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EXECUTIVE SUMMARY

Eye diseases, which include diabetic retinopathy, glaucoma, cataract, and age-
related macular degeneration, cause blindness and impaired vision in millions of
Americans (Congdon et al., 2004). The growing prevalence of many eye diseases
is a major public health problem that can lead to loss of productivity and
reduced quality of life. Additional research indicates that disparities exist in the
prevalence of certain eye diseases and in the use of vision care services among
minorities, particularly among Hispanics (Higginbotham et al., 2004; Kempen et
al., 2004; Varma, Ying-Lai, Klein, & Azen, 2004). Notwithstanding, the aging of
the Nation, the increasing prevalence of eye diseases, and the disparities in use of
vision care services bring into question the public’s overall knowledge about eye
health and disease, as well as their attitudes and practices regarding eye health.

To better ascertain the public’s knowledge, attitudes, and practices (KAP)
regarding eye health and disease, the National Eye Institute (NEI) and the Lions
Clubs International Foundation (LCIF) cosponsored a national telephone survey
titled 2005 Survey of Public Knowledge, Attitudes, and Practices Related to Eye
Health and Disease. NEI and LCIF cosponsored the first KAP Study in 1991. In
addition to providing a current assessment of the public’s KAP regarding eye
health and disease, the 2005 KAP Study offers second point-in-time estimates for
selected eye health and disease issues, and provides direction for messages and
programs.

Methodology

NEI and LCIF formed a work group composed of nationally recognized eye
health professionals, survey methodologists, and statisticians to review the 1991
survey, consider the overall purpose of the 2005 survey, and recommend
modifications to the 1991 survey instrument. The work group decided that the
2005 KAP survey would include the following seven sections:

1. General Health
2. Eye Health
3. Eye Examinations: Experiences and Attitudes

4. Knowledge About Eye Disease
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5. Information Sources
6. Insurance

7. Demographic Information

The 2005 KAP Study was conducted in compliance with the U.S. Department of
Health and Human Services’ regulations for the protection of human research
subjects (45 CFR 46), including review of the survey instrument and data
collection protocol by the Institutional Review Board at Macro International Inc.,
a contractor of NEI and LCIF.

Between October 2005 and January 2006, telephone interviews were conducted
with randomly selected non-institutionalized adults, aged 18 and older, living in
land-line telephone-equipped housing units in the United States. Interviews
were conducted in either English or Spanish. To support more precise estimates
for the Asian population living in the United States, a supplemental sample of
Asian adults aged 18 and older was obtained. A total of 3,180 interviews were
completed.

Key Findings

All reported findings have been statistically weighted to the 2000 U.S. Population
Census using geographic location, race/ethnicity, age, gender, and years of
education. To appropriately compare percentages of persons from different
races and ethnicities reporting certain KAP regarding eye health and disease,
those percentages must be age-adjusted so that any differences between groups
reflect real differences and not simply differences associated with age.

Highlights of selected key findings are summarized below.

General Health

Most adults report being generally in good to excellent health and having seen
a doctor in the past two years. Many adults report that loss of their eyesight
would have the greatest impact on their daily life.

11 Eighty-three percent (83%) of adults aged 18 and older describe their
health as good, very good, or excellent.

IT Ninety-three percent (93%) of adults aged 18 and older report visiting a
health care provider (HCP) within the past two years. An HCP can be a
doctor such as a primary care provider (PCP), nurse practitioner, or other
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medical professional who has given a physical examination or written
prescriptions.!

Forty-three percent (43%) of adults aged 18 and older report having been
told by their HCP that they have a chronic health condition. Those
chronic health conditions include high blood pressure (27%), arthritis
(21%), diabetes (10%), heart disease (7%), and cancer (6%).

When asked to think about certain conditions that would affect their day-
to-day living, 71% of adults aged 18 and older report loss of eyesight as a
10 on a scale of 1 to 10, with 10 indicating greatest impact.

Eye Health

Two-thirds of all adults report wearing some type of eyewear, and nearly one-
quarter of adults report that they have an eye condition or disease.

Sixty-six percent (66%) of adults aged 18 and older report wearing some
type of eyewear, including glasses, contact lenses, both glasses and contact
lenses, or reading glasses only.

Twenty-two percent (22%) of adults aged 18 and older report being told
by an eye care provider (ECP) that they have an eye disease or condition.
An ECP is an ophthalmologist or optometrist.

Nineteen percent (19%) of adults aged 18 and older report ever having an
eye injury or trauma requiring a doctor’s care in the emergency room or at
a doctor’s office.

Eye Examinations: Experiences and Attitudes

Most adults report having their eyes examined, often by an ECP. Many adults
also report having an eye examination within the past two years and having
their pupils dilated during the eye examination.

Ninety-one percent (91%) of adults aged 18 and older report having had
their eyes examined by an HCP. Blacks (95%) and Caucasians (94%) more

' An HCP does not include eye care providers (ECPs). An ECP is an ophthalmologist or
optometrist.
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often report having had their eyes examined by an HCP than Asians (87%)
and Hispanics (73%).

For the following series of items, adults were told that an HCP includes
their PCP and ECP.

*  Of the 91% of adults who report having had their eyes examined by an

HCP, 76% report having had their pupils dilated by an HCP during an
eye examination.

» Eighty-six percent (86%) of adults typically go to an ECP to have their
eyes examined.

* Seventy-four percent (74%) report having had their eyes examined
within the past two years by an ECP.

Virtually all adults are likely to seek eye care if encouraged by their PCP
and/or family members.

11 Almost all adults (96%) say they would be somewhat or very likely to
have their eyes examined if their PCP suggested they do so. Seventy-nine
percent (79%) of adults say they would do so if a member of their family
suggested they do so.

Knowledge About Eye Disease

Most adults report having heard of glaucoma. Fewer adults report having
heard of diabetic eye disease, age-related macular degeneration (AMD), and
low vision, and knowing specific details about these eye diseases and
conditions.

1T Ninety percent (90%) of adults aged 18 and older report that they have
heard of glaucoma. However, only 8% know that there are no early
warning symptoms for glaucoma.

It Fifty-two percent (52%) of adults aged 18 and older report that they have
heard of AMD.

It Fifty-one percent (51%) of adults aged 18 and older report that they have
heard of diabetic eye disease, such as diabetic retinopathy. However, only

€ p<.001 (This represents the probability that the highest and lowest percentages compared are
statistically different.)
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a reported 11% know that eye diseases caused by diabetes usually have no
early warning symptoms.

11 Sixteen percent (16%) of adults aged 18 and older report that they have
heard of the term “low vision.”

Information Sources

Most adults report seeing or hearing something about eye health or disease on
television programs or commercials more than any other information source.
Almost the same percentage of adults reports having never seen or heard
anything about eye health or disease.

11 Over the past 12 months, 24% of adults aged 18 and older report seeing or
hearing something about eye health or disease on television programs or
commercials.

11 Twenty-one percent (21%) of adults aged 18 and older report that they
have not seen or heard anything about eye health or disease.

Insurance

Many adults report having some form of health insurance in which all or part
of the cost of a regular eye exam conducted by an ECP is covered.

11 Eighty percent (80%) of adults aged 18 and older report having some form
of health care coverage. Among these adults, 94% report having had their
eyes examined by an HCP.

11 Sixty-seven percent (67%) of adults aged 18 and older report that all or
part of the cost of a regular eye exam provided by an ECP was covered by
health insurance.

Summary of 1991 and 2005 KAP Comparisons

Although the 1991 data cannot be completely adjusted for statistical comparisons
with the 2005 data, there are several noteworthy differences between the 1991
and 2005 KAP Studies (see the following table).

2005 KAP Study Report Executive Summary vii



1991 & 2005 KAP Data Comparisons

Survey ltem 1991 2005 Difference
Adults who report their general health as being good, 85% 83% 29,
very good, or excellent
Adults who report they have the following chronic
diseases:
¢ Diabetes 5% 10% 5%
¢ High blood pressure 19% 27% 8%
e Heart disease 7% 7% 0%
e Arthritis 22% 21% -1%
e Cancer % 6% 1%
Adults who wear some type of eyewear 66% 66% 0%
Adults who report their eyesight as good or excellent o o o
(1991) or good, very good, or excellent (2005) 87% 90% 3%
_Adults who have had their eyes examined by an ECP 65% 74% 9%
in the past two years
Adults who report being told by an ECP that they 18% 22% 4%
have an eye condition or disease
e Cataract 35% 13% -22%
e Glaucoma 1% 3% -8%
o Nearsightedness 1% 38% 27%
Adults who report having heard of glaucoma 91% 90% -1%
Adults who report having heard of diabetic eye 39% 51% 129%

disease

Conclusions

The overall survey findings may not be surprising, yet patterns and trends in the
data merit closer monitoring and a more detailed examination. The following

results and conclusions are of particular note:

11 Adults aged 18 and older are aware of eye disease and conditions, but few
know certain important details about eye disease or conditions, such as
that there are no early warning symptoms for glaucoma and diabetic eye

disease.

1T Asian, Black, and Caucasian adults are more knowledgeable about eye
disease, have different attitudes about eyesight, and are more likely to
have their eyes examined to prevent or detect eye disease or visual

impairment than Hispanic adults.

1T More in-depth studies may be important to support strategic intervention
efforts to influence eye health knowledge, attitudes, and practices of

Hispanics to reduce ethnic disparities in eye disease and visual

Impairment.
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11 Adults report getting their eye health or disease information most
frequently from television programs and commercials. Adults also
receive eye health and disease information in their doctor’s office and
from newspapers and magazines.

11 PCPs should be encouraged to have basic eye health and disease
information available in their offices.

11 PCPs, family members, and coworkers have the most influence on the
demand for and receipt of eye care services.

Recommendations

The 2005 KAP Study is an important source of information about what adults in
the United States know, believe, and do about eye health and eye disease. As a
result, we offer the following education and awareness recommendations to help
ensure that the information gleaned from the 2005 KAP Study is used to its full
advantage. These recommendations include ideas to improve the type of
information adults have that can help them make informed decisions about their
eye health needs.

Recommendation 1: Implement an educational effort to increase the general
awareness of adults about the asymptomatic nature of eye disease and the
importance of early detection and treatment.

Although most adults are familiar with common eye disease, they lack key
information that can facilitate early detection and treatment. There is a critical
need to educate the public about glaucoma, diabetic eye disease, AMD, refractive
errors, low vision, and the asymptomatic nature of these conditions.

Improved targeting strategies are also needed to ensure that the general public is
aware that many eye health educational materials already exist. Some audience
segments that could be considered as a focus for educational efforts to increase
awareness that there are no warning symptoms for eye disease include children,
the workforce, middle-aged adults caring for their elderly parents, and older
adults.
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Recommendation 2: Implement a culturally appropriate educational effort for
Hispanics to increase awareness about eye disease and conditions for which they
are at higher risk for developing.

The U.S. population is becoming more ethnically diverse (Bernstein, 2006), and
this diversity is evidenced by the differential knowledge of, attitudes toward,
and practices regarding eye health and disease. Hispanics lack key information
about protecting the health of their eyes and vision. The survey results indicate
that Hispanic adults are less likely to have their eyes examined to prevent or
detect eye disease or visual impairment than Asian, Black, and Caucasian adults.
More Hispanics (41%) report that they have not seen or heard anything about eye
health or disease in the past 12 months compared with Asians (28%), Blacks
(26%), and Caucasians (16%).

The reported findings about Hispanics warrant the provision of health
educational efforts for eye disease and conditions to make them more applicable
and accessible to this population and to convey the importance of eye
examinations to preserve healthy vision.

Recommendation 3: Provide information to primary care providers, as well as
nurse practitioners, physician assistants, nurses, and other people who typically
serve as gatekeepers for medical care, to increase their awareness of the need for
regular comprehensive dilated eye examinations for all adults (especially people
at higher risk for eye disease and conditions).

Ninety-three percent (93%) of adults have visited an HCP within the past two
years. The 2005 KAP Study reveals that virtually all adults (96%) are likely to
seek eye care if encouraged by their PCP. Based on the frequency of visits adults
make to HCPs and the likelihood of adults to follow their PCP’s suggestion to
have their eyes examined, serious consideration should be given to having those
providers who regularly see patients (e.g., PCPs, nurse practitioners, physician
assistants) ask their patients about their eye health, assess whether their patients
are at higher risk for eye disease, and refer them to an ECP for a comprehensive
dilated eye exam, if appropriate.
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CHAPTER 1: INTRODUCTION

This chapter presents information to give context to the report. The first section
provides an overview of major eye disease and its effects on public health. This
is followed by a section that addresses the purpose of the 2005 Survey of Public
Knowledge, Attitudes, and Practices (KAP) Related to Eye Health and Disease.
A brief overview of the methodology and analysis used in conducting the survey
and an explanation to assist in reading and understanding the results are also
provided.

Major Eye Diseases

Eye disease, a major public health issue, can lead to diminished quality of life
and daily functioning for millions of people in the United States. The leading
causes of visual impairment and blindness in the United States include diabetic
retinopathy, glaucoma, age-related macular degeneration (AMD), and cataract.

Diabetic retinopathy, the most common ocular complication of diabetes mellitus,
is a leading cause of new cases of blindness in the U.S. population aged 20 to 74.
It is estimated that 40.8% of adults aged 40 and older with diabetes have diabetic
retinopathy and 8.2% have advanced, vision-threatening retinopathy (Kempen et
al., 2004). Data from the Los Angeles Latino Eye Study (LALES) suggest that the
prevalence of diabetic retinopathy is high among Latinos, primarily of Mexican
ancestry. Researchers found that Latinos appear to have a higher rate of more
severe vision-threatening diabetic retinopathy than non-Hispanic Whites (Varma
et al., 2004a).

Glaucoma, a leading cause of blindness worldwide, is a group of eye diseases
that can damage the optic nerve and result in vision loss and blindness.
Glaucoma may be caused by an increase in eye pressure, though in some forms,
eye pressure is normal. It is estimated that primary open-angle glaucoma
(POAGQG), the most common type of glaucoma, affects 2.22 million U.S. citizens
(Friedman et al., 2004b). African Americans have almost three times the
prevalence of POAG than Whites (Friedman et al., 2004a). The prevalence of
POAG is also high among Latinos of Mexican ancestry (Varma et al., 2004b).

AMD is a disease that gradually destroys sharp, central vision. It is a leading
cause of blindness among European-descended adults aged 64 and older
(Friedman et al., 2004a). The overall prevalence of AMD in the U.S. population
aged 40 and older is estimated at 1.5%, with 1.8 million individuals affected.
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Owing to the increased aging of the U.S. population, this number is projected to
increase to almost 3 million by 2020. The disease is more common in Whites than
in African Americans. The incidence of AMD increases dramatically with age
among both men and women; 16% of White women aged 80 or older are affected
by advanced AMD, while 12% of White men aged 80 or older are affected by
advanced AMD (Friedman et al., 2004a). There is currently no proven treatment
that slows or prevents the development of advanced AMD.

Cataract, a clouding of the lens in the eye, is a leading cause of treatable
blindness in the world. An estimated 20.5 million Americans aged 40 or older
have cataract in either eye (Congdon et al., 2004b). Cataract is more prevalent
among women than men, and increases with age among both Blacks and Whites.
The total number of persons with cataract is estimated to increase by 50% to 30.1
million by the year 2020 (Congdon et al., 2004b). In the United States, cataract
causes about 50% of the cases of vision loss among Whites, African Americans,
and Hispanics/Latinos. African American men are more likely to be blind from
cataract than White men (Congdon et al., 2004a). Cataract occurs in 20 percent of
the Hispanic/Latino population (Varma et al., 2004c).

Because age is a risk factor for all of these eye disorders, the prevalence of them
is projected to increase rapidly as the population ages (Friedman et al., 2004a;
Friedman et al., 2004b; Kempen et al., 2004; Congdon et al., 2004a).

In addition to these eye diseases, uncorrected refractive error is a leading cause
of visual impairment. A recent study found that even though 94% of the U.S.
population aged 12 and older have good distance vision, the remaining 6%, or an
estimated 14 million people, are visually impaired. Of those who are visually
impaired, more than 11 million have uncorrected refractive error such as near-
sightedness, or myopia, and need eyeglasses or contact lenses to improve their
vision. Among people aged 12 and older, people with diabetes, Hispanics, and
people who are economically disadvantaged have higher rates of visual
impairment and can most benefit from corrective lenses (Vitale, Cotch, and
Sperduto, 2006).

It is estimated that 2.4 million Americans have low vision (Congdon et al.,
2004a). Low vision is defined as a visual impairment not correctable by standard
eyeglasses, contact lenses, medication, or refractive surgery that interferes with
the ability to perform everyday activities. Cataract is the most frequently
reported condition in persons with low vision, associated with 59% of low vision
cases among Whites, 51% among Blacks, and 47% among Hispanics (Congdon et
al., 2004a).
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Purpose of Survey

Information about the prevalence of eye disease and disorders, as well as
information about adults” knowledge, attitudes, and practices (KAP) regarding
eye health and disease, is crucial to the design of effective vision programs and
the legislation of important vision-related policy. Unfortunately, information
about perceptions regarding eye health and disease has not been readily
available. To fill this information gap, in 1991 the National Eye Institute (NEI)
and Lions Clubs International Foundation (LCIF), through its SightFirst
program, cosponsored a random-digit-dial telephone survey to examine KAP
related to eye health and eye disease among adults. This national probability
sample included 1,000 adults aged 18 and older and two subsamples. One
subsample included approximately 200 adults aged 55 and older, and the other
included Blacks aged 40 and older. Results from the 1991 KAP Study revealed
that the public was largely unaware of the benefits of early detection and timely
treatment of eye disease and, furthermore, was unaware of simple, low-cost
ways to safeguard their eyes and maintain or improve eye health (National Eye
Institute, 1992).

In 2005, nearly 15 years after the first KAP Study, NEI and LCIF again
collaborated and cosponsored the 2005 Survey of Public Knowledge, Attitudes,
and Practices Related to Eye Health and Disease. The purposes of this survey are
the following:

1T Measure the public’s KAP regarding eye health and disease.

I Establish second point-in-time estimates for selected eye health and eye
disease issues.

11 Give direction to messages and programs for target audiences.
1" Guide future program planning, research, and evaluation.
Methodology and Analysis

The 2005 KAP Study was conducted nationwide and consisted of a randomly
selected base sample of adults aged 18 and older and a supplemental sample of
Asian adults in the same age group. The Asian oversample allows the survey to
generate valid estimates for the U.S. population. A total of 3,180 adults
responded to the survey, 272 of which were in the Asian oversample.
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To create the 2005 KAP survey instrument, NEI and LCIF formed a work group
composed of nationally recognized eye health professionals, survey
methodologists, and statisticians to review the 1991 KAP survey, consider the
overall purpose of the 2005 KAP survey, and recommend modifications to the
1991 KAP survey instrument.

The resulting survey included a variety of questions about KAP related to eye
health and eye disease that are divided into the following seven sections:

General Health

Eye Health

Eye Examinations: Experiences and Attitudes
Knowledge About Eye Disease

Information Sources

Insurance

N o g ol L b=

Demographic Information

Before it was administered, the survey was tested with random members of the
target audience and modifications were made. The final version of the
questionnaire contained 124 items. To view the questionnaire in English and
Spanish, see Appendix A.

The survey was administered using a computer-assisted telephone interview
(CATI) program for nearly 12 weeks between October 20, 2005, and January 11,
2006. It was offered in English (3,066 interviews) and Spanish (114 interviews),
and interviews averaged 17 minutes in length. After the data collection period
ended, the data were weighted in a multistage process using 2000 U.S. Census
data so as to be representative of the resident U.S. population.

For more information about the sampling design, questionnaire development
and design, institutional review board, interviewer training, data collection
protocol, survey implementation, data collection quality control and monitoring,
data management, data analysis, and response rates, see Appendix B.

Reading and Understanding Results

The survey results presented in the chapters that follow are self-reported; that is,
survey respondents provided answers to questions they were asked in the
telephone interview. As such, these data are descriptive of the knowledge,
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attitudes, and reported practices of the adults who agreed to participate in this
survey. No attempt was made to cross-reference respondents’ self-reported
health condition with medical records.

Chapter 2 presents information on the survey sample size, and participant
demographics and their general health practices. Chapters 3 through 6 provide
information on respondents” KAP in areas specific to eye health and eye disease.
Some of the data reported in the following chapters are presented by gender,
race/ethnicity, age group, education level, annual household income level, and
health care insurance status to allow the reader to compare and contrast findings
across population subgroups. Racial and ethnic categories are mutually
exclusive. For readers requiring more information, Appendix C provides
responses to individual survey questions by race and ethnic group.

As appropriate, 2005 data are compared with identical or similar data gathered
in 1991. Although the 1991 data cannot be completely adjusted for statistical
comparisons with the 2005 data, there are several noteworthy differences
between the 1991 and 2005 data. These data are presented in text boxes that
follow the discussion of the corresponding 2005 data. Chapter 7 presents a
summary of findings and recommendations for future eye health and eye disease
education and awareness efforts.

Throughout the chapters that follow, the percentage of respondents answering
each question is reported. In cases where percentages are calculated separately
for selected subgroups (e.g., men and women) and where there is sufficient
statistical evidence demonstrating that the subgroups are different (e.g., men and
women responded differently), the probability that the groups’ responses are
different is presented in a footnote (expressed as a p-value). The p-value
represents the probability that the highest and lowest percentages reported are
statistically different. To reduce the number of probability statements reported
and reduce confusion, we use three probability levels to classify all of the
statistically significant differences: p<.05, p<.01, and p<.001. These p-values are
indicated in the text using the following superscripts: *=p<.05, *=p<.01, and
=p<.001. No corrections were made for multiple comparisons.

All reported findings have been weighted to make them representative of the
gender, race/ethnicity, age, geographical region, and education distributions of
all adults (aged 18 and older) using the 2000 U.S. Population Census (as noted in
Appendix B). As such, we report estimates of the percentages of all U.S. adults
aged 18 and older based on the responses of survey respondents. Furthermore,
where race and ethnicity subgroup comparisons are presented, responses for
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these survey questions have been adjusted to control the effect of different age
distributions for Caucasians, Blacks, Asians, and Hispanics. This age-adjustment
procedure uses the 2000 Standard Population distribution for adults 18 years and
older (see Appendix B).

To quantify the prevalence of themes and concepts, the following terms were
used: “few,” “some,” “many,” and “most.” The term “few” is used to convey that
less than 15% of adults identify or mention a particular theme or concept. The
term “some” is used to convey that 15% to 39% of adults identify or mention a
particular theme or concept. The term “many” is used to convey that 40% to 79%
of adults identify or mention a particular theme or concept. This term is often
used to describe multiple subpopulations simultaneously that all fit the criteria.
Lastly, the term “most” is used to convey the highest percentage or that 80% or
more of adults identify or mention a particular theme or concept. This
categorization will serve as the framework for presenting and analyzing the
study findings in the following chapters.

The appendices contain additional information about the qualifications of
interviewers (Appendix D), the confidentiality agreement (Appendix E), the
interviewer training manual (Appendix F), the summary of non-response error
analysis (Appendix G), error margins for selected variables and item response
scenarios (Appendix H), frequency distributions of 2005 KAP variables for adults
aged 18 and older (weighted) (Appendix I), and issues for consideration for
future research (Appendix J).

Limitations

The 2005 KAP Study is not without limitations. Several issues arose during
survey fielding that may have impacted the study’s findings and present issues
for consideration when conducting similar studies in the future. Study
limitations include:

11 For the 2005 KAP survey, only residential phone numbers were eligible to
be called. Respondents who only have wireless phones were not captured
as potential respondents.

11 There are several noteworthy changes between the 1991 and 2005 KAP
Studies. However, no statistical tests are possible with the 1991 data.
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11 The language contained in the survey introduction immediately
introduced LCIF as the sponsor of an important study. Respondents may
have reacted to the introduction and the mention of LCIF with the
impression that they were being solicited by LCIF for a donation.

11 Long exhaustive lists of pre-coded responses were used for survey
questions. Long lists may interrupt the flow of the interview as the
interviewer reviews the list of responses to match the response.

11 The KAP was fielded in late October and coincided with three major
holidays—Thanksgiving, Christmas, and New Year’s.

For a more detailed description of the limitations of this study and issues for
consideration, please see Appendix J.
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CHAPTER 2: GENERAL INFORMATION

This chapter presents an overview of the 3,180 respondents who participated in
the 2005 Survey of Public Knowledge, Attitudes, and Practices Related to Eye
Health and Disease. Demographic information about the group is addressed,
including age, gender, marital status, race/ethnicity, level of education, annual
household income, insurance status, and geographic region of the United States
where they reside. Information is also provided about the state of their overall
health and health practices and attitude with regard to various disabilities.

Overview of Survey Respondents

Demographics

A total of 3,180 adults aged 18 and older responded to the survey. The base
target was specified at 2,400 interviews, which was exceeded by 129 interviews.
An Asian oversample target was specified at 200 interviews, which was exceeded
by 72 Asian interviews and another 379 non-Asian interviews that were obtained
as a result of conducting the Asian oversample. The data in Table 2-1 reflect
these totals by including the base sample (n=2,908) and the supplemental survey
of Asians (n=272). Data presented in this chapter are weighted to U.S.
population parameters (see Appendix B for discussion about weighting
methods).

Respondents” ages range from 18 to 99 years (with an average age of 46 years).
Slightly more respondents are female (52%) than male (48%). Sixty percent (60%)
of respondents say they are married, 22% say they are single (never married),
12% say they are divorced or separated, and the remaining 6% say they are
widowed. When asked to identify their race/ethnicity, 73% self-identify as
Caucasian, 11% as being of Hispanic origin or descent, 10% as Black or African
American (referred to as Black from this point on), 4% as Asian, and the
remaining 2% as another race (American Indian and Alaska Native, Native
Hawaiian and Other Pacific Islander, or other). For the purposes of this report,
the remaining 2% of other races are not reported.>

Respondents were asked what their final level of education completed in school
was (see Table 2-1). Nineteen percent (19%) have some high school education,
29% have a high school diploma or equivalent, 29% have some college, and the
remaining 23% have a college degree or more education (e.g., started or

2 The 2% of other races is included in the totals.
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completed graduate school). Respondents were also asked to identify their total
household income before taxes in 2004 (not adjusted for family size). Response
categories range from less than $10,000 to $200,000 and more. For the purposes
of this analysis, responses are collapsed into four categories. Eighteen percent
(18%) of respondents report that their 2004 total household income was $14,999
or less. Twenty-five percent (25%) of the respondents say their household
income was between $15,000 and $34,999, and 33% say their household income
was between $35,000 and $74,999. Twenty-four percent (24%) of the respondents
say their household income was $75,000 or greater.

Finally, respondents were asked if they had any kind of health care coverage,
including private health insurance, prepaid plans such as health maintenance
organizations, or government plans such as Medicare. Eighty percent (80%) of
respondents say that they have some form of health care coverage, 20% have
none, and 1% do not know.

Table 2-1: Characteristics of Adults

(N=3,180)
Profile Value
Age, mean (range) 46 (18-99)
18-39 years 43%
40-64 years 41%
65+ years 17%
Gender
Male 48%
Female 52%
Marital Status
Married 60%
Divorced 12%
Widowed 6%
Single (never married) 22%
Race*
Hispanic 11%
Asian 4%
Black 10%
Caucasian 73%
Other 2%
Education
Some high school 19%
High school graduate 29%
Some college 29%
College or more education 23%
Income
< $15,000/yr 18%
$15,000-$34,999/yr 25%
$35,000-$74,999/yr 33%
$75,000+/yr 24%
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Everyone

Response aged 18+ Hispanic Asian Black White
$150,000 to 2% 1% 5% 0% 2%
$199,999 (1%-2%) (0%-2%) (09%-10%) (0%-0%) (1%-3%)
N =55 N=1 N=7 N=0 N =44
$200,000 or more 2% 2% 4% 2% 1%
(1%-2%) (0%-5%) (0%-9%) (0%-4%) (19%-2%)
N =46 N=2 N=5 N=2 N =34
Don’t Know 5% 12% 9% 1% 4%
(4%-6%) (7%-16%) (4%-14%) (0%-4%) (3%-5%)
N =157 N =29 N=31 N=2 N=71
Refused 11% 6% 12% 9% 10%
(9%-12%) (2%-10%) (5%-19%) (4%-15%) (9%-12%)
N = 366 N=17 N =39 N=14 N =248
Q55. Pleasetell meyour gender
Male 47% 53% 41% 44% 48%
(45%50%) | (45%61%) | (31%52%) | (35%53%) (45%50%)
N = 1,249 N=111 N =129 N =65 N =830
Female 52% 47% 59% 56% 52%
(509%54%) | (39%55%) @ (48%69%) | (47%65%) | (50%55%)
N =1,919 N =162 N=176 N =107 N =1,301
Refused 1% 0% 0% 0% 0%
(0%-1%) (0%-0%) (0%-0%) (0%-0%) (0%-0%)
N=12 N=0 N=0 N=0 N=2
Appendix C
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Survey Staff

ORC Macro places a high value on the recruitment, qualifications, and monitoring of the field
and telephone interviewing staff. This section outlines the strategies and standards that ORC
Macro employs to ensure the consistent, accurate, and professional administration of surveys by
the interviewers.

Interviewer recruitment

ORC Macro has an ongoing organizational commitment to interviewer recruitment. Continuous
recruitment is necessary to accommodate growth in the contracted workload and to keep pace
with the normal turnover that occurs in a large workforce.

To accomplish this goal, ORC Macro remains in contact with the local market and maintains a
database of available interviewers, enabling us to respond quickly to sudden increases in
business volume or a need for special skills on short notice. ORC Macro’s continual interviewer
recruitment process is managed by a full-time team that includes a full-time human resources
manager, the data collection manager, a payroll supervisor, and a team of experienced
interviewing supervisors located at the Plattsburgh, New York CATI Research Center.
Telephone and field interviewers are recruited through the local daily and weekly newspapers,
the college newspapers, and regular job fairs in the immediate vicinity. The CATI Research
Center's human resource manager also works closely with the Employment Services Office of
the Vermont Department of Labor and New York Department of Labor.

Interviewer qualifications

Prospective interviewers must meet three criteria before becoming part of ORC Macro’s
interviewing staff:

e A minimum high school-level educational standing. While ORC Macro’s interviewers
must meet minimum high school education standards, many of them exceed this requirement.
ORC Macro’s long-term recruiting strategy includes targeting local colleges with programs
and courses in specific fields related to ORC Macro’s survey research projects. The CATI
Operations Manager develops relationships with college advisors and program administrators
in an effort to obtain interviewers experienced in fields such as counseling, community
development, nursing, nutritional sciences, public health, psychology, and social work.
Interviewers with this type of background are considered highly eligible for public health
survey projects.

e Communication skills. Interviewers must exhibit good communication skills and, in order
to be hired, must first attend a job interview that seeks to evaluate their abilities in this area.
A prospective employee’s performance in the initial interview is generally a good indicator
of his or her future performance as a survey interviewer. During this interview, each
applicant completes a brief spelling and keyboarding test, reads a standard diagnostic text,
and is asked to participate in several role-playing exercises. These mock interviews involve
hypothetical interviews with the recruiter following pre-arranged scenarios. During the initial
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recruitment interview, recruiters assess the applicant’s overall ability to understand, retain
and follow complex instruction information related to completing a survey. All interviewers
must have a thorough command of the English language; additional languages are considered
highly desirable as well. Bilingual interviewers may be specifically recruited to work on
surveys administered in languages other than English.

e Professional manner. Good interviewers are persuasive, patient, calm, compassionate,
optimistic, and empathetic. They must maintain a positive, fresh approach in a job that is
repetitive in nature. They must remain alert and focused. They must also remain calm and
courteous in the face of potential objections or outright rejection by respondents. ORC
Macro is fully aware of the importance of these qualities in a strong interviewing staff and
works diligently to achieve them in the recruitment, hiring, and retention.

General Training

Following recruitment, ORC Macro’s telephone interviewers receive initial training consisting of
the Computer Assisted Telephone Interviewing (CATI) program training, interview protocol
training, and administrative issues before they participate in project-specific training.

General training takes place over two days. The first day of general training introduces
interviewers to survey research, the role of the interviewer, and the CATI or Computer Assisted
Personal Interviewing (CAPI) system, and covers several topics in a 4-hour session. These topics
are overviews of: survey research techniques, telephone and field surveys, CATI and CAPI
systems, the role of the interviewer in survey research, types of samples, types of respondents,
determining household and respondent eligibility, and administrative issues. These sessions also
cover interviewing techniques: question reading, entering responses, probing for responses, the
use of appropriate feedback, and avoiding refusals.

The second day of general training combines more advanced discussion of interviewing
techniques with practice interviewing, monitored interviewing with supervisors and senior
interviewers, and monitored live calling. Supervisors review interviewing techniques for
handling difficult respondents, probing for answers in difficult situations, and the proper
enumeration of eligible adults residing in a household at the time of contact. Following this
discussion, interviewers conduct practice interviews with one another, and interviews are
monitored by a supervisor or senior interviewer, who introduces them to different situations that
may arise during an interview. Interviewers who receive satisfactory monitoring scores are then
allowed to conduct live calling on a practice project. Successful completion of practice calling
means that an interviewer can be scheduled for a project-specific training session.

Structured survey experience

After receiving general and project-specific training, ORC Macro interviewers gain hands-on
experience in a way that is structured to teach them specific skills in order of importance. For
example, interviewers typically begin by conducting interviews for our Fair Market Rent surveys
(FMR) for the Department of Housing and Urban Development (HUD). These surveys are short
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and relatively simple instruments designed to gather information about rental housing in areas
where HUD provides housing subsidies; more importantly, the target population, rental
households in primarily urban areas, tends to consist heavily of lower-income households
receiving subsidies. As a result, interviewers receive initial experience in conducting a relatively
simple interview among a relatively challenging population, an experience that serves to raise
interviewer confidence in handling more difficult surveys later in their careers. ORC Macro
interviewers who demonstrate superior interviewing skills are elevated to more complex projects,
such as the KAP.

The interviewers who worked on the 2005 KAP survey have met minimum standards with
respect to tenure, response rate, non-response conversion capabilities, and interview performance
based on monitoring sessions. Many have worked continuously at ORC Macro for three to five
years.
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Statement of Policy

ORC Macro is firmly committed to the principle that the confidentiality of individual data
obtained through ORC Macro surveys must be protected. This principal holds whether or not
any specific guarantee of confidentiality was given at the time of interview (or self-response), or
whether or not there are specific contractual obligations regarding confidentiality have been
entered into, they may impose additional requirements which are to be adhered to strictly.

Procedures for maintaining Confidentiality

1.

All ORC Macro employees and field workers shall sign this assurance of confidentiality.
This assurance may be suspended by another assurance for a particular project.

Field workers shall keep completely confidential the names of respondents, all information
or opinions collected in the course of interviews, and any information about respondents
learned incidentally during fieldwork. Field workers shall exercise reasonable caution to
prevent access by other to survey data in their possession.

Unless specifically instructed otherwise for a particular project, an employee or files worker,
upon encountering a respondent or information pertaining to a respondent that s/he knows
personally, shall immediately terminate the activity and contact her/his supervisor for
instructions.

Survey data containing personal identifiers in ORC Macro offices shall be kept in a locked
container or a locked room when not being used each working day in routine survey
activities. Reasonable caution shall be exercised in limiting access to survey data to only
those persons who are working on the specific project and who have instructed in the
application confidentiality requirements for that project. =~ Where survey data has been
determined to be particularly sensitive by the Corporate Officer in charge of the project or
the President of ORC Macro, such survey data shall be kept in locked containers or in a
locked room except when actually being used and attended by a staff member who has
singed this pledge.

Ordinarily, serial numbers shall be assigned to respondents prior to creating a machine-
processible record and identifiers such as name, address, and social security number shall
not, ordinarily, be a part of the machine record. When identifies are part of the machine data
record, ORC Macro’s Manager of Data Processing shall be responsible for determining
adequate confidentiality measures in consultation with the project director. When a separate
file is set up containing identifiers or linkage information, which could be used to identify
data records, this separate file, shall be kept locked up when not actually being used each day
in routine survey activities.

When records with identifies are to be transmitted to another party, such as for keypunching
or key taping, the other party shall be information of these procedures and shall sign an
Assurance of Confidentiality form.

Each project director shall be responsible for ensuring that all personnel and contractors
involved in handling survey data on a project are instructed in these procedures, have signed
this pledge and comply with these procedures throughout the period of survey performance.
When there are specific contractual obligations to the client regarding confidentiality, the
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project director shall develop additional procedures to comply with the project in these
additional procedures. At the end of the period of survey performance, the project director
shall arrange for proper storage or disposal of survey data including any particular
contractual requirements for storage or disposition. When required to turn over survey data
to our clients, we must provide proper safeguards to ensure confidentiality up to the time of
delivery.

8. Project directors shall ensure that survey practices adhere to the provisions of the US Privacy
Act of 1974 with regards to surveys of individuals for the Federal Governments. Project
directors must ensure that procedures are established in each survey to inform each
respondent of the authority for the survey, the purpose and use of the survey, the voluntary
nature of the (where applicable) and the effects of the respondents if any, of not responding.
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PLEDGE

I herby certify that I have carefully read and understand the aforementioned policies and
procedures and will cooperate fully with them. I will keep completely confidential all
information arising from surveys concerning individual respondents to which I gain access. 1
will not discuss, disclose, disseminate, or provide access to survey data and identifiers except as
authorized by ORC Macro. In addition, I will comply with any additional procedures
established by ORC Macro for a particular contract. I will devote my best efforts to ensure that
there is compliance with the required procedures established by ORC Macro for a particular
contract. I understand that violation of the privacy rights of individuals through such
unauthorized discussion, disclosure, dissemination, or access may make me subject to criminal
or civil penalties. 1 give my personal pledge that I shall abide by this assurance of
confidentiality.

Print Name (Clearly Please)

/ /2005

Signature Date

/ /2005

Witness Signature Date
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KAP Survey
Interviewer Training Manual

Introduction
KAP stands for Knowledge, Attitudes, and Practices.

The purpose of the KAP survey is to measure the public’s knowledge, attitudes, and
practices with regard to eye health and disease. The KAP survey was first conducted in
1991. Survey results from 1991 confirmed that the public is largely unaware of the
benefits of early detection and timely treatment of eye disease. However, if they were
encouraged, they would be likely to see appropriate eye care. The goals of the 2005 KAP
survey are:

e Provide second point-in-time estimates and examine trends and patterns;

e Give new direction to messages and programs for target audiences; and

e Guide future Lions Clubs International Foundation and National Eye Health
Education Program planning, research, and evaluation

Who are the people primarily responsible for obtaining the information in KAP
surveys?

The answer is interviewers such as YOU. The importance of your role as an interviewer
in the KAP survey cannot be overstated. The KAP survey requires excellent interviewing
skills, attention to detail, and a professional manner and approach. This manual is
designed to prepare you to conduct KAP survey surveys.

Overview

The Lions Clubs International Foundation, an organization recognized worldwide for its
service to the blind and visually impaired, is sponsoring the KAP survey. The Lions
Clubs will share the data with National Eye Institute (NEI), one of the Federal
government’s National Institutes of Health, an agency of the U.S. Department of Health
and Human Services. The NEI conducts and supports research that leads to sight-saving
treatments and plays a key role in reducing visual impairment and blindness. The NEI,
through its National Eye Health Education Program (NEHEP), educates those at highest
risk for eye disease and health professionals about sight-threatening eye diseases, and to
prompt actions to prevent loss of vision.
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The Role of the Health Care Community

Supporting people in their efforts to make lifestyle changes requires planning and
cooperation. Public education, education for health care providers, prevention research,
and changes in policy and the environment all play a part. This requires involvement of
policy-makers at the Federal, state, and local levels of government. It involves the
participation of other institutions and professionals in the fields of education, research,
media, health care providers, insurance companies, and private businesses.

The data you collect on the KAP survey helps all these important players make informed
decisions about eye health.

Good Decision Making Depends on Good Data

Measuring health risks through survey research is essential to the efforts of the NEI to
promote eye health and prevent eye disease. This research provides the necessary data to
identify and measure health risks and health issues, and to identify populations most at
risk.

Until the KAP survey, there was no systematic tool to measure people’s behaviors and
practices regarding eye health and disease. The KAP survey represents an instrument to
gather that data in a systematic way. KAP survey data provides a picture of the eye health
practices of adults, and this data can be compared to historical data in order to understand
point-in-time trends.

How Are the KAP SURVEY Results Used?

The KAP survey data are used to:

Examine trends and patterns
Improve public eye health strategies
Educate the public

Educate eye health care providers
Support further clinical research

The KAP survey data that are collected and analyzed will be used to create reports, fact
sheets, and press releases. These data are disseminated to educate the public, the
professional health community, and policymakers about the public's knowledge,
attitudes, and practices related to eye health and eye disease.
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The Importance of Conducting High Quality Interviews

The most important factor in obtaining valid, reliable data is the KAP survey interviewer.
After the interviews are completed, the only records are the answers that the interviewers
have recorded. Answers that are not recorded cannot be analyzed, and those that are
recorded incorrectly cannot be analyzed correctly. It is important to be consistent in
conducting the survey, and to obtain answers that are as accurate and complete as
possible on every interview. Interviewing technique affects data quality, and data quality
influences important decisions.

Sample Fielding

The methodology behind fielding the KAP survey is structured to ensure reliability and to
prevent bias in the data. Ideally in order to collect data that reflects the knowledge,
attitudes, and practices of adults, data would be collected from all adults. But, of course,
this is impossible. A statistical survey such as the KAP survey gathers information from a
pre-determined number of people. Researchers then formulate conclusions based on
sophisticated mathematical calculations. The KAP survey protocols are designed to
ensure that the data that is produced is representative, consistent, and complete.

Sample

The KAP survey is a point-in-time survey that will only be in the field for about six
weeks. We will collect a national probability sample of 2,400 non-institutionalized adults
age 18 and over. Sample will be drawn from all 50 states. We will also conduct an
oversample of 200 Asians. The sample for the Asian oversample study is drawn based on
high-density Asian exchanges.

Random Sample

To prevent bias and ensure that the sample is random, all telephone numbers in the KAP
survey are selected at random. The computer is provided with the area code and a three-
digit prefix in order to select the region for calling. The computer then randomly selects
the last four digits of the telephone number. Therefore, all possible numbers within a
region have an equal probability of being selected for calling. Selection is not based on
whether or not a phone number is listed or assigned. Any number within the area code
may be called.
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Representing the Entire Population

Within each eligible household, the interviewer (with the help of the computer) conducts
a random selection of adults in the household. This is done to ensure that the people we
select are as representative as possible of the entire population. The goal of this selection
process is to ensure that the demographics of the people who are surveyed match the
demographics of the population.

Number of Attempts

Each record in the sample must receive a terminal disposition, or 15 attempts, before no
more calls are made to the number. There will be three designated calling occasions:
weekday (9-5), weekday evening (5-9), and weekend. These calling protocols minimize
bias (such as only calling people available in the evening) and maximize response rates
(this effort designed to reach every eligible respondent). There should be a minimum of
5 rings per attempt at a record; and all records will be called once per shift.

Special Interviewers

There will be two types of special interviewers designated for the KAP survey. “Comma
Four” interviewers call records that have previously received a specified number of
refusals or that have received a disposition that must be verified. (These include “unable
to complete due to impairment,” “no eligible respondent during time period,” and
“language barrier”.) In surveys where interviews are collected in a language other than
English, in-language interviewers call records that have been given a disposition
indicating that a language other than English is the household’s primary language. In
addition to English-language interviewing, we also collect interviews in Spanish
“comma 5”).

Response Rates

The response rate measures the extent to which interviews were completed from among the
telephone numbers selected for the sample. The higher the response rate, the lower the
potential for bias in the data.

In recent years, response rates have been declining. This may be due, in part, to new
technologies such as privacy managers and caller ID. Because of these obstacles, we all
need to work harder to maximize response rates.
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Interviewers are the primary people responsible for achieving high response rates. The
way to achieve this objective is to:

e Use your best calling skills on every interview.

e Become successful in dealing with resistance and refusals.
e Know and use the strict protocols for dispositions.

e Make callbacks to reach respondents.

We will be discussing these in detail later.

The Role of ORC Macro

The Project Managers

The project management team and programmers work together to prepare the study for
fielding, based on conditions, protocols, and goals of the project. ORC Macro’s contract
specifies that certain protocols will be followed; this is done to ensure reliable data.
Project managers train data collections staff on survey protocols, and monitor data
collection reports as the study progresses. This information is then passed on to the client
in status reports. Some of the things project managers report to clients includes response
rates, number of attempts, and records per complete. These measure the efficiency and
productivity of the calling effort, and compliance with predetermined calling protocols.
After completion of fielding, project managers present a final, clean “dataset” to the
client.

Data Collections

At the beginning of fielding, project managers and data collections staff conduct
interviewer trainings on KAP survey protocols. Data collections staff also run reports to
track production rates, refusal rates and sample efficiency. These reports help data
collections staff to make decisions about staffing levels and need for interviewer training
on specific topics, such as how to avert refusals.

Interviewers

This is where you come in. Conducting the interview is the most important part of
collecting KAP survey data. When you conduct each interview professionally, without
bias, and record the responses accurately, you ensure that the data ORC Macro produces
for its client is valid and of the highest quality.
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Quality Assurance

Data collections staff and project managers review the work of the call-room overall, and
the work of individual interviewers, in regard to accuracy of dispositions, quality of
CfMC (Computers for Marketing Corporation—the software package we use in our
Computer-Assisted Telephone Interviewing) messages, frequency of “don’t know”
responses, rates of refusal, and other calling practices.

The Data Processing Team

The data processing team reviews the data collected in interviews before sending the data
to the client. This review “cleans and edits” the data. An example of “cleaning” is an
examination of responses recorded under “specify” or “other” to see if these responses
could have been coded as one of the response options that was provided. For example,
anyone who responds to an ethnicity question as being “European,” will be recoded as
“White.” If not, the response is checked for spelling and sent to the client verbatim. The
data processing team also looks for conflicting information or for items that “don’t add
up.” They review dispositions for accuracy, and to see if frequency of dispositions fall
within expected ranges. If and when we find “suspicious” responses in the data, we must
contact respondents again for verification.

All of these steps are taken to ensure that the work performed at ORC Macro is of the
highest quality.

An Overview of the KAP Survey

The KAP survey has seven sections of questions that are used to make up a complete
survey. Each section is designed to capture specific information that collectively
measures the public’s knowledge, attitudes, and practices related to eye health and eye
disease.

General Health: A look at overall respondent health.
Eye Health: A focused look at vision correction and specific vision related conditions.
Eye Examinations: Experiences and attitudes regarding respondent eye exam visits.

Knowledge About Eye Disease: Measures respondent knowledge regarding specific eye
conditions.

Information Sources: Identifies where and how respondents obtain information about eye
health and disease.

Insurance: Measures respondent access to healthcare.

Demographics: Respondent education, marital status, age, race, and income.
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The KAP survey consists of these parts:

The Introduction
-> g0 to the selection process -or-
-> go to a disposition choice or screen

The Selection Process
-> g0 to the survey questions -or-
-> go to a disposition choice or screen

The Survey Questions
The Close and Thank-You

Other aspects of the KAP survey that are important to know: (suggestion: use this list as a
worksheet when you go on practice. Keep it as a reference for making notes when you
have questions).

e Each survey takes between 15 and 20 minutes.

e The limited nature of the sample dictates approaches to interviewing, refusal
conversions, handling dispositions, and scheduling callbacks.

e Interviewers are responsible for knowing and following all KAP survey rules
and protocols. These include: Reading Verbatim; Respondent Selection;
Reselecting a Respondent; Ensuring Respondent Confidentiality; Accuracy:
Probing and Clarifying; Dispositions; Scheduling Callbacks; Leaving
Messages; and Refusal Conversion.

e Read 100% verbatim on all questions. The one exception is on the
introduction in a refusal situation.

e The respondent selection process requires care and attention.

e There are many different #ypes of questions in the KAP survey. These types
include: scales, tests of knowledge, questions with multiple responses,
questions of opinion, and factual questions.

e The screens containing KAP survey questions also include instructions to
interviewers: [READ LIST], [MULTIPLE RESPONSES ALLOWED], etc.

e The KAP survey contains skip patterns in which the answer to one question
influences the structure or choices of the following questions.

e The KAP survey contains vocabulary that may be new and must be learned.
Don’t hesitate to ask for help with pronunciations.

It is possible to suspend and resume on the KAP survey. When a suspended survey is
resumed, the screen contains specific information for interviewers. The record cannot be
suspended again until at least one question has been answered.
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Approaches to Interviewing

There are four elements to an interview: the survey questionnaire; the protocols; the
respondent; and the interviewer. The questionnaire and the protocols are fixed and
unchanging. Respondents are the biggest variable; they represent the whole range of human
behavior and experience. Every respondent presents a different degree, or kind, of
challenge. Interviewers can learn to follow protocols and at the same time successfully
handle any challenge a respondent might present.

Use Your Best Voice and Phone Manner

The first 15 seconds of the survey’s introduction can make the difference between
success and resistance. Your attitude comes through in your voice. So, remember to:

“Smile while you dial.”

Be focused.

Sit up straight in your chair.

Talk directly into the mouthpiece.

Be courteous and friendly, pleasant, and professional.

Maintain an even tone of voice.

Speak as clearly as possible.

Read the script with good expression, and in a natural, conversational manner.
And...

Listen carefully to the person with whom you are speaking and adjust your volume, pace,
and expression accordingly.

Give the introduction enough time. Don’t rush. You may have said this introduction
hundreds of times, but the person with whom you are speaking has never heard it before.
If a respondent has to strain to understand what you are saying and why you are calling,
what are the chances this person will cooperate? Just “reading the words” is not enough.
You must think about communicating with the person who is on the phone.

Approach introductions with confidence, and be patient and polite at all times.
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Use a Conversational Style

Interviews move along smoothly when respondents understand the question the first time
you read it. The key to helping the respondent understand the question is to read verbatim
in a conversational, natural manner.

e Be sure that you understand the question.

e Look for the main idea of the question.

e Pick out a word or phrase that you can emphasize to convey the question's

meaning.
e Read every question with clarity and expression.
e Practice your delivery until it is smooth and conversational.

Read Every Question Verbatim

Read every question exactly as written on your screen. Read every question in full. Do
not paraphrase a question based on a previous answer the respondent has given you.
Interviewers must read verbatim to ensure that every survey with every respondent is
conducted in the same way. Data collected in a survey is reliable and valid only if every
question is read verbatim.

Reading verbatim is the absolute foundation of conducting an interview. Reading
verbatim is the only way to obtain reliable information. In addition, interviews move along
more smoothly when interviewers read verbatim. Here is what can happen when interviewers
stray from verbatim:

e The interviewer’s voice loses authority and confidence and begins to sound
hesitant.

e Respondents get anxious. (“Who are you? Where did you say you were calling
from?”’)

e The interview takes longer, because you have to go back and correct for the
inaccuracies or misunderstandings that arose from changing the script.

e The interviewer loses control of the interview.

e The data entered is invalid or skewed.

“I was afraid the guy was going to hang up on me” is not a valid excuse for not reading
verbatim. There is no valid excuse for not reading verbatim.
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Read verbatim. Do not change or abbreviate the wording of
any question. No matter what is going on with a respondent in
a particular interview, as long as you are conducting the
interview, you must read every question verbatim.

Please see ‘Reading Verbatim’ in the ‘KAP Survey Protocols’ section of this manual for
more information on rules and protocols regarding verbatim.

Maintain a Professional Approach

The KAP survey interviewer has a job to do. This job makes the matter of speaking on
the phone different from a phone conversation with a friend.

In a conversation with a friend, it is “natural” to provide ‘“normal human responses.” But
doing this in an interview leads to practices that are unprofessional and unacceptable:
commenting on positive information (“That’s good!”’), commiserating with a respondent
(“That’s so sad!”), sharing your own experience, knowledge, or opinion (“My uncle has
that disease.”), apologizing for questions (“This is gross, but I have to ask...”), or helping
the respondent to decide on an answer. These comments, while they may seem natural
and compassionate, have no place in professional interviewing.

You are not a friend or therapist for the respondent. You do not have to “fix things” for
the respondent. To the extent that you take on these roles, you are engaging in “off-task”
behavior. You may have strong feelings about what a respondent tells you. You may
strongly agree or disagree with what the person is saying. But you need to keep these
feelings and opinions to yourself. 1t’s not professional to bias the interview with your
own feelings and opinions. And doing so makes the data unscientific and invalid. Your
job is to obtain reliable, valid, complete, and unbiased information.

Instead, you can build rapport with a respondent by maintaining a pleasant voice quality,
reading the questions in a natural, conversational manner, reading with expression,
verifying or repeating back an answer, and sounding interested. These qualities are often
enough to reassure a respondent and build his or her confidence in the interviewer.

Remind yourself that as an interviewer on the KAP survey, you have a very important job
to do. Being professional means being prepared, reading verbatim, understanding the
survey, building your skills as an interviewer, and giving every call your best effort.

Observation: Some excellent interviewers, who also have very high completion rates,
conduct other similar interviews without an extra syllable of commentary, not even
“Okay.” They are thoroughly neutral and professional. Respondents do not often hang
up on them. Why? These interviewers have excellent clarity, pace, expression, and
voice quality. They read every question as if they are thinking about the question.
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