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Background 

Every day, people are faced with claims about treatment effects through the media, and from family and 

friends. This includes advice on how to prevent illness and therapeutic, public health and health system 

interventions (1-4). Such advice can be motivated by good intentions as well as commercial interests. 

Regardless of the motivation, many of these claims are unreliable and misleading, and people may suffer 

unnecessarily and waste resources (5-11). Consequently, enabling people to make informed decisions 

about healthcare by improving their ability to think critically about such claims is an important public 

health initiative (12).  

 

Efforts to teach evidence-based healthcare, critical appraisal skills, or how to assess treatment claims 

mostly takes place in universities and other research institutions. It is rarely directed at patients (13, 14). 

Health literacy efforts in Norway and elsewhere have mainly been directed at providing reliable health 

information for the public through specific websites and functional health literacy. There have been few 

studies that have evaluated community-based efforts to teach critical health literacy or how to assess 

treatment claims (15, 16) However, over the past decade, there has been an increasing interest 

internationally in teaching critical thinking about treatments to patients and the public. The Norwegian 

Institute of Public Health, in collaboration with others, has developed three websites that aim to 

empower patients and the public to assess the trustworthiness of that information - as well as other 

information about the effects of interventions: www.Sunnskepsis.no, www.informedhealthchoices.org, 

http://no.testingtreatments.org/. Critical thinking has also been the focus of popular television shows 

such as “Folkeopplysningen”; targeting common claims about treatment effects and how such claims 

can be tested using rigorous study designs. In collaboration with Puls, a nationally televised lifestyle and 

health program, we conducted a randomised controlled trial, with the aim of educating the public about 

randomised trials (17). More recently, we have sought to improve critical thinking in schoolchildren 

through the Informed Health Choices (IHC) project, an international collaboration of researchers in 

Uganda, Rwanda, Kenya, the UK, and Norway. The project developed an educational intervention to 

teach primary school children to assess treatment claims and an educational podcast for their parents 

(www.informedhealthchoices.org). Both interventions were shown to be effective in randomized trials 

in Uganda(18, 19). 

 

http://www.informedhealthchoices.org/
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The Claim Evaluation Tools database 

Although a growing number of educational resources for improving people’s critical thinking about 

treatment claims is available, few of these have been evaluated (15, 20).  A systematic mapping review 

concluded that such interventions have not been measured consistently and that no complete 

instrument exists to evaluate such understanding (21). Consequently, we developed the Claim 

Evaluation Tools database - a battery of multiple-choice questions (MCQs) that can be used to evaluate 

people’s ability to assess treatment claims and make informed health choices. The Claim Evaluation 

Tools database was initially developed to be used for outcome measurement in the randomised trials of 

the IHC learning resources (18, 19). The MCQs can also be used in school settings for tests or self-

assessment, and in surveys to map those abilities in populations  (22-24). The MCQs have been 

developed based on qualitative and quantitative feedback from methodologists and members of the 

public in several countries (23). A test with 26 MCQs has been shown to have construct validity and 

reliability in Norway, China, Mexico, and Uganda using Rasch modelling (22). The MCQs are written to 

be used for both children and adults, and have been successfully administrated to both children and 

adults in Uganda (18, 19, 22). 

 

Out starting point for developing the educational interventions and the Claim Evaluation Tools database 

was a list of Key Concepts that people need to understand and apply to assess claims about treatment 

effects and make informed health choices (25). The list of concepts provides a framework for 

researchers, teachers and others to develop interventions and measure people’s ability. The list is 

subject to annual review and is continuing to evolve. The Claim Evaluation Tools database includes 4 to 6 

MCQs per Key Concept (23). The MCQs were initially developed in English but have also been translated 

to Spanish, Luganda, Norwegian, German, and Chinese.  

 

To our knowledge only one survey has attempted to measure the ability to understand and apply any of 

the IHC Key Concepts in a representative sample of Norwegian adults (26). This study only addressed 

five Key Concepts. The purpose of this study is to address that gap by mapping the ability of Norwegian 

adults to assess treatment claims and make informed health choices, using MCQs from the Claim 

Evaluation Tools database. In addition to providing an overview of the extent to which Norwegians are 

able to assess the trustworthiness of treatment claims, the survey will inform the development of 

learning resources and enable international comparisons. 
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Objectives 

This protocol describes the plans for conducting a survey to measure the ability of Norwegian adults to 

assess treatment claims and make informed health choices. A secondary objective is to evaluate the 

construct validity and reliability of the questionnaires using Rasch modelling. In addition, we will 

compare the ability of Norwegian adults to Ugandan children, parents, and teachers for the subset of 

Key Concepts that were measured in Uganda, and we will conduct exploratory analyses to investigate 

associations between characteristics of the participants and their abilities. 

 

Methods 

Questionnaires 

The Claim Evaluation Tools database includes more than 150 MCQs. An example in Norwegian can be 

seen in Box 1, a complete version can be seen in appendices 1 and 2. We will include two MCQs per Key 

Concept.  

 

Because there is a large number of MCQs and longer questionnaires have lower response rates (27), we 

will create four separate questionnaires with different sets of MCQs. The distribution of MCQs and Key 

Concepts is shown in Box 2. With input from teachers, we determined that 24 of the original 32 Key 

Concepts were relevant to and could be understood by children, as well as adults without a research 

background (28). For this study, these 24 Key Concepts will be covered by three of the questionnaires.  

One of these (test 1) will be identical to the questionnaire that was used in the randomised trials in 

Uganda, allowing for cross-country comparisons between the Norwegian and Ugandan samples (29, 30). 

The fourth questionnaire includes MCQs for Key Concepts that are more difficult. As can be seen in Box 

2, four Key Concepts (numbers 1.3, 1.4, 2.2, and 2.8) will be included in all four questionnaires, and each 

questionnaire will include two MCQs (each with four options) for each of those concepts. All four 

questionnaires also will include a selection of 1 to 7 questions assessing self-efficacy and intended 

behaviours related to assessing treatment claims. 

 

  



5 

 

Box 1. Example of multiple-choice question 

Francis har en alvorlig sykdom. Vennen hans forteller ham at det finnes en 

medisin som hjelper de fleste med den sykdommen, og at medisinen er helt 

trygg. 

Spørsmål: Hvor sikker kan Francis være på at medisinen er trygg? 

Alternativer: 

A) Veldig sikker, fordi behandlinger som er nyttige, kan ikke være 

skadelige på samme tid 

B) Ikke veldig sikker, fordi de fleste medisiner kan være skadelige selv om 

de er nyttige 

C) Det er umulig å si, fordi medisinen hjelper de fleste med Francis sin 

sykdom  

D) Veldig sikker, fordi medisinen har hjulpet mange 

Svar:     

 

 

 

All MCQs have been translated into Norwegian by one of the authors (KF) and checked by a second 

author (AA) for face validity. Apart from the MCQs, the questionnaire will include questions about the 

participants’ age, gender, level of education, research training, previous participation in a randomized 

trial, and health professional background.  
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Box 2. Overview of Key Concepts and MCQs included in each questionnaire 

Key Concepts* Questionnaire 
1 

(13 Concepts 
included in 

the Ugandan 
questionnaire) 

Questionnaire 
2 

(Concepts not 
included in 

the Ugandan 
questionnaire 
- about claims 

and 
comparisons) 

Questionnaire 
3 

(Concepts not 
included in 

the Ugandan 
questionnaire 

-  about 
choices) 

Questionnaire 
4  

(Concepts that 
are more 

difficult than 
the ones in the 

first three 
questionnaires) 

1.1 Treatments may be harmful 2       
1.2 Personal experiences or anecdotes 
(stories) are an unreliable basis for 
assessing the effects of most treatments 

2       

1.3 An ‘outcome’ may be associated with a 
treatment, but not caused by the treatment 

2 2 2 2 

1.4 Widely used treatments or treatments 
that have been used for a long time are not 
necessarily beneficial or safe 

2 2 2 2 

1.5 New, brand-named, technologically 
impressive, or more expensive treatments 
may not be better than available alternatives  

2       

1.6 Opinions of experts or authorities do not 
alone provide a reliable basis for deciding on 
the benefits and harms of treatments 

2       

1.7 Conflicting interests may result in 
misleading claims about the effects of 
treatments 

2       

1.8 Increasing the amount of a treatment 
does not necessarily increase the benefits of 
a treatment and may cause harm  

  2     

1.9 Earlier detection of ‘disease’ is not 
necessarily better  

      2 

1.10 Hope or fear can lead to unrealistic 
expectations about the effects of treatments  

  2     

1.11 Beliefs about how treatments work are 
not reliable predictors of the presence or size 
of actual effects of treatments 

  2     

1.12 Large, dramatic effects of treatments 
are rare 

  2     

2.1 Identifying effects of treatments depends 
on making comparisons 

2       

2.2 Apart from the treatments being 
compared, the comparison groups need to 
be similar at the beginning of a comparison 
(i.e. 'like needs to be compared with like')  

2 2 2 2 
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2.3 People’s outcomes should be counted in 
the group to which they were allocated 

      2 

2.4 People in the groups being compared 
need to be cared for similarly (apart from the 
treatments being compared) 

  2     

2.5 If possible, people should not know 
which of the treatments being compared they 
are receiving  

2       

2.6 Outcomes should be measured in the 
same way (fairly) in the treatment groups 
being compared 

  2     

2.7 It is important to measure outcomes in 
everyone who was included in the treatment 
comparison groups 

  2     

2.8 The results of single comparisons of 
treatments can be misleading 

2 2 2 2 

2.9 Reviews of treatment comparisons that 
do not use systematic methods can be 
misleading 

  2     

2.12 Results for a selected group of people 
within a systematic review of fair 
comparisons of treatments can be 
misleading 

      2 

2.13 Relative effects of treatments alone can 
be misleading 

      2 

2.14 Average differences between 
treatments can be misleading 

      2 

2.15 Small studies in which few outcome 
events occur are usually not informative and 
the results may be misleading 

2       

2.16 The use of p-values to indicate the 
probability of something having occurred by 
chance may be misleading; confidence 
intervals are more informative 

      2 

2.17 Saying that a difference is statistically 
significant or that it is not statistically 
significant can be misleading 

     2 

3.1 A systematic review of fair comparisons 
of treatments should measure outcomes that 
are important 

     2 

3.2 A systematic review of fair comparisons 
of treatments in animals or highly selected 
groups of people may not be relevant 

    2   

3.3 The treatments evaluated in fair 
comparisons may not be relevant or 
applicable  

    2   
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3.4 Comparisons designed to evaluate 
whether a treatment can work under ideal 
circumstances may not reflect what you can 
expect under usual circumstances. 

    2   

3.5 Well done systematic reviews often 
reveal a lack of relevant evidence, but they 
provide the best basis for making 
judgements about the certainty of the 
evidence 

    2   

3.6 Decisions about treatments should not 
be based on considering only their benefits 

2       

Attitudes and intended behaviour 1 1 7 1 

Total MCQs 27 25 25 25 

*Light grey = Concepts included in the Ugandan questionnaire; dark grey = Concepts not included in the Ugandan questionnaire 
but judged relevant to children and adults without training; light green = MCQs kept constant in all questionnaires; dark green = 
attitudes and intended behaviours; yellow = more difficult concepts 

Concepts beginning with 1 address unreliable bases for ‘claims’; beginning with 2 address ways in which ‘comparisons’ 
(evidence used to support a claim) can be misleading; and beginning with 3 address judgements that need to be made when 
making ‘choices’. 

 
 

Description of eligible participants and administration of the questionnaires  

The questionnaires will be administrated electronically using Nettskjema through the University of Oslo 

(https://www.uio.no/tjenester/it/applikasjoner/nettskjema/). We will draw a representative sample of 

the adult population (>18 years) in Norway from the national registry. The sample will be stratified 

according to age and gender. 

 

Analysis 

Each MCQ will be scored as correct or incorrect and we will consider a participant to understand a 

concept if they correctly answer both MCQs for that concept. Missing responses will be treated as 

incorrect. For questions about Key Concepts, we will estimate the percentage of Norwegian adults that 

understands each concept. We will use a generalized linear model to estimate the difference in mean 

overall questionnaire score (proportion of correct answers) between Norwegian adults and that of the 

control groups of Ugandan children, parents, and teachers from our previous studies, adjusting for the 

stratification variables age and gender, and education level. For questions about intended behaviours 

and self-efficacy, we will dichotomise the responses in the analysis (e.g., very unlikely or unlikely vs very 

likely or likely) and report the number and percentage for each of the response options. 
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We will conduct exploratory analyses to investigate associations between participants’ characteristics 

and their questionnaire scores. We hypothesise that people with a research background or with a higher 

education level will do better than those without a research background and with a lower education 

level respectively. We also hypothesize that younger people will do better than older people. All of 

these hypotheses are supported by the findings of our previous survey (26). We hypothesize that there 

will be little difference between health professionals and others, based on previous research, including 

our previous survey (26), and that there will be little difference between women and men, which also is 

supported by the findings of our previous survey. We will use a generalized linear model with elastic net 

regularization to objectively identify which variables might explain variation in participants’ 

questionnaire scores on each questionnaire (31).  In addition, we will perform exploratory analyses 

comparing how well participants do on each Key Concept, and on each group of concepts - ‘claims’, 

‘comparisons’. and ‘choices’ (Box 2).  

 

There are likely to be fewer old people who complete the questionnaires (because it will be an online 

survey) and respondents will probably have a higher education level than the population in general 

(based on the previous survey we conducted). To ensure that our analyses provide estimates that are 

representative of the population, we will adjust for this likely non-random nonresponse by weighting, 

using the most up-to-date Eurostat data (e.g., edat_lfse_03) on age, gender, and education level for 

Norway available at the time of analysis (currently 2017) (32).  

 

Sample size calculation 

We performed three power analyses. The first analysed power to estimate the percentage of Norwegian 

adults who understand each of the four Key Concepts that will be included in all four questionnaires. 

The second analysed power to estimate the percentage of Norwegian adults who understand a single 

typical Key Concept that will only be included on one of the four questionnaires. The third analysed 

power to detect differences in mean overall questionnaire score compared to the mean overall 

questionnaire scores of the control groups of Ugandan children, parents, and teachers. We assumed 

that approximately equal numbers of participants will respond to each questionnaire, that each 

participant will only take one questionnaire, and that, among responders, there will be a negligible 

degree of nonresponse to MCQs. Except where clarified below, we also assumed we will report 95% 
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confidence intervals for all estimated quantities. We computed power curves, with power on the vertical 

axis and the total number of invitations sent on the horizontal axis. The total number of invitations sent 

quantity is the total across all four questionnaires (rather than a total for a single questionnaire). Based 

on our experience from a previous survey conducted in Norway, we expect a low response rate 

(approximately 25%) (26). We therefore performed each power analyses for three possible response 

rates (25%, a plausible best-case scenario; 20%; and 15%, a plausible worst-case scenario). We chose the 

final sample size based on the worst-case scenario. 

 

With respect to the first two analyses, a large number of percentages will be estimated, which gives rise 

to a multiple comparisons issue. We will take a pragmatic approach and adjust for multiplicity for the 

four Key Concepts that will be included on all questionnaires (i.e., we will report Bonferroni-corrected 

95% confidence intervals) but will not correct for multiplicity for the other Key Concepts (because there 

are many of them, and their estimates are supported by the smaller sample sizes of the individual 

questionnaires). We will therefore interpret estimates for those concepts cautiously. This approach 

balances the need to protect the conventional 95% confidence interval coverage (for four concepts of 

particular interest) and yields a tractable survey. For the first two analyses, we also estimated the 

margin of error (half the width of the confidence interval at the worst-case scenario that 50% of 

Norwegian adults understand a concept). We aimed to achieve a margin of error no greater than ±5%. 

 

If participants make random guesses on both MCQs for a given Key Concept, we would expect 

¼2 × 100% ≈ 6% of the participants to “understand” that concept. Figure 1 shows the result of the power 

analysis for the four concepts included on all questionnaires. It estimates power to detect a difference, 

of at least 5%, in the percentage of Norwegian adults that understands the concepts, compared to 

random performance (e.g., percentages greater than 6% + 5% = 11%), while also correcting for multiple 

comparisons. At a response rate of 15%, we estimate that confidence intervals no wider than ±5% can 

be achieved if at least a total of 4168 invitations are sent. Such an analysis would have approximately 

97% power. 

questionnaire 
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Figure 1. Power analysis for the four Key Concepts included in all four questionnaires 

 

 

Figure 2 shows the result of the power analysis for a typical Key Concept that will only be included on 

one of the four questionnaires. It estimates power to detect a difference, of at least 5% or 10%, in the 

percentage of Norwegian adults that understands the concept, compared to random performance (e.g., 

percentages greater than 6% + 5% = 11% or 6% + 10% = 16%). The figure shows that these analyses 

would have >95% power to detect a difference of at least 10% from random performance if at least 

4168 invitations are sent (as suggested by the first power analysis). However, because MQCs for these 

concepts are included in only one of the four questionnaires and we anticipate a high degree of non-

response, the margin of error is likely to be greater than ±5%. In the worst-case scenario that 50% of 

Norwegian adults understand a concept not included on all four questionnaires, we estimate the margin 

of error to be no greater than ±8%. We expect analyses for these concepts to be quite powerful, but less 

precise compared to that for the four concepts common to the four questionnaires. 
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Figure 2. Power analysis for a Key Concept included in only one questionnaire 

 

 

Figure 3 shows the result of the power analysis for questionnaires for differences, of at least 10%, in 

mean overall questionnaire score compared to mean overall questionnaire scores of the control groups 

of Ugandan children, parents, and teachers. The analysis suggests that these questionnaires will have 

power close to 100% if at least a total of 4168 invitations are sent (as suggested by the first power 

analysis). 
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Figure 3. Power analysis for detecting a mean difference ≥10% between Norwegians and Ugandans 

 

 

Based on these power analyses, we will send a total of 4500 invitations, which should allow us to 

estimate percentages with margins of error better than ±5% and ±8% (for the four concepts common to 

all questionnaires, and the other concepts, respectively); distinguish these percentages from random 

performance (e.g., greater than 11% and 16%, respectively); and detect differences greater than 10% in 

mean overall questionnaire score compared to those of the control groups of Ugandan children, 

parents, and teachers. 

 

Recruitment of participants 

Two systematic reviews have evaluated strategies to improve participation in research (27, 33). Based 

on the evidence from these reviews, we will develop attractive and personalised post-cards inviting 

people to take part in the study. The postcard will include a short description of the purpose of the 

study as well as a link to a website (Nettskjema) providing access to one of the four questionnaires. 

Upon accessing this website, people will receive full information about the study and be asked to 

provide informed consent. To improve participation rates, evidence also suggests that people should be 
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informed about how this research can benefit them. This will be stated on the postcard, and through the 

website people will be given information about where they can access the results of the study when it’s 

completed.  

 

Rasch analysis 

Rasch analysis is a dynamic way of developing outcome measurement tools to achieve construct validity 

(34, 35). It is a unified approach to address important measurement issues required for validating an 

outcome measure, including; internal construct validity (by testing for multidimensionality), invariance 

of the items (item-person-interaction), and item bias (differential item function)(35). Rasch analysis can 

be used for both dichotomous and polytomous data (35-37). Since the items in the Claim Evaluation 

Tools database uses a multiple-choice format, they are scored dichotomously. We will analyse all four 

tests using Rasch analysis and the RUMM2030 software. We will follow the fundamental aspects of 

Rasch analysis (35). 

 

Overall and individual Item-Person Fit 

We will explore the class interval structure (number and size of ability groups) of the sample and 

perform an initial analysis of each test set to explore the Item-Person Interaction.  

In Rasch analysis, the ratio between any two items should be constant across different “ability” groups. 

For this study, this ability refers to the “ability to critically assess claims about treatment effects”.  The 

response patterns to an test set is tested against what is expected by the model which is a probabilistic 

form of Guttman scaling (35). In other words, the easier the item is, the more likely it will be passed, and 

the more able the person is the more likely he or she will pass (38). We will this relationship using the 

summary statistics function in RUMM2030.  

 

In RUMM2030, the Item-Person interaction is presented on a logit scale, where the mean item location 

is always “0”. If the instrument is a well-targeted measure (not too easy or too difficult), the mean 

location for persons would also be around the value of zero (35). If the person location is higher than 

zero, this indicates that the test is easy, if the person location is lower than zero this indicates that the 

test is difficult. 
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The item and person Fit Residual Statistics assess the degree of divergence (or residual) between the 

expected and observed data for each person item when summed for all items and all persons 

respectively for each test set. In RUMM2030 this is reported as an approximate z-score, representing a 

standardized normal distribution (39). Ideally, item fit and person fit should have a mean of zero and a 

SD of one (35).   

 

We will also investigate the individual person fit to identify potential persons with misfit in each test set. 

If all persons respond as expected, they would fit within the +/- 2.5 fit residual range. We will judge 

persons with misfit for removal from the analysis because such persons may skew the analysis. Reasons 

for misfit are respondents guessing, copying or providing “too perfect responses” such as ticking all “A” 

options in the questionnaire. 

We explored Individual item fit in each test set to the Rasch model by Chi-Square statistics and by 

exploring the fit residuals. MCQs with significant Chi-Square probabilities does not fit the model at 0.01 

significance level. MCQs with a +/- 2.5 fit residual range were considered potential problematic and 

subject for further analysis.  

When data conform to the Rasch model, ability is measured consistently across the trait level scale with 

low measurement error. Consequently, fit to the Rasch model implies reliability. In Rasch analysis this is 

given as the Person-Separation-Index and indicates the power of the construct to discriminate between 

people with high or low ability. It is also an indication on how much we can rely in the Fit statistics (39). 

We will consider a value of 0.7 to be an accepted level of Person-Separation-Index. 

 

Identifying MCQs with misfit: Item Characteristic Curve and Differential Item Functioning 

The Item Characteristic Curve (ICC) indicates the Rasch model’s theoretically expected probability of 

answering correctly as a function of ability on the latent trait scale. The line represents the expected 

scores, and the dots represents the observed scores for each class intervals. When the observed scores 

follow the expected values, this indicates good fit. Items with sub-optimal fit indicates measurement 

error (35). We will inspect the ICC for all MCQs individually for signs of misfit in each test set. 

The item characteristics analysis can also be used for identifying Differential Item Functioning (DIF).  

Ideally, with the exception of ability in assessing treatment claims, the MCQs in the Claim Evaluation 
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Tools database are expected to work in the same way for men and women, and across age groups. 

There are two types of DIF. Uniform DIF is when the difference between groups on an item is uniform- 

for example that older adults have systematically higher ability compared to younger people. This is less 

problematic than non-uniform DIF were there the difference between groups on an item is inconsistent 

across ability groups (35).  

 

Tests of multi-dimensionality and local dependency 

The Rasch model assumes that any subset of the items administrated to a person should give the same 

estimate of ability, thus performing tests of multi-dimensionality is essential. This can be done by 

comparing person locations estimated based on two subsets of items taken form the questionnaire. We 

will test for this by identifying the two most divergent subsets of MCQs within each test set and 

compared these in independent t-test comparisons of person locations.  

 

We will also explore local dependency in the data, i.e. to what extent an item has a bearing upon 

responses to other items. This was done using the residual correlations function in RUMM2030. A 

residual correlation between 0.2 and 0.3 above the average of all item residual correlations is 

considered potentially problematic. 

 

Revision of items 

As mentioned above, Rasch analysis is a very useful tool for diagnosing problems with the MCQs. 

Revisions can then be made to improve fit, either by revising the MCQs or by deleting them entirely (34). 

Based on the results from the Rasch analysis, we will consider MCQs for repair or deletion that show 

signs of sub-optimal fit.  

 

Ethical considerations 

The purpose of this study is to map the ability of Norwegian adults to assess treatment claims. 

Therefore, we will report the findings of this study by group level. All information is collected through 

Nettskjema ascertaining a high level of data security and safety. This study only surveys ability to apply 
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the IHC Key Concepts, attitudes towards critical thinking and basic demographic variables. No sensitive 

information will be collected. All participants will be given information about the purpose of the study, 

and how the data will be used and stored. Upon accessing Nettskjema, people will be asked to provide 

their informed consent. The introductory text that will be given to the participants is presented in 

appendix 3. All participants will be given access to the final study report on request. The final report will 

be published online on the informedhealthchoices.org website and in an open-access journal. The 

participants will be contacted using postcards, and one reminder will be sent out.   
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Appendix 1. Knowledge questions  

 

1 

Annette ser en reklame på TV for en ny såpe som produsenten hevder 

beskytter folk fra å få utslett. Annette tenker at denne såpen må være bedre 

enn andre såper til å beskytte huden hennes. 

Spørsmål: Har Annette rett? 

 

Alternativer: 

A) Nei. Såpen er kanskje nyere, men det betyr ikke at den er bedre enn 

andre såper 

B)  Ja. Den nye såpen er antakeligvis bedre enn de fleste andre såper fordi 

den er nyere  

C) Ja. Den nye såpen er antakeligvis bedre enn de fleste andre såper fordi 

et velkjent firma lager den 

Svar:     

 

 

  



22 

 

2 

Tina har en sykdom som gjør det vanskelig å puste. Hun hører om en 

medisin på radio som har hjulpet mange med pusteproblemene deres.  

Spørsmål: Hvor sikker kan Regina være på at medisinen ikke er 

skadelig? 

Alternativer: 

A) Det er umulig å si. Medisiner er likevel sjeldent skadelige 

B) Det er usikkert, fordi alle medisiner kan skade så vel som å hjelpe 

C) Ganske sikker, siden medisinen har hjulpet mange er det usannsynlig 

at den også er skadelig 

 

Svar:     
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3 

Jon har et utslett på beinet. En butikk selger flere typer kremer til å 

behandle utslett. Jon velger en krem fra et velkjent selskap, selv om den er 

dyrere enn de andre kremene. Jon tenker at kremen er bedre enn andre 

kremer fordi den er dyrere. 

Spørsmål: Har Jon rett? 

 

Alternativer: 

A) Nei. Bare fordi en krem er dyr betyr det ikke nødvendigvis at den vil 

virke bedre enn andre kremer 

B) Det er umulig å si. Det er derimot sannsynlig at dyre kremer er bedre 

fordi selskapene bruker mer tid på å lage dem 

C) Nei. Kremen er antakelig ikke så god som de andre kremene.  Firmaer 

som produserer velkjente merker er bare bedre på markedsføring 

D) Ja. Selskapet er velkjent av en grunn, så det er mer sannsynlig at 

kremen er bedre enn kremer solgt av mindre kjente selskap 

Svar:     
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4 

To selskap lager to forskjellige medisiner for å behandle magesmerter. 

Begge sier at deres medisin er den beste.  

Spørsmål: Hvordan kan du vite hvilken av de to medisinene som er best 

mot magesmerter? 

 

Alternativer: 

A) Det er umulig å si. Selskapene sier kanskje at deres medisin er best 

fordi de ønsker å tjene penger 

B) Jeg ville satt min lit til det mest kjente selskapet; det har sannsynligvis 

den beste medisinen 

C) Jeg kan ikke stole på noen av selskapene. De har sannsynligvis feil 

begge to  

Svar:     
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5 

To leger, Dr. Karsten og Dr. Jensen er uenige om hvilken medisin for 

magesmerter som er best. Dr. Karsten sier hans mening er rett fordi han har 

jobbet lenger som lege enn Dr. Jensen. 

Spørsmål: Har Dr. Karsten rett? 

 

Alternativer: 

A) Ja, fordi Dr. Karsten har jobbet lenge, så har han mer erfaring enn Dr. 

Jensen 

B) Ja, fordi Dr. Karsten har jobbet lenge, så baserer han nok det han sier 

på forskningsstudier som har sammenlignet medisinene 

C) Nei. Bare fordi Dr. Karsten har jobbet som lege lenger betyr det ikke at 

han baserer det han sier på forskningsstudier som har sammenlignet 

medisiner for magesmerter 

Svar:     
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6 

Hilde har vondt i øret, og hun spør sin bror Hans hva hun skal gjøre med 

det. Han sier at én gang, når han hadde lignende smerter, skylte han øret 

med varmt vann. Dagen etter var smertene i øret borte. Basert på hans 

erfaring er skylling av øret med vann effektivt mot øresmerter. 

Spørsmål: Er du enig med Hans? 

 

Alternativer: 

A) Ja. Fordi dette er Hans’ erfaring, er det sannsynlig at det er sant 

B) Nei. Hans’ erfaring er ikke nok til å være sikker 

C) Ja. Hans skylte øret sitt med varmt vann, og dagen etter var 

øresmertene borte 

Svar:     
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7  

Sarah har en sykdom. Det finnes en medisin for den, men hun er usikker på 

om hun burde prøve den. En forskningsstudie som sammenligner 

medisinen med ingen medisin fant at medisinen hjelper, men at den også 

kunne være skadelig. Tre av Sarahs venner gir henne råd om hva hun bør 

gjøre. 

Spørsmål: Hvilket råd gitt av vennene hennes er best? 

 

Alternativer: 

A) Hun burde ta medisinen hvis mange har prøvd den før 

B) Hun burde ta medisinen hvis hun tror at den vil hjelpe henne mer enn 

den vil skade henne 

C) Hvis medisinen ikke koster så mye kan det ikke skade å prøve den 

Svar:     

 

 

  



28 

 

8 

En Lege, Dr. Anne, er en ekspert på å behandle hodepine. En journalist 

intervjuer Dr. Anne om en ny medisin. Dr. Anne sier at hennes personlige 

erfaring er at den nye medisinen er bra for å behandle hodepine. 

Spørsmål: Hvor sikre kan vi være på at Dr. Anne har rett? 

 

Alternativer: 

A) Det er umulig å si. Det spørs på hvor lenge Dr. Anne har vært en 

ekspert på å behandle hodepine 

B) Ikke veldig sikker. Selv om Dr. Anne er en ekspert, må den nye 

medisinen fortsatt sammenlignes i forskningsstudier med andre 

behandlinger 

C) Veldig sikker. Dr. Anne er en ekspert, så hun vet om den nye medisinen 

er god eller ikke basert på hennes erfaring 

D) Veldig sikker. Dr. Anne ville ikke blitt intervjuet av en journalist hvis 

hennes råd ikke var gode  

Svar:     
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9 

Else har magesmerter. Moren hennes sier at fruktjuice er en god behandling 

for magesmerter. Hun har lært om denne behandlingen fra Elses bestemor. 

Over mange år har andre familier hun kjenner også brukt juice for å 

behandle magesmerter. 

Spørsmål: Hvor sikre kan vi være på at fruktjuice er en god behandling 

for magesmerter basert på dette? 

 

Alternativer: 

A) Ikke veldig sikre. Selv om folk har brukt fruktjuice i mange år betyr det 

ikke at det hjelper mot magesmerter 

B) Veldig sikre. Hvis det har virket for Elses mor og andre som har prøvd 

det, vil det antakeligvis virke for henne også 

C) Ikke veldig sikre. Else burde spørre flere om de bruker fruktjuice for å 

behandle magesmerter 

Svar:     
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10 

På Davids skole har noen elever foreldre med dårlig råd. Elevene med 

foreldre som har dårlig råd drikker mindre fruktjuice og er oftere syke enn 

barn av andre foreldre. Basert på denne sammenhengen mener David at de 

som drikker fruktjuice har en lavere sjanse for å bli syke. 

Spørsmål: Har David rett? 

 

Alternativer: 

A) Det er umulig å si. Det spørs om David har foreldre med dårlig råd eller 

ikke 

B) Ja. Elever med foreldre som har dårlig råd drikker ikke fruktjuice og er 

oftere syke 

C) Ja. Fruktjuicen er den eneste mulige grunnen til at elever med foreldre 

med dårlig råd er oftere syke 

D) Det er umulig å si. Det kan være andre grunner til at elever med 

foreldre med dårlig råd oftere er syke 

Svar:     
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11 

Jon, en forsker har utført en forskningsstudie. I studien ble fire mennesker 

bedt om å trene hver dag i fire måneder, og fire mennesker ble bedt om å 

spise bananer hver dag. På slutten av måneden var de som spiste bananer 

sterkere enn de som trente. Basert på denne studien råder Jon sin venn 

Marit om å spise bananer. 

Spørsmål: Marit sier at vi ikke kan være sikre på resultatene fra 

studien til Jon. Hvorfor? 

 

Alternativer: 

A) Fordi studien inkluderte så få mennesker kan forskjellen i styrke 

skyldes tilfeldigheter, og ikke bananene 

B) Fordi Jon burde ha inkludert færre mennesker i studien sånn at han 

kunne ha fulgt dem opp nøyere 

C) Fordi fire mennesker ikke er nok for å trekke sikre konklusjoner burde 

alle som deltok i studien ha blitt bedt om å spise bananer 

Svar:     
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12 

En ny fruktdrikk sies å gi folk energi. Fredrik, en forsker, ønsket å finne ut 

om dette er sant. Han utførte en forskningsstudie som sammenlignet folk 

som fikk den nye fruktdrikken og folk som bare drakk vann.  

 

Folk i studien visste om de fikk den nye drikken eller vann, og Fredrik 

fortalte dem at den nye fruktdrikken sannsynligvis gir folk mer energi. På 

slutten av studien fikk Fredrik rett, og de som drakk den nye fruktdrikken 

sa at de følte seg mer opplagt. 

Spørsmål: Hvorfor kan vi ikke være sikre på resultatene i Fredriks 

studie? 

 

Alternativer: 

A) Fordi alle som deltok i studien burde ha blitt gitt den nye fruktdrikken 

B) Fordi folk visste om de fikk den nye fruktdrikken, og kunnskapen om 

dette kan ha påvirket hvordan de følte seg 

C) Fordi Fredrik burde ha fortalt begge gruppene at de burde forvente 

seg å føle seg mer opplagt 

Svar:     
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13 

Hilde er redd for å bli syk. Hun hører om en ny studie på radioen som 

sammenligner en ny medisin med en gammel medisin. Færre mennesker 

som tok den gamle medisinen ble syke sammenlignet med de som tok den 

nye medisinen. 

Spørsmål: Hvor sikker kan Hilde være på at den gamle medisinen er 

bedre enn den nye medisinen? 

 

Alternativer: 

A) Mindre sikker, fordi Hilde trenger å vite resultatene av alle andre 

studier som sammenligner den nye medisinen med den gamle 

B) Mer sikker, fordi hun hørte om studien på radioen 

C) Mindre sikker, hvis ikke hun finner en annen studie med samme 

resultat 

D) Mer sikker, fordi dette er en ny studie 

Svar:     
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14  

Leger studerte folk med magesmerter før og etter de tok en ny medisin. 

Etter at de tok den nye medisinen følte mange mindre smerte. 

Spørsmål: Kan vi være sikker på at den nye medisinen er bra for å 

behandle magesmerter? 

 

Alternativer: 

A) Nei. Å ta den nye medisinen burde ha vært sammenlignet med enten å 

ikke ta medisinen, eller med å ta en eldre medisin 

B) Ja. Folk ble spurt om hvor mye smerte de kjente før og etter de tok den 

nye medisinen 

C) Ja. Studien ble gjort av leger 

Svar:     
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15 

I en forskningsstudie sammenlignet leger to behandlinger for knesmerter, en 

ny og en gammel behandling. Folk fikk velge hvilken av behandlingene de 

fikk. De fleste unge valgte den nye behandlingen. På slutten av studien hadde 

de som valgte den nye behandlingen mindre smerter. 

Spørsmål: Hvor sikker kan du være på at den nye behandlingen er bedre 

for å behandle smerte enn den gamle behandlingen? 

 

Alternativer: 

A) Mindre sikker, fordi gruppene som tok den nye og den gamle 

behandlingen ikke var like 

B) Mindre sikker, fordi alle som deltok i studien burde ha fått begge 

behandlingene 

C) Mindre sikker, fordi de eldre deltakerne ikke likte den nye behandlingen   

Svar:     
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16 

June ønsker seg glattere hud. De yngre jentene på skolen hennes har renere 

hud enn de eldre jentene. June har hørt at det er fordi de yngre jentene har 

begynt å bruke en ny krem som skal hjelpe mot urenheter. 

Spørsmål: Basert på koblingen mellom å bruke krem og ren hud, har 

June rett? 

 

Alternativer: 

A) Det er umulig å si. Det kommer an på hvor mange yngre og eldre jenter 

det er på skolen 

B) Det er umulig å si. Det kan være andre forskjeller mellom de yngre og 

de eldre jentene 

C)  Ja, fordi de yngre jentene bruker krem og har renere hud 

D)  Nei. June burde prøve å bruke kremen selv for å se om den virker for 

henne 

Svar:     
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17 

Dr. Halvorsen har gjennomført en forskningsstudie hvor en ny medisin ble 

gitt til folk som hadde omgangssyke. Noen av folkene sluttet å kaste opp 

etter at de fikk den nye medisinen. Dr. Halvorsen sier at dette betyr at 

medisinen virker. 

Spørsmål: Har Dr. Halvorsen rett? 

 

Alternativer: 

A) Nei. De som fikk medisinen ble ikke sammenlignet med en lignende 

gruppe mennesker som ikke fikk medisinen 

B) Ja. Noen av de som fikk medisinen sluttet å kaste opp 

C) Nei, siden ikke alle som deltok sluttet å kaste opp 

Svar:     
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Instruksjon: Les teksten øverst i boksen. Les så teksten på hver rad og 

velg det alternativet du synes passer best ved å sette et merke  i en av 

de to boksene. Det skal kun være et merke på hver rad. 

 

 

 

  

18.    Når du er syk sier folk noen ganger at en type behandling er bra for 

deg. Nedenfor finner du forskjellige ting folk sier om slike behandlinger. 

 
Er du enig eller uenig med hvert av de følgende utsagnene? 

For hvert utsagn under, bruk for å markere hvorvidt du er «enig» eller «uenig» 

Utsagn: Enig Uenig 

18.1   Peter sier at hvis en behandling virker for en person vil den 

virke for andre også 

  

18.2   Alice sier at hvis gruppe mennesker prøver behandlingen og 

føler seg bedre, så betyr det at behandingen hjelper 

  

18.3   Hilde sier at bare fordi mange mennesker bruker en 

behandling, så betyr det ikke at den hjelper 

  

18.4   Julie sier at selskap som lager behandlinger noen ganger sier 

at deres behandling er best for å tjene penger  
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19.    En lege ville finne ut om en ny medisin mot hodepine er bedre enn en eldre medisin. Legen 

gjorde en forskningsstudie som sammenlignet de to medisinene. 

 

Ville handlingene under gjøre deg mer eller mindre sikker på resultatet? 

For hver handling under, bruk for å markere hvorvidt du du tenker at det ville gjort at du blir 

«mer sikker» eller en «mindre sikker» på resultatet 

Handlinger: Mer sikker 

Mindre 

sikker 

19.1      Legen burde bruke tilfeldighet (som å slå mynt) for å 

bestemme hvilke folk som får den nye og den gamle medisinen 

 
 

19.2     Folk burde ikke vite hvilken medisin de får (den nye eller den 

gamle) før etter at studien er ferdig 
  

19.3     Legen bør bare ha med kun et lite antall mennesker i studien   
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20.    For å vite om en behandling hjelper deg bør behandlingen 

sammenlignes i forskningsstudier med andre behandlinger (rettferdig 

sammenligning). Under finner du forskjellige ting folk sier om slike studier. 
 
 

Er du enig eller uenig i de følgende utsagnene? 

For hver ting som blir sagt under, bruk for å markere om du er «enig» eller «uenig». 

Noen sier: Jeg er enig Jeg er uenig 

20.1    Julie sier at hvis du finner en studie som har 

sammenlignet behandlingen du er interessert i med en annen 

behandling og denne har positive funn, så behøver du ikke lete 

etter flere studier    

 
 

20.2    Margaret sier at for å avgjøre om en behandling er mer 

nyttig enn skadelig, trenger man kunnskap fra en vitenskapelig 

studie 
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Appendix 2. Attitude and intended behaviour questions 

Instruksjoner: På de neste spørsmålene finnes det ikke et rett teller galt 

svar. Les teksten øverst i boksen. Les så teksten på hver rad og velg det 

svaret du synes passer best ved å sette et merke  i en av de fem 

boksene. Det skal bare være ett merke på hver rad. 

Tenk på en sykdom du kan få. Tenk deg at noen påstår (sier) at en spesifikk 

behandling kan hjelpe deg med å bli bedre.  

 

Hvor sannsynlig er det at du gjør følgende handlinger? 

(Sett et merke i en boks. Et merke for hver rad.)  

Handling 
Svært 

usannsynlig Usannsynlig Sannsynlig 
Svært 

sannsynlig Jeg vet ikke 

Finn ut hva påstanden var 
basert på (for eksempel 
ved å spørre den som kom 
med påstanden) 

     

Finn ut om påstanden var 
basert på en 
forskningsstudie som 
sammenligner behandling 
med ingen behandling  
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Nedenfor er noen handlinger. Vennligst les hver av dem nøye og gi det svaret som 

kommer nærmest til hvor vanskelig eller lett du synes hver handling er:  

(Sett et merke i en boks. Et merke for hver rad.) 

Handling: 
Svært 

vanskelig Vanskelig Lett Svært let 
Jeg vet 

ikke 

Å vurdere hvorvidt en påstand om en 
behandling er basert på en 
forskningsstudie som sammenligner 
behandlinger  

     

Å vurdere hvor jeg kan finne informasjon 
om behandlinger som er basert på 
studier som sammenligner behandlinger  

     

Å vurdere hvor sikker jeg kan være på 
resultatet av en forskningsstudie som 
sammenligner behandlinger 
(troverdigheten av resultatene) 

     

Å vurdere hvor sannsynlig det er at 
resultatene fra en forskningsstudie som 
sammenligner behandlinger er relevante 
for meg.  
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Hvis du får en sykdom hvor sannsynlig er det at du sier “ja” hvis du blir 

spurt om å delta i en forskningsstudie som sammenligner to 

behandlinger for sykdommen din?  

(Sett et merke  i en boks.) 

Svært 
usannsynlig Usannsynlig Sannsynlig 

Svært 
sannsynlig Jeg vet ikke 
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Appendix 3. Introductory text informed consent 
 
Kjære deltaker! 

Takk for din interesse i Folkehelseinstituttets spørreundersøkelse om kritisk tekning i befolkningen. 

I mange sammenhenger møter vi påstander om at noe er bra eller dårlig for oss. Det kan være 

påstander om hva som er sunt å spise, treningstips, eller effekter av medisiner. Evne til å kritisk tenkning 

er viktig for helsen vår. Dette er fordi mange slike påstander ikke er til å stole på. Dette spørreskjemaet 

inneholder flervalgsspørsmål som omhandler slike påstander. Din oppgave er å velge det 

svaralternativet for hver oppgave som du synes er mest riktig. 

Invitasjon om deltakelse i studien har gått ut til et tilfeldig utvalg av befolkningen over 18 år (6000 

personer). Ved å besvare denne undersøkelsen samtykker du i å delta i studien. 

Vi vil ikke spørre deg om sensitive personopplysninger, men vi vil stille deg noen spørsmål om din 

bakgrunn (alder, kjønn, bostedsfylke, utdanning og tidligere deltakelse i forskningsprosjekter). 

Dine svar vil ikke kunne spores tilbake til deg. Hensikten med denne studien er å si noe generelt om 

kritisk tekning i befolkningen. Funne fra denne studien vil bli publisert i et vitenskapelig tidsskrift. Hvis 

du ønsker kan du få tilsendt denne artikkelen når den er publisert kan du oppgi din epost på slutten av 

spørreundersøkelsen. 

 

Har du spørsmål om denne studien? Ta kontakt med prosjektkoordinator Kjetil.olsen@fhi.no  

 


