachments E and G.

Supplemental Studies

Non-response Follow-up Study
NCIPC collaborated with the NISVS redesign study team to evaluate additional aspects of the 
nonresponse conversion phase (Appendix F, the nonresponse follow-up study report). This study 
used data collected from the feasibility study (revision request, OMB# 0920-0822, approved 
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3/20/2020), and included an analysis of representation of the study population (e.g., demographic
and general health indicators), effects on prevalence estimates, and cost. 

In this nonresponse follow-up study (Appendix F), initial non-respondents were resampled, and a
new data collection protocol was implemented. This NRFU protocol entailed a higher monetary 
incentive ($40) relative to the amount used in the initial data collection phase ($15). The 
increased incentive contributed to enhancing the overall sample’s representativeness and 
reducing non-response bias in several aspects:

1. The NRFU phase increased the overall response rate. While response rate is not the 
only measure that can be used to assess survey data quality, it is one of the most visible 
indicators of data quality to those reviewing and using the survey. The NRFU study 
shows that using the higher incentive to reach initial non-respondents raised the response 
rate by 5 absolute percentage points. 

2. The NRFU phase resulted in a sample more closely aligned with the population the 
survey intended to represent (i.e., one consistent with that represented by the the 
American Community Survey [ACS]). Results show that the NRFU population does 
differ markedly from the responders who were recruited in the initial data collection 
phase with respect to several important characteristics, including age, marital status, race-
ethnicity, and education. The direction of these differences is that the NRFU group has a 
higher proportion of respondents who are under-represented in the sample collected 
through the initial data collection phase. For example, those 18-29, those not married, 
Hispanic persons, and those with lower education are all under-represented when 
comparing the total sample to the ACS benchmarks. In all these cases, therefore, the 
NRFU brought the sample closer to the general population represented in the ACS. 

3. The NRFU phase improves the overall representation of the combined sample with 
respect to selected demographic characteristics. None of the differences between the 
initial and NRFU groups were statistically significant. For two indicators – being 
hospitalized and having asthma – the NRFU aligned the study population more closely 
with the national benchmark. For two other measures – physical/mental/emotional 
problems and depression – the NRFU was diverged to a greater extent from the national 
benchmarks. Despite the latter result, overall, the NRFU does seem to improve the 
overall representation in selected demographic characteristics of the combined sample.

4. The NRFU phase increased the design effect by only a small amount. An examination
of the design effects from the main sample and the sample combining both the main data 
collection and the NRFU phases shows that the NRFU increase the design effect by only 
a very small amount (many are less than 1.05, with only a few as high as 1.10.). For 
example, the design effect for males for lifetime prevalence for contact sexual violence 
was 1.75 for the initial sample and 1.96 when including the NRFU group. One reason 
why there are not larger effects of the NRFU on the overall sample design effect is that 
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the NRFU did bring the sample closer to the national population for many of the 
characteristics that were used for the weighting.

In summary, the effect of the Phase 2 (feasibility non-response follow-up) respondents on the 
final prevalence estimates is limited because Phase 2 sample only made up a small percentage of 
the overall sample, but findings suggest that Phase 2 contributed to bringing in respondents who 
were under-represented (with respect to age, marital status, race-ethnicity, and education) in 
Phase 1 (primary feasibility data collection phase, revision request, OMB# 0920-0822, approved 
3/20/2020).

Additional Cognitive Testing
More recently, the program has conducted additional cognitive testing. The purpose was to 
improve and update the survey and address remaining issues with select survey questions (based 
on earlier cognitive testing through the redesign study) and to test a few new questions (e.g., 
technology-facilitated sexual violence). The NISVS program worked with the Collaborating 
Center for Questionnaire Design and Evaluation Research in the National Center for Health 
Statistics to conduct cognitive testing which was completed in June 2022. Results from the first 
round of testing revealed that some participants were confused about which perpetrator and 
incident to reference in their responses to follow-up questions (see report in Attachment H). We 
revised the questions to provide more instruction to better assist participants about which person 
and incident to frame their follow-up question responses. The second round of testing showed 
improvement in participants’ understanding of the questions and greater consistency in their 
responses. These results were used to inform the final survey instrument. See Attachment I for a 
description of the survey changes. 

Test of Survey Design
Additionally, for collecting better quality data in violence victimization and injury, the National 
Center for Injury Prevention and Control collaborated with the National Center for Health 
Statistics to conduct a methodology study in 2022. The primary methodological goal of this 
study was to examine potential survey design approaches for the future NISVS. Specifically, we 
studied the relative performance of an interleafed rostering approach and a simplified grouped 
approach with limited follow-up questions. In an interleafed approach individual screener items 
are directly followed by follow-up questions, whereas in a grouped approach, groups of screener 
items are administered together followed by a set of follow-up questions. In addition, we 
designed the study to assess survey section order effect. Survey participants were a stratified 
sample of adults (18+) from the AmeriSpeak panel, a probability-based, recruited panel 
developed and maintained by the National Opinion Research Center at the University of 
Chicago. The study used a randomized design to assign participants to three experimental 
conditions: one condition used an interleafed format, the second condition used a simplified 
grouped format, and the third condition used a simplified group format with an alternative survey
section order. Data collection modes included both web (self-report) and telephone interviews 
(computer-assisted and interviewer administered). After the data collection, sample data from 
each experimental condition was weighted to the national population and calibrated using the 
2020 NHIS sample adult file. Preliminary analyses show evidence of survey instrument structure
effect, confirming what survey research has learned in mostly non-violence related surveys about
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the difference between the interleafed format and a simplified grouped format. Preliminary 
analyses also show that the data quality does not seem to be linearly associated with an increase 
in response time. See Attachment J for the study abstract.

Conclusions from the Redesign and Supplemental Studies

During feasibility testing, we observed differences in the prevalence estimates between ABS-
web and RDD-phone interviews using the same survey instrument. This was not surprising given
previous research showing that changes in survey mode can impact prevalence estimates 
(Hoebel, von der Lippe, Lange, & Ziese, 2014; Messeri et al., 2019; Zuwallack et al., 2022). 
Therefore, it is possible that we may see changes in prevalence estimates due to the change in 
mode in the upcoming data collection. The question remains whether victimization estimates are 
increasing or not, or whether recent changes in estimates are methodological in nature. We will 
continue to investigate this issue. For example, we will conduct an analysis of nonresponse bias 
that includes (1) health questions embedded within the survey that will be used for benchmarking
to external data sources (e.g., BRFSS, NHIS). (2) Conduct within-sample comparison. 
Specifically, we will examine nonresponse bias by comparing selected weighted estimates of the 
nonrespondent sample to weighted estimates from the main data collection phase. The 
nonresponse analysis may also be used to improve our understanding of health equity issues and 
set a foundation for future investigation in this area. Furthermore, the program may elect to 
conduct experimental and/or cognitive testing for program improvement purposes, as needed. 
Examples of such testing may include testing of paper screeners, design and aesthetics of mailing
materials and web screens, and survey questions. Additionally, for future data collection years, 
the program may seek approval to take additional measures to address non-response, as needed. 
Options may include an abbreviated non-response follow-up survey or offering a higher 
incentive amount to complete the main survey.

Regarding results from the test of the survey design, we have considered the trade-offs of using 
an interleafed format versus a grouped format and the results from the recent round of cognitive 
testing. For NISVS-5 we plan to use a hybrid survey format which has no inquiry about 
perpetrator initials (as used in the 2010-2012, and 2015 instruments), but instead, includes 
prompts referring to a specific perpetrator category (e.g., spouse, supervisor, first date, etc.) 
when asking about follow-up questions. Through anchoring respondents’ recall of experiences to
specific perpetrator types, the hybrid format seeks to lessen respondent burden, facilitate 
respondents’ memory of events and their details in their responses.

The results of these studies inform the current data collection approach described in this 
requested revision. Based on results from the feasibility study and pilot testing it was determined 
that the ABS method with push-to-web would be most cost efficient, realize the best possible 
response rates, and be least burdensome on respondents. This method will allow respondents the 
option to complete the survey by telephone if they so wish. This approach also will provide 
respondents incentives to complete both the screener and the questionnaire. 

Finally, for the upcoming data collection, our NISVS reports, presentations, and other 
communications will include information about the methodology, its implications, and 
discourage comparisons to previous data years. 
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Terms of Clearance

Previous terms continue (based on the revision request, OMB# 0920-0822, approved 3/20/2020 
and change request, OMB# 0920-0822, approved 9/2/2021). Previous terms required that the 
study results would include a discussion of how the COVID-19 response environment may have 
influenced the generalizability of these findings. Because data collection for this study will occur
on the web and by phone, COVID-19 is unlikely to present challenges to data collection. If 
applicable, study results will include discussion of how the COVID-19 response environment 
may have influenced the generalizability of the findings

 A.3. Use of Improved Information Technology and Burden Reduction
Traditionally, NISVS has used random digit dialing (RDD) as a sampling frame, as well as 
computer-assisted telephone interviewing (CATI) software to contact survey respondents. 
However, consistent with other national surveys that have used RDD, the response rates have 
been progressively declining. To improve the response rate, reduce respondent burden, and 
explore improved technology, the NISVS program contracted Westat to conduct testing to 
redesign the NISVS data collection methodology. The feasibility study compared RDD to 
address-based sampling (ABS), ABS with options to complete a web survey, call-in CATI 
survey or an abbreviated paper survey. The study results showed that ABS had a higher response
rate (33.1%) compared to RDD (10.8%). In addition, the ABS approach is less burdensome in 
terms of survey completion time. For respondents with no victimization, the median time to 
complete the survey was 12 minutes for ABS/web vs. 30 minutes for RDD. For those with 3 or 
more different types of victimizations, the completion time was 25 minutes for ABS/web vs. 50 
minutes for RDD.  See the feasibility testing report (Attachment E) for additional information. 

In the current request, the ABS/web-based screener and instrument (Attachments K-L) utilizes 
improved information technology that will be implemented for NISVS. Paper screeners will be 
available for those who prefer that option over using a web screener. After completing the 
screener and selection process, the selected adults will be requested to complete the web survey 
by using personal computer, laptop, tablet, and/or smartphone. The web instrument includes skip
patterns, rotations, range checks and other online consistency checks and procedures during the 
survey assuring that only relevant and applicable questions are asked of each respondent. The 
survey will be available in both English and Spanish versions (Attachments K-L) and can be 
completed on the web or by phone with a live interviewer.

For those respondents who were selected and cannot (or prefer not to) complete the web screener
and survey, they will have the option to complete the screener and survey by phone or a paper 
screener. The phone survey will use the same instrument as the web survey (Attachments K-L). 
Data collection and data entry into the system will occur simultaneously with the phone 
interview. The contractor will maintain consistency in the contents and formats for both web and 
phone survey data, therefore the combination of the datasets will be seamless and high quality 
for assessing SV, IPV, and stalking victimization. Finally, data can be extracted and analyzed 
using existing statistical packages directly from the system, which significantly decreases the 
amount of time required to process, analyze, and report the data.  
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A.4. Efforts to Identify Duplication and Use of Similar Information

Prior to NISVS, the most recent national health survey on SV, IPV, and stalking (National 
Violence Against Women Survey, NVAWS), jointly sponsored by NIJ and CDC (conducted by 
Schulman, Ronca, Bucuvalas, Inc. (SRBI)), was a one-time data collection completed in 1995-
1996 (Tjaden and Thoennes, 1998).  Prior to NVAWS, there had been no similar national health 
survey with a specific focus on SV, IPV, and stalking.  

When NISVS was originally designed, CDC consulted with other federal agencies (e.g., National
Institute of Justice (NIJ), Department of Defense (DoD) and other leading experts and 
stakeholders in the fields of IPV, SV, and stalking (see Attachment O). NCIPC convened a 
workshop “Building Data Systems for Monitoring and Responding to Violence Against Women”
(CDC, 2000). Recommendations provided by those in attendance are reflected in the design of 
NISVS. As discussed in the Data Systems workshop, surveys that ask behaviorally specific 
questions and that are couched in a public health context have much higher levels of disclosure 
than those couched within a crime context (as in the National Crime Victimization Survey 
(NCVS) conducted by the Bureau of Justice Statistics (BJS)). The types of victimization 
measured in NISVS (i.e., stalking, SV, IPV) are also among the types of outcomes that are 
unlikely to be disclosed in crime surveys, thus NISVS fills an important gap.
Although NISVS and NCVS collect some similar information, they are complementary in nature 
(see Table 1). Key characteristics of both systems are listed below. Additional information can 
be found in Basile, Langton, and Gilbert (2018). In our ongoing assessment of NISVS, CDC 
worked with BJS in discussing the complementary nature of NISVS and NCVS. This included 
demonstrating the ways that these systems provide unique data on victimization and the impacts, 
exploring options for collaborative, and continuing enhancement of both systems. CDC and BJS 
participated in regular meetings to discuss the lessons learned and implications for continued 
improvement of the systems, including survey administration and data collection methodology.  
CDC and BJS also collaborated to develop a summary document that explains the unique and 
complementary nature of these and other systems for measuring sexual violence. The summary 
may help users of the data to better understand the survey options that are available and to make 
an informed decision about which data source to use to address specific questions. The document
is available on the CDC website (Basile, Langton & Gilbert, 2018).

Additionally, CDC has met with scientists working on the NCVS Redesign to be informed about 
changes to the NCVS instrument and to identify questions that may be appropriate to use as 
benchmarking items within the NISVS survey. Upon examination of the methods, victimization 
framing, and survey content, the NCVS and NISVS surveys serve complementary purposes (see 
Table 1 below). To our knowledge, the redesigned NCVS survey is planned for fielding in 2025 
(Truman & Brotsos, 2022).

Table 1. Feature Comparison of NISVS and NCVS Surveys

Feature NISVS - new design NCVS
Context Public health Crime-based
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Eligibility Eligible respondents are non-
institutionalized adults aged 18 
and older

Eligible respondents are all 
members of U.S. households age 
12 or older and non-institutional 
group living facilities

Sampling Respondents are selected using 
address-based sampling

Respondents are selected using a 
stratified, multi-stage cluster 
sample

Interview modes Conducted by web, with a 
telephone call-in option

Conducted in person and by 
telephone

Question approach Employs behaviorally-specific 
language as recommended by the 
National Research Council 
(National Research Council, 
2014)

Employs criminal justice 
terminology with some items 
using behaviorally specific 
language

Violence content Focused on sexual violence, 
intimate partner violence, and 
stalking

Focused on nonfatal violent and 
property crime

Characteristics of 
violence

Data provide information on the 
characteristics of victims and 
perpetrators

Data provide information on the 
characteristics of victims and 
perpetrators

Time frame of 
victimization

Timeframe of victimization is 
lifetime and the 12 months 
preceding the survey

Timeframe of victimization is 
past 6 months

Type of data Data provide lifetime and 12-
month prevalence estimates that 
can be used to generate national 
and state-specific estimates

Data provide counts and rates of 
victims, incidents, and 
victimizations

Associations with 
health

Data are used to describe 
associations between 
victimization and health 
conditions

General health questions are not 
included

First-time 
victimization

Data on the age at first-time 
victimization which can be used 
to understand and guide 
prevention efforts among children
and adolescents

First-time victimization questions
are not assessed

Trend data Currently unable to provide 
trends, but will be possible after 
three continuous data collection 
cycles

Data can be used to measure 
trends over time

State-level estimates Available Not available

Although the Behavioral Risk Factor Surveillance System (BRFSS) included optional IPV and 
SV modules in 2005, 2006, and most recently in 2007, fewer than half of the states administered 
the module during any one year (2005: IPV, 12 states; SV, 20 states; 2006: IPV, 8 states; SV, 12 
states; 2007: IPV, 3 states; SV, 6 states). Furthermore, the information collected in the optional 
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modules was limited to a small number of relatively simple questions [IPV (n= 7) and SV (n=8)] 
and limited to physical and sexual violence.  Because financial support from CDC’s Division of 
Violence Prevention no longer exists for the optional modules, few (if any) states continue to 
collect IPV or SV data.

Finally, the National Survey of Family Growth also includes limited questions about SV (i.e., 
forced intercourse). Those questions were used as benchmarks in the recent feasibility and pilot 
testing of the NISVS methodology study. However, the NISVS survey is more focused on 
violence victimization and assesses a broad range of sexual victimization, as well as intimate 
partner violence and stalking. Thus, NISVS fills a major gap in the field by providing a 
comprehensive picture of SV, IPV, and stalking victimization that other current survey systems 
do not capture.

A.5. Impact on Small Businesses or Other Small Entities 
No small businesses will be involved in this data collection.

A.6. Consequences of Collecting the Information Less Frequently 

The primary consequence of collecting these data less frequently is that stakeholders would have 
less timely access to national and state-level prevalence estimates and other data on SV, IPV, and
stalking victimization. NISVS is the only data system that can provide these estimates, and their 
availability is valued and needed in fields of research and practice. NISVS data are used by state 
and federal partners to inform policy, by prevention partners, local and state health departments, 
coalitions, universities and used in training programs. A lack of state-specific prevalence data 
will limit the ability of national and state public health officials to understand the prevalence of 
IPV, SV, and stalking in individual states and inform ongoing state-level prevention efforts. To 
generate reportable state-level estimates, data from across data collection years may need to be 
combined, emphasizing the need for frequent and regular data collection. More detailed and 
frequent information will inform public policies, and intervention and prevention strategies at 
both national and state levels.  

A.7. Special Circumstances Relating to the Guidelines of 5 CFR 1320.5

The request fully complies with the regulation 5 CFR 1320.5. 

A.8. Comments in Response to the Federal Register Notice and Efforts to Consult 
Outside the Agency 

A.8.a) Federal Register Notice

A 60-day Federal Register Notice was published in the Federal Register on March 7, 2022, Vol. 
87, No. 44, pp. 12705 (Attachment B). 

A.8.b) Efforts to Consult Outside the Agency
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In the past, CDC participated in discussions involving federal researchers involved in the study 
of violence against women (documentation included in Attachment O). NCIPC convened a 
workshop “Building Data Systems for Monitoring and Responding to Violence Against Women”
(CDC, 2000). Recommendations provided by those in attendance are reflected in the design of 
NISVS. 

When NISVS was originally designed in 2007, NCIPC consulted with other federal agencies 
(e.g., NIJ, DoD) and other leading experts and stakeholders in the fields of SV, IPV, and 
stalking. Additionally, NCIPC invited a panel of experts to attend a meeting in November 2007 
to discuss preliminary findings from the 2007 methodological study (referred to as the NISVS 
Pilot, although it was not a pilot test of the NISVS survey itself) and to discuss the planned 
directions for NISVS. The review panel consisted of federal and non-federal subject matter 
experts with expertise in SV, IPV, and stalking. 

In 2008, staff within DOJ and DoD served as technical reviewers for the proposals submitted in 
response to CDC’s Funding Opportunity Announcement for NISVS.  As part of the review team,
they participated in the selection of the contractor to do the work and approved the proposed 
statement of work. DOJ and DoD were also integrally involved in the design of the interview 
instrument as described below. As described in Section A.4, CDC worked closely with the DoD, 
NIJ, and other federal agencies in the development of NISVS. Numerous presentations were 
made in 2008, 2009 and 2010 to vet the proposed NISVS among a range of interested 
stakeholders, including victim advocates, family advocacy programs, Title IX Task Force 
authorized under the 2005 VAWA, and several other conferences and public meetings. Further, 
CDC staff remain engaged in ongoing discussions with Federal colleagues from DoD related to 
the collection of special population data from military personnel.  In 2015 and 2016, staff within 
the DoD collaborated with CDC in the development, review and approval of the proposed 
statement of work for the 2016-2017 data collection contract. Data collection for the DoD was 
conducted in February of 2017 through August 2017. Collaboration between CDC and the DoD 
was initiated to facilitate collection of military subpopulation data during 2017.  
NCIPC recruited a panel of experts to attend a meeting in February 2017 to begin discussions 
regarding the NISVS study design and to discuss the planned directions for current and future 
NISVS surveys. The review panel consisted of federal and non-federal subject matter experts 
with expertise in survey methodology, statistics, IPV and SV research, survey question design, 
and respondent safety concerns. Attachment P provides a list of those individuals who 
participated in the meeting and provided suggestions regarding survey design and administration 
during three webinars and one 2-day in-person meeting between February and July 2017. The 
summary of the suggestions is presented in Attachment Q. Following the 2016/2017 data 
collection we underwent a thorough process to explore variations observed in the prevalence of 
multiple prevalence estimates from the prior years. Analyses were conducted in close 
consultation with RTI who assisted in examining potential reasons for the changes in the 
prevalence estimates that we observed.

For the 2016-2018 survey, CDC staff actively engaged NCIPC’s Rape Prevention and Education 
(RPE) and Domestic Violence Prevention Enhancements and Leadership Through Alliances 
(DELTA) Impact program grantees and other stakeholders to obtain feedback regarding 
processes implemented to enhance the ability of NISVS to provide timely data that are more 
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easily accessed and used by those groups that have the greatest potential to take actions that can 
prevent SV, IPV, and stalking, particularly grantees and state-level prevention partners.

In compliance with OMB guidance, NISVS staff have been engaged in the OMB Sexual 
Orientation and Gender Identity Working Group to ensure that NISVS is using appropriate 
measures to identify sexual minority populations.

Moreover, in response to recommendations of the workgroup to maximize collaborative 
opportunities across Federal surveys, NCIPC has engaged a number of Federal partners to learn 
about ongoing experiments being conducted in Federal surveys to improve response rates, to 
assess the feasibility of partnering to conduct mutually beneficial experiments, and to learn from 
methods being implemented by other Federal surveys.  Since July 2017, CDC/NCIPC has 
consulted with or referred to publications and work from other Federal and non-Federal partners 
(including BJS, CDC–BRFSS, CDC–National Survey of Family Growth (NSFG), CDC–
National Health Information Survey (NHIS), National Highway Traffic Safety Administration 
(NHTSA), National Science Foundation (NSF), Census Bureau, National Center for Health 
Statistics (NCHS), American Association for Public Opinion Research (AAPOR), Office of 
Juvenile Justice and Delinquency Prevention’s redesign of the National Survey of Children’s 
Exposure to Violence, and Research Triangle Institute (RTI)) to learn more about studies that are
currently in the field or pending and that could have implications for NISVS. For instance, CDC 
has engaged BRFSS staff to gain a better understanding of BRFSS RDD calling methods (e.g., 
how many follow-up calls BRFSS conducts before considering a phone number “fully worked”, 
considering cell phones as personal devices and thereby immediately excluding minors under the
age of 18 who answer a cell phone number), methods for calculating response rate (e.g., 
determining whether other Federal survey statisticians are using survival methods to calculate 
response rate), and to discuss experiments involving address-based sampling methods and efforts
to push potential survey respondents to a web-based survey, to return a phone call, or to reply by 
mail. 

Additionally, NCIPC engaged with a number of federal agencies who were conducting research 
on methods to enhance participation and reduce nonresponse. For instance, NCIPC engaged with
NCHS staff working on the National Health and Nutrition Examination Survey to understand 
results from recent experiments related to optimal incentive structures to garner participation and
BJS staff to understand results related to the redesigns of the National Survey of Children’s 
Exposure to Violence. 

Further, NCIPC engaged a number of partners, including AAPOR members, RTI, NHTSA, and 
NHIS staff in discussions regarding novel technologies that may be greatly impacting response 
rates.  For example, at the 2017 Annual AAPOR meeting, survey methodologists discussed 
advancements in technology that have allowed for a proliferation of phone applications that 
block repeated calls from 800 numbers. Thus, after discussions with RTI, AAPOR scientists, 
CDC staff, and NCIPC’s BSC, for the 2018 survey CDC added numbers local to the Atlanta 
CDC area (770/404) for outbound calls, which would allow for outbound phone numbers to be 
changed more frequently to avoid being inadvertently blocked by the phone applications 
designed to block repeated calls from numbers suspected of being marketers. This may have 
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reduced the problem of erroneous flagging and blocking of the study phone number as spam by 
cell phone carrier applications and increase the number of survey participants.   

CDC also engaged Federal partners to learn more about incentives offered to survey respondents 
and how a range of incentive types and reminder letters, postcards, and other materials may be 
used to improve response rates.  For instance, CDC engaged in conversations with NHIS, 
NHTSA, BRFSS, and RTI to learn about relatively inexpensive options that could be mailed 
with an advance letter to potential respondents, which would serve as a reminder to participate in
the survey.  

The suggestions from the methodology panel and CDC’s efforts to consult with Federal and non-
Federal partners outside the agency resulted in a number of ideas for activities that were 
integrated into the 2018 data collection period, including consultation with Westat, a leader in 
developing sound methods of data collection that have evolved with the introduction of new 
technologies. Consultation with outside entities strengthened our partnerships and improved our 
ability to call on our partners to discuss opportunities for collaboration and to learn from one 
another’s research and investments. These discussions further strengthened our ability to develop
the redesign contract (conducted in 2018-2021) aimed at determining an optimal data collection 
approach for NISVS moving forward.

NCIPC staff have met with the Gender Policy Council and White House staff to discuss our 
measurement of technology-facilitated stalking and reproductive coercion. These discussions led 
to updates of some stalking items and further consultation with an expert in the field to update 
the reproductive coercion questions in the current instrument.

A.9. Explanation of Any Payment or Gift to Respondents 

For this collection, NISVS is building on the incentive plan structure that approved for several 
previous survey administrations (2010, 2011, 2012, 2015, and 2016-2018), making changes 
consistent with testing in the recent 2020-2021 methodology studies (OMB# 0920-0822). Some 
research indicates that the use of incentives may increase response rates (Guo, Kopec, Cibere, LI,
& Goldsmith, 2016; Singer and Ye, 2013). Additionally, over the course of data collection, this 
could reduce costs and burden to respondents by reducing the need for additional contacts to 
potential respondents. A literature review on incentives by Singer and Ye (2013) concluded that 
incentives increase response rates across all survey modes, including mail, telephone, face-to-
face, and web. For telephone and mail-paper surveys, a small pre-incentive of between $1 and $5
has been shown to significantly increase response rates (Cantor, et al., 2008; Mercer, et al., 2015;
Smith et al., 2019). A promised incentive has also shown effectiveness, but a larger amount is 
generally needed (e.g., $10 or greater). There is less research on promised incentives for ABS 
web surveys, but a few studies have found both pre- and promised incentives are effective when 
asking respondents to complete a web survey (Messer and Dillman, 2011; Biemer, et al., 2017). 
Less is known on the most effective amounts, with promised incentives ranging between $10 and
$40. In addition, a random control trial found that monetary incentives improved completion of 
an online survey (Hall et al., 2019). 
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Since 2010, NISVS has always employed a two-phase survey design: Phase 1 being the primary 
data collection period, and Phase 2 (non-response follow-up study) specifically focusing on 
improving response rates and reducing nonresponse bias. The recent NISVS methodological 
study discussed above found that this non-response follow-up procedure continued to reduce 
survey error and bias in the ABS web survey.

In previously approved NISVS data collections (OMB # 0920-0822), incentives were given upon
completing the survey (i.e., $10 for the primary data collection—Phase 1, and $40 for the non-
response follow-up—Phase 2). 

To be consistent with the incentive levels used in the NISVS feasibility and pilot studies, 
incentives are modestly increased (i.e., up to $25 for Phase 1; Phase 2 remains at $40) compared 
to previous NISVS data collections. Also, the incentives will be offered in sequential stages of 
survey completion rather than only at survey completion. Specifically, in Phase 1 a $5 cash pre-
incentive will be included in the very first mailing. Next, respondents will be offered a $10 
promised incentive to complete the screener on the web, or a $5 pre-incentive will be offered if 
the paper screener is filled out. Finally, respondents will be given a $15 promised incentive for 
completing the survey on the web or call-in telephone. After Phase 1, a random subsample of 
non-respondents will be drawn (Phase 2, non-response follow-up). Respondents in Phase 2 will 
be recontacted and offered a higher incentive of $40 to encourage their participation and 
complete the survey.  

A.10. Protection of the Privacy and Confidentiality of Information Provided by 
Respondents 

The CDC Office of the Chief Information Officer has determined that the Privacy Act does 
apply.  The applicable System of Records Notice (SORN) is 09-20-0136 Epidemiologic Studies 
and Surveillance of Disease Problems. Published in the Federal Register on December 31, 1992. 
Volume 57, Number 252, Page 62812-62813. The Privacy Impact Assessment (PIA) is shown in 
Attachment R.

A number of procedures will be used to maintain the privacy of the respondent. An advance 
letter (Attachments S-T) will be mailed to selected households, and subsequent information 
provided to respondents will describe the study as being about health and injuries. For the web 
survey, the selected respondent will be required to change their password once they log on to the 
survey. The selected respondent will be provided with instructions on how to delete the browsing
history from the computer.

Participation in the study is voluntary. Personally identifiable information (PII) will be collected 
for the ABS samples. Examples are addresses for those who request an incentive by check, and 
names or initials for distinguishing adults on the screener’s household roster, contact information
to conduct follow-up contact for selected respondents. The main NISVS survey will only collect 
emails for delivering the gift code and mailing addresses for those who prefer to receive their 
incentive check by mail. Any names, addresses, phone numbers, e-mail addresses will never be 
associated or directly linked with the survey data. PII will be securely stored in password-
protected files, separate from the survey data, to which only contractor project staff will have 
access.  The PII will be destroyed at the conclusion of the contract and never sent to CDC.   
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To protect confidentiality of responses, the contractor (RTI) will use reasonable safeguards to 
protect the data. Only in extraordinary circumstance, such as those required by law, will 
information be disclosed to an authorized agency. Otherwise, information provided by 
participants will not be intentionally disclosed to anyone outside of the contractor’s project team.
CDC will not have access to PII, nor will survey responses directly link back to a respondent’s 
personal information.

All data will be maintained in a secure manner throughout the data collection and data 
processing phases in accordance with NIST standards and OCISO requirements. Only contractor 
personnel, who are conducting the study, will have study-specific access to the temporary 
information that could potentially be used to identify a respondent (i.e., the telephone number 
and address).  While under review, data will reside on directories that only the project director 
can give permission to access.  All computers will reside in a building with electronic security 
protections. Data cleaning processes will take place to ensure high data quality and remove any 
data elements that potentially could be used to identify individuals (e.g., mailing address, email 
address). 

Informed Consent

Both web and phone surveys will use a graduated consent procedure. The advance letter 
(Attachments S-T) will describe the survey in a generic way (e.g., “health and injuries”). For 
those who are selected to take the full survey, the questionnaire will begin with questions about 
the household and demographics, then move to health questions. Prior to beginning the first set 
of victimization questions (i.e., stalking), respondents will be given more information about the 
content of the remaining questions in a generic phrase (e.g., “physical injuries, harassing 
behaviors, and unwanted sexual activity”) and given instructions for completing the survey, such
as taking the survey in a private location. Additionally, participants are informed that they can 
skip any question and/or quit the survey at any time. Prior to each of the remaining sections, 
additional descriptions are given that are appropriate to the content of the items (e.g., use of 
explicit language). The instrument is presented in Attachments K-L).

A.11. Institutional Review Board (IRB) and Justification for Sensitive Questions
IRB Approval

Recent changes to the Common Rule now designate three criteria for designation as public health
surveillance: (1) must be surveillance addressing a public health objective; (2) pursuant to a 
public health authority; (3) limited to activities that achieve a public health objective. The CDC 
National Center for Injury Prevention and Control’s OMB and human subject’s liaison has 
determined that the activity is not research and IRB approval is not needed. This data collection 
is a public health surveillance effort (Attachment U). 

Justification for Sensitive Questions

Experiences of SV, IPV, stalking, and the impacts that originate from them are often 
underreported to officials and health care providers. As such, survey data provide the best source
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of information regarding the prevalence of SV, IPV, and stalking and impacts of such violence 
which has the potential to inform prevention and response activities. Black et al. (2006) 
published a study that assessed survey respondent reactions to survey questions about 
experiences of violence. Results showed that survey respondents not only believed the violence 
questions should be asked, but also showed their willingness to answer such questions (Black et 
al., 2006). Since then, several studies have been published. These studies clearly demonstrated 
that participants being asked about these potentially sensitive areas (such as topics related to 
trauma or violence) are not impacted negatively by participation in these surveys/studies. Other 
survey studies have supported these findings with most respondents reporting not regretting 
participation (e.g., McClinton et al., 2015; Newman et al., 2006), and even some respondents 
reporting a benefit to participating (Kaasa, et al., 2016). Some studies even demonstrated that 
there were short or long-term benefits for the participants’ healing and well-being due to 
participating in such surveys or studies (Cook et al., 2015; Hamberger & Larsen, 2020; Kirkner 
& Relyea, 2019; Larsen & Berenbaum, 2014). Finally, in results from feasibility testing of the 
NISVS survey (OMB # 0920-0822), a majority of respondents reported at the conclusion of the 
survey that they would strongly agree or agree to make the same choice to participate, with a 
higher percentage of victims agreeing that they would make the same choice to participate when 
compared to non-victims. This finding suggests that those with victimization are likely to find 
the survey experience meaningful and important, perhaps so their voices are heard, their 
experiences captured, to make a contribution to reducing the problem.

Web surveys, specifically, are increasingly used for sensitive topics as the mode allows for 
anonymous communication that minimizes the need for disclosure to an interviewer . Web 
surveys have been used to collect details on topics of sexual victimization, such as sexual 
aggression and rape (Buday & Peterson, 2015; Fagerlund & Ellonen, 2016; Griggs et al., 2018; 
Littleton et al., 2019), sexual harassment among adolescents across sexual orientations (Mitchell,
Ybarra, & Korchmaros, 2014), recall of extra-familial childhood sexual abuse (Langeland et al., 
2015), and incidence of polyvictimization among LGBTQ adolescents (Sterzing, Gartner & 
McGeough, 2018).

Attachments K-L contain the full NISVS survey instrument. Questions included in the current 
NISVS are modeled after earlier NISVS instruments, questions that were used in the National 
Violence Against Women Survey 1995-96 (NVAWS), and other studies measuring SV, IPV, and
stalking.  

A.12.a) Estimates of Annualized Burden Hours and Costs 

The total burden for this study is higher due to the change in sampling and survey methods, 
estimated at 17,949 hours (see Table 2). The redesign and pilot testing studies sampled fewer 
respondents; therefore, the estimated burden in this revision is higher that the previously 
approved burden of 1,189 hours, but lower than the annualized hours from the previous full data 
collection (27,106 hours, OMB # 0920-0822, approved 7/25/2016). 
The overall response rate is expected to be between 26% - 31%, which is higher than the 
previous NISVS data collection under the RDD design. An estimated 97% of respondents will 
complete the survey via the web and 3% will utilize the telephone call-in option. The same 
survey instrument will be used in both web and telephone modes. This was calculated based on a
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final sample size of 20,000 per data collection period, with an estimate of 1 minute to read the 
advance letter, 5 minutes to complete the web or paper screener, 25 minutes for the web 
questionnaire, and 40 minutes for the call-in telephone survey option. This is derived from the 
total burden hours for non-participating households and eligible households based on an average 
response of 5 minutes for screened households and 25 minutes for respondents that complete the 
survey.

Table 2. Estimated Annualized Burden Hours

Type of
Respondent

Form Name Number of
Respondents

Number of
Responses per

Respondent

Average
Burden

per
Response
(in hours)

Total
Burden

(in hours)

Individuals 
and 
Households

Advance Letter (Att. S-T) 134,933 1 1/60 2,249
Screener (Att. K-N ) 48,667 1 5/60 4,056
Questionnaire, web (Att. K-L) 26,667 1 25/60 11,111
Questionnaire, phone (Att. K-L) 800 1 40/60 533
Total Burden 17,949 

A.12.b) Estimated Annualized Respondent Burden Costs

For the general population the estimated annualized respondent burden cost is $589,087 (see 
Table 3). It is estimated that approximately 97% of respondents will complete the survey via the 
web and 3% will utilize the telephone call-in option. This was calculated based on a final sample 
size of 20,000 per data collection period, with an estimate of 1 minute to read the advance letter, 
5 minutes to complete the web, phone, or paper screener, 25 minutes for the web questionnaire, 
and 40 minutes for the call-in telephone survey option. The mean hourly wage for private non-
farm positions from the Bureau of Labor Statistics for November 2022 is $32.82 (Table B-3, 
U.S. Department of Labor, 2022).

Table 3. Estimated Annualized Burden Costs 

Type of
Respondent

Form Name Number of
Respondents

Number of
Responses per

Respondent

Average
Burden per
Response
(in hours)

Average
Hourly
Wage*

Total
Cost

Individuals 
and 
Households

Advance Letter (Att. S-T) 134,933 1 1/60 $32.82 $73,808 
Screener (Att. K-N ) 48,667 1 5/60 $32.82     $133,104 
Questionnaire, web (Att. 
K-L)

26,667 1 25/60 $32.82     $364,671 

Questionnaire, phone (Att. 
K-L)

800 1 40/60 $32.82 $17,504 

Total Burden Cost $589,087

A.13. Estimates of Other Total Annual Cost Burden to Respondents or Record Keepers

This data collection activity does not include any other annual cost burden to respondents, nor to 
any record keepers. 
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A.14. Annualized Cost to the Government 

The contract to conduct the study was awarded to RTI International (RTI) through competitive 
bid in September, 2022. The total cost for the 2022-2023 data collection activities is $9,092,501 
including $8,194,963 in contractor costs and $897,538 in annual costs incurred directly by the 
federal government (Table 3). 

Costs for this study include personnel for designing the data collection protocol, developing, 
programming, and testing the web and phone survey instruments; designing the web system for 
use in the survey data collection, drawing the address-based sample; advance letter and screener 
mailings and postage, training interviewers for call-in telephone option; collecting and analyzing 
the data; and reporting the study results.  The government costs include personnel costs for 
federal staff involved in the oversight, study design, and analysis, as presented in detail in Table 
4. 

Table 4.  Estimated Annualized Cost to the Government 

Type of Cost Description of Services Annual Cost

Government Statistician (2 
FTEs)

•Project oversight, study and survey design, sample selection, 
data analysis, and consultation. 
•Provide review/input into all statistical aspects of the study 
design and conduct, including but not limited to study design, 
sample selection, weighting, total survey error, non-response 
bias, and response rate. 
•Survey instrument testing, data analysis and consultation, 
provide oversight of the QA process.

$296,283

Government Computer 
Programmer (.5 FTE)

Process data, produce code for complex quality assurance checks
$73,948

Government Data Manager 
(.5 FTE)

•Data storage, documentation, quality assurance checking and 
reporting 
•Suggests timetables associated with the data collection and 
analysis plan
•Collaborates with investigators to write plans pertaining to the 
design of data collection and analysis
•Develops plans to ensure quality control of data collection and 
analysis processes

$37,607

Government Behavioral 
Scientist (2.5 FTEs)

•Project oversight, study and survey design, sample selection, 
data analysis, and consultation.  
•Discusses different data collection methods and statistical 
approaches
•Applies theories of psychology, sociology, and other behavioral 
sciences to the development of data collection instruments and 
methodological approaches
•Designs tools and materials for data collection
•Communicates research findings to professional audiences and 
agency staff using appropriate methods (e.g., manuscripts, peer-
reviewed journals, conferences)

$289,600

Government Epidemiologist 
(1.2 FTE)

•Describes sources, quality, and limitations of surveillance data
•Defines and monitors surveillance system parameters (e.g., 
timeliness, frequency)
•Defines the functional requirements of the supporting 

$134,100
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Type of Cost Description of Services Annual Cost

information system
•Tests data collection, data storage, and analytical methods
•Evaluates surveillance systems using national guidance and 
methods
•Recommends and implements modifications to surveillance 
systems on the basis of an evaluation
•Communicates research findings to professional audiences and 
agency staff using appropriate methods (e.g., reports manuscripts,
peer-reviewed journals, conferences)

Government Public Health 
Analyst (.6 FTE)

•Project management including oversight of budget and 
administration
•Applies knowledge of the acquisition and grants lifecycle
•Manages and monitors the implementation of interagency 
agreements, and contracts
•Applies methods and procedures for funding acquisitions

$66,000

Subtotal, Government Personnel $897,538

Contracted Personnel and 
Services1

Study design, web system programming, information technology,
phone interviewer training, respondent incentives, data collection,
cleaning, and analysis

$8,194,963

TOTAL COST $9,092,501
1Contracted personnel and services cost estimates are based on estimated funds available during the base period (September, 2022 – May, 2024).  The contract is 
funded for multiple years with data collected on an annual basis. The total contract amount for the general population data collection (20-month base period plus three 
12-month option years for a total of 56 months) is anticipated to be $14,987,202 or an annualized amount of $4,995,734 over 3 years. The government expects that 
this task order will be incrementally funded; based upon satisfactory performance and availability of funds, the contract may be renewed for the third option year. 

A.15. Explanation for Program Changes or Adjustments 

The estimated burden in this revision is higher that the previously approved burden of 1,189.  
The total burden for this study is higher due to the change in sampling and survey methods, 
estimated at 17,949 hours. CDC requests a revision to complete the 2022-2023 full scale data 
collection using redesigned methodology and the current survey instrument (Attachments K-L). 
The redesigned methodology is based on recommendations resulting from experimental studies 
(Attachment E) conducted in 2018-2021 and approved by OMB 6/19/2019, 3/20/2020, and 
9/2/2021.  This revision request incorporates methodological design changes to improve 
response rate, reduce cost, and reduce non-response bias. Additionally, survey questions and 
their formatting were revised to improve clarity and reduce respondent burden or to update 
content with more recent concerns (e.g., stalking technology, technology-facilitated sexual 
violence) (Attachment I). The survey question revisions are informed by results from cognitive 
testing conducted by NCHS (CCQDER) in 2021-2022 (Attachment H) and consultation with the 
current contractor (RTI). See the detailed description of survey revisions in Attachment I.

A.16. Plans for Tabulation and Publication, and Project Time Schedule
 
The schedule for data collection, analysis, and reporting is shown in Table 5 below. Data from 
each phase of data collection will be stored in password-protected files. Data analyses will be 
conducted and results will be prepared for publication and dissemination. 
Table 5. Data Collection & Report Generation Time Schedule 
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Activities Time Schedule

Prepare system for data collection (web 
system design, phone survey design, 
programming, testing, phone interviewer 
training)

Concurrent to OMB review

Data collection Begins after OMB approval and 
continues for 3 years

Clean and edit Base Period dataset Begins immediately after data collection
is completed

Conduct data analyses Begins six months after initiation of 
cleaning and editing of dataset

Prepare reports Begins six months after initiation of 
data analyses

A.17. Reason(s) Display of OMB Expiration Date is Inappropriate 
The display of the OMB expiration date is not inappropriate.

A.18. Exceptions to Certification for Paperwork Reduction Act Submissions 
There are no exceptions to the certification.
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	SUPPORTING STATEMENT: PART A
	For this collection, NISVS is building on the incentive plan structure that approved for several previous survey administrations (2010, 2011, 2012, 2015, and 2016-2018), making changes consistent with testing in the recent 2020-2021 methodology studies (OMB# 0920-0822). Some research indicates that the use of incentives may increase response rates (Guo, Kopec, Cibere, LI, & Goldsmith, 2016; Singer and Ye, 2013). Additionally, over the course of data collection, this could reduce costs and burden to respondents by reducing the need for additional contacts to potential respondents. A literature review on incentives by Singer and Ye (2013) concluded that incentives increase response rates across all survey modes, including mail, telephone, face-to-face, and web. For telephone and mail-paper surveys, a small pre-incentive of between $1 and $5 has been shown to significantly increase response rates (Cantor, et al., 2008; Mercer, et al., 2015; Smith et al., 2019). A promised incentive has also shown effectiveness, but a larger amount is generally needed (e.g., $10 or greater). There is less research on promised incentives for ABS web surveys, but a few studies have found both pre- and promised incentives are effective when asking respondents to complete a web survey (Messer and Dillman, 2011; Biemer, et al., 2017). Less is known on the most effective amounts, with promised incentives ranging between $10 and $40. In addition, a random control trial found that monetary incentives improved completion of an online survey (Hall et al., 2019).

