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Non-technical Summary 

 

Linking administrative data to survey data can be a powerful tool for researchers to 

maximise the value of their data without increasing respondent burden. However, it is often 

legally necessary to obtain a survey respondents’ informed consent before linking their 

survey data to administrative records. Since not all respondents give their consent, this may 

be a source of bias if those who consent are systematically different that those who do not. 

This paper contributes to a literature that investigates how researchers can design surveys 

to maximise consent rates 

 

Some of our earlier work suggests that participants trust in the research team plays an 

important role in participants decision to consent to data linkage (or not). In this paper we 

test this relationship directly by investigating: first, how participants trust in the research 

team differ by observable characteristics and second, the relationship between respondents 

trust in the research team and decision to consent to data linkage. Finally, we use a light 

touch randomised control trial to investigate how the provision of different sources of 

information (visual and/or written) about the research team involved in the study influences 

participants trust in the research team and their decision to consent to data linkage. 

 

Our main results are as follows: first we find significantly lower levels of trust in the research 

team among black participants. Second, we find a strong positive relationship between 

respondents trust in the research team and their decision to consent to data linkage. Finally, 

looking at our information intervention we find that the provision of additional information 

about the research team has a positive effect on respondents’ trust, particularly those form 

an ethnic minority background. However, the additional information about the research 

team has no effect on respondents consent rates.  Respondents who increase their trust in 

the research team in response to the light touch information intervention are no more likely 

to consent to data linkage than those who did not. 
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Abstract

Consent to data linkage (or the lack of it) has long been an important topic for researchers
using survey data. In this paper, we use newly collected survey data to investigate the
role that respondents’ trust in the research team has on their propensity to consent to link
their survey data to their educational, health and recreational administrative records. In
addition, we investigate how participant consent rates differ by linkage topic and respondent
characteristics. Finally, we experimentally vary the information respondents receive about
the research team to investigate the role that information has on trust levels and consent
rates. Our results show a strong positive relationship between respondents’ trust in the
research team and their propensity to consent to data linkage. Additionally, we find that
the provision of additional information about the research team has a positive effect on
respondents’ trust, particularly those from an ethnic minority background. However, this
increase in the respondents trust does not translate into higher consent rates.
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1 Introduction

Due to technological advances and the development of new empirical techniques, researchers have

many potential new data sources that can enhance survey data (e.g. social media data, education

records and pension records). While these data sources are becoming increasingly available to

researchers, linking this data to survey data often requires respondents’ informed consent to the

linkage. In many countries obtaining informed consent is even a legal requirement - in the UK, this

is covered by the Digital Economy Act. While obtaining informed consent might not always be

required from a legal perspective, it is often important for researchers from an ethical and practical

perspective - many ethical review boards will require respondents’ informed consent. Since not all

respondents give their consent, this may create a source of bias if the respondents who consent are

systematically different than those who do not. While there are empirical tools to correct for this

bias, there is a growing literature in Survey Methodology that studies how consent rates differ by

participant characteristics and how researchers can design surveys to maximize consent rates.

The findings of the literature generally shows that a range of factors can influence the decision

for a participant to consent to data linkage, or not. These factors include the mode of interview:

Jäckle et al. (2021b) find that web respondents have significantly lower consent rates (42 percent)

compared to face-to-face respondents (73 percent) which is supported by Sakshaug et al. (2017) and

Thornby et al. (2018) who find online consent rates of 54 percent (vs 95 percent face-to-face) and

69 percent (vs 89 percent for face-to-face) respectively. The type of data that is to be linked is also

known to influence consent to data linkage. Recently, Edwards & Biddle (2021) find that consent

rates to educational and health records were significantly higher than to income or employment

records. This is similar to Walzenbach et al. (2022) who find higher rates of consent to health

records (52 percent) than tax records (48 percent).

The existing literature also shows that question framing influences the decision to consent,

particularly in the web based surveys. Kreuter et al. (2016) and Sakshaug & Kreuter (2014) find

that positive framing - emphasizing the benefits of data linkage to respondents - has a positive

effect on obtaining consent. However, there is limited evidence that framing has any effect on
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consent to data-linkage in interviewer-administered surveys (Pascale, 2011; Sakshaug et al., 2013).

Other factors that are thought to influence consent rates include the timing of the question. Most

surveys generally have the request to data linkage at the end of the survey, but empirical evidence

suggests that this lowers consent rates. Using telephone interviews in Germany, Sakshaug et al.

(2013) find that placing the request at the start of the survey achieves higher consent rates than

at the end (96 percent vs 86 percent). This is supported by Sala et al. (2014) who find that, in

a UK based web survey, respondents are more likely to consent to data linkage when the request

is placed earlier in the survey (65 percent) than at the end (58 percent). But the literature is not

conclusive as Jäckle et al. (2021b) suggest that as long as the question is easy to understand the

placement has no impact on consent rates.

Beyond the survey literature, a growing medical literature has found that individuals are often

not fully informed about medical decisions but rarely use the available resources to improve their

understanding (Douglas et al., 2021; McNutt et al., 2008). Despite the fact that individuals often

have very poor understanding of the medical decisions they are faced with, subjects generally

feel informed and confident about the decisions they are making - possibly suggesting why the

provision of additional information rarely increases consent rates in the survey literature (Fagerlin

et al., 2010; Hoffmann & Del Mar, 2015). While individuals’ beliefs about their own understanding

is often unrelated to their actual understanding, Sepucha et al. (2010) finds that they are strongly

related to the trust they have in their doctor - if respondents trust their doctor, they are more

likely to report that they are well informed and have higher confidence that they have made the

best possible decision.

Building on this medical literature, empirical evidence shows that participant trust is an im-

portant driver of consent to data linkage. Individuals who are more trustworthy, in general, are

significantly more likely to consent to data linkage (Sala et al., 2012). Furthermore, the empirical

evidence shows that trust at the institutional level is strongly correlated with the respondents’

decision to consent to the data linkage. More recently, Jäckle et al. (2021b) finds that respondents

who said that they trusted HM Revenue and Customs (HMRC) were more likely to consent to have
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their data linked to HMRC records than those who did not (58 percent compared to 35 percent).

Recent evidence also shows that participants’ trust in the research team influences consent to data

linkage. Using a survey of teachers, Fullard (2022) finds that teachers from schools that have a

connection to the university that the research team is based in have a higher propensity to consent

to link their survey data with their employment records (81 percent vs 73 percent). The author

argues that the higher propensity to consent to data linkage is driven by a greater trust in the

research team. In this paper, we are able to test this hypothesis directly.

In this paper, we built on the current literature and address the following four main research

questions: First, how do respondents’ trust in the research team differ by observable characteristics.

Second, how do consent rates differ by topic, participants observable characteristics, and how do

these rates compare to existing empirical studies. Third, how do respondents’ trust in the research

team relate to their decision to consent to data linkage. We then extend this research question and

investigate whether the topic of the linkage is important, i.e. we study consent decisions, and the

role of trust, in three domains: health, education and tax records, and differences by respondent

characteristics. Fourth, using a randomized controlled trial, we investigate how the provision of

information about the primary researcher involved in this study influences participants’ trust in

the research team and their propensity to consent to data linkage. Here, our treatment contains

three arms: In the first arm, we show the participants only the photo of the primary researcher

smiling (visual information only), in the second treatment arm, we provide the participants with

information about the academic qualifications of the researcher as well as the publicity of their

research (written information only). In the third treatment arm, we combine the information about

the researcher with their photo (visual and written information) while our control group received

neither the information nor the photo of the primary researcher.

Recall that the existing literature generally finds higher consent rates in face-to-face surveys,

compared to web surveys. One reason for this is the rapport between an interviewer and respon-

dent in a face-to-face survey that is not present in a web survey. By experimentally varying the

information participants have about the research team - a picture of the primary researcher smil-

3



ing and/or the primary researcher’s achievements and experience - we are able to investigate the

effect of visual and written information, and how these two effects might combine, in the context

of participant trust levels and subsequent consent rates in web surveys. The fact that this is a

light touch intervention, providing information in different formats (visual vs written), is an im-

portant contribution of this study as many of the interventions that was implemented previously

to improve consent rates are expensive (such as providing financial incentives, interview follow-

ups, extra mailings,e tc) so investigating the impact of a cheap, easy to implement, information

intervention could be a significant advancement to the survey qualities and what researchers can

achieve.

Our four main results are as follows: First, we observe significantly lower rates of trust in the

research team among Black participants. Second, consent rates in our study are generally lower

than other web-based studies - possibly reflecting the sensitive nature of some of the topics we

collect data on (e.g., racial biases and performance evaluations). Consistent with some of the

existing literature, we find that consent rates are highest for data linkage to educational records

and lowest for health records. We also find a significant differences in consent rates by ethnicity

which highlights that there are likely to be systematic differences among those who do, and do

not, consent to data linkage which is important for researchers using survey data as the external

validity of their results can be harmed by this. Third, we find a strong positive relationship

between respondents’ trust in the research team and their propensity to consent to data linkage.

A higher trust in the research team is associated with a higher rate of consent to data linkage.

Fourth, looking at our information intervention, we find that the provision of additional information

about the research team has a positive effect on respondents’ trust, particularly those form an

ethnic minority backgrounds. However, the additional information about the research team has

no effect on respondents’ consent rates. This is not necessarily surprising given that the change

in respondents trust in the research team is uncorrelated with their propensity to consent to data

linkage. Respondents who increase their trust in the research team in response to the light touch

information intervention are no more likely to consent to data linkage than those who did not.
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One of the unique contributions of this paper is that we investigate the effect that the provision

of a light touch information intervention about the research team has on respondents’ trust in the

research team and respondents propensity to consent to data linkage. This contributes to a body of

work seeking to determine whether the provision of information improves consent rates. While the

provision of additional information is commonly used to increase consent rates, the effectiveness

of this approach is not well established. There is some evidence that the provision of additional

information does improve consent rates such as Graves et al. (2019), using a web administered

survey of women in Australia, and Fullard (2022) in a web administered survey of teachers in

the UK. The literature predominately finds that additional information does not increase consent

rates (Jäckle et al., 2021a) possibly because the additional information provided is too generic

and therefore does not address the specific concerns a participant might have in the same way an

interviewer could in an interviewer-administered survey. Alternatively, participants might believe

that they are already fully informed and don’t feel the need to access additional information.

Our paper is organized as follows: Section 2 provides the study design, Section 3 explains the

empirical strategy, Section 4 present the results and section 5 concludes.

2 Study Design

The data we use comes from a larger study studying how people evaluate performance. This study

has 6 sections: i) Demographic survey, ii) Implicit Association Test and attitudes towards racial

minorities, iii) Attractiveness rankings, iv) Performance evaluation, v) Team building exercise and

vi) Trust in research team and consent to data linkage. In this paper, we use data from the first

and last section to study our main research questions. In the following subsection we introduce

the overall design (sample, data collection mode, timings etc.) followed by a discussion of each of

our measurement instruments.
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2.1 Sample and Randomization

The study was designed as a web-survey and the treatment was administrated online. The invita-

tions for the study was sent four times in June 2022 and the data collection was finalized by the

end of that month. Respondents were recruited using the university’s social science laboratory’s

online subject pool – individuals need to have signed up to take part in social science experiments

in order to receive invitation for our study. One section of the survey had to be completed on a

computer so we restricted the sample to those who can complete the survey on a computer (and

not a mobile device) and, as another part of the study required the respondents to watch some

video materials that can only be accessed in the UK, the sample is restricted to those who were

located in the UK at the time of their completion. Overall, the survey took around 20 minutes to

complete, including the other parts of the study, and the respondents were paid a small amount as

a thank you for taking part (between 3 GBP and 7 GBP. The average payment was 5 GBP), and

the amount was calculated based on the responses given in other sections of the questionnaire, not

relevant to this study.

We present the characteristics of the respondents in Table 1. Our main sample consists of 519

individuals. The majority of our respondents are female (63%) and the average age of our sample

is 28.63 years. While this might seem like a very old age as the invitations were sent from the

social science lab of a university, the lab allows non-students to register to their participant pool

meaning anyone with an email address can register. Indeed, we see that 36% of our sample consists

of non-students who might be staff members at the university or members of public. When we

look at the racial composition of our sample, we see that ethnic minority participants are over-

represented compared to the population of the UK. While only 3.3 and 7.5% of the UK population

are Black and Asians, 12 and 20% of our sample are individuals from Black and Asian racial groups.

This is, however, not surprising given the university that this study conducted advertises itself as

an international university and its student population consists of students from many countries.

Similarly, our sample’s maternal education levels are high compared to the UK population but as

university enrollment is correlated with parental education, this is expected.
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Randomization to treatment and control groups was performed by the survey software. The

information intervention consists of 3 treatment arms and 1 control group. In columns 2-8 of Table

1, we show the characteristics of the individuals in each of these conditions and the p-value for the

differences between each treatment arms and the control group. While there are some differences

in personal characteristics between each treatment arm and the control group, we find that none

of these differences are statistically different except maternal education between control group and

Photo treatment. While Photo treatment group have more people whose mothers have more likely

to have A-levels (high school degree) but less likely to have a postgraduate degree, these differences

are only weakly significant. While this is unlikely to bias the results in a meaningful way, there is

also a chance that it might still affect the results. In order to avoid this possible bias, we control for

maternal education in our main empirical specification. In Table 2, we show the balance of baseline

trust between teach treatment arms and control group and the differences by gender and ethnicity

as well as differences by end-line consent to data linkage variables. Table 2 complements Table 1

in showing that our randomization was successful in randomizing the sample so that the baseline

trust in the research team across the treatment groups and the control group is balanced. These

two tables ensure that when we study the effect of our intervention on the trust in research team

and the consent to data linkage variables, our results will show the unbiased and causal treatment

effect.

2.2 Trust in the Research Team

We measure respondents trust in the research team twice, before (in section iii of the survey)

and after our intervention (in section vi). Although there are several questionnaires to measure

the trust of individuals such as the one proposed by Yamagishi & Yamagishi (1994), we follow a

different approach. As our trust in this paper concerns with the trust in the research team, we

follow a method that is more commonly implemented in the surveys, i.e. asking the respondents

directly how much they trust the research team following Fehr et al. (2003) and Naef & Schupp

(2009).
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An alternative method of measuring participants trust, or any other belief, is by providing par-

ticipants with several statements (e.g. the research team is trustworthy) and asking participants

how much they agree with each statement. As there is empirical evidence from the Survey Method-

ology literature that clear and direct questions improve data quality is certain settings, such as

consent to data linkage (Jäckle et al., 2021b), it is important to avoid any possibility of confusion

which is why we ask participants about their trust directly in a clear and easy to understand way.

Although not directly related, there is also evidence that asking questions directly, rather than

experimentally eliciting beliefs or preferences, is one of the appropriate ways to avoid confusion

and improve the quality of the data (Dohmen et al., 2011).

In order to measure trust in the research team respondents were asked the following questions

where respondents provided their answers on a 0-100 scale using a sliding bar.

On a scale from 0% to 100%, could you please tell me how much you trust the research team.

0% means you do not trust the research team at all and 100% means you trust the research team

completely.

We use the baseline measure (pre-intervention from section III) to check for balance across

treatment groups and to study the relationship between the trust of respondents and their likelihood

of giving consent. Then, we use both the baseline measure and end-line measure (post-intervention

measure from section VI) to study the effect of our intervention on respondents’ trust level.

2.3 Consent to Data Linkage

After the trust question in section VI of the survey, we also ask the participants whether they would

be willing to give consent to data linkage. We asked this question in three domains: education

records (link to their university attendance records and their grades), health records (held by

National Health Service) and their university activities (sports club, student clubs membership

etc.). In order to avoid any potential ordering effects, the order of the topics that we asked for

consent was randomized by the survey software.

While we ask trust in research team questions both in the baseline and end-line, we ask consent
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to data linkage questions only in the end-line. This is due to time constraints of the main survey

as it was a larger study and because asking all three consent questions twice would raise the

possibility of experimenter demand effect, i.e. respondents guessing what the treatment is and

answering accordingly or respondents feeling pressured to giving their consent which might also

bias the results. Relatedly, since by law it is only required to receive consent from the participants

once, asking these questions twice would raise the possibility of the suspicion of the respondents,

thus rendering the data quality of the survey. The exact wording of the questions are as follows:

University Records – We would like to link the answers you have given in this study to your

attendance records and marks held by the university. Do you give permission for us to pass your

details to the university for this purpose?

Health Records – We would link to link your answers to your health records held by the National

Health Service (NHS). Do you give permission for us to pass your details to the NHS for this

purpose?

Student Activities – We would link to link your answers to your sports clubs/societies member-

ship(s) held by the Students Union. Do you give permission for us to pass your details to the SU

for this purpose?

Before each of these questions, participants were warned that their decision to consent will not

affect their participation in the survey nor they have any obligation to consent to data linkage.

Once the respondents completed the section VI trust and consent to data linkage questions,

they were told that no data linkage will actually take place. As some of our consent questions are

context-dependent such as academic outcomes and university activities, they will be more relevant

to some participants than others, i.e. the current students at the study university. For this reason,

in our results, we also study the effects of the treatment on consent to data linkage both for our

entire sample and for the sub-sample that consists of only students.
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2.4 Intervention

At the start of section VI, participants were randomly allocated to one of the intervention groups.

Our study has 4 groups in total, 1 control and 3 treatment groups. Randomization is needed to

study the casual effect of the information on the participants’ trust in the research team and the

consent to linkage. It is especially important for the consent to linkage part because, as mentioned

in the previous section, we only collect participants’ consent once. If we did not randomized the

intervention, we would not be able to study the causal effect of our intervention on consent rates

as there might be other differences between treatment and control groups (both observable and

unobservable differences) that would affect our outcome of interest. However, by randomizing our

intervention, we ensure that the only difference between the groups is the provision of information,

therefore we can cleanly identify the casual effect of the information experiment on the participants’

trust in the research team as well as on their likelihood of providing consent for data linkage.

Our study consists of three different but related treatment arms. In the first arm, Photograph

Treatment, the respondents were shown the photo of the principal researcher smiling in a suit

to show that the researcher is a friendly person. In the second arm, Information Treatment, we

provided the respondents with the academic qualification of the principal researcher as well as

some information about the publicity of their research to show that the researcher is a trustworthy

individual. In the third arm, we combined the first arms and showed both the photo of the principal

researcher smiling and information about their academic qualifications as well as the publicity of

their research. Participant who were allocated into the control group received neither the photo

of the principal researcher nor information about their academic qualifications and their research

(except when they arrived to the end of the survey, they were told who to contact in case of a

question but they had already made their decisions about their trust and consent at that point).

The information that the different treatment groups were provided is available in the Appendix B.
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3 Empirical Strategy

We estimate the effect of our intervention first on the trust that the respondents have about the

research team. As mentioned in the previous sections, we have information about individuals’ trust

in the research team before they received the intervention. We make use of this information to

improve the precision of our estimates of the effect of the intervention on the trust in the research

team and estimate the following specification:

yit = α + βTi + θyit−1 + γXi + εit (1)

where yit−1 and yit are trust in research team before and after the intervention, Ti is the intervention

group and the type of treatment the individuals received if in the treatment group, Xi is the

vector of respondent characteristics which includes gender, age, whether the respondent is student,

maternal education and ethnicity. Here, β gives us the causal effect of the intervention on the trust

in research team.

We, then, move on to estimating the effect of our intervention on the consent to data linkage

for the three domains that we study. However, as we do not have a measure of consent-giving

before our intervention, we cannot estimate the above model. While one might think that this is a

problem, many of the RCTs in the literature do not have a baseline measure for their outcomes of

interest. As RCTs ensure that the observable and unobservable characteristics of the respondents

allocated to each group would be balanced, the literature generally studies the effect of RCTs

without controlling for the baseline measure of the outcome of the interest. We follow the literature

and estimate the following model to study the effect of our intervention on the consent to data

linkage:

yit = α + βTi + ωTrusti + γXi + εit (2)

where yit is whether the participant is willing to give consent to data linkage and Trust is baseline

trust. Here, we estimate this equation three times for three outcomes: consent to data linkage to
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i) academic records, ii) health records and iii) student activity records.

4 Results

4.1 Trust in the Research Team

We first describe how participants’ trust in the research team correlates with personal characteris-

tics in Table 3. Here, we use our baseline measure of trust as this is the measure that is not changed

by our intervention. We observe that while gender, being a student and age are not correlated

with the trust levels, there are some differences by maternal education and ethnicity. First, we

find that Black respondents, on average, report lower trust levels than White respondents. While

the mean trust level is 74.6, Black individuals are reporting 7.04 points lower levels of trust in the

research team. While this might seem like a small difference compared to the mean, it is 32% of the

standard deviation, showing that this is a meaningful difference. While this is consistent with the

literature that ethnic minorities tend to hold lower levels of societal trust (Ziller, 2017), it is sur-

prising that there are no other statistically significant differences between our White respondents

and those from the other ethnic minority groups. Second, we find that those who have a mother

with a university degree have higher levels of trust than those whose mother has only completed

education up until 16. Similar to the ethnic difference, the difference is 6.01 points and this is 28%

of the standard deviation, showing that the difference of having a mother with university degree

is quite strong. We also observe striking differences among those who do not have a mother, or

female caregiver. These individuals are 20 percentage points less likely to trust the research team

than those with the least educated mothers –although this is a very small group (15 respondents

do not have a mother or female caregiver) so this result should be interpreted with caution.

4.2 Consent to Data Linkage

We next describe who gives consent to data linkage. We focus on three contexts: i) Education

Records, ii) Health Records and iii) Student Activity Records. In Table 2, we show the mean
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consent rate for all three context first for the whole sample, and then by the treatment arm and

finally by gender and race. We find significant variation in the consent rates. We find that 54%

of the individuals give consent to linkage to education records while 46 and 50% of respondents

consent to linkage to health and student activity records, respectively. While the ordering of these

topics is consistent with other empirical findings - Edwards & Biddle (2021) find that consent rates

to educational records were higher than health records which is what we also find – the rates of

consent in our sample are generally lower than the existing literature. For example, Walzenbach

et al. (2022) and Graves et al. (2019) find consent rates of 52 percent and 69 percent respectively to

link survey data to health records (compared to our consent rate of 46 percent). Al Baghal (2016)

and Thornby et al. (2018) find consent rates to education records of 70 percent and 63 percent

respectively (compared to our consent rate of 54 percent). These differences are likely to be driven

by some combination of compositional differences across the samples and the fact that our survey

collects data on sensitive topics (e.g., measures of racial biases) that might make respondents less

inclined to consent to linkage.1

Looking at the relationship between consent to data linkage and our respondents’ background

characteristics in Table 5, three main things stand out. First, Black respondents are significantly

more likely to consent to data linkage than their White counterparts. Moreover, the magnitude

is large. Black respondents are 21 percentage points more likely to consent to data linkage with

their health records than White respondents (column 2). This is surprising as the existing literally

has generally found that ethnic minority groups are less likely to consent to data linkage (Mostafa,

2016; Woolf et al., 2000). Moreover, Black respondents have slightly lower levels of trust in the

research team which are thought to be an important driver in consent to data linkage.

Second, we find no differences in consent rates by age for linkage to education records, but

we do observe a negative effect for linkage to student activity and health records, although the

magnitude is small - an increase in respondents age from the median (24) to the 75th percentile

1While this is not a direct comparison to our consent rates Sakshaug et al. (2017) find a consent rate of 54
percent and Thornby et al. (2018) find a consent rate of 69 percent to employment records. Other factors such as
placement might also explain the lower consent rate in our setting.
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(31) is associated with a 4.2 percentage point lower consent rate. This is similar to the existing

literature which generally finds modest differences by age (Bryant et al., 2006). Third, turning our

attention to sex we also observe no differences in consent rates. While this is consistent with some

studies (Klassen et al., 2005) the literature generally finds higher rates of consent for men (Huang

et al., 2007).

Finally, students are more likely to consent to data linkage with respect to their education

and student activity records than non-students although this might be driven by the fact that the

linkage to educational and student activity records might be more relevant for current students.

Indeed, there is no difference in the propensity to consent for health records among students and

non-students.

There is also evidence that trust in the research team is an important driver in the decision

to consent to data linkage. We investigate this directly by looking at the relationship between

the respondents’ trust and propensity to consent to data linkage. We observe that respondents’

baseline trust in the research team is positively associated with their propensity to consent to data

linkage. A 3.5 percentage point increase in trust (the average treatment effect we observed in the

previous section) is associated to a 1.40 percentage point higher likelihood that a participant will

consent to linking their survey data with their educational records (column 1), a 1.75 percentage

point higher likelihood for linkage to recreation records (column 2) and for linkage to health records

(column 3). These differences are not statistically significant.

Interestingly, we find that the respondents’ revised trust in the research team is not related

to their propensity to consent to data linkage - further analysis shows that the change in the

respondents’ trust in the research team has, a precisely estimated, no effect on their propensity to

consent to data linkage (not reported but available on request). Respondents who increase their

trust in the research team are no more likely to consent to data linkage than those who did not.
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4.3 Information Treatment

Turing our attention to the effect of the information intervention, we first study the effect on

participants trust in the research team. In Table 4, we show the results for the whole sample in

columns 1-3 and then for sub-samples. In column 1, we only have intervention dummies while

in columns 2 and 3, we include the baseline and then personal characteristics. As we can see

from the table, the inclusion of the personal characteristics does not make much of a difference

in the magnitude or the significance of the effects but it is still important to include as we have

observed some differences in the maternal education across different treatment groups. Our main

hypothesis related to trust is that providing information about and/or photograph of the principal

research would improve the trust levels because it shows that the researcher has a strong track

record of research and that they are a friendly person, in line with Ethos of Aristotle’s Trinity

of Persuasion. Indeed, this is what we observe in column 3 of Table 4. We see that providing

information about the researcher or the photo of the researcher does not have any effect on the

trust level of the individuals. However, when we combine these two treatments, we see that

individuals increase their trust level by 3.55 points (or 16% of standard deviation) compared to

the control group. The finding that the picture treatment had no impact on respondents’ level of

trust is unsurprising as a picture without any context (e.g., details about the research team) is

unlikely to communicate anything tangible to the respondent – if anything it might come across

as confusing or even suspicious.

Despite our relatively small sample size, columns 4–9 of Table 4 investigates the heterogeneity

in treatment effect by sub-sample: i) student status, ii) gender and iii) race. We find that the

treatment effect is entirely coming from students, female individuals and minorities. We also

find that the effect of the Information Treatment is heterogeneous by ethnicity (significant at

5% significance level), ie. those from ethnic minority backgrounds are more affected from this

treatment. This is perhaps not surprising given that they had lower levels of trust to begin

with. Although the differences between each of the other groups are not statistically significant

(possibly due to low sample sizes), we find these effects interesting. While the results on minority
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individuals are consistent with the initial level of trust, the heterogeneity by gender and student

status is interesting. Our results suggest that the treatment effect comes entirely from females

and students. However, Table 3 shows that there is no gender differences in initial trust levels nor

there is when it comes to being a student or not so we can rule out the possibility of more ”room

to improve” when it comes to these sub-samples.

We, next, explore how the light touch information treatments impacts respondents’ propensity

to consent to data linkage. Table 6 reports the coefficients associated with the treatment groups

(compared to the control group) for consent to linkage to education records (columns 1-3), student

activity records (columns 4-6) and health records (columns 7-9). We find that our intervention

does not have any effect on the consent to linkage of records in all of our contexts.

Recall that i) data linkage might be more relevant to some respondents than others - the linkage

of data to education and student activity records might be more relevant to current students - and

ii) larger treatment effects for non-white respondents trust in the research team. In Table 6 we

also investigate the heterogeneity in treatment effect by restricting our sample to current students

and minority participants . Similar to our main results, we find no treatment effect for education

or health linkage and in fact some of the coefficients are very close to 0 although none of the other

coefficients are statistically different than 0. However, we observe an effect for student activity

activity records, and the magnitude is large. Minority participants who received the picture only

treatment are 18.1 percentage points (or 36% of the standard deviation) less likely to consent

to data linkage to student activity records than the control group. While we are not necessarily

surprised that the Photo treatment has a negative effect – seeing someone’s pictures and then asked

to consent to data linkage could be seen as suspicious – we are surprised by both the magnitude

and the fact that it is not consistent across topics, it is not clear why this treatment would only

affect consent to student activity records and not educational and health records. Therefore, this

result should be treated with caution.
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5 Conclusion

Linking administrate data to survey data can be a powerful tool for researchers. However, it is

often legally necessary to obtain a survey respondents’ informed consent before linking their survey

data to administrative records. Since not all respondents give their consent, this may be a source

of bias if those who consent are systematically different that those who do not. This paper studies

the relationship between respondents’ trust in the research team and their propensity to consent

to data linkage and how consent rates differ by topic and participant characteristics. Finally, we

investigate the effect of a light touch information intervention, about the research team, has on

respondents’ trust in the research team and respondents’ propensity to consent to data linkage.

Our four main results are as follows: first, we observe significantly lower rates of trust in the

research team among black participants. Second, consent rates in our study are generally lower than

other web-based studies - possibly reflecting the sensitive nature of some of the topics we collect

data on (e.g., racial biases and performance evaluations). Consistent with some of the existing

literature, we find that consent rates are highest for data linkage to educational records and lowest

for health records. We also find a significant difference in consent rates by ethnicity which highlights

that there are likely to be systematic differences among those who do, and do not, consent to data

linkage which is important for researchers using survey data as the external validity of their results

can be harmed by this. Third, we find a strong positive relationship between respondents’ trust in

the research team and their propensity to consent to data linkage. A higher trust in the research

team is associated to a higher rate of consent to data linkage. Fourth, looking at our information

intervention we find that the provision of additional information about the research team has

a positive effect on respondents’ trust, particularly those form an ethnic minority background.

However, the additional information about the research team has no effect on respondents’ consent

rates. This is not necessarily surprising given that the change in respondents trust in the research

team is uncorrelated with their propensity to consent to data linkage. Respondents who increase

their trust in the research team in response to the light touch information intervention are no more

likely to consent to data linkage than those who did not.
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Our interpretation of these results is that while the provision of information about the research

team may increase respondents’ trust in the research team it is still a very light touch intervention.

Influencing the respondents’ decision to consent to data linkage, or not, might require a more spe-

cific intervention (e.g., information about the research teams experience in handling data linkage),

or something more powerful (e.g., a video of the research team discussing the values of data link-

age). In a wider context, these result provide further evidence that the provision of information

can be an inexpensive approach to influence participants’ beliefs and expectations. However, the

type of additional information does need to be carefully considered - heterogeneity analysis sug-

gests that providing participants with a smiling picture of the primary researcher actually reduced

consent rates - the picture without context might have come across as suspicious.

This paper takes an important step in investigating how respondents’ trust in the research team,

and the provision of information about the research team, affects respondents’ propensity to consent

to data linkage. However, more work needs to be done. Investigating the impact of a stronger

and/or more specific information intervention, such as a video of the research team discussing

the values of data linkage, seems like a promising areas of future research. In addition, exploring

how reference points influences consent rates also seems promising such allocating respondents to

different reference points (e.g., in Fullard (2022) where 75 percent of respondents consented or

Sakshaug et al. (2017)where 54 percent consented to data linkage).
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Figure 1: Baseline Trust by Gender, Race and Student Status
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Tables

Table 1: Descriptive Statistics and Balancing on Characteristics

Characteristics All Control
Information
Treatment p-value

Photograph
Treatment p-value

Combined
Treatment p-value

Male 0.37 0.37 0.30 0.29 0.42 0.53 0.44 0.35
Age 28.63 27.34 28.17 0.54 28.60 0.33 29.43 0.15
Student 0.64 0.62 0.62 0.99 0.67 0.39 0.66 0.47
Ethnicity
White 0.58 0.58 0.63 0.46 0.55 0.69 0.55 0.66
Black 0.12 0.11 0.10 0.71 0.12 0.93 0.17 0.23
Asian 0.20 0.22 0.17 0.29 0.23 0.89 0.18 0.40
Other 0.10 0.09 0.11 0.60 0.11 0.71 0.11 0.66
Mother’s Education
GCSE 0.26 0.25 0.25 1.00 0.26 0.95 0.26 0.89
A-Levels 0.26 0.22 0.27 0.43 0.33* 0.09 0.23 0.93
Undergraduate 0.30 0.33 0.30 0.56 0.28 0.43 0.33 0.93
Postraduate 0.14 0.17 0.15 0.64 0.09* 0.07 0.15 0.68
Missing 0.04 0.02 0.03 0.52 0.04 0.33 0.03 0.55
N 519 99 115 113 119

Notes: p-values are for the differences between control condition and each of the treatment conditions. *
denotes significance at 10% level, ** denotes significance at 5% level and *** denotes significance at 1% level
where base condition is control.
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Table 2: Descriptive Statistics and Balancing on Trust and Consent Rates

All Control
Information
Treatment

Photograph
Treatment

Combined
Treatment Male Female White Minority

Baseline Trust 74.60 75.23 76.56 73.27 75.08 73.45 75.27 75.23 73.72
(21.79) (21.84) (21.09) (21.62) (22.84) (22.21) (21.55) (21.78) (21.83)

Education Linkage 0.54 0.55 0.58 0.49 0.53 0.54 0.54 0.52 0.56
(0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50)

Health Linkage 0.46 0.45 0.50 0.43 0.44 0.47 0.45 0.41 0.52
(0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.49) (0.50)

Student Clubs Linkage 0.50 0.55 0.54 0.47 0.46 0.51 0.50 0.46 0.57
(0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50) (0.50)

N 519 99 115 113 119 191 328 302 217

Notes: * denotes significance at 10% level, ** denotes significance at 5% level and *** denotes significance at 1% level where
base condition is control. Standard deviations are in parenthesis.
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Table 3: Baseline Trust

Baseline Trust

(1) (2) (3) (4) (5) (6) (7)
All Student Non-Student Male Female White Minority

Male -0.765 -1.173 0.140 0.000 0.000 -0.835 -0.628
(2.122) (2.765) (3.389) (.) (.) (2.944) (3.071)

Student 0.771 0.000 0.000 0.290 1.053 2.324 -3.453
(2.233) (.) (.) (3.705) (2.959) (2.922) (3.648)

Age 0.168 0.235 0.189 0.366∗∗ 0.043 0.065 0.738∗∗∗

(0.129) (0.192) (0.177) (0.174) (0.176) (0.142) (0.280)
GCSE Baseline Level
A-Levels -2.264 -4.474 0.936 1.068 -4.255 -3.163 -1.545

(3.081) (3.700) (5.563) (5.418) (3.796) (3.776) (5.336)
Undergraduate 6.014∗∗ 4.407 8.461∗∗ 8.222∗ 3.974 4.737 7.091∗

(2.513) (3.119) (4.251) (4.170) (3.113) (3.248) (3.940)
Postgraduate -2.176 -2.156 -3.401 4.082 -5.712 -4.692 0.853

(3.674) (4.541) (6.076) (5.462) (4.916) (4.674) (5.977)
Missing -20.057∗∗∗ -23.144∗∗ -18.006 -25.038∗∗ -16.375∗ -15.981 -25.593∗∗∗

(7.375) (9.031) (12.735) (11.268) (8.718) (10.793) (8.031)
White Baseline Level
Black -7.041∗∗ -10.093∗∗∗ 3.934 -1.557 -11.936∗∗∗ -2.423

(3.108) (3.755) (4.039) (4.097) (4.586) (4.617)
Asian -1.147 -2.530 1.178 -1.886 0.169 2.619

(2.806) (3.363) (5.443) (4.408) (3.924) (4.352)
Other -2.569 -4.432 0.949 -2.427 -2.331 0.000

(3.739) (4.265) (8.001) (6.658) (4.523) (.)
Constant 71.138∗∗∗ 72.634∗∗∗ 67.548∗∗∗ 62.208∗∗∗ 76.316∗∗∗ 74.218∗∗∗ 55.236∗∗∗

(5.183) (6.094) (7.686) (7.885) (6.977) (6.106) (10.464)
Observations 446 287 159 171 275 256 190
R2 0.059 0.071 0.069 0.086 0.067 0.037 0.118

Notes: * denotes significance at 10% level, ** denotes significance at 5% level and *** denotes
significance at 1% level. Standard errors are in parenthesis.
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Table 4: Treatment Effect on Trust

Trust

(1) (2) (3) (4) (5) (6) (7) (8) (9)
All All All Student Non-Student Male Female White Minority

Info 3.782 2.831 2.920 3.969 -0.678 -1.575 5.029∗∗ -0.422 8.654∗∗∗

(2.780) (1.807) (1.816) (2.513) (2.568) (3.642) (1.981) (2.222) (2.927)
Info + Photo 2.168 3.573∗∗ 3.552∗∗ 3.839∗ 1.108 -1.700 6.718∗∗∗ 2.734 4.722∗

(2.654) (1.569) (1.596) (2.223) (2.009) (2.779) (1.956) (1.973) (2.674)
Photo 0.579 0.691 0.627 -0.507 2.464 0.012 0.653 0.523 1.332

(2.802) (1.727) (1.796) (2.498) (2.166) (2.950) (2.331) (2.489) (2.850)
Baseline 0.718∗∗∗ 0.721∗∗∗ 0.658∗∗∗ 0.847∗∗∗ 0.703∗∗∗ 0.752∗∗∗ 0.789∗∗∗ 0.628∗∗∗

(0.040) (0.041) (0.058) (0.047) (0.062) (0.050) (0.050) (0.064)
Constant 76.505∗∗∗ 22.486∗∗∗ 20.517∗∗∗ 25.027∗∗∗ 13.533∗∗ 25.071∗∗∗ 18.004∗∗∗ 14.549∗∗∗ 28.554∗∗∗

(1.956) (3.344) (4.174) (5.514) (5.541) (7.406) (4.988) (5.065) (7.506)
Observations 446 446 446 287 159 171 275 256 190
R2 0.005 0.589 0.596 0.524 0.771 0.582 0.624 0.631 0.590

Notes: Columns 3-9 control for gender, whether the participant is a student, maternal education level and ethnicity * denotes
significance at 10% level, ** denotes significance at 5% level and *** denotes significance at 1% level. Standard errors are in
parenthesis.
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Table 5: Consent to Linkage

(1) (2) (3)

Education
Records

Health
Records

Student
Activity
Records

Baseline Trust 0.004∗∗∗ 0.005∗∗∗ 0.005∗∗∗

(0.001) (0.001) (0.001)
Male -0.012 0.003 0.005

(0.048) (0.047) (0.047)
Student 0.102∗∗ 0.000 0.131∗∗

(0.052) (0.052) (0.052)
Age -0.004 -0.006∗∗∗ -0.006∗∗

(0.003) (0.002) (0.002)
GCSE Baseline Level
A-Levels 0.039 0.029 0.027

(0.065) (0.065) (0.064)
Undergraduate 0.034 0.050 -0.086

(0.064) (0.064) (0.062)
Postgraduate 0.110 0.043 0.024

(0.080) (0.082) (0.081)
Missing -0.190 -0.176∗ -0.249∗∗

(0.116) (0.093) (0.099)
White Baseline Level
Black 0.192∗∗∗ 0.210∗∗∗ 0.259∗∗∗

(0.070) (0.074) (0.070)
Asian -0.054 0.046 -0.008

(0.065) (0.065) (0.066)
Other -0.148∗ 0.031 0.041

(0.075) (0.080) (0.075)
Constant 0.256∗ 0.221∗ 0.216∗

(0.139) (0.130) (0.129)
Observations 441 441 441
R2 0.107 0.098 0.133

Notes: * denotes significance at 10% level, ** denotes significance at 5% level and *** denotes
significance at 1% level. Standard errors are in parenthesis.
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Table 6: TE on Consent to Linkage

Education
Records

Health
Records

Student
Activity
Records

(1) (2) (3) (4) (5) (6) (7) (8) (9)
All Student Minority All Student Minority All Student Minority

Info 0.040 0.021 0.074 0.058 0.036 0.021 -0.006 -0.016 0.003
(0.065) (0.084) (0.104) (0.067) (0.088) (0.109) (0.064) (0.083) (0.105)

Info + Photo -0.039 -0.000 -0.023 -0.006 0.021 -0.017 -0.069 -0.041 -0.051
(0.067) (0.084) (0.103) (0.067) (0.084) (0.104) (0.065) (0.082) (0.099)

Photo -0.021 -0.064 -0.074 -0.007 -0.069 -0.057 -0.094 -0.134 -0.181∗

(0.067) (0.086) (0.104) (0.067) (0.085) (0.104) (0.066) (0.083) (0.101)
Baseline 0.004∗∗∗ 0.004∗∗ 0.004∗∗ 0.005∗∗∗ 0.005∗∗∗ 0.004∗∗ 0.005∗∗∗ 0.005∗∗∗ 0.004∗∗∗

(0.001) (0.001) (0.002) (0.001) (0.001) (0.002) (0.001) (0.001) (0.002)
Observations 441 284 187 441 284 187 441 284 187
R2 0.110 0.089 0.149 0.101 0.100 0.124 0.140 0.111 0.161

Notes: Regressions control for baseline trust, gender, whether the participant is a student, age, maternal
education level and ethnicity. * denotes significance at 10% level, ** denotes significance at 5% level and
*** denotes significance at 1% level. Standard errors are in parenthesis.
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Appendix A: Additional Tables

Table A1: Treatment Effect on Education Records Linkage

Education Records

(1) (2) (3) (4) (5) (6) (7)
All Student Non-Student Male Female White Minority

Info 0.040 0.021 0.093 -0.002 0.060 0.029 0.074
(0.065) (0.084) (0.114) (0.110) (0.083) (0.085) (0.104)

Info + Photo -0.039 -0.000 -0.102 -0.048 -0.037 -0.062 -0.023
(0.067) (0.084) (0.111) (0.109) (0.089) (0.089) (0.103)

Photo -0.021 -0.064 0.084 -0.023 -0.019 0.031 -0.074
(0.067) (0.086) (0.110) (0.104) (0.090) (0.089) (0.104)

Baseline 0.004∗∗∗ 0.004∗∗ 0.005∗∗∗ 0.004∗ 0.004∗∗∗ 0.003∗∗ 0.004∗∗

(0.001) (0.001) (0.001) (0.002) (0.001) (0.001) (0.002)
Observations 441 284 157 169 272 254 187
R2 0.110 0.089 0.180 0.136 0.105 0.102 0.149

Notes: Regressions control for baseline trust, gender, whether the participant is a student, age,
maternal education level and ethnicity. * denotes significance at 10% level, ** denotes significance
at 5% level and *** denotes significance at 1% level. Standard errors are in parenthesis.
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Table A2: Treatment Effect on Health Records Linkage

Health Records

(1) (2) (3) (4) (5) (6) (7)
All Student Non-Student Male Female White Minority

Info 0.058 0.036 0.067 -0.045 0.060 0.088 0.074
(0.067) (0.088) (0.111) (0.114) (0.083) (0.086) (0.104)

Info + Photo -0.006 0.021 -0.073 -0.022 -0.037 -0.009 -0.023
(0.067) (0.084) (0.117) (0.105) (0.089) (0.088) (0.103)

Photo -0.007 -0.069 0.095 0.026 -0.019 0.033 -0.074
(0.067) (0.085) (0.113) (0.105) (0.090) (0.090) (0.104)

Baseline 0.005∗∗∗ 0.005∗∗∗ 0.004∗∗∗ 0.006∗∗∗ 0.004∗∗∗ 0.004∗∗∗ 0.004∗∗

(0.001) (0.001) (0.002) (0.002) (0.001) (0.001) (0.002)
Observations 441 284 157 169 272 254 187
R2 0.101 0.100 0.132 0.179 0.105 0.092 0.149

Notes: Regressions control for baseline trust, gender, whether the participant is a student, age,
maternal education level and ethnicity. * denotes significance at 10% level, ** denotes significance
at 5% level and *** denotes significance at 1% level. Standard errors are in parenthesis.
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Table A3: Treatment Effect on Student Activities Records Linkage

Student Activity Records

(1) (2) (3) (4) (5) (6) (7)
All Student Non-Student Male Female White Minority

Info -0.006 -0.016 0.016 -0.049 0.011 -0.002 0.003
(0.064) (0.083) (0.108) (0.114) (0.081) (0.085) (0.105)

Info + Photo -0.069 -0.041 -0.117 -0.087 -0.064 -0.089 -0.051
(0.065) (0.082) (0.107) (0.110) (0.087) (0.089) (0.099)

Photo -0.094 -0.134 -0.012 -0.146 -0.060 -0.023 -0.181∗

(0.066) (0.083) (0.106) (0.102) (0.090) (0.088) (0.101)
Baseline 0.005∗∗∗ 0.005∗∗∗ 0.005∗∗∗ 0.006∗∗∗ 0.004∗∗∗ 0.004∗∗∗ 0.004∗∗∗

(0.001) (0.001) (0.001) (0.002) (0.001) (0.001) (0.002)
Observations 441 284 157 169 272 254 187
R2 0.140 0.111 0.186 0.231 0.103 0.127 0.161

Notes: Regressions control for baseline trust, gender, whether the participant is a student, age,
maternal education level and ethnicity. * denotes significance at 10% level, ** denotes significance
at 5% level and *** denotes significance at 1% level. Standard errors are in parenthesis.

32



Appendix B: Screenshots from Treatment

Figure B1: Screenshots from the Treatment Arms

B1.1: Information Treatment

B1.2: Photo Treatment

B1.3: Combined Treatment
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