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Background: Data from surveys of patient care experiences are a
cornerstone of public reporting and pay-for-performance initiatives.
Recently, increasing concerns have been raised about survey re-
sponse rates and how to promote equity by ensuring that responses
represent the perspectives of all patients.

Objective: Review evidence on survey administration strategies to
improve response rates and representativeness of patient surveys.

Research Design: Systematic review adhering to the Preferred Re-
porting Items for Systematic reviews and Meta-Analyses guidelines.

Study Selection: Forty peer-reviewed randomized experiments of
administration protocols for patient experience surveys.

Results: Mail administration with telephone follow-up provides a
median response rate benefit of 13% compared with mail-only or
telephone-only. While surveys administered only by web typically
result in lower response rates than those administered by mail or
telephone (median difference in response rate: −21%, range: −44%,
0%), the limited evidence for a sequential web-mail-telephone mode
suggests a potential response rate benefit over sequential mail-
telephone (median: 4%, range: 2%, 5%). Telephone-only and se-
quential mixed modes including telephone may yield better repre-
sentation across patient subgroups by age, insurance type, and race/
ethnicity. Monetary incentives are associated with large increases in
response rates (median increase: 12%, range: 7%, 20%).

Conclusions: Sequential mixed-mode administration yields higher
patient survey response rates than a single mode. Including tele-
phone in sequential mixed-mode administration improves response
among those with historically lower response rates; including web in
mixed-mode administration may increase response at lower cost.
Other promising strategies to improve response rates include in-
person survey administration during hospital discharge, incentives,
minimizing survey language complexity, and prenotification before
survey administration.
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Patient experience survey data are a cornerstone of national
public reporting and pay-for-performance initiatives.1

Some health care providers, payers, and other stakeholders
have expressed concerns that response rates to patient expe-
rience surveys are declining and that responses may not be
representative of all patients, particularly underserved
groups.2–5 Stakeholders have proposed several strategies to
address these concerns, including using monetary incentives,
reducing the length of survey instruments, and administering
surveys via the web, on mobile devices, or at the point-
of-care.

Ideally, patient experience surveys can be self-
administered by patients (or family caregivers acting as
proxies, when needed).6,7 Patient experience surveys also
must accommodate patients who are recovering from illness
or injury or experiencing long-term cognitive and physical
impairments. They need to elicit comparable responses across
heterogeneous populations, including those that differ by
education; literacy; access to technology; age, race and eth-
nicity; and geographic region. They should produce results
that can be used to fairly compare health care providers.
Furthermore, in the context of accountability initiatives that
use multiple survey vendors,8 strategies to enhance response
to patient surveys must be feasible for vendors with varying
technical capabilities.

For decades, researchers have studied strategies to
promote survey response rates and representativeness.9–14

However, surveys about patient care experiences have dis-
tinctive features that may influence the effectiveness of these
strategies. We conducted a systematic review of the peer-
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reviewed literature to document the evidence for strategies
designed to enhance response rates and representativeness of
patient experience surveys in particular.

STUDY DATA AND METHODS
We adhered to the Preferred Reporting Items for Sys-

tematic reviews and Meta-Analyses (PRISMA) guidelines.15,16

IDENTIFICATION AND SELECTION OF STUDIES
We included peer-reviewed empirical studies that ex-

amined the effects of strategies to improve response rates to
patient experience surveys. To ensure that we reviewed only
studies that were conducted with a high-level of rigor, we
included only those with experimental designs in which either
provider entities or patients in the study sample were
randomized to study arms. We excluded nonempirical ar-
ticles, studies with observational designs, studies conducted
outside the United States, and studies that assessed response
strategies for surveys designed for consumers other than
patients, or for health care providers.

We searched MEDLINE and Scopus for English-
language studies conducted in the United States and published
between 1995 and December 2020 using search terms outlined
in Appendix Exhibit A1 (Supplemental Digital Content 1,

http://links.lww.com/MLR/C536). We chose 1995 as it was the
year the Agency for Healthcare Research and Quality’s pred-
ecessor, the Agency for Health Care Policy and Research,
funded development of the first Consumer Assessment of
Healthcare Providers and Systems (CAHPS) survey—the na-
tional standard for collecting, tracking, and benchmarking pa-
tient care experiences across settings.17 We also obtained input
from experts to identify articles not identified by the database
searches, reviewed the reference lists from included articles, and
collected references from a prior white paper on a related
topic.18 One author (R.A.P.) conducted a preliminary screening
of titles and abstracts to determine whether they met inclusion
criteria. Full-text screening of the resulting studies was con-
ducted by 3 authors working independently. Discrepancies were
resolved through discussion until consensus was reached.

DATA EXTRACTION AND SYNTHESIS
Using standardized coding to systematically abstract in-

formation about each included study, 1 author (A.U.B.) extracted
information regarding study design and analysis, survey sample
population, setting and size, response rate strategies tested, study
outcomes, and major limitations. Data extraction was verified
independently by a second author (R.A.P or D.D.Q.). We
grouped study results by strategy. Two authors (R.A.P or D.D.
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FIGURE 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram. From Moher et al.16 For
more information, visit www.prisma-statement.org.
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Q.) assessed the quality of the included studies.19 Unless oth-
erwise noted, study results described in the text are statistically
significant at P<0.05. When the reviewed article did not report
statistical significance, we calculated significance based on re-
sponse rates and sample sizes using a simple binomial test of 2
proportions.20 We summarized response rate effects for each
strategy by calculating the median and range of response rate
differences across all studies, including all results regardless of
statistical significance.20

RESULTS
The searches identified 1137 unique studies; 21 addi-

tional articles were identified by subject matter experts. Of
these 1158 articles, 45 met inclusion criteria after review of
their titles and abstracts. After review of full text, 40 were
included (Fig. 1).

Twenty of the included studies (50%) assessed response
rates to CAHPS surveys and 20 used other patient experience
surveys. Twenty-four studies (55%) assessed response rates
for subgroups or reported the representativeness of re-
spondents in comparison to sampled patients. Sample sizes
ranged from 63 to 294,877, with a median of 1900. Twenty of
the studies were published between 1995 and 2005, 10 be-
tween 2006 and 2015, and 10 between 2016 and 2020.

Detailed information about each study is in Appendix
Table 1 (Supplemental Digital Content 2, http://links.lww.
com/MLR/C537). Table 1 provides an overview of results for
each strategy that the included studies tested to promote
response rates.

Mode of Administration
Twenty-five studies21–45 assessed the effectiveness of

alternative modes of survey administration.

Telephone or Interactive Voice Response Modes
Of the 10 studies that compared telephone-only to mail-

only mode, 4 reported telephone-only response rates higher
than mail-only rates21,29,34,43 and 4 found comparable response
rates for the 2 modes (or did not have sufficient power to detect
differences; Table 1).22–24,45 A study of bereaved family
caregivers of hospice patients and another study of hospital
patients found lower response rates to telephone-only surveys
than to mail-only (38% phone-only vs. 43% mail-only26; 27%
phone-only vs. 38% mail-only, respectively26,28).

Interactive voice response (IVR) is an automated phone
system technology in which survey responses are captured by
touch-tone keypad selection or speech recognition. Of the 4
studies comparing IVR-only to mail-only mode, 3 found that
IVR-only yielded lower response rates than mail-only,25,26,30

while 1 study that tested speech-enabled IVR, in which re-
spondents were transferred by a live interviewer to an IVR
system allowing for verbal responses (rather than use of a tele-
phone keypad), found response rates comparable to mail-only.27

Nine studies assessed mixed-mode survey administration
that added a telephone or IVR component to mail. Seven of the
9 studies found that these mixed modes yielded substantially
higher response rates than mail, telephone, or IVR alone
(Table 1).25,26,28,29,31,41,45 One found comparable response rates
between telephone-only and mail with telephone follow-up,33

and another found comparable response rates between mail-
only and mail with IVR follow-up.30

The 6 studies that assessed the representativeness of
respondents across modes found that telephone promoted
higher response among groups with historically lower re-
sponse rates. One reported that telephone respondents were
more diverse with regard to race and ethnicity,29 2 found that
those with Medicaid were more likely to respond to telephone
than to other modes,21,43 and 5 reported that a higher pro-
portion of younger patients responded to telephone than to
mail or web modes (Appendix Table 1, Supplemental Digital
Content 2, http://links.lww.com/MLR/C537).21,34,41,43,44

With regard to IVR, one study found that in comparison
to mail respondents, IVR respondents were less likely to have
completed high school and were less likely to be Asian
(Appendix Table 1, Supplemental Digital Content 2, http://
links.lww.com/MLR/C537).25 Another study found that re-
spondents to speech-enabled IVR were more likely to be
English-preferring, and less likely to be age 74 or older.27

Web-based Modes
Nine studies23–25,27,32,38,39,42,43 compared web-only

administration to other single modes. All 9 studies found that
web-only resulted in lower response rates than the alternative
modes (Table 1). Tested alternatives included on-site paper
surveys,38,42 mail-only surveys,23–25,27,32,39 and telephone-
only or IVR-only surveys.23–25,27,43

Four studies assessed sequential mixed-mode survey
administration that included a web component. Two of these
found that among primary care patients, web followed by mail
yielded a response rate similar to mail alone (51% mail-only vs.
49% web with mail follow-up25; 43% mail-only vs. 41% web-
mail; Table 1).32 Among emergency department patients, 2
studies found that a sequential mixed administration by web,
mail, and telephone resulted in a response rate similar to or
higher than a mail-telephone administration (26% for mail-
telephone vs. 27% email-mail-telephone; 25% for mail-phone
vs. 31% for email-mail-phone, respectively).42,44

Two studies compared web-based administrations that
either sent survey links by mail or by email; both found no-
tably lower response rates for mailed survey links than for
emailed links.42,44 One study found that using a combination
of text and email invitations/reminders instead of only email
invitations/reminders yielded higher response rates.44 An-
other study found similar response rates to a web-based sur-
vey, regardless of whether respondents were required to log
in to a patient portal to complete the survey or could complete
the survey directly from their email via a hyperlink (17%
portal, 20% email),32 although those age 65+ were sig-
nificantly less likely to respond when they had to go through a
portal than when they could go directly to the survey from the
email request; no significant differences were found by edu-
cation, race and ethnicity, or sex.

Compared with mail respondents, 2 studies found that
web respondents were younger,25,44 1 found that they were
more educated,25 1 that they had fewer medical conditions
and reported better health status,25 and others that they were
less likely to be Black27 or Hispanic.25 One study did not find
differences across web and mail modes by education or race
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TABLE 1. Summary of Response Rate Effects by Strategy
No. Studies

Studies Reporting Statistically Significant
Findings

Tested Strategy
Reference
Strategy All

Tested Strategy has
Higher Response Rate

Than Reference
Strategy

Tested Strategy has
Lower Response Rate

Than Teference
Strategy

Median Response Rate
Difference Between Tested

Strategy and Reference Strategy
(Range)

Factors Contributing to Varying
Effects Across Studies

Survey administration by telephone or IVR
Telephone only Mail only 1021–24,26,28,29,34,43,45 421,29,34,43 226,28 6% (−11%, 22%) Patient/respondent characteristics (eg, hospital

inpatients, emergency department patients, or
outpatients; bereaved family caregivers versus
patients)

IVR only Mail only 425–27,30 0 325,26,30 −14% (−17%, 1%) Use of speech-enabled IVR
Mail-telephone Mail only 526,28,29,41,45 526,28,29,41,45 0 10% (4%, 15%) Availability of telephone numbers
Mail-telephone Telephone only 526,28,29,31,33 426,28,29,31 0 13% (2%, 15%) Patient/respondent characteristics
Mail-IVR Mail only 225,30 125 0 2.5% (2%, 3%) Sample size

Survey administration by web
Web only Mail only 723–25,27,32,39,43 0 524,25,27,32,39 −20% (−33%, 0%) Availability of email addresses

Mode of survey invitation (ie, email vs. mailed letter)
Web only Telephone only 323,24,43 0 224,43 −22% (−44%, −20%) Availability of email addresses
Web only IVR only 225,27 0 225,27 −19% (−21%, −16%) Availability of email addresses
Web only In-person 238,42 0 142 −10% (−5%, −14%) Care setting
Web-mail Mail only 225,32 0 0 −2% (−2%, −2%) Mode of survey invitation (ie, email versus mailed

letter with printed link)
Web-mail-telephone Mail-telephone 242,44 142 0 4% (2%, 5%) Availability of email addresses

In-person survey administration
In-person Mail only 435–37,40 237,40 135 5% (−18%, 55%) Mail follow-up for nonresponders + care setting (eg,

inpatient discharge with extended wait time)
In-person Web only 238,42 142 0 10% (5%, 14%) Care setting

Other strategies
Incentive* No incentive 446–49 446–49 0 12% (7%, 20%) Nature of incentive (eg, cash vs. other, such as gift

certificate or phone card)
Size of incentive (eg, $1, $2, $5, vs. $10)
Population (eg, Medicaid beneficiaries vs.

commercially insured)
Unconditional vs. conditional upon receipt of

completed survey
Strategies to enhance

response from
subgroups with
traditionally low
response rates

530,31,47,48,57 347,48,57 0 4% (1%, 9%) Respondent characteristics (eg, language, literacy)

Formatting and layout 341,53,54 154 0 1% (0%, 6%) Complexity of survey content
Size and color of mail materials

Prenotification† No prenotification 155 155 0 18% (NA) Respondent characteristics (eg, race or ethnicity)

Median and range are calculated among all studies, including all results regardless of statistical significance. For studies that test multiple versions of a given strategy, we include the highest response rate difference in our
calculations.

*An additional 3 studies compared types of incentives.
†An additional study compared types of prenotification letters. As there is only one study that tested this strategy, no range is presented.
IVR indicates interactive voice response; NA, not available.
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and ethnicity, but noted that the study population had high
levels of education and email use.32

In-person Mode
Unlike other survey administration modes, the proto-

cols for in-person survey administration vary by care setting.
Of the 6 studies assessing response rates to surveys ad-
ministered in person at a clinical site, 4 tested distribution of
paper surveys in ambulatory care settings.35–38 Two of these
found worse response rates among patients who received a
paper survey in person than among those who were sent
mailed surveys (40% on-site vs. 58% for mailed surveys35;
and 70% in-person vs. 76% mail, not statistically significant;
Table 1)36; notably, in both studies, the mail mode included
an additional mailed survey to nonrespondents, while the in-
person mode did not. In contrast, one study compared paper
surveys distributed in-office to mailed surveys with a
reminder postcard (but no additional mailed survey), and
found higher response rates to the in-person survey (73% in-
person vs. 57% mail).37 Finally, one study compared in-clinic
paper survey distribution to a web survey sent to those who
provided email addresses before checking out of the clinic;
the response rate to the in-clinic survey substantially
exceeded the email survey, although statistical significance
was not achieved with the small sample size (72% in-clinic
vs. 58% email).38

The remaining 2 studies of in-person mode were con-
ducted in inpatient settings. One study found that on-site
distribution of patient surveys was difficult in emergency
departments, possibly resulting in selection bias. The overall
response rate to the on-site survey was very low, but ex-
ceeded that of a web-based survey (10% for on-site vs. 5%
web survey).42 Another study tested the use of tablets to
administer in-person surveys to parents of hospitalized chil-
dren while they were waiting to be discharged, and found a
substantially higher response rate for this protocol than to
mail administration (71% tablet administration vs. 16%
mail).40 Tablet respondents were significantly more likely to
be fathers, more likely to have a high school education or
less, less likely to be White, and more likely to be publicly
insured than mail respondents.

Incentives
Seven studies tested the use of incentives, including 4

studies that compared incentives to no incentive46–49 and 3
that compared types of incentives to one another.50–52 Three
studies found that small cash incentives for Medicaid en-
rollees can result in a substantial increase in response rates: 1
distributed a $2 unconditional incentive along with initial
mailings (43% incentive vs. 33% no incentive),46 1 sent $2 or
$1 cash incentives solely to those who had not responded to 2
prior mailings (50% for $2 and 48% for $1 incentive, re-
spectively, vs. 37% for no incentive),47 and 1 found a re-
sponse rate of 64% for those provided $10 conditionally upon
receipt of completed surveys versus 44% for no incentive
(Table 1).48 One study of adult medical center patients found
that conditional incentives resulted in higher response rates
(57% for $5 cash or Target e-certificate vs. 50% for no
incentive,49 with most respondents choosing the cash option).

Effects on response are dependent on the size and na-
ture of the incentive. One study found that larger uncondi-
tional cash incentives resulted in higher response from health
plan enrollees (74% for $5 vs. 67% for $2).52 Among
childhood cancer survivors and their parents, a $10 cash in-
centive resulted in substantially higher response rates when
included in the initial mailing rather than conditionally upon
survey response (64% unconditional vs. 45% conditional).50

Another study found no differences in response rates among
prostate cancer patients offered either an unconditional or
conditional incentive of a 30-minute prepaid phone card.51

Formatting and Layout
Three studies tested the formatting and layout of survey

materials.41,53,54 One found that small white and large blue
questionnaire booklets yielded higher response rates than
small blue or large white booklets.54 Another found com-
parable response rates for a 16-page food frequency ques-
tionnaire with fewer items overall but many more items per
page versus a 36-page questionnaire with more survey items
but designed to be cognitively easier.53 Finally, one study
found no significant differences in response rates among pa-
tients at a university health center in response to surveys that
used a 4-point response scale versus those that used a 6-point
response scale.41

Prenotification
Two studies tested the effects of prenotification.55,56

One study directly assessed the effects of an advance letter
sent to primary care patients age 50 or older 2 weeks before a
mailed survey, and found large differences in response rates
between those who did and did not receive the advance letter
(59% advance letter vs. 41% no advance letter; Table 1),55

with greater benefits observed among those who were White
than among those who were Black. The other study compared
an ethnically tailored letter and envelope inviting Black and
Hispanic primary care patients to complete a phone survey to
an untailored letter and envelope; there were no statistically
significant differences in response rates across the 2 groups.56

Strategies to Enhance Response From
Subgroups With Traditionally Low Response
Rates

Five studies30,31,47,48,57 tested a range of strategies de-
signed to promote response from subgroups with historically
low response rates. One tested enhanced procedures for
identifying phone and address contact information for Med-
icaid enrollees (ie, use of additional directories and vendors
for lookup of contact information), and found a 4 percentage
point improvement in response rates (not statistically
significant).31 Another tested the effects of including both
English and Spanish-language surveys rather than only En-
glish surveys in mailings to Medicare beneficiaries with
predicted probabilities of Spanish response of at least 10%,
and found that the bilingual protocol increased response rates
by 4 percentage points (40% for bilingual mailing vs. 36% for
English mailing).57 Finally, another study reported that
sending follow-up surveys by certified mail rather than by
priority mail increased response rates among nonrespondents
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by 7 percentage points (28% for certified mail vs. 21% for
priority mailing).47

Of 2 studies that tested strategies for increasing re-
sponses from low-literacy Medicaid enrollees,30,48 one found
no difference in response rates among Medicaid enrollees
between a survey with a traditional print format and an il-
lustration-enhanced format that used pictures to depict the key
elements within each survey item.30 In contrast, another study
tested a standard survey mailing compared with a user-
friendly, low-literacy version for Medicaid households and
found higher response rates for the low-literacy survey (44%
low literacy vs. 35% standard).48

DISCUSSION
Our systematic review of 40 experimental studies

identified support for several strategies to improve the re-
sponse rates and representativeness of patient surveys.
Administering patient surveys in sequential mixed modes is
the most effective strategy for achieving high response rates.
The most common such approach, with the most supporting
evidence, is mail with telephone follow-up. Mail surveys are
included in most multimode protocols because mailing ad-
dresses are typically available for all sampled patients, and
mail mode response rates are consistently as high or higher
than those of other modes, particularly among older adults.
The studies we reviewed find that adding a web mode can
further increase the response rates achieved by mail-telephone
by 2–5 percentage points. Administering patient surveys first
by web (with invitation by text or email) in a sequential
mixed-mode survey administration may reduce costs (with
lower-cost web outreach replacing higher-cost administration
by mail or telephone) and improve the timeliness with which
survey responses are received,58 potentially increasing their
usefulness for quality improvement. Notably, surveys ad-
ministered using only web-based modes resulted in con-
sistently lower response rates than those administered by mail
or telephone. For web surveys to result in cost savings, the
additional costs of setting up and administering the web
survey need to be lower than the savings in other costs.59 The
potential cost savings depend, in part, on the response rate to
the web survey.

Promoting representativeness of patient survey re-
spondents is important for several reasons. First, patients who
are Black, Hispanic, or of low socioeconomic status are less
likely to respond to care experience surveys,60,61 under-
representing these patients in overall assessments of care and
hampering efforts to measure health care equity. In addition,
evidence from numerous patient experience surveys indicates
that lower response rates under-represent patients with poorer
experiences,26,62–64 whose assessments are critical for in-
forming quality improvement. We find that sequential mixed
mode protocols that include telephone may promote
representation across subgroups of patients by age, insurance
status, and race and ethnicity, and that web administration can
improve the representativeness of respondents across age
groups by increasing response by younger adults. However,
in the studies we reviewed, web administration did not im-
prove the representation of other groups that often have lower

likelihood of response, such as patients who are low income,
Asian, Black, or Hispanic.

In-person survey administration at the point of care
offers the potential advantages of capturing patients’ experi-
ences when they are most salient and eliminating the need for
accurate and comprehensive patient contact information. In
the studies we reviewed, however, in-person administration
of paper surveys following ambulatory care and emergency
department visits yielded lower response rates than mail
survey protocols that included follow-up with another copy of
the survey. In contrast, tablet-based survey administration
while parents awaited their child’s discharge from a child-
ren’s hospital showed improved response rates and repre-
sentativeness of respondents.40 High response rates in this
setting may be contingent on extended waiting periods during
hospital discharge, during which patients and families have
fewer competing demands than they do when they are invited
to complete a survey at home. In addition, presentation of
tablets by hospital staff members may be appealing to fami-
lies and convey a sense of importance about the data col-
lection effort.

Ensuring that a representative sample of eligible patients
is invited to participate in point-of-service surveys is necessary
to prevent systematic biases in the survey sample, but has
proven challenging, even in experimental settings.35,42,65 When
health care staff are responsible for recruiting respondents, they
may intentionally or unintentionally bias who is sampled and
how they respond. For example, 3 of the 5 studies that com-
pared responses to in-person surveys to those collected in other
modes found that patients invited to participate in a survey by
clinical staff at the point of service gave more favorable re-
sponses than patients responding via other modes.35–37 These
results could also be due to socially desirable response pres-
sures associated with completing surveys at the site of care,34 or
the more general tendency to report more favorably when
surveyed nearer to the time of care.66,67 In the hospital setting,
however, it may be possible to overcome this limitation by
integrating survey administration into the standardized dis-
charge process.

In keeping with findings from the larger survey
literature,9,10 our review found 1 article that reported sub-
stantial benefits of prenotification on response rates, 2 articles
reporting notable benefits of certified or overnight mail de-
livery (for Medicaid and general patient populations,
respectively47,68), and several articles reporting large benefits
of incentives (7–20 percentage points in the reviewed stud-
ies). Incentives provided with the initial mail survey in-
vitation yielded higher response rates than those provided
conditionally upon receipt of completed surveys, and cash
incentives were generally preferred to other incentives. Of
note, however, some survey sponsors may be reluctant to
offer incentives due to cost constraints, ethical reasons, such
as perceived coercion of respondents, or out of concern that
over time, provision of incentives may erode respondents’
intrinsic motivation to complete surveys.69

Only one study meeting our review criteria examined
the effects of survey length on response rates53; this study
simultaneously studied length and complexity and found
similar response rates for a 16-page, more complex survey
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and a 36-page, less complex survey. This finding is consistent
with prior, observational and unpublished research that found
lower response rates to shorter surveys presented with more
complex or less attractive layouts than to longer surveys with
less complex and more attractive layouts.70,71 One study also
found that a survey with a lower required literacy level
yielded a higher response rate among Medicaid beneficiaries
than a same-length survey at a higher literacy level. A com-
prehensive review of the broader survey literature reported
that—assuming surveys of similar complexity and interest to
potential respondents48—shorter survey length is associated
with somewhat higher response rates.72 These benefits may
be particularly apparent when comparing surveys with sub-
stantial proportionate differences in length (eg, when com-
paring survey length of 4 pages to 7 pages rather than 4 pages
to 5 pages).73 Prior research on CAHPS surveys collected
from Medicare beneficiaries using mixed-mode admin-
istration found that surveys that are 12 questions shorter are
associated with response rates that are 2.5 percentage points
higher.70,74 Reducing the number of questions on a patient
survey results in a loss of information; however, reducing
complexity is a viable strategy for enhancing response rates
and representativeness without losing information that may
be useful for quality monitoring and improvement.

Limitations
Our review has several potential limitations. First, there

was substantial heterogeneity in the survey administration
procedures and outcomes assessed across our included stud-
ies. Therefore, we present a range of results for each strategy
of interest, rather than conducting a formal meta-analysis.
Second, some studies included in our review were conducted
10 or more years ago, likely yielding higher response rates for
telephone modes in particular than might be expected more
recently75,76; importantly, however, studies included in our
review—even the most recent—continue to underscore the
usefulness of telephone administration for promoting re-
sponse from underserved groups. The shift from landlines to
cell phones over time may also result in changes in response
patterns for telephone modes. Third, when an article com-
pared multiple versions of a given strategy (eg, incentives of
$1 and of $2), we used the largest difference in response rates
to represent the article’s response rate results. While this
approach has the benefit of highlighting the largest potential
benefit of a given strategy, it may result in overestimation of
effects. Finally, to ensure that our findings are based on the
highest quality of evidence available, we included only ex-
perimental studies reported in the peer-reviewed literature. By
doing so, however, we excluded observational studies and
grey literature that may provide relevant insights. Where
possible, we referenced these studies in our discussion of
findings for context.

CONCLUSIONS
Data collection strategies focused solely on reducing

burden, such as very short surveys or web-only admin-
istration, may result in loss of important information and a
reduction in the representativeness of patient survey re-
sponses. In contrast, sequential mixed-mode survey admin-

istration promotes the highest response rates to patient
surveys and increases representation of hard-to-reach and
underserved populations in assessments of patient care. In-
cluding telephone follow-up in mixed-mode administration
enhances response among those with historically lower re-
sponse rates, but may be avoided due to its relatively higher
cost. Including web-based modes in mixed-mode admin-
istration may increase response among those with web access
at low cost. Other promising strategies include in-person
survey administration during hospital discharge, provision of
incentives, minimizing the complexity of survey wording,
special mail delivery, and prenotification before survey
administration.
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