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ABSTRACT 

Objectives: Surveys can provide important information about what people think or do. There is little 

guidance about how to use surveys in decision making. This article provides guidance for how to 

appraise and use a survey to answer health care questions.  

Study design and setting: A guidance paper about the use a survey of a selected sample of people, who 

completed a self-report tool about their knowledge, beliefs and opinions, behaviours and experiences, 

or personal attributes. We use survey examples, one scenario and a specific survey for illustration.   

Results: Decision makers should consider the credibility and applicability of the results of a survey. Key 

threats to credibility depend on the representativeness of the population and likelihood that it provides 

an accurate picture of the population’s knowledge, attitudes or self-reported practices. If survey 

investigators do not use rigorous strategies to develop or pre-test questions, there is a greater risk that 

results will be misleading. Decision makers may want to consider the precision of estimates and whether 

it would change their decisions. Finally, they need to decide how similar the surveyed population is to 

their specific population before applying results.  

Conclusions: Decision makers can follow this guidance to critically appraise, interpret and apply results 

of surveys to health care questions. 

 

Keywords: surveys, guidance, decision making, critical appraisal 

Running title: Guide for using a survey 

Word count: 4108 without boxes  
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1. INTRODUCTION 

There are a wide range of surveys published in the literature today, from nation-wide surveys collecting 

demographic and health data, such as the Canadian Community Health Survey, to in-house surveys of 

physicians which ask them about their current practices. When decision makers need information about 

what people think or do to inform health care decisions, they may turn to the latter type of survey. For 

example, decision makers were making recommendations about screening for asymptomatic 

osteonecrosis in a patient with systemic lupus erythematosus. If screened, appropriate management 

should follow, and in the worse-case scenario treatment it is total joint arthroplasty. As part of the 

decision making process, they considered the results of a survey of people with systemic lupus 

erythematosus which showed few people would consider total joint arthroplasty as a treatment option. 

Based on the evidence of benefit and harms, and perceptions from the survey, the guideline group 

suggested to not screen for or perform investigations for osteonecrosis. [1] 

 

These surveys typically employ a self-report instrument (including those administered with the 

assistance of an interviewer) on a sample of people from a population to quantitatively describe 

respondents’ knowledge, attitudes, attributes, practices and experiences about health or health care 

delivery in order to generalise to that population.[2] Textbooks and handbooks and, more recently, 

practical guides for investigators, have outlined rigorous methods to conduct surveys.[2-4] Tools for how 

to report internet surveys, and other types of surveys, are also available.[5, 6]
  
There are also papers 

which describe in detail methods for calculating a response rate or a long list of different types of biases 

possible in a survey.[7, 8] While these papers are helpful when developing and reporting surveys, and 

summarise key methodological issues with surveys, decision makers need practical guidance for how to 

critically appraise and use surveys to inform their health care decisions, but there is little guidance.[9, 

10] In addition, from our review of surveys published over 1 year, we have found that when authors of 
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surveys make their conclusions they often do not consider whether they used methods to protect 

against bias, and therefore their conclusions may be misleading, making it difficult for readers to apply 

the conclusions.[11] Before using a survey, it is therefore important to understand the extent to which 

risks of bias threatens the credibility of a survey; understand the results; and then determine how to 

apply the findings in practice. This article follows a framework used in other guides to present practical 

guidance for the critical appraisal and use of surveys to inform health care questions.[12] This guidance 

describes how to find a survey in the published literature, how to assess the important risks of bias, how 

to understand the results, and how to apply the results to patient or population care. The focus of this 

article is on self-reported surveys of a sample of people to describe knowledge, attitudes, attributes, 

practices and experiences as opposed to census or nation-wide surveys. This article does not focus on 

the use of qualitative research which explores attitudes and experiences through focus groups or 

interviews, as this type of article should be appraised and applied in decision making using other 

methods.[13] Throughout the article, we use a variety of examples and use one scenario (see Box 1) and 

a published survey to illustrate how to use the guidance.[14] 

  

Box 1: SCENARIO 

Should the orthopaedic fracture clinic screen patients for intimate partner violence? 

You are the clinical manager of a busy orthopaedic fracture clinic located in Winnipeg, Manitoba, a 

community with a large indigenous population. You are concerned about the number of women 

presenting to the clinic who appear to have experienced intimate partner violence (IPV) and wonder 

about the advisability of systematically screening for IPV in people who have sustained a fracture 

without clear cause.  You are, however, unsure of the benefits and potential harms of screening.  Even 

before you consider whether screening will lead to people being better off, however, you wonder if they 

will be open to undergoing screening for IPV.  To address this question, you conduct a literature search 

and find a survey, Patient Opinions of Screening for Intimate Partner Violence in a Fracture Clinic Setting 

P.O.S.I.T.I.V.E.: A Multicenter Study
 
[14] that asked both women and men who attended a fracture clinic 

about their perceptions of screening for IPV.  You suspect the findings will be helpful for your question, 

but wonder if the methods used have produced trustworthy results applicable to your population. 

 

 

2. METHODS FOR CRITICAL APPRAISAL AND USE 

2.1. What information can a survey provide and how can they be found? 
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Surveys can address a wide variety of clinical and lifestyle questions. A recent review of surveys that 

were published over a year in core clinical journals found that almost all surveys included demographic 

data or health status, but distinctive to surveys versus other types of study designs, approximately 87% 

asked about attitudes and opinions, and 93% about behaviours and experiences.[11] Decision makers 

will also find surveys that can inform decisions about a wide variety of populations, including primary 

care and specialist physicians, adults and children, patients, and in some cases, caregivers and people 

responding on behalf of others, as well as in many fields of practice and policy. The surveys covered a 

wide range of topics including nutrition, public health (e.g. vaccination), medical training and education, 

mental health, sexual and reproductive health, and paediatric topics.  

 

To find a survey of attitudes or behaviours, decision makers can search the common health-related 

databases, such as EMBASE and Medline. Unfortunately, there is currently no short-cut using a clinical 

query with a predefined search, such as those available in Medline for therapy or systematic reviews, or 

a validated search strategy available. However, past research found that when using a broad search for 

surveys, 97% of surveys included the term ‘survey’ or ‘questionnaire’ in the title or abstract.[5] 

Therefore, searching for the terms ‘survey’ OR ‘questionnaire’ in the title and abstract, in addition to the 

topic terms, is likely to retrieve a high percentage of relevant articles. Google or Google Scholar can also 

be searched using similar terms to restrict the findings to surveys or questionnaires. 

 

In the scenario, the clinician asked what are the attitudes of patients towards undergoing screening for 

IPV as part of a consultation? The search of the literature found the article by Sprague and colleagues, 

which will inform the specific health care question in the scenario.[14] However, other questions related 

to IPV in trauma presenting at a fracture clinic could also be answered using surveys. For example, 

surveys could answer questions about the incidence of IPV as reported by women, IPV awareness by 
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health care professionals in fracture clinics, and whether attitudes to IPV are related to factors such as 

social economic status, place of residence, ethnicity, religion, gender, attitudes about relationships, 

health behaviours, or past experiences. A survey can also address decisions about whether to provide 

screening to individual patients; as in the scenario, to inform policy regarding screening; or by guideline 

developers deciding whether to recommend for or against screening. 

 

2.2. How serious is the risk of bias? 

2.2.1. Was the population representative? 

Did eligible members of the population have an equal chance to participate?  

In most surveys, investigators will specify eligibility criteria for their target survey population. Such 

criteria are essential to informing the population to whom they wish to generalise. Decision makers 

considering the use of survey results should establish whether the population surveyed was 

representative of the target population. If the population is not large, investigators may ask all potential 

participants to complete the survey: in such cases, representativeness based on sampling is not a 

concern. For example, investigators at the Saint Luke’s Health System of Kansas City, interested in their 

own institution, asked all physician members to participate in a survey addressing their willingness to 

adopt a computerised physician order entry system.[15]  The authors have assured the 

representativeness of their sample with this strategy; whether their results apply to other institutions 

will be an issue that readers of the paper will need to consider when assessing the applicability of the 

results. 

 

When the population is too large to survey all members, investigators should ensure that all potential 

participants have an equal chance of being enrolled, ideally by taking a random sample of those eligible. 

Methods can be as simple as pulling participants out of a hat or from computer generated random 
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tables, and should be described by the authors to ensure a random sample has been performed.[2] For 

instance, in a national survey of the use of attitudes towards, and behaviour testing for HIV in 

emergency departments in the United States, the investigators identified approximately 2000 

community emergency departments and randomly selected 20% of the departments.[16] In doing so, 

they constructed their randomization to ensure adequate representation from less populous regions, 

i.e., stratified randomization. They thus succeeded in creating a representative sample of 435 

institutions, including all geographic regions. Investigators may choose more complex random sampling 

strategies to ensure adequate samples of all groups of interest. For example, consider a population of 

interest in which only 10% are men (which might happen, for instance, if one is conducting a survey of 

nurses).  The investigator wants to ensure that there are enough male participants to understand their 

particular perspectives.  The investigator might then choose a 1 on 5 random sample of male nurses and 

a 1 in 10 random sample of female nurses.  In doing so, the investigator will ensure representativeness 

while at the same time ensuring a satisfactory proportion of men among the final participants. 

 

Lack of random sampling threatens the representativeness of the participants. For example, a survey of 

young men who have sex with men explored sexual behaviours associated with risk of HIV and drug use.  

The investigators recruited men from venues in which large numbers of eligible individuals were likely to 

congregate and used a convenience sample from those ‘high traffic’ areas.[17] It is likely that the results 

are not representative of all young men who have sex with men, but rather only of individuals who 

frequent similar venues.   

  

Does non-response threaten population representativeness?  

Investigators may ask a representative sample of the population to participate, but the trustworthiness 

of the results may be compromised if the response rate is low; in such circumstances, the respondents 
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could differ in important ways from those who did not respond.[18]
 
 Although, some journals have 

specified minimum response rates: for instance, 60%,[19] authorities have not agreed on a specific 

response rate that would protect against such bias. Readers will find surveys reporting a range of 

response rates: the median across a random sample of 180 surveys published in 2015 was 53% 

(Interquartile range 33 to 70%).  

 

One way of dealing with surveys with low response rates is to not consider them when making 

decisions. Because of the uncertainty about the association of low response rates with an 

unrepresentative population, it is preferable, however, to evaluate the likely magnitude of bias 

introduced by the non-response. Decision makers can attempt to determine the extent to which the 

characteristics of the respondents match the characteristics of the population targeted by the 

investigators or match the characteristics of the non-respondents. Sometimes, though, this detail is not 

available in a published survey. However, surveys typically include a table presenting the characteristics 

of the participants, which allows readers to consider whether differences from the target population 

exist and, if they do, whether they could have an impact on responses and the results of the survey.  

 

For instance, in the survey of physician willingness to adopt a computerised physician order entry 

system, the authors sent eligible members of the population electronic invitations to participate. Non-

computer savvy members of the population, not active on electronic lists, may not have received or 

noticed the invitation, and therefore did not have an equal chance of participating. The authors 

achieved a 41% response rate,[15]  and then noted that, of the responders, 83% identified themselves 

as ‘regular users’ of technology. Responders to this survey may well have over-represented physicians 

who were computer savvy and more receptive to a new computerised system, seriously biasing results.  
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2.2.2. Does the survey measure the intended constructs? 

Investigators administering surveys should clearly present what they hope to measure. In the examples 

presented thus far the surveys were conducted to measure women’s openness to undergo screening for 

IPV in orthopaedic clinics; clinicians’ willingness to use a computerized order entry system; attitudes 

toward and use of HIV testing in emergency departments; and sexual behaviour in young men who have 

sex with men. In the language of measurement, these target concepts are “constructs”, and the extent 

to which the instrument measures the target construct is “construct validity”.[20]  There are many ways 

in which an instrument may not measure what was intended which are due to a variety of biases. Choi 

and colleagues have compiled a list of biases resulting from the questions or items in a survey and the 

format.[7] Practically, however, decision makers using surveys can look for references or strategies the 

investigators used to minimise bias. When a previously established health status instrument is used 

within a survey, such as a quality of life instrument, references should be available to prove that the 

instrument has been rigorously validated. If the instruments are developed de novo, investigators 

should describe how they developed their instruments and how they rigorously tested them. 

 

There are three types of testing that will reduce the likelihood of failure to measure what is intended: 

formal testing of construct validity, clinical sensibility testing, and pilot user testing.[4] Formal testing of 

construct validity involves comparing what was measured by the survey instrument with what is 

measured by other valid instruments measuring the same construct, and as indicated earlier, decision 

makers can look for references that this type of formal testing has occurred. To test clinical sensibility, 

investigators should present a near-final version of the survey instrument not only to potential 

respondents but also to two sets of experts: experts in survey methodology and experts in the field of 

inquiry. Clinical sensibility testing provides a sophisticated way of addressing face validity (a weak 

method for testing validity): that is, whether observers will see questions as measuring what is intended. 
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Clinical sensibility testing asks reviewers to focus on issues of whether the questions are simple and 

easily understood, whether any questions are inappropriate or redundant or missing, whether 

problematic framing effects exist, and how likely the instrument is to address the survey objective. In 

particular, both sets of experts may identify questions framed – intentionally or inadvertently - to elicit 

particular responses, and thus these questions can be revised in order to avoid what can be a serious 

bias in any survey. To test whether respondents will understand the questions as intended and whether 

questions should be edited, added or removed (in cases of overly long surveys), investigators should 

conduct initial testing with a small group of individuals who are representative of the target 

respondents.  

 

Readers should determine whether investigators have pilot tested the questions and/or performed 

some clinical sensibility testing. In a random sample of surveys published in 2015, approximately 50% 

reported some testing of their questions (i.e. 50% reported neither pilot nor sensibility testing).[11] The 

survey of the use of and attitudes toward HIV testing in emergency departments was developed, pre-

tested and reviewed by experts in emergency medicine and other related fields, and was also pilot 

tested with emergency room physicians.[16] Following both pre-testing and expert review, the 

investigators made changes in response to feedback. In contrast, the survey of young men who have sex 

with men to explore sexual behaviours associated with risk of HIV and drug use did not report any 

testing of the survey questions. When investigators make no mention of survey instrument testing, it is 

reasonable to suspect a significant risk of bias. However, there is one other avenue for validity 

assessment if survey investigators have not performed rigorous testing. Increasingly, with on-line 

publication of most journals, surveys may be available as supplementary material. For instance, the 

authors of the HIV survey in emergency departments also published their questions on-line for detailed 

review by readers.[16] In such cases, readers have the opportunity to review the questions themselves 
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to assess whether they are worded in an appropriate and neutral way that makes for an unbiased and 

accurate assessment of the knowledge, attitudes, or practices under investigation. While there is 

potentially the risk that respondents of the survey may not truthfully self-report, readers can check the 

questions in a survey for problems that can lead to such biased results.   

 

Problematic questions might include vague wording of responses, two questions in one, uncommon 

words or technical jargon, overly brief questions that do not address the construct, or long questions 

that are too complex to follow.[7] There may also be more subtle issues of bias. For instance, 

respondents have a tendency to agree rather than disagree with statements. One way to deal with this 

problem is to frame questions in both formats. For instance, investigators interested in the breadth of 

family practice asked the following: The increasing use of nurse practitioners will reduce the scope of 

family physicians; and, The use of nurse practitioners permits family physicians to deliver a broader scope 

of care.[21]  If both formulations suggest the same attitude, confidence in results is enhanced. If not, 

attitudes somewhere between the two responses likely represent respondents’ true perspective. 

Readers examining surveys can be alert to the choice of wording; if questions regarding attitudes are all 

worded such that positive responses reflect a particular perspective, the results may suggest greater 

enthusiasm for that perspective than is actually the case. Box 2 explains the assessment of the IPV 

survey example.  

Box 2. How serious is the risk of bias in the survey of views of Intimate Partner Violence (IPV) 

screening? 

The survey of attitudes toward IPV screening recruited individuals who presented to one of four fracture 

clinics. The exclusion criteria, such as being too ill to complete the survey or cognitively impaired, were 

not overly restrictive. It is not clear, however, who was approached to participate and who was not. 

Were people chosen at random? Was every consecutive person attending the clinic on any day of the 

week approached? Or was it by convenience?  

 

The flow of participants indicates that 988 people were approached but 238 were excluded. Of the 238, 

75 declined to complete the survey, 39 had completed the survey previously, 24 could not understand 

English or read the survey, and 100 were excluded for ‘other reasons’ that the authors did not specify. 

The authors also do not report if the 175 people who declined or were excluded for other reasons were 
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different from the people who did respond. Table 1 in the article provides details about the 

characteristics of the respondents and they appear to represent a population who would typically access 

fracture clinics. 

      

The methods section of the IPV survey provides details regarding the development of the survey 

questions. Content experts – likely experts in IPV although the authors do not specify - reviewed the IPV 

screening survey, as did orthopaedic surgeons, but it was not tested with a group of people who might 

attend a fracture clinic, or ideally, on people actually attending the clinic. It is therefore possible that 

respondents did not fully understand some of the questions, or that the questionnaire was too long and 

their responses became inaccurate as they tired (the questionnaire included 45 questions). The 

questions appear, however, easy to understand and are specifically related to important concepts of 

IPV.  

 

In summary, we have concerns regarding representativeness because of possible limitations in selection, 

and minor concerns regarding the risk of bias of the survey questions.  The risk of bias issues are not, 

however, so great as to render the survey of little or no interest.  We therefore proceed to the results. 

 

2.3. What are the results? 

The basic information from any survey is the frequency of responses to all questions, key questions, or 

an aggregate score: typically, the percentage of people who know, believe, think or say they do 

something. For example, in the survey of HIV testing in emergency departments, 42.4% of the 

respondents from academic departments (42/99) reported that HIV testing is needed.[16] When 

providing frequencies or proportions, authors should report the variability around the percentages they 

have calculated. For the range of responses across participants, standard deviations can provide 

important information. For measures of central tendency – that is, how precise is the mean or 

proportion –standard errors are important (i.e. the standard deviation of the mean, calculated as the 

standard deviation divided by the square root of the sample size), or confidence intervals. When authors 

do not provide the estimates of uncertainty, but decisions may be altered depending on what the range 

of values could be, the confidence intervals could be calculated using an online calculator 

(http://graphpad.com/quickcalcs/confInterval2/). Rules of thumb for confidence intervals are that in a 

sample of 100 people, the 95% confidence interval will not exceed approximately + 10% (e.g. proportion 

50%, 95% CI 40 to 60%); in a sample of 200 the confidence interval will not exceed + 7%; and in a sample 
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of 500 the width of the confidence interval will be less than + 5%. Box 3 explains more about the 

interpretation of measures of variability using the IPV example. 

 

Using the online calculator to calculate the confidence intervals around the number of respondents from 

academic emergency departments who reported that HIV testing is needed, the confidence intervals 

around 42% are from 33% to 52%. This means that in a larger sample of similar emergency departments 

(assuming that the departments represent a random sample of a broader population) the true 

proportion is very likely to be between 33% and 52%. Whether the confidence interval is sufficiently 

narrow to make a decision to implement strategies to improve HIV testing is a matter of judgment that 

will likely be informed by other factors, such as the resource demands of introducing new policies and 

the likely benefits to patients.  

 

Authors may also calculate the associations of respondents’ characteristics with their knowledge, 

attitudes and behaviours as ratios. For example, do responses differ between the old and the young, 

men and women, or across levels of education or training. In the survey of young men who have sex 

with men, the authors found that 33% of those who had used methamphetamine in the last 90 days 

reported having sex with someone who has HIV compared to 11% of men with no such hard drug use in 

the past 90 days, corresponding to an odds ratio of 3.9, 95% confidence interval, CI 2.11 to 7.2.[17] The 

interpretation of the effect estimate meant that the odds of having sex with someone who has HIV was 

almost 4 times higher in the men who had used methamphetamine than in those who hadn’t (with 

some variability around that number). Authors of surveys may also examine associations between 

variables they have measured, such as associations between attitudes and behavior. For instance, in the 

large survey of HIV attitudes and testing in emergency departments, the authors addressed whether 

perceived barriers to implementation such as need for personnel for counselling, costs and space, were 
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associated with whether testing was actually performed.[16] The authors reported that 70% (173/249) 

of the respondents (there was one respondent for each institution) perceived the need for personnel for 

counselling or testing as a barrier. Despite this, 56% (139/249) of the institutions performed HIV testing. 

They then calculated that the odds of providing HIV testing was halved when the need for personnel was 

seen as a barrier (odds ratio 0.5, 95% CI, 0.2 to 0.9).    

 

Box 3. What are the results of the IPV survey? 

In the survey addressing screening in the fracture clinic for IPV, the authors do not provide confidence 

intervals for the responses to each individual question. They do, however, present the standard 

deviation associated with the main outcome of interest: self-reported openness to screening. Openness 

to screening was calculated based on adding the responses to 20 questions and the total score could 

have ranged from 20 (least open) to 100 (most open). The average score was 75.1 and the standard 

deviation around that number was +/- 9.4 points; in other words, 65% of the population had a score 

between 65.7 and 84.7, and 95% between 56.3 and 94.1.  

 

The authors asked a priori whether the level of openness was associated with a person’s age, sex, 

income level, education level, marital status, length of relationship, country, or whether or not they had 

children. They conducted a stepwise regression analysis that showed that being female, having a higher 

income, or a higher education was associated with greater openness. However, these characteristics 

could only predict a small percentage of the variation in openness (9.5%).  

 

The authors also asked whether there were differences between males and females. The authors found 

that significantly more females than males disagreed that they would be embarrassed to be asked about 

IPV: 57% versus 45%, a difference of 12% (95% CI 4.7 to 18.9%). More females than males thought it was 

important for health care providers to talk to patients about IPV: 91.8% versus 82.7%, a difference of 

9.1% (95% CI 4.1 to 13.9%). In addition, more people felt comfortable talking about IPV with a social 

worker (72.9%) than with an orthopaedic surgeon (57.2%), a difference of 15.7% (95% CI 10.9 to 20.4%). 

 

2.4. How do the results apply to patient or population care? 

So far, we have highlighted the importance of the representativeness of the sample to the target 

population and whether the authors measured what they intended. Authors of surveys will make a 

variety of conclusions about the attitudes, beliefs, knowledge and behaviours of their target population. 

It is, however, up to decision makers to determine for themselves whether the results apply to their 

specific patient or population and to their question, as there could be issues with sampling, low 

response rates, or the survey instrument. If the populations or specific questions addressed differ from 
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those of interest, it is important to not, however, immediately conclude that the results are not 

applicable. Rather, decision makers should consider the extent of the differences and determine 

whether the results of the survey are direct enough to answer their question or part of their question, 

for example, in specific subgroups of their population (i.e., assess indirectness).  

 

When decision makers need to judge the similarity of the population studied to their own population, 

the table of characteristics of respondents can be examined. Consider, for instance, the survey for risk of 

HIV in young men who have sex with men and drug use, which was conducted in eight large cities across 

the United States.[17] The participants were recruited from venues where men who have sex with men 

and drug use was high, and it was previously pointed out that this introduces bias when considering the 

overall population. If a patient before a clinician does not frequent such venues, the problem of 

applicability becomes great. Even if faced with a patient who does frequent gatherings that typically 

include a high proportion of men who have sex with men, clinicians based in smaller cities may worry 

that the results from the survey do not directly apply to their setting.   

 

The survey does, however, present details about the population to help decide whether the results 

could be applicable, including the age, ethnicity, education, residence, sexually transmitted disease 

history and HIV status of respondents. Homelessness may be lower in a smaller city; the clinician may 

decide, however, that homelessness will not have an impact on the interpretation of the results. The 

clinician could also question whether there may be some association between high risk behaviours and 

social isolation in smaller cities. Unfortunately, the survey does not provide information about social 

isolation and the clinician may need to search for additional information elsewhere about the impact of 

social capital in smaller cities. Clinicians will also need to consider what was measured in the survey. 

Clinicians may want information about what people are doing, such as whether HIV testing is being 
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provided in an emergency department, but a survey can only tell us, what people report they are doing, 

and the two may not be the same. Indeed, a systematic review of studies conducted in health care 

professionals found a poor correlation between intention and behaviour.[22]  

 

Decision makers will also need to apply the results to their specific population. Consider the example of 

the survey that asked about HIV testing in emergency departments.[16] The authors reported that 42% 

of academic departments reported that HIV testing is needed and the variability around this number 

was from 33 to 52%. In some settings, a decision makes may agree that even a modest endorsement 

(33%) could be enough if the resources to implement the testing were modest and the benefits to 

patients were very high. However, in other settings where the required resources were high and 

incidence of IPV very low, decisions may differ if the truth is 33% or 52% (implement if 52%, do not 

implement if 33%), and may depend on other factors. Box 4 describes how to assess the applicability of 

the IPV survey to the question in the example scenario. 

 

Box 4. How do the results of the IPV survey apply to the patient or population care in the scenario?  

The IPV screening survey was conducted in clinics located in urban settings in Canada and the 

Netherlands; the results did not differ across sites. The Winnipeg clinic is also based in an urban setting, 

but with a high indigenous population. You compare the demographic characteristics of the respondents 

to your population and note that survey respondents may be more educated and have a higher income 

level than your population. The survey found that most patients would be open to screening, but also 

found openness to screening was positively associated with education and income. You therefore 

believe that the results may over-estimate openness to IPV screening in your clinic, but that there may 

still be many people, perhaps a majority, open to screening. The survey also found that more people 

would be comfortable being screened by a social worker than an orthopaedic surgeon in a fracture 

clinic, and that the results suggest the need for more sensitivity when screening men.  You decide that 

the results leave the option of screening as a possibility, and you will proceed to examine additional 

surveys addressing your question and search for evidence on whether, if screening is conducted, it will 

prove beneficial. 

 

3. CONCLUSION 
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Surveys can provide unique information regarding the attitudes, beliefs, knowledge and self-reported 

behaviours of people, that decision makers can use to inform their practice. Here, we have provided 

practical guidance to critically appraise, interpret and apply the results of surveys to health care 

questions. Key issues include the representativeness of the population sampled in the survey, whether 

the survey questions measure what was intended, and whether results are applicable to the question 

and setting.    
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Highlights 

What is new? 

Key findings  

- When using the results of surveys to make health care decisions, it is important to consider 

the risks of bias in the survey, such as representativeness of the participants, which is distinct 

from the applicability of the results to the health care decision. Other risks of bias include non-

rigorous strategies to develop questions in the survey, or to pre-test questions.  

- Variability around the results (e.g., confidence intervals), could change a decision. 

- The similarity of the surveyed population to the specific patient or population involved in the 

decision will determine the applicability of the results to the decision. 

What this adds to what is known 

- Practical tools to conduct and report surveys are available, but there is little guidance about 

how to appraise surveys for use in decision making. This guidance describes how to find 

surveys, appraise risk of bias, interpret results, and apply results to health care decisions. 

What is the implication, what should change now 

- Health care decision makers can use this guidance to use surveys in decision making. 
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