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Abstract
Background: The response rate on patient-reported outcome measurements (PROMs) necessary to adequately
evaluate a treatment and improve patient care is unknown. Hospitals generally aim for the highest possible
response rate without insight into the increase in costs involved. This study aimed to investigate which PROMs
response rate is achievable in relation to the costs in an orthopaedic practice.
Methods: In an observational study, patients planned for orthopaedic surgery were asked to participate per surgical
procedure (5769 surgical procedures at 5300 patients). Patient-reported outcomes (PROs) collection with a digital
online automated PROMs collection system (minimal effort) was compared to a combined automated system and
manual collection (maximal effort). Response rate was calculated preoperative and at two postoperative time points
separately, and on all three time points together. Costs were calculated for the study period, per year and per
surgical procedure. Calculations were executed for all surgical procedures and for three subgroups: knee
arthroplasty, hip arthroplasty and anterior cruciate ligament reconstruction (ACLR).
Results: Using maximal effort the response rate increased for all surgical procedures compared to minimal effort;
the preoperative response rate from 86% to 100% and the postoperative response rates from 55% to 83% (3 or 6
months) and 53% to 83% (12 months). Concerning the response at all three time points for all surgical procedures,
minimal effort resulted in 44% response rate and increased to 76% with maximal effort. Lowest postoperative
response rates were found in the ACLR group for both maximal and minimal effort. A costs difference of €5.55–€5.
98 per surgical procedure between maximal and minimal effort was found.
Conclusions: A two times higher PROMs response rate for patients responding at all three time points (44% versus
76%) is achievable with maximal effort compared to the use of an automated PROMs collection system only.
Manual collection adds a cost of €5.5–€6 per surgical procedure to automated PROMs collection alone. It is
debatable if these additional costs are justifiable from a value-based health care perspective as the response rate for
adequate evaluation of a treatment is still unknown.
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Background
From a patient’s perspective, implant survival may not
be the best measure of surgery success. Instead, pain reduction, functional improvement and quality of life are
important [1–4]. With this shift towards a more
patient-centered perspective in health care, there is an
increase in the use of Patient-Reported Outcome Measurements (PROMs) [5]. PROMs are questionnaires that
assess health status from patient’s perspective and focus
on pain, function, quality of life and/or satisfaction. This
has resulted in the addition of patient-reported outcomes (PROs) to (national) arthroplasty registries for
evaluating treatments and improving patient care. Since
2007 all Dutch hospitals have registered their implanted
prostheses in a national registry and in 2012 the Dutch
Orthopaedic Association (NOV) advised hospitals to add
PROs collected by selected PROMs [6, 7]. This resulted
in the first PROMs indicator which obliges hospitals to
collect PROs of all hip arthroplasty patients. The first
part of this indicator is a process indicator as it focusses
on the achieved response rate.
To achieve the goal of evaluating treatments and improving patient care a certain level of response rate is
necessary to ensure generalizability and to minimize selection bias of the collected PROs [8]. Unfortunately,
there is no clear consensus of what rate is acceptable.
The International Society of Arthroplasty Registries
(ISAR) PROMs Working Group proposed a response
rate of at least 60% [9, 10]. That percentage is based on
what is considered a sufficient response rate in survey
research [11]. In 2017, the Dutch arthroplasty registry
reported an average preoperative response rate of 54%,
ranging from 5% to 99% [12].
Although PROs are an important component of health
outcome and several authors have reported tips and
tricks regarding PROs collection [13–15], even specific
for orthopaedic practice [9, 16], this wide range in response rate reported by the Dutch arthroplasty registry
shows that the implementation and integration of PROs
collection into orthopaedic practice has its challenges.
Generally, hospitals strive for an as high as possible response rate without having an insight into the increase
in costs involved and not knowing if their response rate
justifies the expenses made.
Therefore, a clear understanding is needed of which
response rate is achievable and at what costs. The aim of
this study was to investigate which PROMs response
rate is achievable in relation to the costs for PROs collection in an orthopaedic practice.
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Netherlands). Between January 2014 and June 2015,
5300 orthopaedic patients that underwent in total 5769
surgical procedures, characterised by aged 12 years and
older, American Society of Anaesthesiologists (ASA)
classification of I or II, and body mass index (BMI) ≤35
kg/m2, were followed.
Patients were informed and asked by their surgeon’s receptionist to participate in PROs collection and to allow
further scientific analysis using their anonymised data. All
included patients signed the informed consent form.
PROMs sets were based on the type of surgery performed
and included those that were mandatory as set out by the
NOV [10]. All sets had comparable length and linguistic
difficulty. Retrospective analysis was executed on the prospectively collected data. This study was approved by the
district medical ethics committee (N18.156).
Data collection

Patients registered and completed their preoperative
PROMs on a computer using a web-based survey of a
digital, online, automated system for collecting PROs
(OnlinePROMs, Interactive Studios, Rosmalen, the
Netherlands) directly after consultation in the hospital.
In case they needed assistance or could not handle a
computer, an (admission administrator) employee was
available to provide instructions or hand out paper
forms. Before surgery, completeness of the PROMs was
checked by the PROMs administrator and in case of incomplete PROMs, a paper form was handed out to the
patient at the day of surgery to collect the missing PROs
(response check). After surgery the PROMs administrator manually entered the date of surgery in the automated system; by doing so, postoperative PROMs were
automatically sent by email 3 or 6, and 12 months after
surgery. In case of non-response an automatic reminder
was sent after 7 days. In case no email address was registered, the PROMs were sent by postal service and included an invitation letter and a stamped self-addressed
envelope. This was all done by the PROMs administrator
who received a notification by the automated system to
execute this. If the patient did not respond after two invitations by email, the PROMs administrator automatically received a notification by the system to send a third
invitation per postal service. All returned forms were
manually entered in the automated system by the
PROMs administrator. All questions in the automated
system were mandatory. In total, per surgical procedure
the patient was invited to complete the PROMs at three
time points: preoperatively, at 3 or 6 months postoperatively, and at 12 months postoperatively.

Methods
Setting and inclusion

Data analysis

PROs collection was performed in a medium–sized-orthopaedic hospital (Kliniek ViaSana, Mill, the

After data collection, per surgical procedure and per
time point patients were allocated to two groups: the
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minimal effort or the maximal effort group. Patients for
which PROs were collected only using the automated
system were included in the minimal effort group. For
this group, additional manual labour was only needed
for entering the date of surgery. The maximal effort
group included all patients where extra manual labour
was needed: response check, PROMs sent by postal service, third invitations sent by postal service and
remaining tasks. These remaining tasks consisted of answering patients phone calls or emails, or correcting administrative errors such as wrong email addresses.
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Results
Between January 2014 and June 2015, all 5300 patients
planned for 5769 surgeries were included of which only
2 times a patient declined participation, therefore 5767
surgical procedures (100%) of 5298 patients were available for participating PROMs (Fig. 1).
Characteristics

The characteristics of the 5769 surgical procedures as
well as the subgroups qualifications are listed in Table 1.
Response rate

Response rate and costs

Response rate was calculated by dividing the number of
returned questionnaires completed partly or totally by
the number of surgical procedures minus the number of
surgical procedures of patients who were deceased
(returned questionnaires / (surgical procedures – surgical procedures of patients who were deceased)) [9]. Reasons for loss to follow-up were reported. First, response
rate was calculated per time point. Second, it was calculated for all three time points together. Response at all
three time points was defined as when per surgical procedure a patient returned the PROMs at all three time
points: preoperatively, 3 or 6 months postoperatively,
ánd 12 months postoperatively. When there was no
returned questionnaire on one or more time points, this
was defined as no response at all three time points.
Completion rate per time point was calculated by dividing the number of returned questionnaires completed
totally by the number of surgical procedures minus the
number of surgical procedures of patients who were deceased (totally completed returned questionnaires / (surgical procedures – surgical procedures of patients who
were deceased)). Costs were calculated for the entire
study period, per surgical procedure and per year. Costs
consisted of the license fee for the automated PROMs
system (€7500,- per year), pay for two computers on
which the registration and completion of the preoperative PROMs was done (€1600,- over 5 years), costs for
paper forms including sending per postal service (€0.08
per sheet of paper, €0.07 per envelope and €10.000 per
year for sending), and staff employment costs: PROMs
administrator (€22.1 per hour), surgeon’s receptionist
(€21.1 per hour) and admission administrator (€22.1 per
hour). The amount of time needed for all specific manual tasks in the collection process was estimated. Response rate and costs were calculated for all surgical
procedures and for three patient groups as subgroups:
total hip arthroplasty (THA), total or unicompartmental
knee arthroplasty (TKA&UKA) and anterior cruciate
ligament reconstruction (ACLR). Baseline demographic
data were collected from the electronic patient records.

With maximal effort for PROs collection the response
rate increased for all surgical procedures compared to
minimal effort, the preoperative response rate from 86%
to 100% and the postoperative response rates from 55%
to 83% (3 or 6 months) and 53% to 83% (12 months)
(Fig. 2a). The lowest postoperative response rates were
found in the ACLR group for both maximal and minimal effort compared to the other groups (Fig. 2). For all
surgical procedures minimal effort resulted in 44% response rate at all three time points. An increased in response rate to 76% was reached with maximal effort
(Fig. 2a). Various differences in response rates between
the subgroups were found (Fig. 2b-d).
Of all the additional tasks performed in the maximal
effort group sending a third invitation by postal service
after no response on two automated email invitations resulted in the highest extra response rate in all surgical
procedures and in all the three subgroups ranging from
13% to 27% (Fig. 2).
Regarding the completion rate, maximal effort for
PROs collection resulted in 100% preoperative completion rate compared to 86% with minimal effort, 81%
compared to 54% 3 or 6 months postoperatively and
79% in comparison with 52% 12 months postoperatively
respectively.
Costs

Costs associated with collecting PROs with maximal effort for all surgical procedures increased to €56,081
compared to €23,079 with minimal effort; €9.72 versus
€4.00 per surgical procedure and €37,481 versus €15,479
per year. In all surgical procedures and in the three subgroups, the calculated difference per surgical procedure
between minimal and maximal effort ranged between
€5.55 and €5.98. Costs per surgical procedure in the
three subgroups were the highest in the ACLR group for
both minimal (€28.44) and maximal effort (€34.42) compared to the other subgroups (Table 2).

Discussion
This study aimed to investigate which PROMs response
rate is achievable in relation to the costs for PROs
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Fig. 1 Flowchart . Note: PROMs indicates patient-reported outcome measurements. n indicates number

collection in an orthopaedic practice. Collecting PROs
with maximal effort for all surgical procedures resulted
in a preoperative response rate increasing from 86%
reachable with minimal effort to the optimal of 100%,
and at the two postoperative time points from 53% or
55% to 85%. Furthermore, with maximal effort a two
times higher response rate for patients responding at all
three time points was achievable compared to only using
a digital online automated PROMs collection system as
minimal effort. Both achieved with two times higher
costs (€4 to €10 per surgical procedure). These additional costs of €6 per surgical procedure were found for
all surgical procedures as well as in the subgroups. Regarding these subgroups, lowest response rates and highest costs were found in the ACLR group with both
maximal and minimal effort.

The only two previous orthopaedic studies that use a
digital online automated PROMs collection system reported 43% response 6 months after knee surgery for patellar instability, ligament, cartilage, or meniscus injury
[17] and 92% after elbow arthroplasty [18]. Howard et al.
found similar rates related to the ACLR patients (37%)
as the most comparable group of the current study.
However, only 9% of their patients responded at all time
points [17], which is less compared to the 24% in the
present study. Viveen et al. used the same automated
system and reported a similar response rate to this
study, but calculated it by dividing the number of
returned PROMs by the number of sent PROMs [18]. In
studies outside of orthopaedics, response rates of
web-based surveys vary greatly between 14% and 83%
[19–23]. Web-based surveys are said to be cost-effective

Table 1 Characteristics for all surgical procedures and the THA, TKA&UKA and ACLR subgroups
All surgical procedures (n = 5769)

THA (n = 535)

TKA&UKA (n = 742)

ACLR (n = 430)

Age (y, mean ± SD)

50.3 ± 15.8

64.7 ± 8.3

64.3 ± 7.8

27.4 ± 9.5

BMI (kg/m2, mean ± SD)

26.0 ± 3.6

25.9 ± 3.5

28.0 ± 3.5

23.8 ± 2.9

Gender – female (n, (%))

2715 (47.1%)

339 (63.4%)

377 (50.8%)

138 (32.1%)

ASA – II (n, (%))

1986 (34.4%)

264 (49.4%)

438 (59.0%)

25 (5.81%)

Note: THA indicates total hip arthroplasty, TKA indicates total knee arthroplasty, UKA indicates unicompartimental knee arthroplasty, ACLR indicates anterior
cruciate ligament reconstruction, y indicates year, SD indicates standard deviation, BMI indicates body mass index, kg/m2 indicates kilogram per square meter, n
indicates number, ASA indicates American Society of Anaesthesiologists classification
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Fig. 2 Response rates (%) of PROs collection: minimal effort versus maximal effort. Represented for all surgical procedures (a) and the THA (b),
TKA&UKA (c) and ACLR (d) subgroups. The line represents the response rate at all three time points. Note: PROs indicates patient-reported
outcomes. THA indicates total hip arthroplasty. TKA indicates total knee arthroplasty. UKA indicates unicompartimental knee arthroplasty. ACLR
indicates anterior cruciate ligament reconstruction

Table 2 Costs of PROs collection: minimal effort versus maximal effort
All surgical
procedures (n = 5769)

THA (n = 535)

TKA&UKA (n = 742)

ACLR (n = 430)

Minimal
effort

Maximal
effort

Minimal
effort

Maximal
effort

Minimal
effort

Maximal
effort

Minimal
effort

Maximal
effort

License fee for automated system (€)

10,875

10,875

10,875

10,875

10,875

10,875

10,875

10,875

Two computers for registration and
completion of the preoperative PROMs (€)

480

480

480

480

480

480

480

480

Staff (€)
PROMs administrator

1725

17,254

160

1599

217

2165

129

1285

Surgeon’s receptionist

2027

2027

188

188

261

261

151

151

Admission administrator

7510

7510

696

696

966

966

560

560

Paper forms and sending (€)

462

17,936

43

1573

59

2264

34

1447

In total (€)

23,079

56,081

12,442

15,411

12,857

17,011

12,229

14,799

Per surgical procedure (€)

4.00

9.72

23.26

28.81

17.33

22.93

28.44

34.42

Per year (€)

15,479

37,481

8283

10,263

8581

11,350

8176

9889

Represented for all surgical procedures and the THA, TKA&UKA and ACLR subgroups
Note: PROs indicates patient-reported outcomes, THA indicates total hip arthroplasty, TKA indicates total knee arthroplasty, UKA indicates unicompartimental knee
arthroplasty, ACLR indicates anterior cruciate ligament reconstruction, € indicates euro, n indicates number
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[14], have a decreased risk of errors and missing values
[24] and are favoured [25] compared to paper forms. In
the current study, only using an automated system, the
ISAR PROMs Working Group proposed response rate
of at least 60% was reached for the preoperative collected PROs [9], but not postoperatively for all surgical
procedures, ACLR and THA at 12 months. Regarding at
least 60% on all preoperative ánd postoperative time
points, none of the four groups reached this threshold
while using an automated system only. Using maximal
effort in collecting PROs this ISAR threshold is almost
achieved as it resulted in at least 68% for one single time
point and at least 59% response at all three time points.
This shows that alternatives beside an automated system
as minimal effort to complete PROMs are needed to improve response rate [14, 26, 27] and to reach the proposed threshold of 60%. Similarly, Rolfson et al.
concluded that only using web-based surveys in THA
patients results in an insufficient response rate of 49%,
and it is unable to replace PROs collection with paper
forms in PROs collection with an automated system only
as the PROs and patient demographics for being a respondent differ between both ways of collection [24].
The sending of a 3rd invitation by postal service after no
response was received on two email invitations, as a part
of maximal effort, had the highest impact (≥13% extra
response rate) on improving postoperative response rate
and should be added to any automated collection system
in order to achieve the ISAR threshold on every single
time point. To achieve the proposed threshold for response at all three time points, maximal effort is needed.
The downside of this is that maximal effort increased
costs.
A recent study among trauma and orthopaedic surgeons concluded that one of the two most important
constraints against implementing PROMs was costs [28].
Previous studies reported $2.00–$6.39 (€1.70–€5.50) per
respondent using an automated system [19, 29] reaching
a lower response rate (between 14% and 21%) compared
to the current study. In the present study, collecting
PROs was €6 per surgical procedure more expensive
with maximal effort. The smaller the number of surgical
procedures, the fixed costs such as the license fee for an
automated system and hardware weigh heavier, as shown
by the smaller ACLR group that was more expensive per
surgical procedure compared to all surgical procedures
included. Therefore, to consider the value of adding
costs of €6 per surgical procedure to achieve higher response rate, the size of the hospital or patient group involved should be taking into account. Regarding the
different patient groups, the THA and TKA&UKA patients had the highest pre- and postoperative response
rates and had the lowest costs to collect PROs. This
might be explained by their more compliant attitude to
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their surgeon [30]. The younger ACLR patients showed
to be more inclined to handle computers due to their
high preoperative response rate by using only an automated system [19]. However, their postoperative response rates with an automated system only were lower
compared to the older patient groups. It might be that
the age group of ACLR patients already get too many
emails, so they were more aware of responding due to
an invitation by postal service, as seen in the higher response rates on a 3rd invitation by postal service. Furthermore, the ACLR patients were mainly male patients
who are reported to be more likely to respond by postal
service [19, 26]. Younger [18, 19, 31] and male [19, 30,
31] patients in general are the most challenging group;
they are less likely to respond at all. This also explains
the higher costs for the ACLR patient in the current
study. To ensure wider acceptance and to improve the
response rate, postal service as additional effort is advised in younger and male patients [14, 26, 27]; again
with the downside of higher costs.
Little is known about the costs made to collect PROs
in relation to the benefit of collecting PROs. The present
study shows the considerable costs to achieve high response rates; knowing that these costs are even without
costs for data analysis and improvement strategies,
which is expected to result in reducing costs. From a
value based health care perspective, it is questionable if
the costs made to collect PROs, and the additional costs
for improving the response rate, are justifiable. The most
important question might not be how many response is
needed, but how representative the respondents are for
the hospital or patient group in question [32]. It could
very well be that a more homogeneous patient population in a specific setting requires a lower response rate
compared to a more heterogeneous patient population
in another setting. It is questionable that a quality indicator is set on achieved response rate without actually
knowing the threshold.
To the authors knowledge, this is the first study clarifying the achievable response rate on PROMs versus the
associated health care costs in a medium sized orthopaedic practice. It provides other hospitals insights into
what costs they might expect for collecting PROs in
their hospital setting or patient groups using minimal
and maximal effort. A limitation of this study was that
the amount of time needed for all specific manual tasks
in the collection process was not exactly measured but
was estimated.

Conclusions
A two times higher PROMs response rate for patients
responding at all time points is achievable with maximal
effort compared to the use of a digital online automated
PROMs collection system only for PROs collection in an
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orthopaedic practice. Manual collection adds a cost of
€6 per surgical procedure to automated PROMs collection alone. As the response rate for adequate evaluation
of a treatment is still unknown it is questionable if these
additional costs are justifiable from a value-based health
care perspective.
Abbreviations
ACLR: Anterior Cruciate Ligament Reconstruction; ASA: American Society of
Anaesthesiologists; BMI: Body Mass Index; ISAR: International Society of
Arthroplasty Registries; NOV: Dutch Orthopaedic Association; PROMs: PatientReported Outcome Measurements; PROs: Patient-Reported Outcomes;
THA: Total Hip Arthroplasty; TKA: Total Knee Arthroplasty;
UKA: Unicompartimental Knee Arthroplasty
Acknowledgements
We acknowledge the following individuals for their invaluable contributions
to the study: Klaartje van Diepen – Pijnappels for her consistently data
collection and kindness help to all patients in case of questions; all
orthopaedic surgeons of clinic ViaSana for their general interest in patient
inclusions and medical data record.
Funding
This research received no specific grant from any funding agency in the
public, commercial or not-for-profit sectors.
Availability of data and materials
The datasets used during the current study are available from the
corresponding author on reasonable request.
Authors’ contributions
YP: design of the study, data collection, data analysis and interpretation,
manuscript drafting and revision, final approval of the version to be
published. PP: data interpretation, manuscript drafting and revision, final
approval of the version to be published. MB: data collection and
interpretation, manuscript revision, final approval of the version to be
published. RH: data collection and interpretation, manuscript revision, final
approval of the version to be published. WW: data interpretation, manuscript
revision, final approval of the version to be published.
Ethics approval and consent to participate
This study was approved by the district medical ethics committee of Maxima
Medisch Centrum (Eindhoven, The Netherlands) (N18.156). Written informed
consent was obtained from all included patients prior to study participation.

Page 7 of 8

2.

3.

4.

5.
6.
7.
8.
9.

10.
11.

12.
13.

14.

15.
16.

17.

Consent for publication
Not applicable.
Competing interests
PP is a paid employee of ZimmerBiomet as a commercial entity which has
non-financial associations that may be relevant to the submitted manuscript.
The other authors declare that they have no competing interests.

18.

19.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Research Department, Kliniek ViaSana, Mill, The Netherlands. 2Zimmer
Biomet NL, Dordrecht, The Netherlands. 3Department of orthopaedic surgery,
Kliniek ViaSana, Mill, The Netherlands. 4Department of orthopaedic surgery,
Sint Anna Ziekenhuis, Geldrop, The Netherlands.

20.

21.
22.

Received: 11 December 2018 Accepted: 5 May 2019
23.
References
1. Söderman, P., Malchau, H., Herberts, P., Zügner, R., Regnér, H., & Garellick, G.
(2001). Outcome after total hip arthroplasty: Part II. Disease-specific follow-

24.

up and the Swedish National Total hip Arthroplasty Register. Acta
orthopaedica Scandinavica, 72, 113–119.
Söderman, P., Malchau, H., & Herberts, P. (2000). Outcome after total hip
arthroplasty: Part I. general health evaluation in relation to definition of
failure in the Swedish National Total hip Arthroplasty register. Acta
Orthopaedica Scandinavica, 71, 354–359.
Garellick, G., Malchau, H., & Herberts, P. (2000). Survival of hip replacements.
A comparison of a randomized trial and a registry. Clinical Orthopaedics and
Related Research, 375, 157–167.
Britton, A. R., Murray, D. W., Bulstrode, C. J., McPherson, K., & Denham, R. A.
(1997). Pain levels after total hip replacement: Their use as endpoints for
survival analysis. The Journal of bone and joint surgery. British, 79, 93–98.
Wylde, V., & Blom, A. W. (2011). The failure of survivorship. Bone Joint J, 93B,
569–570.
NOV (2012) Patient Reported Outcome Measures. https://www.orthopeden.
org/downloads/32/advies-proms-orthopedie.pdf. Accessed 1 Aug 2018.
Nederlandse Orthopaedische Vereniging Wat is de LROI? https://www.lroi.
nl/over-de-lroi/wat-is-de-lroi. Accessed 1 Aug 2018.
Paulsen, A. (2014). Patient reported outcomes in hip arthroplasty registries.
Dan Med J, 61, B4845.
Rolfson, O., Bohm, E., Franklin, P., et al. (2016). Patient-reported outcome
measures in arthroplasty registries: Report of the patient-reported outcome
measures working Group of the International Society of arthroplasty
RegistriesPart II. Recommendations for selection, administration, and
analysis. Acta orthopaedica, 87, 9–23.
Nederlandse Orthopaedische Vereniging PROMs. https://www.lroi.nl/
invoerders/registreren/proms. Accessed 1 Aug 2018.
JAMA Network Instruction for Authors. https://jamanetwork.com/journals/
jama/pages/instructions-for-authors#SecReportsofSurveyResearch. Accessed
13 Mar 2019.
Nederlandse Orthopaedische Vereniging (2017) LROI-rapportage Response.
http://www.lroi-rapportage.nl/hip-proms-response. Accessed 1 Aug 2018.
Edwards, P. J., Roberts, I., Clarke, M. J., DiGuiseppi, C., Wentz, R., Kwan, I.,
Cooper, R., Felix, L. M., & Pratap, S. (2009). Methods to increase response to
postal and electronic questionnaires (review). Cochrane database of
systematic reviews, 3A, 2009–2011.
Hunter, J., Corcoran, K., Leeder, S., & Phelps, K. (2013). Is it time to abandon
paper? The use of emails and the internet for health services research - a
cost-effectiveness and qualitative study. Journal of Evaluation in Clinical
Practice, 19, 855–861.
Franklin, P., Chenok, K., & Lavalee, D. Love R eGEMs Of Patient-Reported
Outcome Measures In The Learning Healthcare System (Vol. 5, pp. 1–17).
Brook, E. M., Glerum, K. M., Higgins, L. D., & Matzkin, E. G. (2017).
Implementing patient-reported outcome measures in your practice: Pearls
and pitfalls. American journal of orthopedics, 46, 273–278.
Howard, J. S., Toonstra, J. L., Meade, A. R., Whale Conley, C. E., & Mattacola,
C. G. (2016). Feasibility of conducting a web-based survey of patientreported outcomes and rehabilitation progress. Digital health, 2,
205520761664484.
Viveen, J., Prkic, A., The B, Koenraadt, K. L. M., & Eygendaal, D. (2016). Effect
of introducing an online system on the follow-up of elbow arthroplasty.
World journal of orthopedics, 7, 826–831.
Bergeson, S. C., Gray, J., Ehrmantraut, L. A., Laibson, T., & Hays, R. D. (2013).
Comparing web-based with mail survey Administration of the Consumer
Assessment of healthcare providers and systems (CAHPS®) clinician and
group survey. Primary health care: open access. https://doi.org/10.4172/21671079.1000132.
Hoonakker, P., & Carayon, P. (2009). Questionnaire survey nonresponse: A
comparison of postal mail and internet surveys. Intl. Journal of Human–
Computer Interaction, 25, 348–373.
Chen, L., & Goodson, P. (1924). Web-based survey of US health educators:
Challenges and lessons. American journal of health behavior, 34, 3–11.
Basch, E., Artz, D., Dulko, D., Scher, K., Sabbatini, P., Hensley, M., Mitra, N.,
Speakman, J., McCabe, M., & Schrag, D. (2005). Patient online self-reporting
of toxicity symptoms during chemotherapy. Journal of clinIcal oncology, 23,
3552–3561.
Vitale, M. G., Vitale, M. A., Lehmann, C. L., Hyman, J. E., Roye, D. P., Skaggs, D.
L., Schmitz, M. L., Sponseller, P. D., & Flynn, J. M. (2006). Towards a National
Pediatric Musculoskeletal. Journal of Pediatric Orthopaedics, 26, 151–156.
Rolfson, O., Salomonsson, R., Dahlberg, L. E., & Garellick, G. (2011). Internetbased follow-up questionnaire for measuring patient-reported outcome

Pronk et al. Journal of Patient-Reported Outcomes

25.
26.

27.

28.

29.

30.

31.

32.

(2019) 3:31

after total hip replacement surgery-reliability and response rate. Value in
Health, 14, 316–321.
McCluskey, S., & Topping, A. E. (2011). Increasing response rates to lifestyle
surveys: A pragmatic evidence review. Perspect Public Health, 131, 89–94.
Derby, D. C., Haan, A., & Wood, K. (2011). Data quality assurance: An analysis
of patient non-response. International journal of health care quality
assurance, 24, 198–210.
Bhinder, S., Chowdhury, N., Granton, J., Krahn, M., Tullis, D. E., Waddell, T. K.,
& Singer, L. G. (2010). Feasibility of internet-based health-related quality of
life data collection in a large patient cohort. Journal of medical Internet
research, 12, e35.
Joeris, A., Knoll, C., Kalampoki, V., Blumenthal, A., Gaskell, G., & Kalampoki, V.
(2018). Patient-reported outcome measurements in clinical routine of
trauma , spine and craniomaxillofacial surgeons : Between expectations and
reality: A survey among 1212 surgeons. BMJ Open, 8, 1–11.
Barr, P. J., Forcino, R. C., Thompson, R., Ozanne, E. M., Arend, R., Castaldo, M.
G., O’Malley, A. J., & Elwyn, G. (2017). Evaluating CollaboRATE in a clinical
setting: Analysis of mode effects on scores, response rates and costs of data
collection. BMJ Open, 7, 1–9.
Choi, J. K., Geller, J. A., Patrick, D. A., Wang, W., & Macaulay, W. (2015). How
are those “lost to follow-up” patients really doing? A compliance
comparison in arthroplasty patients. World journal of orthopedics, 6, 150.
Hutchings, A., Neuburger, J., Grosse Frie, K., Black, N., & van der Meulen, J.
(2012). Factors associated with non-response in routine use of patient
reported outcome measures after elective surgery in England. Health and
quality of life outcomes, 10, 34.
How many is enough? The quest for an acceptable survey response rate |
Bright Ideas. https://kkbiersdorff.wordpress.com/2009/09/16/how-many-isenough/. Accessed 9 Jul 2018.

Page 8 of 8

