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Executive Summary 

1.1 Background and methods 

The NHS Patient Survey Programme (NPSP), commissioned by the Care Quality Commission 
(CQC), allows patients and the public to feed back on their recent experiences of health 
services. The programme currently comprises the Urgent and Emergency Care (UEC) Survey, 
Community Mental Health Survey, Maternity Survey, Adult Inpatient Survey and Children and 
Young People’s Survey.  

The strategic direction for the NPSP sets out CQC’s ambitions to create a digital method of 
survey delivery. The CQC commissioned Ipsos to advise on and transform the existing 
programme from a paper-based method to a mixed-mode solution. 

This pilot was conducted to analyse the feasibility of transitioning the UEC Survey to a mixed-
mode method. The Maternity Survey and Adult Inpatient Survey have both now transitioned to a 
mixed-mode method following successful pilots. The Community Mental Health Survey will 
undergo the transition in 2023. The Children and Young People’s Survey has remained a paper-
based survey following its mixed-mode pilot in 2019, as further investigations are required 
before this survey can be successfully transitioned to mixed-mode.  

There are two questionnaires for the UEC Survey: Type 1 (A&E) and Type 3 (Urgent Treatment 
Centres). The mainstage UEC Survey currently includes three mailings containing paper 
questionnaires in the first and third mailings, and patients do not have the option to complete the 
questionnaire online.  

The pilot employed an experimental approach, comparing an experimental group with a control 
group. Within the experimental group, the mixed-mode method (combining both online and 
paper methodologies) was tested. Within the control group, the current mainstage protocol was 
adopted. Table 1.1. details the respective survey protocols for the two pilot groups. 

Table 1.1: Survey protocol of control and experimental group 

Week Experimental group Control group 

Week 1 
Contact 1.0: Letter with URL 
 
Contact 1.1: SMS despatched 3 days later 

Contact 1.0: Letter with questionnaire 

Week 2 

Contact 2.0: 1 week after contact 1.0, letter 
with URL 
 
Contact 2.1: SMS despatched 3 days later 

Contact 2.0: 1 week after contact 1.0, letter 
only 

Week 4 

Contact 3.0: 2 weeks after contact 2.0, letter 
(No URL) and mail questionnaire 
 
Contact 3.1: SMS despatched 3 days later 

Contact 3.0: 2 weeks after contact 2.0, letter 
and mail questionnaire 
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1.2 National level 

In general, push-to-web surveys tend to deliver lower response rates than equivalent mail ones. 
The findings of this pilot are therefore encouraging, as the mixed-mode method produced higher 
overall response rates than the postal method for both Type 1 and Type 3 patients (across 
demographic groups). 

The availability of a mobile number appears to be an important driver of response with 
participants being more likely to respond to the survey when a mobile number is available in the 
sample (and thus a SMS reminders could be sent, in addition to the mailings).  

The availability of a mobile number is also an important driver of online response. For both Type 
1 and Type 3 patients, having a mobile number available in the sample increases online 
response in the mixed mode group. This difference remained when demographic differences 
between those with a mobile number and those without a mobile number were controlled for.  

The pilot findings also demonstrate that the mixed-mode method improves the representativity 
of the data. 

 For Type 1 participants, the mixed-mode approach mitigates the non-response bias 
associated with the paper-only approach for the majority of demographic groups, with 
the exception of males and people from mixed ethnic backgrounds (where the postal-
only approach introduces less non-response bias than the mixed-mode approach).  

 For Type 3 participants, the mixed-mode approach delivers data that is better 
representative of people from Asian or Asian British ethnic backgrounds. However, the 
postal-only approach is more representative than the mixed-mode approach among 
people from Mixed ethnic backgrounds. 

1.3 Trust level 

Differences at trust level are generally consistent with differences at the national level in terms 
of response rates for both Type 1 and Type 3 trusts. Response rates in the mixed-mode groups 
are generally higher than in the postal only groups. There is more variation in the demographic 
profile at the trust level due to the smaller sample sizes compared with the national level but 
similar patterns are evident between the pilot groups. 

Analysis at trust level shows that the pattern seen in the national data – that online response is 
closely associated with availability of mobile within the sample – is generally consistent across 
trusts. This corroborates the national level analysis and suggests that a move to the mixed-
mode method would not lead to additional variation between trusts. 
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1.4 Para data 

The para data from the online survey suggests that the patients involved in the pilot seem to 
have found the survey straightforward to complete. It was generally completed in one sitting and 
took 10 minutes or less to finish.  

The days the reminders arrived, particularly the SMS reminders, were associated with peaks in 
online survey completion rates. This suggests that the SMS reminders were a particularly 
effective way of encouraging patients to take part online. 

Smartphones were the device most commonly used to access the online survey. Therefore, any 
future online survey will need to ensure it is designed using 'mobile-first' principles. 

1.5 Next steps 

Decisions need to be made on the potential of moving the Urgent and Emergency Care Survey 
to a mixed-mode method.  

The pilot demonstrated that the mixed-mode method has the potential to produce higher overall 
adjusted response rates across the majority of demographic groups. However, this is contingent 
on mobile number availability as demonstrated by the lower response rates among patients who 
did not have a mobile phone number available in the sample.  

The impact of moving to a mixed-mode method on response rates is therefore dependent on the 
proportion of patients for whom a mobile phone is available in the sample. Data collected from 
the 2020 Urgent and Emergency Care survey.  

Therefore, it would seem feasible to move to a mixed-mode method for the UEC survey. 
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2 Introduction 
The National Patient Survey Programme (NPSP), commissioned by the Care Quality 
Commission (CQC), allows patients and the public to feed back on their recent experiences of 
services. The programme comprises the Urgent and Emergency Care (UEC) Survey, 
Community Mental Health Survey, Maternity Survey, Adult Inpatient Survey and Children and 
Young People’s Survey. 

The NPSP is designed to capture the views of representative samples of patients in a 
systematic way from all eligible NHS trusts in England. The data feeds into CQC’s regular 
monitoring tools and is also used by a range of other stakeholders such as NHS England, the 
Department of Health and Social Care, Integrated Care Systems and NHS trusts themselves. 
Other statistics users include local authorities, academics, researchers and third sector 
organisations. 

The strategic direction for the NPSP reflects CQC’s ambitions to create a digital method of 
survey delivery. To improve accessibility to the survey, address falling response rates and 
reduce non-response bias, CQC is currently transitioning the NPSP from postal methods to 
mixed-mode methods, in which online methods are used alongside postal methods. CQC has 
commissioned the Coordination Centre for Mixed Methods (CCMM) at Ipsos to manage this 
transition. 

This report presents findings from the UEC Survey mixed-mode method pilot, which was 
designed to explore the impact of transitioning the survey from a postal method to mixed-mode 
methods, and thereby ascertain whether mixed-mode methods should be adopted in the 
mainstage survey. 

There are three inter-related topics that the pilot is designed to explore. It will provide insight into 
whether the transition to mixed-mode methods: 

1. makes the survey more cost effective; 

2. maintains or improves the quality of the survey data; and, 

3. provides data that is comparable across trusts. 

As the sample month for the pilot (and for subsequent mainstages) will be changing from 
September/August to January/February to measure experiences during winter pressures, the 
CQC and CCMM agreed at the scoping phase of the pilot that trends would be broken. As a 
result, the pilot did not aim to understand the impact of the new methodology on trends.  

Each of these three broad research questions, and the sub-questions they imply, are detailed 
further in chapter 3 of this report. 
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3 Methods 
The current mainstage UEC Survey includes three mailings containing paper questionnaires in 
the first and third mailings, and patients do not have the option to complete the questionnaire 
online. This pilot was conducted to analyse the feasibility of transitioning the UEC Survey to a 
mixed-mode method. 

The Maternity Survey and Adult Inpatient Survey have both now transitioned to a mixed-mode 
method following successful pilots. The Community Mental Health Survey will undergo the 
transition in 2023. The Children and Young People’s Survey has remained a paper-based 
survey following its mixed-mode pilot in 2019, as further investigations are required before this 
survey can be successfully transitioned to mixed-mode.  

One notable difference between the UEC survey and other surveys within the programme is the 
division of the sample into two distinct patient groups: Type 1 (A&E) and Type 3 (Urgent 
Treatment Centre) patients, and these patients receive different versions of the questionnaire. 
Appendices A and B include copies of each questionnaire. 

The pilot employed an experimental approach, comparing an experimental group with a control 
group. Within the experimental group, the mixed-mode method (combining both online and 
paper methodologies) was tested. Within the control group, the current mainstage protocol was 
adopted. 

As a note, fieldwork for the survey is normally conducted by approved contractors and trusts. 
However, for the purposes of the pilot, all fieldwork was conducted centrally by Ipsos. 

3.1 Sampling 

3.1.1  Selection of trusts for pilot survey 

The pilot was designed to achieve a sample size of c.23,000 across 10 trusts. Based on 
expected response rates, this sample size was considered large enough to enable comparison 
between the old and new methods with reasonable statistical confidence. 

Initially, 50 urgent and emergency care providers were approached to gather interest in 
participation. As 17 trusts expressed an interest in participation, a selection of ten trusts was 
made on criteria agreed with the CQC (trust type, IMD quintile, response rate quintile, CQC 
rating, and region). 

Further, to ensure there was a large enough Type 3 sample size to draw conclusions during 
analysis, trust selection was skewed to recruit three Type 1 only trusts, and seven trusts with 
Type 1 and 3 sites.   

Following trust selection, and prior to the commencement of fieldwork, one trust withdrew their 
participation citing competing time pressures and an inability to adequately prepare for their 
involvement. Therefore, in total, nine NHS trusts took part in the UEC pilot (two trusts had only 
Type 1 departments, and seven trusts had both Type 1 and Type 3 departments). 
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3.1.2  Sampling period 

For the pilot, the sample period was changed from September to February (1 - 28 February 
2022). A decision was made to shift the timing for trusts to draw their samples to focus on the 
impact of winter pressures on patients’ experiences of urgent and emergency care. This was 
deemed to be particularly important this year as the NHS was expected to experience additional 
pressures from the impact of the COVID-19 pandemic. 

As is done for the mainstage, trusts displayed posters during the sampling period, to provide 
patients with the opportunity to opt-out of their details being shared with Ipsos for the purpose of 
the survey. Trusts were also encouraged to issue local press releases and make use of social 
media to raise awareness of the survey. 

3.1.3  Drawing the pilot samples 

Trusts drew patient samples using largely the same protocol as for the mainstage survey (the 
only deviation being the inclusion of mobile numbers where available). This meant drawing a 
sample of patients who were:  

▪ aged 16 and over at the time of drawing the sample; AND, 

▪ attended a Type 1 or Type 3 urgent or emergency care service between 1st February and 
28th February 2022 (the sample period). Type 3 trusts could also include attendances from 
January 2022 if they were unable to reach the eligible sample size from February alone. 

After all eligible patients from the trust were compiled, a random selection of these patients was 
performed by each trust to select 1,876 records for Type 1 trusts, and 1,000 records for Type 3 
trusts. As such, trusts that had both Type 1 and Type 3 departments submitted a sample of 
2,876 patients (1,876 Type 1 records and 1,000 Type 3 records). Following DBS checks prior to 
fieldwork, this resulted in a total pilot sample size of 23,869 patients; comprising 16,871 Type 1 
patients and 6,998 Type 3 patients. 

The Demographic Batch Service (DBS) and internal checks by trusts were used to ensure that 
all patients were alive and that the trust did not have a record of their death from a subsequent 
admission or visit to the hospital. Trusts were required to conduct local and DBS checks at the 
time of drawing the sample and again in advance of the first mailing. Trusts were then required 
to repeat local checks prior to all subsequent mailings/ SMS messages and were encouraged to 
conduct further DBS checks also. 

3.2 Data collection methods 

The pilot sample was stratified by trust, gender, age and IMD before being randomly allocated 
into two groups – a control and an experimental group. The groups were assigned so that 50% 
were in the control group, with the remaining 50% assigned to the experimental group. The 
groups were then assessed across the sample variables provided, including gender, age, 
ethnicity, and IMD quintiles, to ensure there was an equal split across both groups. 

The pilot sample (n = 23,869) was randomly allocated to two groups, with the following contact 
protocols. 
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1. Control group (sample n = c. 8,435 for Type 1 and c. 3,500 for Type 3) received three 
paper mailings with questionnaires included in the first and third mailing, as in the current 
mainstage survey. 

2. Experimental group (sample n = c. 8,436 for Type 1 and 3,498 for Type 3) received 
three mailings (with a paper questionnaire included only in the third mailing), and an SMS 
reminder three days after each mailing. 

When designing the experimental contact protocols, there were several considerations to weigh 
up. 

▪ An offline data collection mode (typically paper-based) is currently essential in addition to 
an online data collection mode. This helps reduce the non-coverage and non-response 
bias typically observed in online surveys. 

▪ However, to realise the cost efficiency savings associate with online survey completion, it 
is necessary to ensure a reasonably large proportion of the participants respond online 
rather than by post. 

To balance these considerations, as has been the case in previous NPSP pilot surveys, in the 
experimental group, the paper questionnaire was not included until the third mailing. 
Furthermore, SMS reminders were incorporated into the contact protocol for those who had a 
mobile number available (84.1% for Type 1 and 86.8% for Type 3). This has been demonstrated 
to encourage online response in the 2019 Adult Inpatient and 2019 Maternity Pilot Studies. To 
maximise the effectiveness of the SMS reminders, they were carefully integrated with the postal 
reminders and included a direct link to the survey questionnaire, thereby bypassing the need for 
recipients to type in the URL.  

The final contact protocols for the control and experimental groups are detailed in Table 2.1. 

Table 3.1: Contact protocol for control and experimental groups 

Week Control Experimental 

Week 1 Letter with paper questionnaire 
Letter with URL for online survey 
SMS reminder 3 days later 

Week 2 Letter only (no URL) 
Letter with URL for online survey 
SMS reminder 3 days later 

Week 4 Letter with paper questionnaire 
Letter with paper questionnaire (no URL) 
SMS reminder 3 days later 

Fieldwork ran for 12 weeks from 3 May 2022 to 26 July 2022 and fieldwork timings for each 
group are summarised in the following table. 
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Table 3.2: Fieldwork timings for the Urgent and Emergency Care 
pilot 

Mailing number Control Experimental 

Mailing 1 03-May 03-May 

SMS 1 N/A 06-May 

Mailing 2 10-May 10-May 

SMS 2 N/A 13-May 

Mailing 3 24-May 24-May 

SMS 3 N/A 27-May 

3.3 Material design 

In addition to piloting the mixed-mode method, the questionnaire and materials were adapted to 
bring them in line with industry best practice and ensure they were appropriate for the 
experimental method.  

In redeveloping the questionnaire and materials for the UEC pilot, we drew on learnings from 
other NPSP surveys that have transitioned to mixed-mode; particularly the Adult Inpatient 
Survey as this patient population shares demographic similarities with the UEC patient 
population. This insight was supplemented by a range of engagement activities, with patients 
and stakeholders, undertaken between June 2021 and September 2021. 

The updated questionnaire and materials were used in both the experimental and the control 
groups (with minimal tailoring as necessary) to ensure that any difference in response rate could 
be attributed to the change in method rather than the materials.  

Copies of all materials are included in the appendices.  

3.3.1 Questionnaire 

The questionnaire was kept as similar as possible to the 2020 Urgent and Emergency Care 
mainstage questionnaire, for consistency. However, to ensure the questionnaire was more 
appropriate for those taking part online, some questions were altered slightly. Some 
demographic questions were also updated to bring them in line with the other NPSP mixed-
mode surveys. Full details on the questionnaire changes can be found in the appendices.  

The online survey was set-up to be device-agnostic, meaning that it could be used on a variety 
of devices, such as mobile phones, tablets and desktops. Patients were able to either follow the 
link provided in the SMS reminders, or log-in using the details provided in their letter. 
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3.3.2 Supporting materials  

For the Urgent and Emergency Care pilot, the following materials were developed: 

 Cover letters: consisting of an initial invitation letter and two further reminder letters  

 Text for the SMS reminders: three versions to be sent 3 days after the previous mailing 
(where mobile phone numbers were available)  

In both cases, the materials were adapted from existing materials utilised on previous CQC 
mixed-mode mainstage surveys. This is because these materials have undergone thorough 
testing to optimise the mixed-mode method. 
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4 Analysis 
As discussed in Chapter 3, the sample for the Urgent and Emergency Care survey is divided 
into two patient groups: Type 1 patients and Type 3 patients. As these patients receive different 
versions of the questionnaire, data from each questionnaire was processed and analysed 
separately. Therefore, the analysis presented on this report was conducted twice: once for the 
Type 1 data and once for the Type 3 data. 

4.1 Data cleaning 

Before analysis commenced, data were cleaned according to the same rules as the mainstage 
survey. For more information on this please refer to the 2020 mainstage survey documentation1. 
However, where multiple completes for one individual were provided, the online survey was 
given priority, followed by the most complete paper survey.  

Only minimal cleaning was necessary for the data from the online questionnaire. This is 
because routing was automated, and multi-coding was disabled at single-code questions and 
for incompatible responses at multi-code questions. One open-ended question was included in 
the online survey to gather feedback on any issues experienced completing the survey online. 
These free-text comments were analysed (with the findings reported in section 9.7) and 
reviewed according to a safeguarding protocol. 

4.2 Weighting 

As part of the analysis process, the data were weighted to reflect the weighting specification 
used on the 2020 Urgent and Emergency Care mainstage survey. However, all analysis 
presented in this report is conducted on unweighted data. 

4.3 Methods of analysis 

Three primary methods of analysis have been used throughout this report. 

3. Descriptive statistics including frequencies, means and standard deviations are used 
as appropriate to summarise and describe the data. 

4. Chi-square tests are used to identify whether there are statistically significant 
differences between two groups of interest (e.g. experimental and control groups). We 
use chi-square tests rather than t-tests because the outcome variables for the intended 
analysis are categorical (t-tests require a continuous outcome variable). 

5. Regression analysis is used to understand the impact that a variable (e.g., mobile 
number availability) has on an outcome variable (e.g., response rate), while accounting 
for demographic differences (e.g., age) between groups. Binary logistic regression is 

 
 
 
 
1 https://nhssurveys.org/wp-content/surveys/03-urgent-emergency-care/03-instructions-
guidance/2020/Data%20Cleaning%20Guidance.pdf 
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used because the outcome variables of interest (e.g., response rate) are binary variables 
(e.g., each participant either completed the survey or they didn't). 
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5 Response rates 
One factor that influences whether or not the transition to the mixed-mode method will make the 
survey more cost-effective is the overall response rate. 

On average, mixed-mode surveys have lower response rates than postal surveys. Where this is 
the case, the lower response rate means that to achieve the same number of responses that a 
postal survey would achieve a larger initial sample would be required2. This, in turn, increases 
postage and printing costs. 

In this chapter we explore the extent to which the transition to the mixed-mode method results in 
a lower response rate, and the extent to which this is reflected across different demographic 
groups. 

5.1 Response rates by pilot group 

In this section we seek to explore whether there is a difference in overall response rate by pilot 
group. Table 5.1 shows the breakdown of response across the pilot groups. Adjusted response 
rates are calculated on the base of eligible issued sample (i.e. the total issued sample minus the 
total number of postal ‘undeliverable’ and ‘other ineligible’ cases3).  

Among Type 1 patients, the adjusted response rates were 28.1% for the experimental group 
and 25.8% for the control group. Among Type 3 patients, the adjusted response rates were 
29.1% for the experimental group and 25.4% for the control group. 

  

 
 
 
 
2 It is worth noting that response rates do not necessarily correlate with non-response bias: Messer, B. L. and 
Dillman, D. A. (2011). Surveying the general public over the Internet using address-based sampling and mail contact 
procedures. Public Opinion Quarterly, 75, 429-457 
3 Because the initial invitation was sent by post only, postal 'undeliverables' were treated as ineligible. SMS 
undeliverables were treated as eligible since they could still have received the postal invitation. Other ineligible 
includes reported as deceased. 
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Table 5.1:  Overall response rates by pilot group  

 
Type 1 Type 3 

 
Control Experimental Control Experimental 

N % N % N % N % 

Issued sample 8,435 100 8,436 100 3,500 100 3,498 100 

Undeliverable 248 2.9 234 2.8 46 1.3 54 1.5 

Other ineligible 5 0.1 3 0.0 0 - 0 - 

Eligible issued 
sample 

8,182 96.9 8,199 97.1 3,454 98.7 3,444 98.5 

Opt-out 42 0.5 73 0.9 16 0.5 22 0.6 

Died after fieldwork 
started 

8 0.1 6 0.1 0 - 0 - 

No response 6,024 71.4 5,816 68.9 2,560 74.1 2,421 70.3 

Complete (adjusted) 2,108 25.8 2,304 28.1 878 25.4 1,001 29.1 

Chi-square tests were performed to examine the relation between pilot group and adjusted 
response rate. 

 For Type 1, the relation between these variables was significant, X2 (1, N = 16,375) = 
11.368, p < .001. Type 1 participants in the experimental group were more likely to 
respond than those in the control group. 

 For Type 3, the relation between these variables was also significant, X2 (1, N = 6,898) = 
11.562, p < .001. Type 3 participants in the experimental group were more likely to 
respond than those in the control group. 

For both Type 1 and Type 3 patients, the mixed-mode method produced higher response 
rates than the postal method. 

5.2 Response rates by demographics within pilot group 

As shown in the Table 5.2 (Type 1) and Table 5.3 (Type 3), the higher overall response rate that 
is associated with the experimental group is also apparent across the majority of demographic 
groups for both Type 1 and Type 3 patients. In particular: 

 Among Type 1 respondents, the experimental group had statistically significant higher 
response rates than the control group among female patients, White patients, patients living 
in the first and second most deprived area quintiles, and patients aged 16-65. The 
experimental group had lower response rates than the control group among those aged 
65+. 
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 Among Type 3 respondents, the experimental group had higher response rates than the 
control group among male patients, female patients, Asian or Asian British patients, 
patients living in the second and fifth most deprived area quintiles, and patients aged 16-65. 
There were no cases in which the experimental group had statistically significantly lower 
response rates than the control group. 

Table 5.2: Type 1 adjusted response rates by demographics 

 Control Experimental 
Percentage 
point 
difference 

Base 
(control) 

Base 
(experiment) 

Gender      

Male 25.4% 26.8% 1.40 3,797 3,802 

Female 26.1% 29.2%* 3.10 4,382 4,394 

Ethnicity      

White 27.3% 29.2%* 1.90 6,207 6,214 

Mixed 18.5% 15.9% -2.60 81 69 

Asian or Asian 
British 

17.9% 23.8% 5.90 234 210 

Black or Black 
British 

17.2% 22.1% 4.90 204 231 

Arab or other 
ethnic group 

17.4% 23.1% 5.70 213 221 

IMD quintile      

1 (Most 
deprived) 

17.6% 21.2%* 3.60 2,171 2,189 

2 23.3% 26.4%* 3.10 1,865 1,849 

3 28.4% 28.1% -0.30 1,487 1,492 

4 29.4% 31.3% 1.90 1,341 1,372 

5 (Least 
deprived) 

36.4% 39.2% 2.80 1,287 1,262 

Age      

16-35 8.4% 12.8%* 4.40 2,491 2,495 

36-50 15.3% 21.6%* 6.30 1,582 1,580 

51-65 30.4% 35.6%* 5.20 1,643 1,654 

65+ 46.9% 42.7%* -4.20 2,463 2,467 

* Indicates statistically significant difference compared to the control group at 5% significance level (2-sided test, no 
control for other variables). 
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Table 5.3: Type 3 adjusted response rates by demographics 

 Control Experimental 
Percentage 
point 
difference 

Base 
(control) 

Base 
(experiment) 

Gender      

Male 21.8% 25.2%* 3.4% 1,662 1,654 

Female 28.8% 32.7%* 3.9% 1,791 1,790 

Ethnicity      

White 27.5% 30.0% 2.5% 2,377 2,434 

Mixed 18.9% 11.1% -7.8% 37 36 

Asian or Asian 
British 

15.7% 27.0%* 11.3% 127 111 

Black or Black 
British 

16.7% 25.0% 8.3% 72 76 

Arab or other 
ethnic group 

18.1% 27.3% 9.2% 94 77 

IMD quintile      

1 (Most 
deprived) 

17.0% 18.3% 1.3% 535 557 

2 23.1% 28.0%* 4.9% 911 892 

3 28.6% 31.9% 3.3% 697 678 

4 26.7% 30.5% 3.8% 622 616 

5 (Least 
deprived) 

30.4% 35.0%* 4.6% 677 692 

Age      

16-35 9.2% 12.3%* 3.1% 1,396 1,386 

36-50 18.1% 23.5%* 5.4% 802 805 

51-65 34.6% 41.5%* 6.9% 676 673 

65+ 63.8% 62.6% -1.2% 580 580 

* Indicates statistically significant difference compared to the control group at 5% significance level (2-sided test, no 
control for other variables). 

These findings demonstrate that the positive impact of the mixed-mode method on 
adjusted response rates is present across a broad range of demographic groups. This in 
turn suggests that the move to the mixed-mode method may reduce non-response bias. 
This is explored further in Chapter 8. 
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6 Use of SMS reminders 
A second factor that can increase the cost-effectiveness of the mixed-mode survey is the use of 
SMS reminders in addition to postal reminders. SMS reminders were incorporated into the 
contact regime for both Type 1 and Type 3 experimental groups, so that patients with a mobile 
phone number in the sample received SMS reminders. Whether the use of SMS reminders is 
cost effective depends on the impact of these SMS reminders on response rates. 

In this chapter we explore whether SMS reminders lead to increased response rates, and 
whether this impact persists when demographic differences between those with and those 
without a mobile in the sample are controlled for. 

It is assumed that where a mobile number was included in the sample for a participant in the 
experimental group (84.1% for Type 1 and 86.8% for Type 3), the participant will have received 
SMS reminders. Therefore, throughout the chapter, we use ‘mobile number availability’ as a 
proxy for SMS reminders. 

6.1 Impact of SMS reminders on response rates 

Figure 6.1 shows how adjusted response rates differed by mobile number availability across the 
control and experimental groups. Chi-square tests were performed to examine the relationship 
between mobile number availability and adjusted response rate for each pilot group. For both 
Type 1 and Type 3: 

 Among those with a mobile number available, response rates are higher in the 
experimental group than in the control group. For Type 1: X2 (1, N = 13,859) = 27.385, p 
< .001. For Type 3: X2 (1, N = 5,991) = 18.732, p < .001. 

 Among those with no mobile number available, response rates were higher in the control 
group than in the experimental group (although this difference was not statistically 
significant for Type 3). For Type 1: X2 (1, N = 2,516) = 11.742, p < .001, Type 3: X2 (1, N 
= 907) = 2.457, p = .118. 
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Figure 6.1: Adjusted response rate by mobile number availability within pilot group 

 Base: 

Type 1, Mobile in sample (Control = 6,920, Experimental =6,939); Type 1, no mobile in sample (Control = 1,259, 
Experimental= 1,257); Type 3, Mobile in sample (Control = 2,999, Experimental = 2,992); Type 3, No mobile in 
sample (Control = 455, Experimental = 452). 

* Indicates statistically significant difference compared to the control group at 5% significance level (2-sided test, no 
control for other variables). 

These findings imply an interaction effect between mobile number availability and pilot group, 
such that response rates are higher in the experimental group than the control group when a 
mobile is available but lower in the experimental group than the control group when there is no 
mobile number available. Although this conclusion seems intuitive, it may be the case that 
demographic differences between those with a mobile in the sample and those without a mobile 
in are the underlying cause of this apparent interaction, rather than the difference in 
methodology per se. 

6.2 Impact of SMS reminders controlling for demographics 

To explore differences in demographics by mobile number availability, Table 6.1 shows the 
demographic profile of those with and without mobile numbers in the sample. 

Statistical testing (indicated in the table by asterisks) demonstrates extensive differences in the 
sample profiles across the range of demographic variables. Most notably, the proportion of 
sampled patients aged 65+ is much higher among those without a mobile in the sample (65.5% 
of Type 1 and 34.7% of Type 3 patients), than among those with a mobile in the sample (24.2% 
of Type 1 and 14.1% of Type 3 patients).  
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Table 6.1: Profile of patients with and without mobile number available in sample (control 
and experimental groups combined) 

 Type 1 Type 3 

 
Mobile 
number 
available 

No mobile 
number 
available 

Mobile 
number 
available 

No mobile 
number 
available 

Gender 14,190 2,681 6,073 925 

Male 46.3%* 48.6% 48.1%* 49.8% 

Female 53.7%* 51.4% 51.9%* 50.2% 

Ethnicity 14,190 2,681 6,073 925 

White 75.1%* 79.8% 70.1%* 66.4% 

Mixed 1.0%* 0.2% 1.0% 1.1% 

Asian or Asian British 3.0%* 1.1% 3.7%* 1.5% 

Black or Black British 3.0%* 0.6% 2.3%* 1.1% 

Arab or other ethnic 
group 

2.9%* 1.5% 2.7%* 1.0% 

Not stated 14.9%* 16.8% 20.1%* 29.0% 

IMD quintile 14,144 2,664 6,059 917 

1 (Most deprived) 27.6%* 21.5% 15.2%* 20.6% 

2 22.9% 22.2% 26.0% 27.9% 

3 18.1% 19.4% 19.7%* 21.9% 

4 16.2%* 18.8% 18.7%* 13.3% 

5 (Least deprived) 15.1%* 18.1% 20.4%* 16.2% 

Age 14,190 2,681 6,073 925 

16-35 32.8%* 16.5% 41.2%* 35.1% 

36-50 21.4%* 7.4% 24.6%* 15.2% 

51-65 21.6%* 10.6% 20.1%* 14.9% 

65+ 24.2%* 65.5% 14.1%* 34.7% 

* Indicates statistically significant difference compared to the proportion that has no mobile number available at 5% 
significance level. 

Given the differential response across demographics groups (as shown in Tables 5.2 and 5.3), 
these demographics must be controlled for before definite conclusions can be made about the 
impact of mobile number availability on response rates. However, the previous chi-square 
analysis in section 6.1, does not account for these differences. Therefore, binary logistic 
regression was performed to identify the impact of mobile number availability on adjusted 
response rate once age, gender, IMD, trust and ethnicity were controlled for. 
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 For Type 1, pilot group remains a statistically significant predictor of adjusted response 
rate, both where mobile is available (OR=.790, p < .001) and where no mobile is 
available (OR=1.416, p < .001). 

 For Type 3, pilot group remains a statistically significant predictor of adjusted response 
rate, both where mobile is available (OR=.773, p < .001) but not where there is no 
mobile number available (OR=1.331, p = .95). 

Overall, these findings support the previous finding that, response rates are higher in the 
experimental group than the control group when a mobile is available but lower in the 
experimental group than the control group when there is no mobile number available, and that 
this is not a side-effect of demographic differences between those who do and those who do not 
have a mobile phone available in the sample. 

The reason that the experimental group has higher overall response rates despite this 
interaction, is that the proportion of patients without a mobile number in the sample is low. 
Therefore, the vast majority of sampled patients (84.1% for Type 1 and 86.8% for Type 3) are 
subject to the positive impact on response rates associated with the experimental approach. 

These findings demonstrate that, where SMS reminders are sent, they have a significant 
positive impact on response rates; driving the higher overall response rates associated 
with the mixed-mode approach. However, in cases where there is no mobile number 
available – and therefore no SMS reminders - response rates are lower in the 
experimental group than the control group. 
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7 Completion mode 
A third factor that influences whether or not the transition to the mixed-mode method will make 
the survey more cost effective is the proportion of participants who complete the survey online. 
Higher proportions of online responses are associated with lower costs associated with printing 
questionnaires, return postage, scanning and paper storage. 

In this chapter we explore whether SMS reminders lead to increased proportion of participants 
within the experimental group completing the survey online. 

7.1 Impact of SMS reminders on completion mode 

Within the experimental group, 73.3% of Type 1 participants and 74.8% of Type 3 participants 
completed the survey online. Further, 38.2% of Type 1 participants and 39.2% of Type 3 
participants accessed the online survey via the SMS, indicating that, as well as driving overall 
response rates (as demonstrated in section 4.2), SMS also increase the proportion of 
participants who complete the survey online. 

Figure 7.1 shows how online response rates differed by mobile number availability. Chi-square 
tests were performed to examine the relation between online response rate and availability of a 
mobile in the sample. 

 Among Type 1 patients, the proportion of participants responding online was higher 
when a mobile was available, X2 (1, N = 2,300) = 190.369, p < .001. 

 Among Type 3 patients, the proportion of participants responding online was also higher 
when a mobile was available, X2 (1, N = 1,001) = 56.886, p < .001. 

Figure 7.1: Online response by mobile number availability 

Base: Type 1 (Mobile in sample = 1,952, No mobile in sample = 348); Type 3 (Mobile in sample = 867, No mobile in 
sample = 134). 
* Indicates statistically significant difference compared to the proportion that has no mobile number available at 5% 
significance level. 

73.3%*
78.9%*

43.1%

21.1%

Type 1 Type 3

Mobile in sample No mobile in sample
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Binary logistic regression was performed to explore whether mobile number availability 
continues to predict online response once age, gender, ethnicity, IMD, and Trust are controlled 
for. 

 For Type 1, mobile number availability remains a statistically significant predictor of 
online response when demographics are controlled for (OR = 4.066, p < .001). 

 For Type 3, mobile number availability remains a statistically significant predictor of 
online response when demographics are controlled for (OR = 3.458, p < .001). 

Overall, this indicates that SMS reminders significantly increase the proportion of participants 
who complete the survey online, and that this is not a side-effect of demographic differences 
between those who do and those who do not have a mobile phone available in the sample. 

7.2 Impact of SMS reminders on completion mode by demographic 

As shown in Table 7.1 (Type 1) and Table 7.2 (Type 3), the higher online response rate among 
those with a mobile number in the sample is consistent across demographic groups for both 
Type 1 and Type 3 patients. Chi-square tests of independence demonstrate that, for many 
demographic groups, there are statistically significant differences in likelihood to respond online 
by whether or not a mobile number is available in the sample. This indicates that across many 
demographic groups the inclusion of a mobile number is an important driver of response. 

It should be noted that the base size for some of the demographic groups tested is small 
(particularly for ethnic minority groups in the 'no mobile number available' cells). This may mean 
that there are differences between some groups that the analysis is not powerful enough to 
identify.  
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Table 7.1: Type 1 online response rate by mobile number availability and demographics 
(experimental group only) 

 
Mobile 
number 
available 

No mobile 
number 
available 

Percentage 
point 
difference 

Base 
(mobile) 

Base 
(no mobile) 

Gender      

Male 40.7%* 18.2% 22.5 1,621 363 

Female 43.5%* 20.3% 23.2 2,011 413 

Ethnicity      

White 41.3%* 17.9% 23.8 2,851 660 

Mixed 32.0% 0.0% 32.0 25 1 

Asian or 
Asian British 

41.4% 20.0% 21.4 87 5 

Black or 
Black British 

47.6% 0.0% 47.6 84 2 

Arab or other 
ethnic group 

56.8% 28.6% 28.2 81 7 

IMD quintile      

1 (Most 
deprived) 

43.0%* 20.0% 20.3 712 135 

2 42.5%* 10.4% 32.1 769 154 

3 42.2%* 15.9% 26.3 703 138 

4 40.0%* 27.7% 12.3 663 159 

5 (Least 
deprived) 

43.2%* 21.3% 21.9 775 188 

Age      

16-35 53.3% 35.5% 17.8 499 31 

36-50 51.8% 34.4% 17.4 552 32 

51-65 44.9%* 23.0% 21.9 1,014 74 

65+ 33.7%* 17.4% 16.3 1,567 639 

* Indicates statistically significant difference compared to the proportion that has no mobile number available at 5% 
significance level. 
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Table 7.2: Type 3 online response rate by mobile number availability and demographics 
(experimental group only) 

 
Mobile 
number 
available 

No mobile 
number 
available 

Percentage 
point 
difference 

Base 
(mobile) 

Base 
(no mobile) 

Gender      

Male 42.8%* 23.2% 19.6 280 29 

Female 43.3%* 21.7% 21.6 404 36 

Ethnicity      

White 42.1%* 23.2% 18.9 487 53 

Mixed 33.3% 0.0% 33.3 3 0 

Asian or Asian 
British 

44.0% 44.0% 0.0 22 22 

Black or Black 
British 

48.3% 0.0% 48.3 14 0 

Arab or other 
ethnic group 

51.4% 0.0% 51.4 19 0 

IMD quintile      

1 (Most deprived) 41.3%* 11.5% 29.8 69 3 

2 44.1%* 21.6% 22.5 164 19 

3 41.0%* 18.8% 22.2 142 18 

4 44.0% 30.6% 13.4 140 11 

5 (Least deprived) 43.9%* 27.9% 16.0 167 19 

Age      

16-35 48.3%* 26.5% 21.8 128 9 

36-50 49.5%* 17.6% 31.9 157 3 

51-65 43.2% 28.2% 15.0 205 11 

65+ 36.5%* 20.9% 15.6 194 42 

* Indicates statistically significant difference compared to the proportion that has no mobile number available at 5% 
significance level. 
 

For both Type 1 and Type 3 patients, online responses are higher in the experimental 
group where there is a mobile number available, but tend to be lower in the experimental 
group when there is no mobile number available. These differences do not appear to be 
linked to patient demographics. This indicates that SMS reminders are key to driving 
online uptake of the survey. 
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8 Data representativity 
There are two ways in which the transition to a mixed-mode method can improve the 
representativity of the survey data. 

 First, the use of SMS reminders can increase the representativity of the people that 
participate in the survey, thereby reducing any non-response bias. 

 Second, the provision of alternative survey modes can increase the representativity of 
the people that participate in the survey, thereby reducing any non-response bias. For 
example, those who respond online tend to be younger on average than participants that 
respond by post. 

As such, mixed-mode surveys can result in data that is more representative of the population it 
aims to represent. In this chapter, we explore the impact of demographics on response rate, and 
the extent to which the mixed-mode approach mitigates this impact. 

8.1 Impact of pilot group on non-response bias 

Given the finding that IMD, age and gender predict response within both the control and 
experimental groups, we next compare the demographic profile of participants responding in 
each group with the demographic profile of patients in the original sample. Differences between 
the achieved demographic profile of and the demographic profile of the original sample indicate 
the level of non-response bias associated with each of the pilot approaches. 

Tables 8.1 (Type 1) and 8.2 (Type 3), show the breakdown of participants in the control group, 
participants in the experimental group and patients in the full sample by key demographics. It 
shows that, across both Type 1 and Type 3 departments, for the vast majority of demographics 
the profile of participants in the experimental group is closer to the sample profile than the 
profile of participants in the control group. 
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Table 8.1: Type 1 profile of participants who responded to the pilot (after all mailings) 
 Control Experiment Sample 
Age 2,108 2,304 16,871 
16-35 10.0%* 13.9%* 30.2% 
36-50 11.5%* 14.8%* 19.2% 
51-65 23.7%* 25.6%* 19.8% 
65+ 54.8%* 45.7%* 30.8% 
Gender 2,108 2,304 16,871 
Male 45.8% 44.3%* 46.6% 
Female 54.2% 55.7% 53.4% 
Ethnicity 2,108 2,304 16,871 
White 80.5%* 78.9%* 75.9% 
Mixed 0.7% 0.5%* 0.9% 
Asian or Asian British 2.0%* 2.2% 2.7% 
Black or Black British 1.7%* 2.2% 2.6% 
Arab or other ethnic group 1.8%* 2.2% 2.7% 
Not stated 13.4%* 14.1% 15.2% 
IMD quintile 2,102 2,298 16,808 
1 (Most deprived) 18.2%* 20.2%* 26.6% 
2 20.6%* 21.3% 22.8% 
3 20.1%* 18.2% 18.3% 
4 18.7%* 18.7%* 16.6% 
5 (Least deprived) 22.3%* 21.5%* 15.6% 

* Indicates statistically significant difference compared to the sample at 5% significance level. 

Table 8.2: Type 3 profile of participants who responded to the pilot (after all mailings) 
 Control Experiment Sample 
Age 878 1001 6998 
16-35 14.7%* 17.0%* 40.4% 
36-50 16.5%* 18.9%* 23.3% 
51-65 26.7%* 27.9%* 19.4% 
65+ 42.1%* 36.3%* 16.8% 
Gender 878 1001 6998 
Male 41.3%* 41.6%* 48.1% 
Female 58.7%* 58.4%* 51.6% 
Ethnicity 878 1001 6998 
White  74.4%* 73.0%* 69.6% 
Mixed 0.8% 0.4%* 1.0% 
Asian or Asian British 2.3%* 3.0% 3.4% 
Black or Black British 1.4% 1.9% 2.1% 
Arab or other ethnic group 1.9% 2.1% 2.4% 
Not stated 19.2% 19.6% 21.3% 
IMD quintile 872 998 6998 
1 (Most deprived) 10.4%* 10.2%* 15.9% 
2 24.1% 25.1% 26.3% 
3 22.8% 21.6% 20.0% 
4 19.0% 18.8% 18.0% 
5 (Least deprived) 23.6%* 24.2%* 19.8% 

* Indicates statistically significant difference compared to the sample at 5% significance level. 

Statistical testing (indicated in the table by asterisks) demonstrates a number of instances 
where the profile of the experimental group is comparable to the sample, but where the profile of 
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the control group is not. Specifically, for Type 1 participants, there is no statistically significant 
difference between the sample and experimental group breakdown for: 

▪ People from Asian or Asian British ethnic backgrounds 

▪ People from Black or Black British ethnic backgrounds 

▪ People from Arab or other ethnic backgrounds 

▪ People in the second and third most deprived IMD quintiles 

This indicates that, for these demographic groups, the mixed-mode approach corrects the non-
response bias introduced by the paper-only approach. 

There are, however, a small number of demographic groups for which the mixed-mode 
approach increases the non-response bias in the achieved sample. Specifically, for Type 1 
participants, there is no statistically significant difference between the control and the sample 
profile for males and people from Mixed ethnic backgrounds. In each of these cases there are 
statistically significant differences between the proportions in the experimental group and the 
sample. This indicates that for these demographic groups, the postal-only approach introduces 
less non-response bias than the mixed-mode approach. 

Turning to look at non-response bias for Type 3 departments, there are fewer instances where 
the postal-only and mixed-mode approaches deliver different levels of non-response bias. The 
only instances are: among people from Asian or Asian British ethnic backgrounds - where the 
mixed-mode approach is more representative than the postal-only approach; and among people 
from Mixed ethnic backgrounds, where the postal-only approach is more representative than the 
mixed-mode approach. 

Comparison of the sample breakdown of control and experimental groups against the 
original sample indicates that the experimental approach delivers lower-non response 
among people from ethnic minority backgrounds and people living in the 20% of areas 
with the highest deprivation. 

However, the mixed-mode approach introduces greater levels of non-response among 
males and people from Mixed ethnic backgrounds than the postal approach. 
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9 Trust analysis 
When reviewing the pilot results, it is important to check if the national findings are also visible 
at trust level, as this helps confirm that any changes present are as a result of the change of 
method and not due to chance. If certain types of trusts are exhibiting different results, this 
might suggest there is something about that type of trust that is causing a specific impact. 

9.1 Response rates 

Earlier in the report we identified that at a national level, for both Type 1 and Type 3 patients, 
the experimental group achieved higher adjusted response rates than the control group. 
Looking at Trust level data: 

 For Type 1 (Figure 9.1), response rates for the experimental group are significantly 
higher than the control group in three trusts. There are no trusts in which the response 
rate for the experimental group is significantly lower than the control group. 

 For Type 3 (Figure 9.2), response rates for the experimental group are significantly 
higher than the control group in two trusts. There are no trusts in which the response 
rate for the experimental group is significantly lower than the control group. 

This small number of statistically significant differences is likely due to the low base sizes by 
trust. However, as can be seen in the following figures, the general trend across the pilot groups 
by trust is generally consistent with the national findings; response rates in the experimental 
group are higher than in the control group. 

Figure 9.1: Type 1 adjusted response rates by pilot group within trust. 

*Indicates statistically significant difference compared to the control at the 5% significance level. 
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Figure 9.2: Type 3 adjusted response rates by pilot group within trust. 

*Indicates statistically significant difference compared to the control at the 5% significance level. 

9.2 SMS reminders 

Table 8.1 and Table 8.2 show the adjusted response rate for patients with and without mobile 
numbers, split by pilot group within trust. This analysis should be taken as indicative only given 
the relatively small base sizes for some trusts. 

The data demonstrates that the pattern seen in the national data – that response rates are 
higher in the experimental group when a mobile is available, and higher in the control group 
where there is not a mobile number available – are generally consistent across trusts.  

Table 9.1: Type 1 adjusted response rate by availability of mobile number within trust. 

 Mobile No mobile 

 Control Experiment 
Difference 
(percentage 
point) 

Control Experiment 
Difference 
(percentage 
point) 

Trust 1 28.70% 30.50% 1.80 38.20% 37.50% -0.70 

Trust 2 20.20% 27.90% 7.70 36.40% 25.90% -10.50 

Trust 3 30.20% 30.80% 0.60 36.70% 36.80% 0.10 

Trust 4 17.50% 23.80% 6.30 30.70% 19.20% -11.50 

Trust 5 27.20% 35.20% 8.00 35.80% 29.70% -6.10 

Trust 6 28.00% 26.60% -1.40 34.40% 30.50% -3.90 

Trust 7 18.70% 21.90% 3.20 22.40% 20.60% -1.80 

Trust 8 23.70% 26.80% 3.10 40.00% 27.60% -12.40 

Trust 9 26.70% 31.80% 5.10 32.00% 23.10% -8.90 
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Type 3 adjusted response rate by availability of mobile number within trust. 

 Mobile No mobile 

 Control Experiment 
Difference 
(percentage 
point) 

Control Experiment 
Difference 
(percentage 
point) 

Trust 1 24.60% 31.10% 6.50 25.00% 42.90% 17.90 

Trust 2 32.30% 33.30% 1.00 56.90% 54.50% -2.40 

Trust 3 20.70% 27.50% 6.80 33.30% 32.30% -1.00 

Trust 4 31.70% 34.20% 2.50 59.60% 50.90% -8.70 

Trust 5 17.90% 25.30% 7.40 19.50% 11.80% -7.70 

Trust 6 19.90% 25.10% 5.20 38.50% 21.40% -17.10 

Trust 7 20.20% 25.60% 5.40 27.20% 22.00% -5.20 

9.3 Completion mode 

Figure 9.3 (Type 1) and Figure 9.4 (Type 3) show, for each trust, the proportion of participants 
that completed the survey online by the proportion of patients for whom a mobile number was 
available in the sample. This analysis should be taken as indicative only given the relatively 
small base sizes for some trusts. 

The data demonstrates that the pattern seen in the national data – that online response is 
closely associated with availability of mobile within the sample – are generally consistent across 
trusts.  

Figure 9.3: Type 1 online completion x mobile number availability within trust 
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Figure 9.4: Type 3 online completion x mobile number availability within trust 
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10 Para data analysis  
When conducting an online survey, a large amount of para data is available which, when 
analysed, can offer additional insight into how participants engage with the survey and help 
identify any potential problems.  

10.1 Time taken to complete the survey online 

For online completions, the median length of time to complete the survey was 10 minutes for 
both Type 1 and Type 3 patients. The survey was expected to take around 15 minutes to 
complete so this is considerably shorter than anticipated.4 Table 10.2 shows the full breakdown 
of time taken to complete the Type 1 and Type 3 surveys.  

Table 10.1: Time taken to complete survey (online completes only)  

Length Type 1 Type 3 

0-5 mins 6.0% 10.3% 

6-10 mins 42.2% 50.6% 

11-15 mins 27.3% 25.5% 

16-20 mins 12.9% 6.7% 

21-30 mins 7.6% 4.3% 

31-60 mins 3.0% 2.4% 

More than 1 hour 1.0% 0.4% 

Base: All Type 1 online survey participants (1,691), and Type 3 online survey participants (750). 

Of those who completed the Type 1 online survey, the majority of participants (84.2%) did so in 
one sitting. A further 3.6% accessed the survey twice and 12.3% accessed it three times or 
more.  

For those who completed the Type 3 online survey, 83.5% of participants did so in one sitting. A 
further 3.7% accessed the survey twice and 12.7% accessed it three times or more. 

10.2 Dates of accessing the survey online 

The days with most online responses submitted correspond to the SMS message reminder 
dates. For the Type 1 survey: 

 Nearly a quarter of online completes (24.9%) were received on 6th May (the day of the 
first SMS reminder). On this day, 76% of online completes were received via the SMS 
link. 

 
 
 
 
4 Please note: Analysis examining time taken to complete the survey were conducted using the uncleaned online 
data file. This was done to ensure we were able to capture cases where a participant may have started the survey but 
not completed it.   
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 Another peak of online completes (16.3%) were received on 13th May (the day of the 
second reminder). On this day, 70% of online completes were received via the SMS link. 

 The final peak of completes (7.1%) corresponds with the last SMS reminder, sent on 27th 
May. On this day, 94% of online completes were received via the SMS link. 

Similarly, for the Type 3 survey: 

 Over a quarter of online completes (26.0%) were received on 6 May (the day of the first 
SMS reminder). On this day, 71% of online completes were received via the SMS link. 

 Another peak of online completes (16.0%) were received on 13 May (the day of the 
second reminder). On this day, 75% of online completes were received via the SMS link. 

 The final peak of completes (7.3%) corresponds with the last SMS reminder sent on 27 
May. On this day, 78% of online completes were received via the SMS link. 

Overall, these findings suggest that the SMS were key to driving online, and overall, response, 
as found elsewhere in this report. 

10.3 Online survey access modes 

The most popular device for accessing the online survey was a smartphone. For the Type 1 
survey, 60.9% of online survey completions were by smartphone, while for the Type 3 survey, 
57.3% of online survey completions were via smartphone. This reaffirms the importance of 
ensuring any future survey is designed to be “mobile first” meaning participants can easily 
complete the survey on a smartphone.5  

Table 10.2: Devices used of those who completed the online survey 

Device used 
Type 1 
(n=1685) 

Type 3 
(n=749) 

Smartphone 60.9% 57.3% 

Desktop 25.4% 28.2% 

Tablet 5.6% 5.2% 

Unknown 9.8% 9.3% 

Total 100% 100% 

 

10.4 Free-text analysis 

Participants completing the survey online were able to provide free-text comments to the 
following question: “Please let us know if you experienced any issues completing the survey”. 
Across both Type 1 and Type 3 samples, 402 participants submitted a free-text response (292 
Type 1 participants, 110 Type 3 participants). 

 
 
 
 
5 For more details on "mobile first" design, see here: https://www.ipsos.com/ipsos-mori/en-uk/mobile-first-best-
practice-guide 
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The comments predominately focused on the care individuals had received (241 comments, 
equating to 60%), experiences of completing the survey online (101 comments, 25%), or the 
questionnaire itself (33 comments, 8%). 

Where participants left feedback regarding the care they had received, in the vast majority of 
cases this was to relay a negative experience, particularly around waiting times (73 comments) 
and staff attitudes. A small number of the free-text comments highlighted positive experiences 
of good care. 

Where comments were left regarding experiences of completing the survey online, the majority 
were simply to say they had not experienced any issues (79 of the 101 comments made about 
online completion). A few participants commented that they had experienced difficulties with 
accessing the online survey with the information provided in the invitation letters. Other 
comments about completing the survey online included individuals explaining that they had 
completed the survey on behalf of the patient. 

Feedback on the questionnaire itself mainly focused on question answer choices not adequately 
reflecting participants’ experiences (24 of the 33 comments made about the questionnaire 
referenced this). Many participants referred to the lack of free-text boxes to explain their 
answers or elaborate on their experiences (nine comments).  Other comments referred to the 
survey being too long (six comments), questions being irrelevant (two comments), and finding 
the survey too intrusive (one comment).   

A few comments were made about the survey administration which were not specific to online 
completion – a few participants complained about the volume of letters received (three 
comments), and one participant relayed that the letters had been sent to the wrong address. In 
some cases, the individual completing the online survey commented that it was inappropriate for 
the patient because they were unable to complete it themselves (three comments). 

Overall, the patients involved in the pilot seem to have found the survey straightforward to 
complete – it was generally done in one sitting and took 10 minutes or less to finish. 

It is clear that the SMS reminders drove people to complete the survey online. The 
majority of online completes were received on the days that SMS reminders were sent, 
and large proportions of participants accessed the survey via the SMS link. 
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11 Next steps 
The findings from this pilot will help inform key decisions around the future of the UEC survey. 

This decision will be based on the following key elements; response rates and online response 
rates of the experimental groups, the cost and sample size associated with the revised 
response rates, the impact on comparability of results between trusts and demographic profile 
differences. 

11.1 Feasibility of moving to the mixed-mode method 

The pilot demonstrated that, across both Type 1 and Type 3 samples: 

 The mixed-mode method produced higher overall adjusted response rates than the 
postal-method. These higher adjusted response rates were widespread, appearing 
across the majority of demographic groups. 

However, the higher response rates did not extend to patients who did not have a mobile 
phone number available in the sample. In these cases, the mixed-mode method 
delivered lower response rates than the postal-only method. This indicates that SMS 
reminders are the primary driver of the higher response rates associated with the mixed-
mode method. 

The impact of moving to a mixed-mode method on response rates is therefore 
dependent on the proportion of patients for whom a mobile phone is available in the 
sample. Indicative calculations based on the Type 1 response rates indicate that, 
in order for a mixed-mode method survey to achieve overall response rates equal 
to or greater than a postal-only method survey, at least 60% of patients must have 
a mobile number within the sample. 

 The mixed-mode method will impact on the demographic profile of participants – in some 
ways becoming more representative (notably by ethnicity and deprivation), but in other 
ways becoming less representative (notably by gender). The benefits of moving to the 
mixed-mode method are therefore dependent on ambitions for analysis of the 
survey data in the future. 

 In general, analyses at trust level were consistent with analysis at national level. Which 
suggests that moving to the mixed-mode method would not impact trust 
comparability. 

 Based on the pilot findings, cost analysis has been conducted on the impact of moving 
the survey to the mixed-mode method. The costs associated with moving to the mixed-
method survey are comparable to the postal-only method survey. As such, costs are 
not considered to be a barrier to transitioning the survey. 

Based on the above, it would seem feasible to move to a mixed-mode method for the 
UEC survey. 
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Appendices 
Appendix A: Type 1 Questionnaire (paper version) 
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Appendix B: Type 3 Questionnaire (paper version) 
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Appendix C: Control Invitation Letters  

Appendix C.1: Mailing 1 (Type 1) 
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Appendix C.2: Mailing 2 (Type 1) 
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Appendix C.3: Mailing 3 (Type 1) 
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Appendix C.4: Mailing 1 (Type 3) 
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Appendix C.5: Mailing 2 (Type 3) 
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Appendix C.6: Mailing 3 (Type 3)
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Appendix D: Pilot invitation letters   

Appendix D.1: Mailing 1 (Type 1) 
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Appendix D.2: Mailing 1 (Type 3) 
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Appendix D.3: Mailing 2 (Type 1) 
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Appendix D.4: Mailing 2 (Type 3) 
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Appendix D.5: Mailing 3 (Type 1) 
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Appendix D.6: Mailing 3 (Type 3) 
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Appendix E: SMS 

Appendix E.1: SMS 1  

 

 

Appendix E.2: SMS 2 

 

Appendix E.3: SMS 3 
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Appendix F: Dissent Poster  

Appendix F.1: Dissent Poster (Type 1) 
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Appendix F.2: Dissent Poster (Type 3) 
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Appendix F: Changes to the questionnaire 

The following changes were made to the mainstage 2020 Urgent and Emergency Care 
questionnaire to ensure its suitability for online completion and adherence to best-practice 
guidelines: 

 It was put into the Coordination Centre for Mixed Method’s template  

 Q36 (overall experience) was updated to be appropriate for an online survey. This was 
to match the format of this question shown in the Maternity and Inpatients surveys. 

 The free-text questions were removed (and an additional one added to the online survey 
to capture any issues associated with online completion) 

 The gender question was updated to be inclusive 

 The two long term condition questions were updated to match the approach followed on 
the Inpatient survey. 

 Text on a small number of questions was updated based on the questionnaire review 
conducted as part of the initial scoping stage. 
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Our standards and accreditations 
Ipsos’ standards and accreditations provide our clients with the peace of mind that they can 
always depend on us to deliver reliable, sustainable findings. Our focus on quality and 
continuous improvement means we have embedded a “right first time” approach throughout our 
organisation. 

 

ISO 20252 

This is the international market research specific standard that supersedes  
BS 7911/MRQSA and incorporates IQCS (Interviewer Quality Control 
Scheme). It covers the five stages of a Market Research project. Ipsos was the 
first company in the world to gain this accreditation. 

 

Market Research Society (MRS) Company Partnership 

By being an MRS Company Partner, Ipsos endorses and supports the core 
MRS brand values of professionalism, research excellence and business 
effectiveness, and commits to comply with the MRS Code of Conduct 
throughout the organisation. We were the first company to sign up to the 
requirements and self-regulation of the MRS Code. More than 350 companies 
have followed our lead. 

 

ISO 9001 

This is the international general company standard with a focus on continual 
improvement through quality management systems. In 1994, we became one 
of the early adopters of the ISO 9001 business standard. 

 

ISO 27001 

This is the international standard for information security, designed to ensure 
the selection of adequate and proportionate security controls. Ipsos was the 
first research company in the UK to be awarded this in August 2008. 

 

The UK General Data Protection Regulation (GDPR)  
and the UK Data Protection Act (DPA) 2018 

Ipsos is required to comply with the UK GDPR and the UK DPA. It covers the 
processing of personal data and the protection of privacy. 

 

HMG Cyber Essentials 

This is a government-backed scheme and a key deliverable of the UK’s 
National Cyber Security Programme. Ipsos was assessment-validated for 
Cyber Essentials certification in 2016. Cyber Essentials defines a set of 
controls which, when properly implemented, provide organisations with basic 
protection from the most prevalent forms of threat coming from the internet. 

 

Fair Data 

Ipsos is signed up as a “Fair Data” company, agreeing to adhere to 10 core 
principles. The principles support and complement other standards such as 
ISOs, and the requirements of Data Protection legislation. 
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For more information 
3 Thomas More Square 
London 
E1W 1YW 

t: +44 (0)20 3059 5000 

www.ipsos.com/en-uk 

http://twitter.com/IpsosUK 

About Ipsos Public Affairs 

Ipsos Public Affairs works closely with national governments, local public 
services and the not-for-profit sector. Its c.200 research staff focus on public 
service and policy issues. Each has expertise in a particular part of the 
public sector, ensuring we have a detailed understanding of specific sectors 
and policy challenges. Combined with our methods and communications 
expertise, this helps ensure that our research makes a difference for 
decision makers and communities. 

  


