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Preface

Eurostat has worked towards obtaining comparability between data collected through Health Surveys
in different European countries over the past twenty years. The work has passed through many phases.
The latest initiative by Eurostat is establishing a European Health Interview Survey as a part of the
European Health Statistical System. The different modules in the European Health Interview Survey
are under development. The survey consists of five different modules. This report is a documentation
of the translation of the health service module, the health determination module and the background
variable module into Norwegian and a documentation of testing of the modules in Norway. It is also a
documentation of the revised health status module translated and tested in an earlier version
documented in Ramm and Sundvoll, 2005; “Translating and testing the European Health Status
Module in Norway”.

The aim of this report is to give an overview of the experiences from the translating process and the
cognitive testing. The guidelines for development and adoption of Health Survey Instruments’ have
been guiding the work. The project is a part of a larger international development project "The
European Health Interview Survey”. This project is coordinated and financed by the European
Commission, with additional funding from Statistics Norway. Statistics Norway has tested sequences
of questions from the modules both in a qualitative/exploratory manner, and adjusted it for use in a
Norwegian context.

Jorun Ramm, together with Berit Otnes, Division for Health Statistics, coordinated the project. Arne
Jensen, Division of health statistics has contributed in the translation phase. Elisabeth Gulley, together
with staff from Division for Data Collection Methods were responsible for the cognitive testing and
reporting from the cognitive interviews.

! Taffereau, Jean (coordinator): Guidelines/criteria for the development and/or adoption of Health Survey instruments,
Partnership on health statistics



Summary

Statistics Norway has translated and tested all four modules in the European Health Interview Survey
according to guidelines provided by Eurostat. The questionnaire is translated into Norwegian by three
independent experts, and is tested cognitively in a group of women with health problems. The
translation and testing revealed some methodological problems with parts of the original instrument.

The module on health status was translated in a project in 2005 and was merely adjusted in this
project. However, some questions had been included on a later stage and were therefore translated for
the first time. The modules on health services, health determinants and background information are
translated into Norwegian for the first time in this project. We encountered few problems in translating
the background module and the health determinants module. However, there were quite a few
challenges in the module on health services. There were also some challenges with cultural adaptation
of the questions.

The questions on health status and consequences of reduced health for daily activities are now in
agreement with the EHIS recommendations, but not quite harmonised with the Norwegian SILC-
questions. It still remains to find a final and satisfying solution. The questions on accidents that
resulted in injury need revising. We propose to develop more specific or targeted questions. There is
also a question of number of registrations. The questions on work-related disease seem unfinished. In
the mapping of physical and sensory functional limitations we recommend that the response categories
are integrated in the question text and read aloud to the respondents. A filter question might be
considered as an introduction to the sequence on personal care activities as the questions relate to very
basic activities. There is also a need to standardize the way questions are asked in the functional,
personal care and household activity questions. The response categories are the same, but there is a
reversed way of asking that can create confusion when answering the questions. It might be wise to
streamline and choose one way of asking to secure valid answers. In the questions about whether the
interview person has help and what kind of help there is a mix between aids and assistance that are
usually received at one time, and aids and assistance that are given on a more regular basis. This
applies to all the questions in this sequence. It might be considered to pose different follow-up
questions.

On mental health some of the states were overlapping and difficult to distinguish from each other.
Some of the questions are also double-barrelled. This caused problems with keeping them apart and
giving them a clear content.

The module on health services is translated into Norwegian for the first time. Questions regarding
structural or organisational aspects are challenging to develop so that they will suit conditions in
different countries. We have some general comments as to how the questions are designed and
comments to the structure of the sequence. The routing of the questions on GP, specialist and dentist
can be questioned. It might be more logical to pose the questions on GP and specialist directly after
the questions on in-patient and day-patient and then pose the questions on dentist consultations. We
also recommend to extend the reference period for number of consultations to 12 months since four
weeks seems like a too short a period to capture a sufficient number of interview persons that has
actually used the services. This must, however, be considered against the need for a short reference
period when reporting out-of-pocket expenses.

The testing showed that the question about need for hospitalisation was difficult for the respondents to
comprehend. We propose to reduce the number or dimensions in the question as the testing showed
that most the respondents limited their recall process to only one type of situation.

Both the translation and testing of the questions on consultations at different health professionals and
paramedics show that many of the concepts used are unfamiliar to the respondents. The list of



professional groups in the question should be rearranged into what seems a more logical structure.
Either the categories should be changed or the information level should be increased.

In question about health care services it should be specified whether the reference is to municipal
services only or if the respondent also should include services that the respondent buys for him/herself.
There is a need for a decision whether the question is meant to cover both public and private services.

In the medicationuse sequence, it might be considered to restructure the whole sequence, as it most
likely will not give valid answers. We recommend to ask separately for prescription and non-
prescription medication and to keep this separate from medicines or dietary supplements
recommended by a doctor. The cognitive interviews showed that the respondents answered with basis
in what they usually do or medicines they take on a regular basis.

The cognitive interviews revealed several problems with the question on health service satisfaction,
both on format and wording as well as comprehension and content, related to the tasks of
generalisation, with the choice between different service dimensions, with the meaning expressed in
the different response alternatives, and perhaps also with the number of alternatives. We recommend
to redesign this question.

Fundamental problems were detected with the sequence mapping physical activity. We propose to
restructure the sequence starting out with questions about the least exhaustive activities. This might
reduce the problem with double counting. Necessary improvements would be to reduce wordiness and
rephrasing the questions: to make them easier to understand, with less demanding calculation tasks.

In the questions on living and working conditions, there is a question if we measure what one has felt
oneself exposed to or what one has been exposed to as a fact. This is especially relevant for the
questions on crime and violence. We also recommend using a filter question as an introduction as not
all respondents has been exposed.

The questions on smoking and alcohol use are posed on a self-completion form. Experiences with the
instrument monitoring alchohol use from other surveys shows that it is too difficult for the interview
person to administer in a self-completion form. As one is not asking for a specific week but a typical
week when he/she is drinking a varying alcohol intake will make it difficult for the interview person to
answer. It is also a challenge to fill in for type of drink on all the days in a specific week, remembering
intake on every weekday. Another challenge is converting the different types of drinks into units of
alcohol and making the data comparable.
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1. Introduction and background

The Health Interview Survey is developed by Eurostat and is a part of the European Health Statistical
System for the EU-area. The survey consists of four modules. In this project we have translated the
questionnaire into Norwegian and tested cognitively sequences from the questionnaire. The primary
outcome of this work will be to gather experience from testing the modules. Experiences from testing
in different countries will hopefully create a reference for adjustment and improvement of the
questionnaire that has been developed to measure health and disability in the EU.

1.1  Short history of EU's initiatives on comparable health survey data

At the European level, the process of producing comparable data in the area of public health statistics
by means of surveys has been realised in several steps. Data collectionwise a module on health in the
European Community Household Panel (1994-2002) was one of the first attempts to harmonise the
annual HIS data collection (Health Interview Survey) in the EU countries. The same set of questions
were used in all the member states. Because the same questions did not always measure the same
underlying health concepts, the results of these surveys were the starting point for extra efforts in
achieving better comparable EU data on health and disability. The second step was the collection of 12
(later 18) items on health from national surveys (on self-perceived health, chronic conditions, present
and former smoking, physical activity, in-patient care, outpatient care, etc.). However, the frequency
and completeness of the data were not the same in all Member states. A third step (in 2002) was
development of a module on disability related to working conditions that was included in the
European Labour Force Survey (LFS). A fourth step was a decision to include the Minimum European
Health Module (MEHM) in the annual Eurostat social survey on Statistics on Income and Living
Conditions (SILC), which began in 2003. Finally, the fifth step was to build a framework for a regular
collection of harmonised data by means of survey and/on survey modules on health, named the
European Health Survey System (EHSS). The European Health Interview Survey (EHIS) is a part of
this system and will run every five years. This survey includes the following modules: health status,
health care, health determinants, and background variables. There is flexibility as to how the modules
are implemented in different member states. The modules may be run as a separate survey or may be
included in existing national surveys (i.e. health interview survey, labour force survey, other
household surveys).

1.2 Background

The collaboration with Eurostat in this area has until recently been regulated by a gentleman’s
agreement. From December 2008, the area health, health and safety at work is regulated in
Commission Regulation (EC) No 1338/2008. The project is a preparation for meeting future
requirements for adjustments in the national statistics. Jorun Ramm together with Berit Otnes,
Division for Health Statistics, have led the European Health Interview Survey project in Statistics
Norway, while Elisabeth Gullgy, Division for IT and Data Collection Methods, Statistics Norway, has
been responsible for the test work. In addition to the work of translating and testing in a national
setting this project also contained a collaboration with our neighbouring countries, ie. Statistics
Sweden and the Institute of Public Health in Denmark.

1.3 The EHIS modules

The European Health Interview Survey is comprised of a set of modules. The health status module
(EHSM) is one of four modules. This module was developed in 1998 by EuroReves, but has later been
revised several times. The EHSM module covers the following areas: self-perceived health, limitations
due to health problems, chronic conditions, physical and sensory functional limitations, personal care
activities, household care activities and mental health.

In 2004/2005 Norway translated and tested cognitively the European module on health status on
commission from Eurostat documented in the report: “Translating and Testing the European Health



Status Module in Norway, 2005 (Ramm and Sundvoll 2006). The module is tested through cognitive
interviews combined with a realistic mini scale field test. In the field test, the interviewers used
behavioural coding to evaluate the way respondents answered the questions. The module is tested in
several countries. After test-rounds in different European countries and many feedback rounds the
module was revised. In this project, we have adjusted the revised version of the health status module
for use in Norway. The module on health determinants, health services and background variables are
translated into Norwegian for the first time. These modules include questions on weight, height, intake
of fruit and juice, exercise, use of alcohol, smoking and consultations with health services and
expenses to such consultations and also questions on background characteristics like place of
residence, marital status, income and education.

1.4 Project objectives and phases

In cross-national surveys, it is a fundamental objective that the data collection instruments are
harmonised. Good and thorough translation procedures are essential. However, direct translations are
not enough to secure comparability. The meaning and understanding of the same words and concepts
are not the same across countries or cultures. To secure a common understanding of the survey
objective and data collection instruments in the population measured, we need information about how
people understand the questions. Cognitive interviews can help us in this process. Cognitive testing
offer detailed information on how respondents in a particular country understand the translated
questions. In order to develop precise data based on different instruments, we need to know as much
as possible about the way people think around a phenomenon, how they structure information about
this phenomenon, and how they usually express themselves when they talk about it. The information
gathered can help us both to improve the detailed phrasing of each question, and to structure the
questionnaire better.

The project contains three phases: a translation phase, a phase of in-depth cognitive interviews and a
phase of analysis and reccomendations.

1.4.1 Translation

The questionnaire, instructions and guidelines were translated from the source language, English into
Norwegian by three independent experts. All translators have solid experience in questionnaire design
and knowledge of health statistics in general, as well as good knowledge of English. Translated
versions of the questionnaire were compared and discussed. After a process of discussion and
adjudication, we concluded on a joint version of the questionnaire. The recommendations for changes
and adjustments are commented in the report. However, the recommendations are not fully integrated
in the translated questionnaire.

1.4.2 Cognitive interviews with respondents in target groups

Sequences from the translated questionnaire were objected to a more systematic qualitative testing.
The test persons were recruited by a snowballing method. All test persons were women and some were
recruited because they had health problems.

In the cognitive interviews, there was a sequence of concept mapping with card sorting. In this
exercise, the test persons were encouraged to think aloud and associate freely around concepts used in
the questionnaire. Another sequence was a systematic go through of the questionnaire with mapping of
the four cognitive phases — comprehension, information retrieval, judgement and response. In this
sequence, the respondent was encouraged to think-aloud and explain how he/she was thinking, from
the question was posed to him/her until he/she arrived at an answer. The think-aloud sessions were
supported by planned and spontaneous follow-up questions (probes) from the moderator. The
cognitive interviews were used to indicate respondent problems in the four cognitive phases. All the
interviews were taped, and the tapes were deleted after a short period in agreement with the
participating test persons. The test work was carried out in May and August 2008. The results from the
interviews are documented in a separate project report.



2 Applied methods and procedures

In cross-national surveys, it is a fundamental objective that the data collection instruments are
harmonized, and thorough translation procedures are important. However, direct translations are not
enough to secure harmonisation. Meaning and understanding of the same words and concepts are not
equivalent across countries or cultures. The module on health status is developed in English and the
objectives for selecting and designing the instrument is therefore set. Statistics Norway has not revised
the questionnaire in the source language. This project aims at testing how the instrument functions in a
Norwegian context. Revision and recommendations are primarily based on the translated instrument.

2.1  Translation procedure

One approach to developing comparable instruments is a source-to-target approach. The text is
translated from a source language, in this case English, to a target language, Norwegian. In this project
Eurostat has given specific directives regarding translation (ref. Guidelines and Conceptual translation
Cards). The conceptual cards are short explanatory texts on concept meaning, time reference,
specification of what should be included and what should be omitted for each question. Clear
definitions of the concepts used in the instruments are essential for making a valid translation.

As stated in the guidelines there is no golden standard on how to proceed. However, the guidelines
supplied clear recommendations on how to ensure comprehensive translation of the instrument from
the source language to the target language. One of the criteria for translation work was that the
translation teams should include persons with background from health (statistics) and with good
understanding of the health concepts used in the questionnaire. The health experts should especially
focus on translation of the conceptual meaning in the health concepts, rather than doing a word-by-
word translation. The guidelines state that it is recommendable to centralize coordination, monitoring
and evaluation of the translation process in conjunction with national study. In Statistics Norway, the
core project group consisted of three independent experts. The guidelines also states that initial or
forward translation of the health status questionnaire from source to target language should be
performed by one or preferably at least two independent translators. It is recommended to use
professional translators. Our previous experience from translating the National Health Survey
Questionnaire into English is that professional translators are true to the original wording of questions
and therefore less flexible as to find good formulations that will flow in an interview setting. Literature
also shows that experiences as to using professional translation agencies differ. We have not recruited
professional translators in this project. The guidelines also state that the translators should have target
language as mother tongue and being fluent in the source language (English), they should have
translation experience, and be culturally embedded and open towards the theme under study.
Translators familiar with health issues may more readily grasp the concepts under study. However,
translators with a strong health science background may hold their own, independent view of things,
which could result in just the opposite, i.e. considerable deviation from the underlying health concepts.

In this project, Statistics Norway has chosen an approach using three independent experts for the
translation. All experts have a health statistical background and good knowledge of English. In the
translation work, focus was on ensuring that the health concepts was translated with reference to the
conceptual translation cards, question structure, response scales/categories and linguistics in the
questions and the general flow of the questionnaire as a whole. The instructions (guidelines and
translation cards) provided by Eurostat were translated into Norwegian before translating the
questionnaire. The experts translated the questionnaire independently. We checked the the different
translations against each other, discussed deviations, and documented discussionpoints. When
deciding on a final instrument the study objective and design was a major issue.

Due to ambiguous signals from Eurostat, we have not performed a back-translation of the
questionnaire into English. This is also partly due to earlier experience with back-translation as not



being as fruitful as first anticipated. The back-translated versions were of a technical nature and added
little to the quality of the final product. Literature also shows that back-translation sometimes shift the
focus back to literal translation and does not necessarily serve the goal to produce a conceptual
equivalent to the original instrument.

2.2 Cognitive interviewing

Cognitive testing is a fruitful method in planning of statistical surveys. To develop more precise data
collection instruments, we need to know as much as possible about the way people think about a
phenomenon, how they structure information, and how they usually express themselves when they talk
about it. Focus group interviews with representatives of target populations make us understand more
of a certain phenomenon, and enable us to map variations in attitudes or activity. This information can
be useful when we design a draft questionnaire. Individual in-depth interviews can help us discover
conceptual meanings or problems with description and format in a questionnaire. The information
gathered can help us both to improve the detailed phrasing of each question, and to structure the
questionnaire better.

Cognitive interviewing is an interview and observation technique that takes place in a laboratory
environment. A trained moderator leads the interview. The moderator uses an interview guide to
structure the conversation. There is also a secretary present observing the test person and taking notes.
All the interviews are taperecorded. Cognitive interviewing monitors the respondent's cognitive
process. This is a suitable method for achieving insight into the process preceding the answer to
specific survey questions i.e. from the question is read aloud to the respondent to the respondent is
arriving at an answer.

The method usually involves a limited number of respondents. A weakness with the method is that the
volunteers recruited for test interviews are not representative for the survey population as a whole.
They have often higher education and are more willing to involve in challenges compared to the
average survey respondent. This can lead to an underestimation of the severity of the problems
detected. However, if a question does not function in the cognitive interviews, it will probably also
cause problems in the field. Cognitive interviews produces a lot of information about problems
encountered, and give information on means/clues on how to solve them. Even problems occurring in
one interview can prove important since the problem can occur more frequently in a larger survey.

A cognitive interview is a type of individual in-depth interview with specific elements included, and
the purpose of these elements is to identify problems in the different cognitive phases. One can apply
different techniques:
o  Think-aloud sessions give insight into the immediate cognitive process. We explore clarity,
comprehensiveness, acceptability, responseburden and questionnaire flow.
e Follow-up sessions and probes brings us further into the cognitive process by asking the
respondent to elaborate on specific elements or dimensions we anticipate can be difficult
e Concept mapping by card sorting map the way people think about certain key topics, and
give information on how related phenomenon are linked in people’s minds.

Cognitive techniques are used to study the cognitive processes that the respondents are involved in to
be able to answer specific survey questions; in particular the process of comprehension, information
retrieval, judgement and response. The respondent goes through different mental steps to reach an
answer. The Tourangeau and Raisinski Model; the Psychology of Survey Response (Tourangeau,
1984) gives a description of the four cognitive steps:



Figure 1: Overview of the four cognitive steps of survey response and specific respondent
processes

Component Specific process

Comprehension Attend to questions and instructions
Represent logical form of questions
Identify questions focus (information sought)
Link key terms to relevant concepts

Retrieval Generate retrieval strategy and cues
Retrieve specific, generic memories
Fill in missing details

Judgement Assess completeness and relevance of memories
Draw inferences based on accessibility
Integrate material retrieved
Make estimate based on partial retrieval

Response Map judgement onto response category
Edit response

Source: Tourangeau, 1984

Asking the interview person to think aloud and verbalize his/her thoughts gives a better understanding
of what problems the respondent meet in the process of interpreting and comprehending questions,
selecting relevant information from his/her memory and judge and adjust an answer that corresponds
with the predefined response categories. The moderator asks follow-up questions or probe to make the
respondent elaborate on his thoughts and provide context information.

Three basic rules apply:

e [fthe respondent has problems in the initial comprehension phase, this is often related to
ambiguous concepts or imprecise specifications in the survey question. In general: There is a
problem with the wording of the survey question.

e [fthe respondent has problems with either the phases of information retrieval or judgement
this is probably due to the respondent task.

e [fthe respondent has problems in the cognitive phase of response, it is probably due to not
exhaustive or incomplete response alternatives.

Figure 2 illustrates the linkage between cognitive “challenges” and where to search to correct the
source of error ie. in wording, task or response categories.



Figure 2: Overview of the four cognitive steps and possible response errors
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Cognitive interviewing by think-aloud

As indicated above, cognitive interviewing consists of a toolbox of different techniques. The think-
aloud technique requires some training of the respondent in verbalizing his/her thoughts. By
instructing the testperson to think aloud we get insight into the cognitive process. As this might be an
unfamiliar activity to many people, it is necessary with some warming up activity, usually an example.
The advantages of the think-aloud technique are several; freedom of interviewer-imposed bias,
minimal interviewer training requirements, and an open-ended interview format. Testing questions by
the "think aloud"-technique is useful to explore clarity ie. if the respondent understands the survey
questions correctly; comprehensiveness ie. if the words/terms used in the questions are known to the
respondents, that all response alternatives are clear and unequivocal and that all required response
alternatives are listed: acceptability that the questions are ethically and morally approved and not too
sensitive, if the response burden is acceptable and the respondent is able to answer the survey
questions.

Cognitive interviewing by follow-up questions and probes

Think-aloud and targeted follow-up probes often support interviews. In this approach, the moderator
asks follow-up questions or probes to make the respondent elaborate further on his/her thoughts. The
moderator listens carefully to the respondent and encourages the respondent to continue by posing
neutral probes like; “Tell me what you’re thinking”, “Can you tell me more about this”. The
advantages of verbal probing are that the interviewer maintains control of the interview. The
interviewer can focus on particular areas that appear to be relevant. The probing can be done
concurrently, (question by question), or retrospectively. The probes can be of a general or specific
nature, depending on the required information. Different kinds of probes can be used ex.
comprehension probes, information retrieval probes or response category selection probes to cover

different aspects of the question — answer process.

Ex.: If the question under study is, to what extent have you been limited in activities people usually
do?
e Comprehension probe: please, tell me what you understand by activities people usually do
e Information retrieval probe: how did you retrieve this information?
e Response category selection probe: When answering the question, were you able to find a
suitable response category from the list or did you have to choose between two or more
response categories.
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3 Translation

In the translation of the EHIS the main challenge has been to find precise linguistic formulations in
Norwegian (that includes concepts, wording and sentence building) that capture the underlying
meaning of the concepts in the source language questionnaire. Three persons translated the
questionnaire independently. The translated versions were discussed and adjusted. Focus was to ensure
an adequate translation of health concepts and to make sure that question structure, response
scales/categories, and the general flow of the questions were functioning well. The guidelines
(translation cards) were translated into Norwegian before translating the questionnaire. The Norwegian
questionnaire is annex 2 in this report.

3.1 Module on background variables

There are two sequences of background variables. One in the very beginning of the questionnaire with
questions on place of residence, household information and personal characteristics, education and
labour status, and one sequence at the end of the questionnaire with questions on sources of income. In
Norway, most of the information covered in this module are based on information from different
administrative and population registers. For question HH.1 and HH.2 the household information is
extracted from register before the interview, but we ask the respondents to confirm and correct the
information in the interview. For question HH.5 and HH.6 about legal marital status/living with
someone as a couple we use a national standard. The national standard starts with a question on if the
interview person is married or cohabiting, and if yes to this question, we ask about legal marital status.
Data on the highest educational level, HH.7 is also extracted from register in Norway. The information
is coded according to a Norwegian standard, which is compatible with ISCED. The registration in
HH.11 of temporary and permanent work contract does not have a national parallel. Work contract is
not a commonly used concept in Norway; instead, we distinguish between temporary or permanent
employment. When registering working hours, HH.12, we register number of hours of work and do
not have a tradition for using a dichotomous variable for full-time or part time work. In some cases,
we define “extended part time” on basis on the hours the respondent has work. Number of hours gives
us greater flexibility in the data analysis. The information on type of work (NACE) is extracted from
register, but the interview person is asked to confirm the information in the actual interview and to
supply name and address of the business/organisation. We also ask about the main activity in the
business/organisation. The information on income in IN.1-4 is information from register and we are
able to generate income information on all household members.

3.2 Module on health status

In this project we have revised the health status module as an earlier version of the module was
translated into Norwegian in 2005. The new version of the module is changed quite considerably
compared to earlier versions. It is reduced as to number of questions: the sequence about everyday
activities (at school, work, leisure etc) is removed and quite a few questions on work related health
and injuries are included. In addition, many of the questions formulations are changed as well as the
response scales. The adjustments has been more work intensive than first anticipated due to the
extensive changes in the module compared to the version we translated and tested in 2005 (Ramm and
Sundvoll, 2006).

Mapping health problems and activity restriction, MEHM

This sequence of questions, the Minimum European Health Module, MEHM is developed as an
independent module for use in different surveys. This module is also a part of the EU-SILC survey. In
the translation of the MEHM-questions in EU-SILC, the countries were provided with a concept
definition for each question. The actual wording of the questions was left to the countries. This is
different from the strategy employed in the EHIS project where there is a source-to-target approach.
The different methods and the revision have unintentionally led to a difference in wording and
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structure of the MEHM questions in the Norwegian versions of SILC and EHIS. Efforts must be made
to find more harmonised translations. However, these questions are challenging to translate and we are
still striving to find a good solution.

Questions on health status, longstanding illness and functional limitations

The two questions designed to measure general health and long standing illness in MEHM have
slightly different wording and the question on functional limitations is significantly different in the
translation and adjustment between the Norwegian version of SILC and EHIS. However, the
translation of the question on self-perceived health is now almost identical. The labelling of categories
in the response scale differ somewhat. Both versions have a 5-point response scale and the neutral mid
alternative has the same wording in Norwegian. The response categories in EHIS are based on a
heritage from our national health survey, HIS. For the sake of keeping established timeseries, we have
chosen to keep the HIS-categories unchanged.

In the Norwegian version of EU-SILC, as in our National HIS, two questions are used to map chronic
conditions: One question on long-term disease or health problems and another question on disability
or consequences of injury. However, in translating the EHIS questionnaire we have followed the
guidelines provided by Eurostat and formulated only one question about longstanding illness or
longstanding health problems.

We have, according to the same guidelines, formulated only one question about activity limitations,
without any filters.

However, one could argue that using a set of questions and a filter, like in the Norwegian SILC, will
render results that are comparable both to the EHIS and to the Norwegian HIS. If a person has
answered no to HS.2 (no longstanding illness or health problem) and no to a question about disability
or effect of injury, how can this person have a longstanding activity limitation because of a health
problem? The time reference (6 months or more) is covered in a separate question. As to the reference
to “activities people usually do” this is not easily translated into Norwegian, but the back translation of
the formulation “begrensninger i & utfore alminnelige hverdagsaktiviteter” is “limitations in
performing ordinary everyday activities”, which does not imply that own activity is the reference.

The first round of translating the questions on longstanding illness and limitation due to health
problems into Norwegian (in 2005) revealed problems finding a good translation into Norwegian for
these questions. The expression .. have you been limited.. is not possible to translate directly into
Norwegian. We also had some problems with the expression in activities people usually do.
Translating and finding acceptable expressions in Norwegian and capturing the meaning in this
question has proved hard. These problems are still there, so the questions had to be reworded in the
Norwegian translation:

BACKTRANSLATED HS.2 Do you have any longstanding illness or [longstanding] health problem? By
longstanding I mean illnesses or health problems, which have lasted, or are expected to last, for 6 months
or more.
BACKTRANSLATED HS.3 Thinking about everyday activities that people usually perform, have you had
difficulties in performing such activities during the last 6 months due to health problems? Only include
difficulties that have lasted during the whole 6-months period or more.
Would you say that you have had ...

e severe difficulties

e moderate difficulties

e no difficulties at all?
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Questions on chronic diseases

After the first test round of translating in 2005 we recommended to change the routing of questions in
the mapping of chronic illness. This is done in the revised version of the module and the question
about if the disease has been diagnosed by a doctor is moved ahead of the question on having had the
disease for the past 12 months. This is a better solution and keeps the questions with the same time
reference together. We note that the question on medication and treatment related to the diseases listed
have been removed in the revised questionnaire.

HS.4 Do you have, or have you ever had any of the following diseases or conditions?
HS.5 Was this disease/condition diagnosed by a medical doctor?
HS.6 Have you had this disease/condition in the past 12 months?

Compared to the first round of translation in 2005 the list of diseases has been extended and somewhat
changed. The list is extended from 16 diagnoses to 21 diagnoses. “New” diagnoses being back- and
neck disorder, liver disorder, urinary incontinence and injury/defect. In the first round of cognitive
testing in Norway, many of the respondents said that most of the diagnoses listed in the question were
familiar to them. However, some respondents found it difficult to differ between allergic asthma,
other asthma and allergy. In the revised version of the questionnaire, there is only one category for
asthma (allergic asthma included and allergy, such as rhinitis, eye inflammation, dermatitis, food
allergy or other (allergic asthma included). The first round of translating and testing in 2005 showed
that diagnoses like emphysema, arthritis, arthrosis, and osteoporosis were unfamiliar to some of the
test persons. In the revised version of the list of diseases, there is more information on single
diagnoses. This makes the list more comprehensive for the respondents.

Questions on accidents and injuries

The sequence on accidents resulting in injuries and the questions on work related health are introduced
for the first time in the revised health status module adopted Nov. 2006. These questions are relatively
unproblematic to translate. However, they are quite wordy and do not represent very good
craftmanship as we see it. The reference to internal or external injury gives assosiations to physical
injury, exclusively. Shall psychological effects (shock, sleeping problems, anxiety etc) not be covered?
In the question HS.7 have you had any of the following type of accidents resulting in injury.., the list
of accidents is a mixture of type of accident and place of accident. The response categories are not
mutually exclusive. Technically, a road traffic accident can happen at a workplace or during leisure
time activity. To avoid confusion during the interview and in using the data for analysis there is a need
choose one approach. However, in the guidelines there is an instruction as to how different types of
accidents should be classified. This instruction is quite detailed and it will be difficult for the
interviewers to administer during an interview. One should find a better way to define the different
accidents in the question. There may be a need for more specific or targeted questions to get answers
that are more valid. If road traffic accident is kept separate and the remaining categories are changed
to monitoring accidents according activity- ie. when working, when at school or when at home or
when doing leisure activities then the categories are mutually exclusive. It is then possible to pose a
follow-up question about road traffic accidents.

There is also a question if each reported accident that caused an injury should be followed up with
HS.8 ... visit to a nurse, doctor etc. And if so, how many registrations should be made. Different
approaches can be applied; if there is more than one ex. work accident one can ask with reference to
the most serious accident or the most recent accident that resulted in a visit to doctor, nurse or
emergency department. Another issue is that the response categories in HS.8 are not mutually
exclusive. If the respondent ex. visited a doctor and talked to a nurse at an emergency department, we
will then get three registrations. Our view is that there is a need for revision of the questions mapping
injuries.
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HS.7 In the past 12 months, have you had any of the following type of accidents resulting in injury
(external or internal)? TYPE OF ACCIDENTS: Road traffic accident, accident at work, accident at school,
home and leisure accident.

HS.8 Did you visit a doctor, a nurse or an emergency department or a hospital as a result of this accident?
Yes, I visited a doctor or nurse: yes, [ went to an emergency department; no consultation or intervention was
necessary.

Questions on work related health

The questions on work related health are “new” questions compared to the 2005 round. As in the
accident and injury sequence these questions seem unfinished. The question about work-related
disease should be placed in relation to the list of diseases, before the questions about accidents and
injuries. The questions on work- absence can remain where they are today as HS.9 is about work
related diseases and HS.10/11 is more about work-absence caused by disease, injury etc.

In question, HS.9 the response categories do not harmonize with the question text as the question is
formulated as a yes/no — question, and should be posed as one. There is too much and irrelevant text in
the response categories. If the intention is to capture whether the respondent has had a work related
disease the past 12 months a yes/no question with a yes/no response will be sufficient. The question is
formulated as if the respondent has had a disease in the past 12 months. One should first ask if the
respondent has had a disease in the past 12 months and then ask if it is work-related. Alternatively it is
possible to relate this question to the disease mapping — as a follow up to question HS.6, Have you
had this disease/condition in the past 12 months. Of the proposed strategies, we will recommend the
latter.

HS.9 Is any of the diseases you had in the past 12 months caused or made worse by your job or by work
you have done in the past? No, I had no disease in the past 12 months, no I had one or more disease in the past
12 months,, but they were not caused or made worse by my job; yes, I had at least one disease in the past 12
months which was caused or made worse by my job.

HS.10 In the past 12 months, have you been absent from work for reasons of health problems? Take into
account all kinds of diseases, injuries and other health problems that you had and which resulted in your absence
from work.

HS.11 In the past 12 months, how many days in total were you absent from work for reasons of health
problems?

Questions on physical and sensory functional limitations

Compared to the module-questionnaire we translated and tested in 2005 these questions have changed
considerably. The major change in this sequence is that all the questions measuring capacity are
changed from having dichotomous yes/no response alternatives to a 4 point response scale for
difficulty; no difficulty, some difficulty, a lot of difficulty, not at all. We see this as an improvement
and in line with recommendations from the first round of testing. In this round we recommend that the
response scale is integrated in the question text and read aloud to the respondents as the question
formulation still is formulated as a yes/no question.

As opposed to earlier versions of the survey module one now asks for use of aids as an introduction to
the questions on vision and hearing. In the questions on capacity to walk on flat terrain, walk up/down
stairs, kneel down, carry, grasp small objects or chew hard food difficulty without use of aids or
assistance are covered. In a previous version of the questionnaire both aspects were measured — ie.
both difficulty without using aids or assistance and difficulty using aids or getting assistance. The
questions are therefore translated anew. The question on being able to turn a tap or unscrew the lid of a
jar, being able to stretch out one arm and shake hands with someone and the proxy question if the
interview person is able to make her/himself understood are removed from the questionnaire compared
to the version we translated in 2005.
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A question about use of glasses or contact lenses is posed in an introductory question. The question
about difficulty seeing are posed with reference to normal use of glasses or contact lenses. This means
that information about vision without glasses or contact lenses is no longer collected. The formulation
see clearly in PL.2 and PL.3 is removed from the question text.

PL.1 Do you wear glasses or contact lenses?

PL.2 Can you see newspaper print? Yes, with no difficulty; with some difficulty; with a lot of difficulty; not at
all.

PL.3 Can you see the face of someone 4 metres away (across the road)? Yes, with no difficulty; with some
difficulty; with a lot of difficulty; not at all.

PL4. Do you wear hearing aid?

PL.5 Can you hear what is said in a conversation with several people? Yes, with no difficulty; with some
difficulty; with a lot of difficulty; not at all.

The specification in PL.5 from the first round - kear clearly is removed from the question text and use
of hearing aid is now posed in an introductory question. The question about hearing problems is now
related to difficulties with normal use of hearing aid.

The questions on physical disability do no longer differentiate between ability to perform certain
activities with or without aids or assistance. It is capacity when nof using aids or assistance that is of
interest. In our national HIS we try to get a picture of “mastery” or how the respondent manage
different activities given the aids or assistance he/she has available ie. we measure the interview
persons capacity with the use of aids and assistance. The response categories are now graded, not
dichotomous as earlier. A reference to flat terrain is included in the question text of PL.6 compared to
the version we translated in 2005. Question PL.8 and PL.10 are still double-barrelled. One might
consider including a sentence in the guidelines that of the two activities, the reference is to the activity
that causes the greatest difficulty.

PL.6 Can you walk 500 metres on a flat terrain without a stick or other walking aid or assistance? Yes,
with no difficulty; with some difficulty; with a lot of difficulty; not at all.

PL.7 Can you walk up and down a flight of stairs without a stick, or other walking aid, assistance or using
the banister? Yes, with no difficulty; with some difficulty; with a lot of difficulty; not at all.

PL.8 Can you bend and kneel down without any aid or assistance? Yes, with no difficulty; with some
difficulty; with a lot of difficulty; not at all.

PL.9 Using your arms, can you carry a shopping bag weighing 5 kilos for at least 10 metres without any
aid or assistance? Yes, with no difficulty; with some difficulty; with a lot of difficulty; not at all.

PL.10 Can you use your fingers to grasp or handle a small object like a pen without any aids? Yes, with no
difficulty; with some difficulty; with a lot of difficulty; not at all.

PL.11 Can you bite and chew on hard foods such as a firm apple without any aid (for example, denture)?
Yes, with no difficulty; with some difficulty; with a lot of difficulty; not at all.

Questions on personal care

The questions about personal care activities are slightly changed compared to the first round of
translating in 2005. Norway commented in the first round that there is a need for a general filter
question as an introduction to this sequence. The questions map very basic activities in people’s lives.
Cognitive testing in the first round showed that some young respondents and respondents that have no
health problems found the questions meaningless and irritating.

As in the first round of translating, it is challenging to find a good Norwegian translation for the
English term activity. The meaning of the word activity in English does not mean the same as the
Norwegian word aktivitet, which is the most likely Norwegian translation. Activity is often associated
with an actual act that requires physical input. In Norway the term activity are usually associated with
leisure time and training activities and are rarely used to describe personal care and household care
activities.
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The dichotomous yes/no response categories for these questions are now graded into four levels of
difficulties compared to the first found in 2005. It is worth noticing that the questions on everyday
activity are posed, as Can you ....-questions with response categories yes, with no difficulty; with some
difficulty; with a lot of difficulty, not at all while the questions on personal care is formulated
differently as Do you usually have difficulty ...... The response categories are the same, but the
reversed way of asking can create some confusion when answering the questions. People tend to
answer in the same pattern, not listening carefully enough to how the question is posed. This can
create some validity problems. It might be wise to review this sequence.

PC.1 Do you usually have difficulty doing any of these activities by yourself?

No difficulty, Yes, some difficulty, Yes, a lot of difficulty, I can't achieve it by myself

Activities: Feeding yourself; getting in and out of a bed or chair; dressing and undressing; using toilets;
bathing or showering

If difficulty:

PC.2 Do you usually have help? Yes, at least for one activity;

If yes:
PC 2.1 What type of help? Personal assistance; technical aids; housing adaptation; no, I do all these activities
by myself

In the follow-up questions, Do you usually have help? and What type of help? the response category
not having help can be simplified to just a no. In the specification of what kind of help the respondent
gets the response categories do not correspond well with the question text. There is a mix between aids
and assistance that are usually received at one time and aids and assistance that are given on a more
regular basis.

PC.3 Do you have enough help? Yes; No, for at least one activity

If no ask:

PC.3.1 What type of help you don't have enough? Personal assistance, technical aids; housing adaptation
PC.4 Would you need help? Yes, at least for one activity.

If yes.:
PC.4.1 What type of help you would need? Personal assistance; Technical aids; Housing adaptation; No

These questions are hypothetical and the answers will be dependent on the persons own opinion of
what is enough help since there is no standard or reference. As to the response categories, the same
argument as mentioned above will apply in PC.3, PC.3.1, PC.4 and PC4.1. There is a mix of not
having enough help or needing help in the sense of personal assistance, aids or housing adaption. One
should perhaps pose different follow-up questions - one question on not having enough personal
assistance and another question for not having enough help in the sense of technical aids or housing
adaption. What type of help you don’t have enough is also a rather strange sentence construction.

Questions on household activities

In the sequence mapping difficulties in doing household activities there are some adjustments in the
English version of the questionnaire compared to the first round of translating into Norwegian in 2005.
The response category doing laundry is removed and a new category managing medication is
introduced. Again the dichotomous yes, no response categories are changed for a graded 4-point scale.
As this sequence is constructed in the same way as the personal care activities questions the comments
made for personal care activities is also relevant for this section.

Now I would like you to think about some household activities. Please ignore any temporary problems. Here is a
list of activities.

HA.1 Do you usually have difficulty doing any of these activities by yourself? No difficulty; yes, some
difficulty; yes, a lot of difficulty; I can't achieve it by myself

Activities: Preparing meals, using the telephone, shopping, managing medication, light housework,
occasional heavy housework, taking care of finances and everyday administrative tasks

HA.2 Why? Mainly, because of health state, disability or old age; mainly, because of other reasons (never tried
to do it, etc.)
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HA.3 Do you usually have help? Yes, at least for one activity

If yes:
HA.3.1 What type of help? Personal assistance; technical aids; housing adaptation; no, I do all these activities

by myself

HA.4 Do you have enough help? Yes; no, at least for one activity

If no:

HA 4.1 What type of help you don't have enough? Personal assistance; technical aids; housing adaptation
HA.5 Would you need help? Yes, at least for one activity

If yes:
HA.5.1 What type of help you would need?. Personal assistance, technical aids, housing adaptation, no

The hypothetical question Could you do this activity without any difficulty if you had to or wanted to?
is removed from the questionnaire compared to the version we translated in 2005. The questions on
“Other everyday activities” concerning school-, work- and leisure time activities are also removed
from the questionnaire.

Questions about physical pain and mental health

In the English questionnaire, there is an introduction to the question on pain and a new introduction to
the questions on mental health. We recommend having one introduction only; The next questions are
about how you have been/felt in the past 4 weeks. Try to answer the alternative that is closest to how
you have been/ felt. In the question on pain and discomfort, there is a mismatch between the question
text and the response categories. In the question text, the respondent is asked Aow much physical pain
or discomfort he/she has had during the past 4 weeks. The response categories invite, however, the
respondent to report on the infensity of pain and discomfort.

In the translation of the concepts on emotional states, we found that the Norwegian language probably
does not give so many nuances of different mental states as the English language. Some of the states
were overlapping and difficult to distinguish from each other. Some of the questions are also double-
barrelled. This caused problems with keeping them apart and giving them a clear and comprehensive
content.

It is stated in the translation cards that the official translation of MOS Short Form-36 should be sought.
There exists an official Norwegian translation and the copyright is in the hands of Loge and Kaasa
(Loge 1998). Statistics Norway has not been involved in this work and has critical remarks both to the
design of the instrument in English and to the Norwegian translation. It has been difficult to get insight
into the translation process behind the official Norwegian instrument.

The questions Did you feel full of life and Have you been very nervous and the question Did you feel
full of pep are excluded from the questionnaire compared to the first round of translation in 2005. We
also note that some of the questions have changed places in the list. As MOS SF-36 is comprised of a
depression and an anxiety sequence, we question whether it might be problematic to change the order
of questions. In this project we have tried to balance between the already existing “official” version of
SF-36 and at the same time allow for an independent translation of the instrument. In the original
English instrument, we have some problems with the questions referring to more than one state ex.
downhearted and depressed or calm and peaceful. In the translation into Norwegian, we tried to find
one concept reflecting both states. We are not sure whether this is a successful exercise. During the
adjudication process, we have (hopefully) found the best balance between the two versions available.

3.3 European health care module

Generally, when translating the European health care module we have chosen to place the time
reference early in the question text in the questions that are posed to all to underline the timeframe.
This concerns questions on out-patient and in-patient stays in hospital, visits to GP and dentist
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consultations. In the follow-up questions, the reference period is placed at the end of the question text.
This is done to give focus to the registration of number of times the respondent has used the service.

Questions on time spent in hospital

In Norway we have two concepts that are commonly used for the English concept hospital; “sykehus”
(hospital) and “sykestue” (sick bay). After discussions, we chose only to use the word sykehus
(hospital), since "sykestuer" (sick bay) comprises less than one per cent of the activity in the sector.
Sick bays are usually located in the districts, and are primarily maternity units.

The next set of questions is about time spent in hospital. All types of hospitals are included. Visits to emergency
departments or as outpatient only should not be included.

HC.1 During the past 12 months, that is since (date one year ago), have you been in hospital as an
inpatient, that is overnight or longer?

HC.2 How many separate stays in hospital as an inpatient have you had since (date one year ago)? Count
all the stays that ended in this period.

HC.3 Thinking of this/these inpatient stay(s), how many nights in total did you spend in hospital?

The concept day-patient is difficult to define professionally and it is even more difficult to find a
question formulation that will be understood the same way by all respondents. We want to test this
question cognitively to find out what “most people” would understand by the concept.

HC.4 During the past 12 months, that is since (date one year ago), have you been admitted to hospital as a
day patient, that is admitted to a hospital bed, but not required to remain overnight?
HC.5 How many days have you been admitted as a day patient since (date one year ago)?

The question on need for hospitalisation, but did not... is of little relevance in Norway. A yes, no
answer should be sufficient in this question. We recommend moving the response category cannot
afford it to the end of the list as public health services are free in Norway and this option will be less
relevant for most people.

HC.6 During the past 12 months, was there any time when you really needed to be hospitalised following a
recommendation from a doctor, either as an inpatient or a day patient, but did not? Yes, there was at least
one occasion; no, there was no occasion

HC.7 What was the main reason for not being hospitalised? Could not afford to (too expensive or not
covered by the insurance fund); waiting list, other reasons due to the hospital; could not take time because of
work, care for children or for others; too far to travel / no means of transportation; fear of surgery / treatment;
other reason

Questions on visits to dentist, GP or specialists

In the question about dentist consultations, we discussed that different response categories would be
more suitable in a Norwegian setting. That is to differentiate between 1-2 years and more than 2 years.
The reason for this being that 2 years is a commonly used draft periode for dental treatment in
Norway. It would perhaps also be an idea to introduce a category for 4 weeks as well since the follow
up question about number of consultations is about consultations in the past four weeks.

HC.8 When was the last time you visited a dentist or orthodontist on your own behalf (that is, not while
only accompanying a child, spouse, etc.)? Less than 12 months ago; 12 months ago or longer; never

HC.9 During the past four weeks ending yesterday, that is since (date), how many times did you visit a
dentist or orthodontist on your own behalf?

OP.1 For the dental care on your own behalf during the past four weeks at the date of the interview, about
how much did you pay out-of-pocket?

Another point is that a four-week reference period in HC.9, time since last visit to the dentist, seems
like a too short a period to capture a sufficient number of interview persons. If the main object is to
capture use of health services this frame is considered insufficient. However, if the object is to capture
people that use health services to a large extent the time frame should be kept at 4 weeks. This must,
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however, be considered against the need for a short reference period when reporting out-of-pocket
expenses to dental treatment. In the Norwegian HIS in 2008 we asked for expenses to dental treatment
last 12 months.

The routing of the questions on GP, specialist and dentist can be questioned. It would perhaps be more
logic to pose the questions on GP and specialist directly after the questions on in-patient and day-
patient and then the questions on dentist consultations.

HC.10 When was the last time you consulted a GP (general practitioner) or family doctor on your own
behalf? Less than 12 months ago; 12 months ago or longer; never

HC.11 During the past four weeks ending yesterday, that is since (date), how many times did you consult a
GP (general practitioner) or family doctor on your own behalf?

HC.12 When was the last time you consulted a medical or surgical specialist on your own behalf? Less
than 12 months ago; 12 months ago or longer; never

HC.13 During the past four weeks ending yesterday, that is since (date), how many times did you consult a
specialist on your own behalf?

OP.2 For the visits to GPs, family doctors or medical or surgical specialists on your own behalf during the
past four weeks at the date of the interview, about how much did you pay out-of-pocket?

In question HC.12 and HC.13 concerning consultations with specialist there might be need to
differentiate between consultations with specialist at the hospital and specialists in a private
clinic/office. One should at least include in the question text that it covers both consultations at
hospital (polyclinic) and in private clinics or offices. Based on the follow up question with a four-
week reference we propose to introduce a response category for consultations in the past 4 weeks also
in this question. However, concerning reporting of expenses we believe that a 12-month reference can
be used in these questions as well.

HC.14 Was there any time during the past 12 months when you really needed to consult a specialist but
did not? Yes, there was at least one; no, there was no occasion

HC.15 What was the main reason for not consulting a specialist? Could not afford to (too expensive or not
covered by the insurance fund); waiting list, don't have the referral letter; could not take time because of work,
care for children or for others; too far to travel / no means of transportation; fear of doctor / hospitals /
examination / treatment; wanted to wait and see if problem got better on its own; didn’t know any good
specialist; other reason

In question HC.15, main reason for not consulting a specialist we propose to standardise response
categories according to the list used in HC.7, main reasons for not being hospitalized.

Questions on other health services and alternative medicine

Question HC.16 and HC.17 were straight forward to translate into Norwegian.There is, however, a
need for cultural adjustment of the professional groups listed in question HC.16 below. We have tried
to cultivate the categories and adjusted them to suit Norwegian conditions. Manual therapist and
physiotherapist are merged since manual therapy is a specialization of physiotherapy in Norway.
Chiropractor is a separate category. The category nurse, midwife is restricted to services given in
public health centres and in health services directed to school or student groups. This is an attempt to
retrieve more precise answers as these occupational groups are found in all levels of the health service
(GP's offices, polyclinics in hospitals etc). The category for psychologist or psychotherapist will have
to be divided in two separate categories in Norway, one for psychologist and one for psychotherapist.
These groups are very different as to practice and education. The category for other paramedics
should be left out as the group listed in the guidelines is a mix of approved professional groups within
school medicine and alternative professional groups. In HC.17 we failed to find a suitable Norwegian
concept for phytotherapist/herbalist.

HC.16 During the past 12 months have you visited on your own behalf a...? Medical laboratory, radiology
centre, physiotherapist / kinesitherapist, nurse, midwife (excluding when being hospitalised, for home care
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services or in a medical laboratory or radiology centre), dietician, speech therapist, chiropractor, manual
therapist, occupational therapist, psychologist or psychotherapist, other paramedics.

HC.17 During the past 12 months have you visited on your own behalf a ...? Homeopath, acupuncturist,
phytotherapist / herbalist, other alternative medicine practitioner

In question HC.18 about care services there is a problem with distinguishing between services that are
provided by the municipality or services that the respondent buys for him/herself. Even with municipal
services, the respondent has to pay a small sum. We have decided to ask for care services provided by
the municipality and again ask for services provided by nurse, not midwife. Help from midwifes in
private homes is quite rare in Norway. We find it better to concentrate on one professional group only;
home nursing. Home help for elderly people is straightforward to translate. However, it raises the
question whether it should cover both public and private services. We have chosen to focus on
services provided by the municipality. There was some uncertainty as to the operationalisation of
transport services. We have chosen to limit the question to cover door-to-door services provided by
the municipality. We anticipate that this question is meant to cover services that are somehow
financially covered by the municipality. There is varying practice as to how different municipalities
organise this. Some have a door-to-door service where they pick up elderly or disabled people in their
homes and take them to activity centres etc. Other municipalities have an arrangement with a fixed
number of travels by taxi meant to cover their need to go to the doctors, or to do other errands.

HC.18 During the past 12 months, have you yourself used any of the following care services? Home care
service provided by a nurse or midwife, home help for the housework or for elderly people, "Meals on wheels",
transport service, other home care services.

Questions on use of medication

The questions on use of medicine have been difficult to translate and difficult to operationalise since
they cover all kinds of medication and supplements. There is a need for clarification as to what kind of
information we want. The sequence as it is capture self-medication by all types of non-prescription
medicines, medicine on prescription and supplements and the like recommended or not recommended
from a doctor. We ask ourselves if this is the information we want and for what purpose. The term
supplement is problematic to define as the market is flowing over with products within this category.
One might stress that we are asking for use of supplements to lessen or reduce symptoms or for
treating illness. Or else we risk capturing all kinds of vitamin use, which is quite common in Norway.
By constructing a case or example it is easier to get an impression of how this sequence will function:
Person A has had influenza in the past week. He has been to the doctor’s office and received penicillin
ie. yes in MD.1. in MD.2 he might answer pain in the joints, headache even though this question is
meant to capture conditions that are more chronic. In MD.3 he might answer yes since he has bought
some tablets against pain and headache and some herbal mixtures and vitamins to balance the immune
system. In addition, in MD.4 he might say that he has used medicine for pain in the joints, headache,
other pain, cold, flu or sore throat and a specification of other types. The question is: Is this the kind
of information we seek?

In the first question MD.1 on use of prescribed or recommended medicines. The alternatives P to S ask
if the interview person has used specific medication, not about what the medication is for as in the
previous and the next question. This can be a bit confusing for the respondent. In category T one asks
the interview person to name the medication he/she uses if it has not yet been reported. This can be
very timeconsuming and give a lot of after work with registration of data, as there are many types and
labels of medications. We recommend that one approach is chosen; either to register what medications
are used for or category of medicine.

MD.1 During the past two weeks, have you used any medicines (including dietary supplements such as
herbal medicines or vitamins) that were prescribed or recommended for you by a doctor — (for women,
please also state: include also contraceptive pills or other hormones)?

20



MD.2 Were they medicines for...? Asthma; Chronic bronchitis, chronic obstructive pulmonary disease,
emphysema; High blood pressure; Lowering the blood cholesterol level; Other cardiovascular disease, such as
stroke and heart attack; Pain in the joints (arthrosis, arthritis); Pain in the neck or back; Headache or migraine;
Other pain ; Diabetes; Allergic; symptoms (eczema, rhinitis, hay fever); Stomach troubles; Cancer
(chemotherapy);Depression; Tension or anxiety

Have you used other types of medicines that were prescribed to you, such as ...?

Sleeping tablets; antibiotics such as penicillin (or any other national relevant example); (for women in fertile age
—assumed 50 years or younger) contraceptive pills; (for women in or after menopausal age — assumed 45 years
or older) hormones for menopause; Some other medicines prescribed by a doctor. (If yes): What type of
medicines?

MD.3 During the past two weeks, have you used any medicines or dietary supplement or herbal medicines
or vitamins not prescribed or recommended by a doctor?

MD.4 Were they medicines or supplements for...? Pain in the joints (arthrosis, arthritis); Headache or
migraine; Other pain; Cold, flu or sore throat; Allergic symptoms (eczema, rhinitis, hay fever); Stomach trouble;
Or were they vitamins, minerals or tonics Alternatively, some other type or medicine or supplement? (Please
specify)

The questions MD.1 to MD.4 are too vast and include all kinds of prescriptive, non-prescriptive,
recommended and not recommended medicine, dietary supplements, herbal medicine, vitamins etc. It
is difficult to see the value of this information/ registration. We recommend to simplify this sequence
of questions considerably.

OP.3 For the medicines prescribed to you by a doctor, that you used during the past two weeks at the date
of the interview, about how much did you pay out-of-pocket?

The reference period for out-of-pocket expenses for visits to GP, specialist and dental treatment has a
reference of 4 weeks while the reference period for use of medication and dietary supplements is two
weeks. The reference period harmonize well with the reference period in the registration of use, but
since the question is posed at a paper-questionnaire together with expenses for GP, specialist etc. we
will recommend to standardize the reference period used in both sequences to 4 weeks.

Questions on vaccination, testing and screening

In general, we would recommend streamlining and standardising the response categories in this
sequence eXx. to less than 12 months ago, 1-2 years ago, 3-4 years ago, more than 4 years ago in all
the questions except perhaps the first question on flu vaccination. Flu vaccination is usually performed
on yearly basis. The question on flu vaccination seems easy to understand and easy to translate. We
propose to give a reference to since January this year in question PA.2.
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PA.1 Have you ever been vaccinated against flu?
PA.2 When were you last vaccinated against flu? Since the beginning of this year; Last year; Before last year
PA.3 Can I just check, what month was that?

The questions on measurement of blood pressure, cholesterol and blood sugar are straightforward to
translate and they have standardized response categories.

PA.4 Has your blood pressure ever been measured by a health professional?

PA.5 When was the last time that your blood pressure was measured by a health professional? Within the
past 12 months; 1-5 years ago; More than 5 years ago;

PA.6 Has your blood cholesterol ever been measured?

PA.7 When was the last time that your blood cholesterol was measured? Within the past 12 months; 1-5
years ago; More than 5 years ago;

PA.8 Has your blood sugar ever been measured?

PA.9 When was the last time that your blood sugar was measured? Within the past 12 months; 1-5 years
ago; More than 5 years ago;

The questions on mammography are only asked to women. In Norway, all women over the age of 50
are drafted for screening on regular basis. It would be more comprehensive if the response categories
in PA.11, PA.14, and PA.17 were applied also for the questions on blood pressure, cholesterol, and
blood sugar.

PA.10 Have you ever had a mammography, which is an X-ray of one or both of your breasts?

PA.11 When was the last time you had a mammography (breast X-ray)? Within the past 12 months, More
than 1 year, but not more than 2 years More than 2 years, but not more than 3 years Not within the past 3 years
PA.12 What was the reason for this last mammography? Myself or my GP/family doctor or a specialist
noticed something not quite right in my breast (e.g a lump); My GP/family doctor or a specialist advised me to
have it without there being something wrong; Because of breast cancer in my family, Invitation from a national
or local screening programme; Other reason

PA.13 Have you ever had a cervical smear test?

PA.14 When was the last time you had a cervical smear test? Within the past 12 months, More than 1 year,
but not more than 2 years More than 2 years, but not more than 3 years Not within the past 3 years

PA.15 What was the reason for this last cervical smear test? Because of symptoms; Because I visited a
gynaecologist; Invitation from a national or local screening programme; Other medical reason; For another
reason (not especially medical)

PA.16 Have you ever had a faecal occult blood test?

PA.17 When was the last time you had a faecal occult blood test? Within the past 12 months, More than 1
year, but not more than 2 years More than 2 years, but not more than 3 years Not within the past 3 years

Satisfaction with health services

Survey literature states that general questions tend to give answers with a positive connotation. In the
case of SA.1 we believe that this question is far too general to give valuable information on
satisfaction with health services.

SA.1 In general in your country, concerning the services provided by the following health care providers,
would you say you are...very satisfied, fairly satisfied, neither satisfied nor dissatisfied, fairly dissatisfied, very
dissatisfied

Hospitals (including emergency departments), Dentists, orthodontists and other dental care specialists
Medical or surgical specialists, Family doctors or GPs, Home care services

Questions on out-of-pocket expenses

These questions are posed on a paper questionnaire. There are no instructions as to how this is
recommended administered during the interviews. However, we propose to have the same timeframe
on the questions for use of health services (12 months), payment for health services (4 weeks), for use
of medication and payments for medication (2 weeks). An alternative would be to ask for the cost at
the last visit to doctor, specialist, dentist etc.
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OP.1 For the dental care on your own behalf during the past four weeks at the date of the interview, about
how much did you pay out-of-pocket?

OP.2 For the visits to GPs, family doctors or medical or surgical specialists on your own behalf during the
past four weeks at the date of the interview, about how much did you pay out-of-pocket?

OP.3 For the medicines prescribed to you by a doctor, that you used during the past two weeks at the date
of the interview, about how much did you pay out-of-pocket?

3.4 Module on health determinants

The module on health determinants cover questions on physical activity, living and working
conditions and smoking, alcohol and drug use.

Questions on physical activity

The questions on height and weight are unproblematic to translate. The questions in relation to IPAQ
(physical activity registration) were, however, a challenge to translate. It was especially a challenge to
reduce the number or words and make the questions flow when read aloud. We are also asking the
respondents to do a complicated calculation — ie. to add sequences of ten minutes in different levels of
activity on days the interview person has been involved in these activities. We also found it hard to
find comprehensive distinctions in the Norwegian language to describe the different levels of
intensity; hard and moderate physical activity, that cause you to breathe much or somewhat harder
than normal. Experiences from our national HIS demonstrate that this sequence of questions does not
function satisfactory in the field.

BMIL.1 How tall are you without shoes?
BMI.2 How much do you weigh without clothes and shoes?

PE.1 During the past 7 days, on how many days did you do vigorous physical activities?

PE.2 During the past 7 days, how much time did you spend doing vigorous physical activities?

PE.3 During the past 7 days, on how many days did you do moderate physical activities?

PE.4 During the past 7 days, how much time did you spend doing moderate physical activities?
PE.5 During the past 7 days, on how many days did you walk for at least 10 minutes at a time?
PE.6 During the past 7 days, how much time did you spend walking?

Questions on eating habits etc.
The questions on fruit and juice intake are straightforward to translate. A more general view is that
there are too many response categories if they are to be read aloud during the interview.

FV.1 How often do you eat fruits (excluding juice)? Twice or more a day; once a day; less than once a day but
at least 4 times a week; less than 4 times a week, but at least once a week; less than once a week; never FV.2
How often do you eat vegetables or salad (excluding juice and potatoes)?

Twice or more a day; once a day; less than once a day but at least 4 times a week; less than 4 times a week, but
at least once a week; less than once a week; never

FV.3 How often do you drink fruit- or vegetable - juice? Twice or more a day; once a day; less than once a
day but at least 4 times a week; less than 4 times a week, but at least once a week; less than once a week; never

Questions on living and working conditions

We do not see a need to have an introductory text to the question about crime and violence. However,
there is a question if we measure what one has felt oneself exposed to or what one has been exposed to
as a fact. This is especially relevant for the questions on crime and violence. In EN.1 about exposure
to noise etc. at home it should be made clear if the question concerns outdoor environment or/and
indoor environment. It is difficult to know what is meant by the notion at home. In Norway, both
meanings can be applied to the concept. We also recommend to use a filter question as an introduction
as not all respondents has been exposed ie. Have you been exposed to any of the following conditions
[list] and if yes: to what extent.
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EN.1 Thinking about the past 12 months, when you were at home, to what extent were you exposed to any
of the following conditions? Severely exposed, somewhat exposed, not exposed

Noise (as road traffic, train traffic, airplane traffic, factories, neighbours, animals, restaurant/bars/disco), air
pollution (fine dust, grime, dust, fume, ozone), bad smells (from the industry, from the agriculture, sewer, waste)
EN.2 Thinking about the past 12 months, to what extent were you exposed to crime, violence or vandalism
at home or in the area where you live? Severely exposed, somewhat exposed, not exposed

EN.3 At your workplace, to what extent are you exposed to ...? Severely exposed, somewhat exposed, not
exposed

Harassment or bullying, discrimination, violence or threat of violence, time pressure or overload of work,
chemicals, dust, fumes, smoke or gases, noise or vibration, difficult work postures, work movements or handling
of heavy loads, risk of accident

Unlike question EN.1/2 about exposure at home and in the respondents environment EN.3 is posed
without a time reference. We propose to add a time reference in this question as well and to change the
response category risk of accident into something like dangerous situations.

EN.4 How many people are so close to you that you can count on them if you have serious personal
problem? None; 1 or 2; 3 to 5; more than 5;

Questions on smoking

These questions are posed on a self-completion form. We have registered a mistake in the use of filter
in this sequence. Those smoking cigars shall also have question SK.4: smoked daily. In Norway, we
have an act prohibiting people from smoking indoors. This makes question SK.7 about exposure to
tobacco smoke indoors in public places or transport less relevant: It will be more useful with questions
on exposure to smoking outside public places since this seems to be a growing problem.

SK.1 Do you smoke at all nowadays? Yes, daily, Yes, occasionally, Not at all

SK.2 What tobacco product do you smoke each day? manufactured cigarettes, hand-rolled cigarettes, cigars
pipefuls of tobacco, other

SK.3 On average, how many cigarettes, cigars or pipefuls do you smoke each day? manufactured cigarettes,
hand-rolled cigarettes, cigars pipefuls of tobacco, other

SK.4 Have you ever smoked (cigarettes, cigars, pipes) daily, or almost daily, for at least one year?

SK.5 For how many years have you smoked daily? Count all separate periods of smoking daily. If you
don't remember the exact number of years, please give an estimate.

SK.6 How often are you exposed to tobacco smoke indoors at home?

Never or almost never; Less than 1 hour per day; 1-5 hours a day; More than 5 hours a day

SK.7 How often are you exposed to tobacco smoke indoors in public places and transport (bars,
restaurants, shopping malls, arenas, bingo halls, bowling alleys, trains, metro, bus)?

Never or almost never; Less than 1 hour per day; 1-5 hours a day; More than 5 hours a day

SK.8 How often are you exposed to tobacco smoke indoors at your workplace?

Never or almost never; Less than 1 hour per day; 1-5 hours a day; More than 5 hours a day, Not relevant (don't
work or don't work indoors)

Questions on alcohol use

Experiences with the instrument monitoring alcohol use, AL.2 from other surveys shows that it is too
difficult for the interview person to administer. As one is not asking for a specific week but a typical
week when you are drinking a varying alcohol intake will make it difficult for the interview person to
answer. It is also a challenge to fill in for type of drink on all the days in the selected week. Another
challenge is converting the different types of drinks into units of alcohol and making the data
comparable.

AL.1 During the past 12 months, how often have you had an alcoholic drink of any kind (that is beer,
wine, spirits, liqueurs or other alcoholic beverages)? Never; monthly or less; 2 to 4 times a month; 2 to 3
times a week; 4 to 6 times a week; every day 6
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AL.2 How many drinks containing alcohol do you have each day in a typical week when you are drinking?
Start with Monday and take one day at a time. Number of drinks of beer, wine, liqueur, spirits, alcoholic
beverage, other.

AL.3 In the past 12 months, how often did you have 6 or more drinks on one occasion? Never, less than
monthly; monthly; weekly; daily or almost daily

Questions on use of drugs
The questions on drug use were quite straightforward to translate into Norwegian.

CN.1 Do you personally know people who take cannabis?

CN.2 During the past 12 months, have you taken any cannabis?

CN.3 Do you personally know people who take other drugs, such as cocaine, amphetamines, ecstasy or
other similar substances?

CN.4 During the past 12 months, have you taken any other drug, such as cocaine, amphetamines, ecstasy
or other similar substances?
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4 Cognitive testing

A selection of questions from the European Health Interview Survey was tested through six cognitive
interviews. The interviews were performed in May and August 2008. A trained moderator led the
interviews supported by a secretary. The moderator used an interview guide to structure the dialogue.
All the interviews were taped. Each interview is summed up in a minute report.

4.1 Sampling, recruiting and interviewing

To be able to test the health issues selected for the cognitive test we decided to focus on three target
groups: women, people above 50 years of age, and people with poor health and/or disabilities.
However, the project size (ie. 6 interviews) did not allow for separate testing rounds in all three
groups. Instead, we decided to seek a combination of these characteristics in the sample of respondents
— women, over 50 years of age with a health problem. We tried to recruit respondents by contacting a
number of public social clubs for the elderly. This strategy was not successful since all these clubs
more or less closed for the summer holiday by the time we started recruiting. Before the last round of
interviews (late August), we managed to get in touch and to make an announcement in one social club.
However, this did not lead to any candidates. Therefore, we decided a change in strategy and recruited
all respondents by snowballing method. We asked private acquaintances whether they could help us
find individuals with one or several of the characteristics that we could contact in the preferred groups.
This strategy was successful and we soon filled up our quota of interviews.

The respondents (R1-6) were all women above 50 years of age, with varying health conditions:

R1: a disabled immigrant woman, about 50 years of age, working part-time

R2: a relatively healthy woman, 68 years of age, pensioner

R3: a disabled woman with complex health problems, 62 years of age, not working
R4: a woman with relatively few health problems, 58 years of age, working full-time
R5: a retired woman with slightly reduced health, about 65 years of age

R6: a woman in good health, about 55 years of age, working full-time

The first two interviews were conducted in the office of Statistics Norway, Oslo. The last four
interviews were conducted in the provincial town of Skien, 150 km south east of Oslo, in a
municipality house. The interview with the oldest woman lasted for approximately 60 minutes, the rest
of the interviews lasted between 90 and 120 minutes. All respondents received a gift card as a token of
gratitude for participating.

We developed an interview guide to help structure the cognitive interviews. In the interview guide we
selected questions from the modules that we anticipated could be challenging to comprehend and
answer. We tested cognitively questions on physical activity, use of health services, mammography,
use of medication, use of dental services, and general satisfaction with health services. We combined
the testing with testing of a selection of questions from our national health interview survey and a few
questions from the European disability and social integration module. The interview guide in annex 4
is therefore an extract of the original guide. The report documenting the full test is unpublished, but is
available on direct request (contact information: Elisabeth Gullgy, Statistics Norway).

The techniques used in this project were think-aloud sessions in combination with follow-up questions
on wording, formats, response categories and the cognitive tasks given during the interview (like
calculating, memorizing etc). The think-aloud session was accompanied by targeted follow-up
questions. When using concurrent probing or paraphrasing we tried to stage a semi-structured
discussion about the questions and encouraged the respondent to describe in his/her own words how
he/she understood the question. The interviews also had elements of conceptual mapping and card
sorting to check how the respondents comprehended and understood different concepts from the
questionnaire. This is a way to determine how respondents think about key topics with focus on
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concept meaning. It allows us to explore if the concepts are familiar to the respondent, if the response
alternatives are clear, and the response burden acceptable etc. By sorting we here mean description in
own words, followed by internal sorting of concepts in relation to each other, and description of
dimensions between the different notions and names. We used this technique on concepts and words
that we anticipated would be difficult throughout the questionnaire. We also used the same technique
to measure what content respondents ascribed to different types of health services referred to in the
questionnaire, as well as on various concepts for functional disabilities.

During the cognitive testing, the moderator interviewed the respondents as in an ordinary survey
interview asking questions sequentially from the questionnaire. After this session, we used cognitive
techniques to collect information on how the respondent actually understood the questions and
retrieved information when giving his/her answers. In the first version of the guide (used when
interviewing R1 and R2), we had follow-up questions after short sequences of questions. We had one
card-sorting task on various concepts for functional disabilities. Other difficult words and concepts
were mapped with planned follow-up questions after each section. This method gave, however, a very
staccato interview, and a fragmented “mood of spirit”. In addition, we thought we received relatively
little information on some of the issues discussed. The respondents had few comments and acted in a
passive way towards our questions. Thus, we concluded that the interview guide needed some
adjustment before continuing the cognitive testing. The strategy was to put more emphasis on think-
aloud questions with spontaneous follow-up. In the last four interviews we used a revised interview
guide and we divided the interview into two distinct phases, with both a think-aloud and a follow-up
section towards the end of each phase. We put in a pause between the two phases to let the respondent
rest mid-way in the interview. We also added more planned follow-up questions. As a warming-up
exercise in the beginning of both phases, we introduced more conceptualisation tasks and card sorting
activity. The division of the interview in two distinct parts instead of many short sections worked very
well. Thus, the cognitive interview was similar to an actual survey interview situation, where the
interviewer is in a face-to-face interaction with the respondent. The planned and spontaneous follow-
up questions were posed after each of the two questionnaire phases. The respondent was given a
handout (paper version) of the questionnaire to look at, and we went through the questionnaire
together with the respondent. The method revealed a lot of information and gave better direction to the
follow-up phase compared to the method used in the first two interviews with interactive follow up
sessions. If the respondent showed particular interest in one particular dimension of a questionnaire
sequence, we also had more time and overview to ask spontaneous questions on the subject under
discussion. We experienced that the general flow of information were better during the second round
(ie. last four interviews). Here we managed to grasp more precisely how the respondents understood
each question, how they structured the information they gave, and finally how they responded to the
questions. The planned follow-up questions for each questionnaire session are shown as text frames in
the beginning of each session beneath.

4.2 Results from the cognitive interviews

Our experience from the cognitive interviewing is that many of the questions in the EHIS
questionnaire are not suited for being read aloud in a face-to-face or telephone interview. And some of
the questions did not work well orally in the interview situation. The questions are too long, too wordy
or too complicated from start. This led to a situation where we felt a need to reword the text
spontaneously to make the questions roll better in the mouth.

Health services

Health services are organised differently in the European community. It is absolutely a challenge to
develop questions that make it possible to compare statistics on use of health services between
countries. The questions on hospitalization, number of stays in hospital — both over night and as day
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patient, visits to GP, specialist, dentist and need for hospitalisation and use of paramedics or
alternative treatment were therefore selected for cognitive testing.

The follow-up questions in the cognitive interview on health services are quoted in the frame below:

e Look at the questions HC.1-HC.6. about hospitalisation. Did you find it difficult or easy to answer
these questions? Did you find it easy or difficult to remember how many days you spent in hospital?

e Look at the question HC.6 about need for hospitalization again. What do you think about that
question? Do you find it easy or difficult to answer? Do you remember your immediate reaction to
the question? Did you think about a particular situation you have experienced on your own behalf?

e Have you ever been in a situation where a medical doctor recommended you treatment in hospital,
without you receiving this treatment? Have you ever heard about other people who have had such an
experience?

e Look at the question HC.12 about visits to a medical specialist. What episodes did you include when
you answered this question? Did you find it easy or difficult to answer? What do you think about the
answering alternatives/options? Were they too detailed or too coarse? Do you find it difficult or easy
to distinguish between a polyclinic and an emergency unit?

¢ Question HC.16 and HC.17 are about use of different types of paramedics or alternative medical
treatment, what do you think about these services? Do you find any of these services more difficult
to remember having visited than others? Do any of the groups mentioned in the question stand out in
any way? Do you think some of these groups represent the same treatment?

This section contains many difficult concepts and words. The interview guide gave two types of tasks
to test this. First, we asked the respondents to describe with their own words certain concepts from
various parts of the sequence, ie. outpatient clinic/polyclinic, sick bay, medical specialist, and day
patient. We did the same exercise for a list of professional groups within paramedics. We started by
asking the respondents to describe a specific concept in his/her own words. We also administered a
card sorting sequence to see how the respondents would group the professions according to their
knowledge or experience about them. The result of this exercise is summed up below.

In-patient, day-patient, outpatient

Question HC.1 and HC.2 about hospital attendance are well understood by the respondents. However,
during the conceptualisation task, we discovered that many of the respondents had problems with what
we meant by the concept “sick bay”. In Norway we have regular hospitals, but we also have small
units in less populated areas with hospital functions ie. sick bays. However, when the concept was put
in the actual question, together with hospital attendance, there were no problems with comprehension
or retrieval.

HC.1 During the past 12 months, that is since (date one year ago), have you been in hospital as an inpatient, that is
overnight or longer?
BACKTRANSLATED: During the past 12 months, have you been in hospital or sick bay overnight as an inpatient?

HC.2 How many separate stays in hospital as an inpatient have you had since (date one year ago)?
BACKTRANSLATED: How many separate stays have you had during the past 12 months?

HC.4 During the past 12 months, that is since (date one year ago), have you been admitted to hospital as a day patient,
that is admitted to a hospital bed, but not required to remain overnight?

BACKTRANSLATED: Have you been admitted to hospital as a day-patient during the past 12 months (that is
admitted to a hospital bed, but not required to remain overnight)?

HC.5 How many days have you been admitted as a day-patient since (date one year ago)?
BACKTRANSLATED: How many days have you been admitted as a day-patient during the past 12 months?

None of the respondents reported problems with these questions. The concept day patient seemed
unproblematic. One respondent defined day-patient as “.. someone coming from time to time, but not
staying overnight” and another respondent replied “..Day patients are not always given a bed!”.
Another respondent put it ironically when we asked how many days she spent in hospital and said: ...
here we talk about hours, not days”... This statement points to a weakness in the explanatory text
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following the actual question ...that is admitted to a hospital bed, but not required to remain
overnight. The cognitive testing of this question shows that according to our respondents, many day-
patients in Norway are not given a bed at all.

HC.6 During the past 12 months, was there any time when you really needed to be hospitalised following a
recommendation from a doctor, either as an inpatient or a day patient, but did not?

BACKTRANSLATED: Have you, during the past 12 months, been in need for hospitalization, but not admitted? By
“need for hospitalisation” I mean that a doctor have recommended you treatment in hospital.

HC.7 What was the main reason for not being hospitalised?
BACKTRANSLATED: What was the most important reason for not being hospitalised?

Only one respondent had experience with the situation described in HC.6 ie. need for hospitalisation.
The reason being that she herself did not want to be admitted to hospital, despite doctor’s
recommendation. A hospital stay did not correspond to her plans for the coming months (surgery). In
the case of Norway question HC.6 about need for hospitalisation is problematic. The explanatory text
communicates a situation where the patient’s medical need is overruled in spite of the doctor’s, i.e. the
health system’s reccommendation. An alternative interpretation of the actual question is that the
patient’s need (in his/her “private” opinion) has been overruled by the health system. Patients often
have to wait for treatment for different medical problems in Norway, and they are familiar with
situations where their personal health situation and needs are evaluated at various levels within the
health system: first by a doctor (GP), then by a specialist etc. When the word “need” is used here, it is
something each individual patient defines for him/herself, and not necessarily, what the doctor defines.

The respondents first perceive this as a question about whether they have been “overlooked”, or
ignored, by their doctor. However, when the explanatory text is read, respondents discover that we in
fact ask for another type of situation: a situation where the respondent him/herself, or the public health
system, but not the doctor, is responsible for the non-admittance. The question is about situations that
arise contrary to the doctor’s recommendation. We can conclude that the question is difficult to
comprehend, but it is difficult to review how serious this is for the quality of the data. We cannot be
sure that respondents in Norway reflect upon the explanatory text given, and we expect most of them
to limit their recall process to only one type of situation. However, this will probably not affect the
estimates very much.

As for the response alternatives in HC.7, the respondents communicate the same understanding as in
HC.6, namely that it is the patient or the respondent him/herself who choose or not choose whether
he/she wants to be admitted to hospital. Almost all the response categories given in HC.7 are reasons
stemming from his/her decision to accept or not accept the hospital treatment offered to him/her
(except for the waiting list alternative). The response categories in HC.7 are cannot afford to, waiting
list; could not take time off because of work or care for children; too far to travel/no means of
transportation, fear of surgery/treatment. The question is, however, ambiguous and can be understood
in different ways, at least in Norway. We often hear of patients not being admitted to hospital due to
resource constraints in the sector. This need not be in the hospital itself, but can also concern medical
specialists etc. Therefore, we suggest introducing one or more response categories in HC.7 for
situations where the patient is refused by the hospital (usually due to resource constraints in the
hospital). This is a different situation from the waiting list alternative, but not uncommon in Norway.
Thus, the formulation could be was not admitted by the hospital. The cognitive testing demonstrated
that the response category could not afford to is of less relevance in Norway as all treatment in public
hospitals is free. We suggest that this alternative is moved further down the list of possible answers.
As for the general reference period being the last 12 months, respondents report that remembering
back on matters concerning their own health is not difficult at all.
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Consultations with medical specialists or odontologists in a polyclinic or emergency unit

We tested the understanding of some key concepts in this sequence and in the introductory text by
asking the respondents to describe what they understood by the concepts. Some of the statements from
the interviews are cited in the table below:

Concepts Respondents descriptions

Medical specialist .. a service found both inside and outside hospitals
.. you need a referral to go there
.. you cannot go straight to a specialist
.. even ordinary doctors can be specialists, like a general practitioner specialist
... a doctor with ..additional education
.. if you go on your own initiative, it will cost you a lot of money
.. not all doctors are medical specialists
.. a specialist in certain areas of medicine, like orthopaedic, surgery etc

Out-patient clinic .. consists of doctors from whom you can order a consultation
.. has many departments, like “Medical out-patient clinic”
.. I don’t know what it is exactly
.. a place where you examine things, like in an orthopaedic out-patient clinic

Emergency .. Is an acute department [or clinic?]?
.. a place I can come with all sorts of trouble. They will help me and advise me where to go

There is no evidence of problems in understanding the concepts medical specialist or emergency unit.
Regarding outpatient clinic, some of the respondents said that they do not know what this means, or
that they have an idea, but cannot describe it in detail. In general, the concept seems easier to
understand when put in a context or contrasted with other familiar concepts describing different types
of health services.

HC.12 When was the last time you consulted a medical or surgical specialist on your own behalf?
BACKTRANSLATED: When was the last time you consulted a specialist (medical specialist or dental specialist)?

None of the respondents reported problems understanding the question about the last time they
attended a medical specialist, HC.12 and the following question HC.14 about need for consultation,
although the respondents description of a medical specialist varied (see table above). When reading
the question to the respondents we saw a need to integrate the response categories in the question text.
This will make the question run more smoothly. It might also be considered to add a few words to
make the question flow better.... When was the last time you consulted a specialist .... Is it less than
12 months ago, 12 months ago or longer or have you never been to a medical specialist?

HC.14 Was there any time during the past 12 months when you really needed to consult a specialist but did not?
BACKTRANSLATED: Have you had need for examination by a specialist (medical specialist or dental specialist), but
have not taken contact?

HC.15 What was the main reason for not consulting a specialist?
BACKTRANSLATED: What were the main reasons for not consulting a specialist?

The question HC. 14 about need for consultation with specialist was an easy question to answer
according to our respondents. Feedback shows that it would be sufficient with just yes/no answers (as
it is a yes/no question). In the mapping of the most important reasons for not taking contact in H.14,
the interviewer should be aware that it is easy to make a wrong jump in the questionnaire. It is easy to
think that if the respondent answers negatively, he/she should go to HC15. That is not correct. Those
who answer yes should also have question HC.15.

HC.16 During the past 12 months, that is since (date on year ago), have you visited on your own behalf a...? Medical
laboratory, Radiology centre, Physiotherapist / kinesitherapist, Nurse, midwife (excluding when being hospitalised, for home
care services or in a medical laboratory or radiology centre), Dietician, Speech therapist, Chiropractor, manual therapist,
Occupational therapist, Psychologist or psychotherapist, Other paramedics

BACKTRANSLATED: Have you visited [............... ] during the past 12 months? Medical laboratory, radiology centre,
Physiotherapist / kinesitherapist, Nurse, midwife (excluding when being hospitalised, for home care services or in a medical
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laboratory or radiology centre), Dietician, Speech therapist, Chiropractor, manual therapist, Occupational therapist,
Psychologist or psychotherapist, Other paramedic

HC.17 During the past 12 months, that is since (date on year ago), have you visited on your own behalf a ...?
Homeopath, Acupuncturist, Phytotherapist / herbalist, Other alternative medicine practitioner
BACKTRANSLATED: Have you been to a [............... ] during the past 12 months?

Homeopath, Acupuncturist, Phytotherapist / herbalist, Other alternative medicine practitioner

The problems we have discovered with this question are fundamental, in the sense that respondents
lack knowledge about a majority of these services. The structure of the questions HC.16 about health
services and HC.17 about alternative health services seem to function well. However, very few of the
respondents have used these services in the past 12 months. In HC.16 some of the professions in the
list seemed unfamiliar to the respondents ie. speech therapist, manual therapist and occupational
therapist. Some of the services were also seen as very different from other professions in the list. The
respondents mentioned chiropractor — “because they have a different education, but they also do good
things so they belong in the list...”, psychologists “because they give another type of service, that
maybe do not belong in the list...“, Healing is mentioned as different from the rest of the professions
in the list — “because it represents another type of service that does not belong here...”. Services
mentioned as unfamiliar to the respondents in HC.17 or that were misunderstood were foot zone
therapist, naprapath, aroma therapist, osteopath, healer, reflexive therapist. Professions like osteopathy
and naprapathy also caused some confusion among respondents. Many of the respondents believed
these two professions to be the same, but had little knowledge of what kind of treatment they actually
offer.

When we asked the respondents to sort cards with names on different professional groups, certain
patterns were repeated. Different groups and combinations were identified:

1. A group of professional representing physical well-being: Aroma therapist, massage therapist,
sometimes together with manual therapist, sometimes also healer,

2. A group of professionals treating psychiatric “issues”: healer, psychiatrist and sometimes
homeopath is included here.

3. A group for professions concentrating on physical treatment: chiropractor, naprapath, manual
therapist, occupational therapist,

4. A group of professions for “whole body”-treatment: osteopath, homeopath, reflexive therapist,
sometimes with naprapath as well,

5. A group of professions that ... can look in your eyes and tell you what is wrong with you™:
“reflexive therapist” and homeopath,

6. A separate group of professions for chiropractor and homeopath.

One respondent sorted the professional groups with reference to education length/type, but ended up
very confused. Some respondents did not know the difference between psychologist and psychiatrists.
They even used the concept psychiatrist when responding to our questions on psychologists. The
cognitive dialogue on question HC.16 and HC.17 demonstrates that there is a major challenge to make
these questions work as they are designed now. Many of the words and concepts that describe health
services are unfamiliar to the respondents, especially in the professional groups (paramedics) listed in
HC.17. On the other hand, one can argue that those who have used the types of services we ask for, in
fact will be familiar with the names. Another point is that the ways the professions are grouped in the
questionnaire do not harmonize with how the Norwegian health service is organized. In HC.16 for
instance, the laboratories offer a markedly different type of service than the rest of the groups
mentioned in the list. This is also the case for psychologists and healers in HC17. In Norway, there is a
division between the so-called school medicine and alternative medicine. This landscape is, however
changing and the boarders between the professions are less absolute today compared to some years
ago. The lists of professional groups in HC.16 and HC.17 are not following this division line. Both the
changing landscape and the way the list of professions are organized in the questionnaire create
uncertainty for the respondent when answering these questions.
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In the health service section of the questionnaire we can conclude from the cognitive interviews that
the format of the questions in this section seem to function quite well. However, the section holds
many concepts and words that are unfamiliar to many of the respondents.

Dental health services

HC.8 When was the last time you visited a dentist or orthodontist on your own behalf (that is, not while
accompanying a child, spouse, etc.)?

BACKTRANSLATED: When was the last time you visited a dentist, orthodontist, or dental nurse? Include all visits

OP.1 For the dental care on your own behalf during the past four weeks at the date of the interview, about how much
did you pay out-of-pocket?
BACKTRANSLATED: For the dental care during the past four weeks, about how much did you pay?

After the think-aloud session, we asked the following questions to map the cognitive process:

In general, would you say it was difficult or easy to remember the last time you visited a dentist?
Did you find it difficult to answer the two last questions on number of times and how much money
you spent?

e Concerning the question on payment, did you answer based on what you paid for yourself only, or
on behalf of your entire household?

Most respondents said that the questions on dental services were simple and easy to understand. In
question HC.8, they had no problems remembering the month of the last visit to the dentist or
orthodontist. One respondent answered by first stating the season, like “... it was during spring, yes, it
was in April...”, and another responded “I get a call every year in November”. The annual or biannual
call system that most dentists in Norway practise makes it easier to remember the time of the last
consultation. We also wanted to see whether respondents actually remember the amount of money that
they have spent on dental services. Would a 12-month reference period be a too long a period for
recalling information on expenditure in this area? In the original survey question in EHIS, it is a 4-
week reference period. The reason for testing a longer period is that we believe that a question with a
four-week reference period will capture very few respondents. The questions on dental services
worked well, and there are not any significant problems using a 12-month recall period on dental
expenses.

Health service satisfaction

SA.1 In general in your country, concerning the [general] health services provided [by the following
health care providers], would you say you are very satisfied, fairly satisfied, neither satisfied nor
dissatisfied, fairly dissatisfied or very dissatisfied with... hospitals (including emergency departments),
dentists, orthodontists and other dental care specialists, medical or surgical specialist, family doctors or GPs,
home care services

BACKTRANSLATED: Here is a list of different health services in Norway. Can you for each of them say
whether you are very satisfied, fairly satisfied, neither satisfied nor dissatisfied, fairly dissatisfied or very
dissatisfied. Hospitals (including emergency departments), dentists, orthodontists and other dental care
specialists, medical or surgical specialist, family doctors or GPs, home care services.

Follow-up on satisfaction with health services

What is your opinion of this question? Did you find it easy or difficult to answer?

What do you think about the scale? Are there too many or too few alternatives to choose between?
Would it be easier to give a number on a scale, for instance from one to ten?

What do you understand by the concept “home services”?

The think-aloud and follow-up sessions on satisfaction revealed several problems with this question;
both on format and wording as well as comprehension and content. The response scale was also
problematic.
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First, our respondents found the question difficult to capture while read aloud. They have to hear it
read several times to be able to understand what we ask about despite that we handed out show card
with the response scale printed. The main problem is that the question text is too long. Several
respondents confirmed this. It is packed with information, and it has a “squared” wording, in the sense
that we first mention, “health services in general”, and then we return to specific services when we
mention the actual service we ask the respondents opinion. Both object and answers are placed within
the same sentence, and this is the cause of the problem with wording. For every service we asked
about, we had to repeat the whole question. Another problem is related to the task itself. The
respondent is asked to make a general statement on the quality of certain health services and this can
be a demanding task in many ways. As one respondent expressed, “.....this is a serious task”. In
addition, the generalisation is difficult, since the respondent had to draw the line between her own
experiences from certain services, to a more general expression of these experiences. One respondent
said that she had too little experience herself, and that it is difficult to decide upon an answer when her
experience was very good, while she is familiar with others who have received bad treatment. This
woman clearly expresses that she feels uncomfortable with the task or challenge: she seeks the
“perfect match” between her experience or feelings, and the answer she gives. Others said that they
feel bad about giving “bad evaluation”. These results indicate that respondents experience such
evaluation of health services in general as a serious task and that this makes the question difficult to
answer. The respondents obviously find it hard to answer the questions based on their subjective
experience only. The respondents actually identified with their response (at least in the settings of a
cognitive interview).

Another comment points to the many dimensions of a health service. A service can be seen as the
actual service itself, for instance a surgery, but the service also covers the result of ex. treatment. Our
respondents had to weight the dimensions and decide which is the most important. One of our
respondents said she had problems giving a response because she had experienced serious health
deteriorations in her leg after a surgery that in itself had very high quality (but not so high as to secure
her an improved leg). Was she satisfied or not? She did not know. Another respondent said she had
never thought about this before; it seems like a questions that has not been reflected upon and many
respondent found it hard to find an answer to this question. Some respondents pointed out that they
would need a point of reference or a standard to compare with, as well as a specific point in time to
relate to. “Health services in Norway - compared to what? Compared to health services in a poor
country?” or “Compared to when?” The statements illustrate the problems with general questions; it is
difficult to generalize on a multitude of experiences with many types of services received at different
points in time.

The response scale does not suit the question since it is a mix of subjective experiences with the
services and an evaluation of health services in Norway. Some respondents found it difficult to choose
an option on the response scale presented to them. They pointed at three different problems with the
scale; the labelling of the alternatives, the number of alternatives and the meaning of the mid-point.
One respondent meant that an alternative for just satisfied was lacking, and with this, she explained
that she wanted to communicate a kind of “middle”-category for one service. She obviously did not
perceive the mid-alternative as relevant for her or any of the “more than just satisfied”-alternatives.
Another respondent chose the mid-alternative (neither satisfied nor dissatisfied) when she was asked
about home services. She later explained the background for this by saying that her opinion was really
a middle neither nor-opinion. However, since she had no personal experience with home services
herself, but had only experiences that were communicated by others. She felt that the mid-alternative
corresponded best with this. When we sum up all the six interviews, we see that the mid-alternative is
used for different purposes: both as a not applicable-category when the respondent has no personal
experience with the service, as a don 't know category, and as a “middle of the road”-score. This will
be a problem when analyzing the data, since it will cover up substantial differences of interest.
Respondents also complained about the meaning and internal distance/closeness between the
alternatives. One said that there is very little difference between the alternatives “very” and “fairly”;
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they sound too much alike. Fairly satisfied was described as “what you expect”, while very satisfied
was in a way too much, like “more than you expect”. Moreover, at the other end of the scale it is
difficult to grasp the difference between fairly dissatisfied and very dissatisfied. In the last interview,
we probed on the type of scale that would be best to answer from in this question: would it be best to
answer based on the existing scale, or better with a numbered scale, for instance ranging from 1 to 10?
One respondent preferred to answer by numbers; she thought it would be easier to choose the
alternative that would correspond best with her opinion. The results indicate that there are too few
alternatives, and that the descriptions could be improved.

Regarding the actual services we ask for, we wanted to explore what kind of services the respondents
understand by home services. The answers were unambiguous. Our respondents understood home
services as a combination of both home based nursing and home based practical help offered by many
municipalities in Norway to elderly people who have problems managing on their own. The cognitive
interviews have revealed several cognitive problems with this question. There are problems related to
the tasks of generalisation, with the choice between different service dimensions, with the meaning
expressed in the different response alternatives, and perhaps also with the number of alternatives. It
can be discussed whether all these problems can find its solution by redesigning the existing question.
As for the generalisation task, it is a question of whether we want to measure general impression or
personal experiences with different health services. The cognitive task would be easier if the question
is related to the respondent’s personal experiences - rephrase to ...with the hospital services you have
received.... As for the problem with different dimensions of services, it is a matter of allowing the
respondent to make up her mind on how to comprehend the question and judge the dimensions before
giving a response.

Mammography

PA.10 Have you ever had a mammography, (which is an X-ray of one or both of your breasts)?
PA.11 When was the last time you had a mammography (breast X-ray)?

PA.12 What was the reason for this last mammography?

Follow up questions on mammography:

¢ Did you find this section uncomfortable to answer, or did you find it unproblematic? Why do you
find it uncomfortable do you think?

e Do you think it is difficult to remember the last time you went for a mammography? How did you
arrive at the answer?

e  What do you think about this classification, is it easy to “catch” and remember, or is it difficult to
decide?

e Can you think of other causes that are not mentioned on this card?

All respondents in the cognitive interviews had experience with mammography. There were no major
problems encountered with understanding the questions or with the response process related to these
questions. The respondents said that they found the questions relevant (although one also told us that it
is unpleasant to be reminded of something she should have done, i.e. to take proper care of herself). In
fact, some of the respondents were so eager to answer when they heard the questions read, that they
gave their response before all alternatives had been presented. Thus, the questions had to be repeated
in order for the respondent to grasp the details in the request. It was not difficult for the respondent to
remember when or why she had attended the mammography service last time. All respondents had a
clear picture of their last attendance, often related to time of the year and particular private activities or
memories from the actual day or the day before. The respondents seemed to remember and sense the
mood and spirit of the day. The only respondent reporting it to be difficult to remember details had
attended the service more than 10 years back in time (the eldest respondent). Problems encountered
with the questions are instead related to the response alternatives in PA.11 and PA.12. The reason for
this might be the fact that mammography check-ups in Norway are a repeated service offered for
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women of a certain age. They get regular calls from the health authorities from the age of 50. The
response alternatives for reasons for not attending do not seem to reflect this fact.

In PA.11 (last time been to mammography), there is a kind of “lack of balance” in the four substantial
response alternatives: within the past 12 months; more than 1 year, but not more than 2 years; more
than 2 years, but not more than 3 years; not within the past 3 years. Our respondents said in the follow-
up that it is difficult to distinguish between the two first alternatives when read aloud by the
interviewer. The phrases had to be repeated to one respondent for her to grasp all the details. This can
be an effect of lack of explanatory text; there are no additional help in the phrases for each alternative,
only “straight on” to the facts to relate to. We therefore suggest adding explanatory text to elaborate
somewhat on what is comprised in the different alternatives. Problems in grasping the details are
strengthened by the fact that there are too many alternatives to consider for the respondent. We
suggest to reduce the number of alternatives to three substantial response alternatives. Besides, we
believe the scale should be changed and extended, with more alternatives after the more than 3 years-
alternative, since our respondents gave the impression that women in Norway seldom attend more
often than biannually. It might be relevant to distinguish between 2-4 years, and more than 4 years as
well.

Some of the response alternatives in PA.12 are problematic, and the respondents do not really use
them. The predefined alternatives seem not to correspond with the respondents’ way of reasoning why
women attend mammography:

Myself or my doctor noticed something not quite right in my breast (e.g. a lump)
My doctor advised me to have mammography without there being anything wrong
Because there is breast cancer in my family

I received an invitation to screening

Other reasons

MRS

The second response alternative (I was advised to go by my doctor without it being anything wrong)
consists of two assertions; both that the doctor advised you, and that there was nothing wrong. The
first assertion might well fit the respondent without the second being true. Beside, the response
alternative is partly overlapping with the first. When we asked our respondents what reasons they had
for going to mammography some said, “I just wanted to do a check-up”, or “I just wanted to confirm
that I am ok”. These types of reasons are not really covered by the existing alternatives. None of the
alternatives really correspond with the most frequently used reason for going in our group. That is that
they are part of a regular screening program where they receive letters of invitation to screening
regularly. This alternative is covered by the fourth response alternative today (received an invitation
for a screening), but the respondents do not identify with this alternative as it is formulated. Instead,
they explain why they get a regular invitation letter ie. since they are in the eligible group for
screening (ie. over the age of 50). The present formulation is perceived more like a random invitation
for a “one-time-only”’-screening check

Use of medicine and dietary supplements

This section is tested to get information on how the questions work in a Norwegian setting. This long
and detailed sequence is quite challenging both to the interviewer and to the respondent. The first two
questions are mapping use of medicines that has been prescribed by a doctor and dietary supplements
that has recommended by a doctor. The next two questions map use of medicines that are not
prescribed and dietary supplements that are not recommended by a doctor. At first sight, it is difficult
to get an overview of the structure of these questions and this makes the sequence very challenging.

Issues concerning non-prescriptive medicines are of particular interest here ie. dietary supplements
and herbal medicines. Do the respondents understand what is meant by dietary supplements? Attitudes
to and use of these products are likely to vary from country to country, reflecting history, culture and
legal regulations. In Norway, this is not a clearly defined area and covers a wide variety of products.
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MD.1 During the past two weeks, have you used any medicines (including dietary supplements such as herbal
medicines or vitamins) that were prescribed or recommended for you by a doctor — (for women,: include
also contraceptive pills or other hormones)?

MD.2 Were they medicines for...? Asthma; chronic bronchitis, chronic obstructive pulmonary disease,
emphysema; high blood pressure; lowering the blood cholesterol level; other cardiovascular disease, such as
stroke and heart attack; pain in the joints (arthrosis, arthritis); pain in the neck or back; headache or migraine;
other pain; diabetes; allergic symptoms (eczema, rhinitis, hay fever); stomach troubles; cancer (chemotherapy);
depression; tension or anxiety

Have you used other types of medicines that were prescribed to you, such as ...? sleeping tablets; antibiotics
such as penicillin (or any other national relevant example); (for women in fertile age — assumed 50 years or
younger) contraceptive pills; (for women in or after menopausal age — assumed 45 years or older) hormones for
menopause; some other medicines prescribed by a doctor. (If yes): What type of medicines?

MD.3 During the past two weeks, have you used any medicines or dietary supplement or herbal medicines
or vitamins not prescribed or recommended by a doctor?

MD.4 Were they medicines or supplements for...? pain in the joints (arthrosis, arthritis); headache or
migraine; other pain; cold, flu or sore throat; allergic symptoms (eczema, rhinitis, hay fever); stomach trouble; or
were they vitamins, minerals or tonics; or some other type or medicine or supplement?

In MD.2 and MD.4, we used handouts. The interviewer asked the question for each medicine type, one
by one, reading from the list, and the respondent had the same list in front of her. The respondent
marked the code before the next medicine type was read loud to her.

Follow-up questions on medical use:

¢ Go back to MD.1. Did you find it difficult or easy to answer this question?

¢ Did you find it difficult to know which medicines to include and which not to include?

e IfItold you to include dietary supplements, like herbal medicines, vitamins and hormone products,
would you have changed your answer?

e  What would be obvious products to include in your opinion [dietary supplements]?

e Do you usually consider dietary supplements and vitamins as a type of medicine or as “groceries”?

e  We asked you about [what you have done] “the past two weeks”. Did you notice [and reflect on]
that time frame when it was mentioned, or did you primarily think about what you usually do?
Would it be easier for you if we asked about what you actually did last week or the last month, or is
this distinction less important?

¢ Do you find it easy or difficult to understand what “other prescription drugs” mean?

e Do you take, or have you ever taken medicine regularly, that you were uncertain about whether to
include or not in any of these questions? If so, what kind of medicine was that?

The cognitive testing show that there are several types of problems with this sequence of questions,
both of a conceptual and a practical character. There are conceptual problems with the two key
categories medicine and dietary supplements (MD.1 and MD.3). Problems with answering several
questions (different categories and situation types) in one question (MD.1). Problems with the
practical design of the questions, since the listings in MD.2 and MD.4 in many situations seem to
become difficult for the interviewer to finish as planned, conceptual problems with some of the
descriptive expressions and possible problems with the reference period.

In the follow-up to MD.1, on use of medicines, all our respondents first told us that the question was
unproblematic and easy to answer. That is both to understand the meaning of the question, to recall
products they have used, and to decide what to include in their answer. When we go into detail,
judging from the answers given, it was not so easy after all. One issue is that medicine, dietary
supplements and vitamins are different products with different functions. During the follow-up, all our
respondents confirmed that they see dietary supplements as something qualitatively different from
medicines. Some of the respondents compare dietary supplements with groceries instead of medicines.
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Several of the respondents told us that they regularly take various dietary supplements. In the concept
discussions, our respondents had the following definitions of the two terms:

Concepts Respondents descriptions

Medicine .. something that the doctor says you should take, at the same time as it is something
your body needs to stay well (like iron supplement: it is taken as a medicine due to
necessity/the doctor “prescribed” it
.. products with restricted distribution
.. what is only given “on prescription”

Dietary supplements .. If you take a product only to feel better
.. Is not meant to cure anything
.. Is meant as preventive against illness or problems
.. A grocery, a product you can buy in a grocery store

The interview and the concept discussion demonstrated that it might be a need to integrate dietary
supplements in the question text with the same status as medicine and not being referred to in a
parenthesis. The cognitive interviews showed that in one way or the other the respondents needed
assistance in recalling both types of products.

Nevertheless, MD.1 also has another dimension (although none of the respondents mentions this as a
problem). The question refers to two types of consultative situations. One is the type where your
doctor prescribes some particular medicament for you, as a response to a particular diagnosis. Another
situation is the kind where your doctor gives you a general advice on how to improve your health, and
by this mentions products that might have a good effect on your health. In a typical doctor-patient
consultation (at least in Norway), these two situations have different characteristics according to a
scale along the “voluntary to compulsory” dimension for medicines. Norwegian doctors are not
supposed to “advertise” for particular products in a medical consultation. However, general product
types might be mentioned as part of a general advice.

The question on use of medicine and dietary supplements, MD.1, actually has four dimensions: It is
designed to map two product types and two different doctor’s strategies. From literature, we know that
when multiple concepts are included in a question, respondents are able to attend only one subset of
the issues (Fowler, 2007). The result is a systematic underreporting of incidents. Widening the scope
of the question can give more “narrow” results. Instead, it is better to isolate dimensions in single
questions.

The reference period for use of medication is last two weeks. This reference is not as commonly used
in surveys as for instance last seven days, last week or last month. None of the respondents had
comments about this. Most responded that they did not notice the reference period at all. In stead, they
answered with basis in what they usually take. This is a common problem in questionnaires.

MD.2 Reasons for using medication is a follow up question to MD.1. It is worth noticing that only
medication is mentioned in the question. There is no reference to dietary supplements. In this question,
there is also a problem with the logical design. If the respondent confirms that she has been using
medication or dietary supplements in MD. 1, the interviewer proceeds with questions about medication
for 15 different illnesses (Were they medicines for ...[diagnosis] .... ). Our tests showed that the
respondent tend to communicate information on the reason for using medication. The respondent was
also impatient wanting to communicate type of medicine and reason for using it when the interviewer
said Where they medicines for ..... They interrupted by giving straight answers to the interviewer, and
made it difficult to follow that question ie. reading from the list of diseases. The rhythm of
communication was broken. One result of this design is that the interviewer feels socially
uncomfortable with the list of diagnosis, and is stressed. He/she is tempted to skip the rest of the list
after the respondent has told his “story”.
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After the mapping of use of medicines for various diseases, there is a question about specific
medicines on prescription: Have you used other types of medicines that were prescribed to you, such
as ...?7 This question represents a major problem because it increases the risk of measurement errors,
but it also confuses the interviewer and the respondent. The first part of the question is about what
diagnosis lead to the use of medicines stated in MD.1 while the follow-up question shifts focus from
diagnosis to medicines. It is really a repetition for the respondent. We noticed a certain sting of
irritation at this stage, like “I have answered this before”. The additional question on use of specific
medicines also fails to repeat the reference period in MD.1 (last two weeks). Our respondents told us
that it was difficult to answer this question because they did not know how far back in time they were
supposed to report.

In MD.2, the term sleeping tablets were somewhat unclear to one respondent. She asked whether she

should report a type of tablets used to fall info sleep (in Norwegian “innsovningstabletter”, in English
“fall asleep”-tablets), as she understood this as being something qualitatively different from ordinary

sleeping tablets. She therefore put it into the Others category instead.

The cognitive interviews did not give us results pointing to weaknesses in MD.3 and MD.4, medicines
not prescribed by a doctor, except for the weaknesses we have already mentioned ie that dietary
supplements are not seen as medicines. Respondents do not include dietary supplements unless they
are mentioned specifically. One respondent with immigrant background first had problems
understanding the sentence prescribed by a doctor. The other respondents stated that they understand
this as meaning the same as “getting a prescription” for a medicine.

Physical activities

The questions on physical activity are based on the IPAQ-questionnaire. This instrument is used in
different surveys with varying results. Experience show that it is a difficult sequence to administrate in
an interview. The questions are wordy and the mapping of different stages of physical input is
challenging. It is hard for the respondent to sort physical activity they have been involved in according
to intensity. This is the reason why these questions were selected for cognitive testing. The testing
confirmed that data from this mapping is problematic and that respondents have problems giving valid
and reliable answers to these questions.

Now I am going to ask you about the time you spent being physically active in the past 7 days. Please
answer each question even if you do not consider yourself an active person. Think about the activities you
do at work, as part of your house and yard work, to get from place to place, and in your spare time for
recreation, exercise or sport.

Think about all the vigorous activitieswhich take hard physical effort that you did in the last 7 days.
Vigorous activities make you breathe much harder than normal and may include heavy lifting, digging,
aerobics, or fast bicycling. Think only about those physical activities that you did for at least 10 minutes at
a time.

PE.1 During the past 7 days, on how many days did you do vigorous physical activities?

PE.2 During the past 7 days, how much time did you spend doing vigorous physical activities?

Now think about activities which take moderate physical effort that you did in the past 7 days. Moderate
physical activities make you breathe somewhat harder than normal and may include carrying light loads,
bicycling at a regular pace, or doubles tennis. Do not include walking. Again, think about only those
physical activities that you did for at least 10 minutes at a time.

PE.3 During the past 7 days, on how many days did you do moderate physical activities?

PE.4 During the past 7 days, how much time did you spend doing moderate physical activities?

Now think about the time you spent walking in the past 7 days. This includes at work and at home,
walking to travel from place to place, and any other walking that you might do solely for recreation, sport,
exercise, or leisure.

PE.5 During the past 7 days, on how many days did you walk for at least 10 minutes at a time?

PE.6 During the past 7 days, how much time did you spend walking?
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Follow-up questions on physical activity:

e Which specific activities did you have in mind when I asked you the first question PE.1?

e And which activities did you have in mind when we came to the next string of questions, about
activities that demand much physical effort, and moderate physical effort?

e When you answered, did you include your activities both at work and during leisure time, or only
during leisure time?

e How did you convert time spent into hours and minutes?

e Have you quoted continuous coherent activities only, or did you add up the same sort of activities
which you did at different times during the week?

In general, the introductory text to all the questions on physical activity is too long and complicated to
work well in an oral form. Too much information is given to the respondents. In the cognitive
interviews, the respondents found it difficult to orientate and differ between activities with different
levels of intensity. This led to a situation where a lot of information was repeated. The respondents
also had problems grasping all the details given, and they i