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Executive summary

Background
Health status measures (HSMs)

HSMs are standardised questionnaires used to
assess patient health across broad areas including
symptoms, physical functioning, work and social
activities, and mental well-being. A measure can be
disease-specific or generic to any condition, and it
can generate a profile of scores, or a single index.
The scores can be based on people’s preferences
(e.g. EQ-5D) or, more usually, arbitrary scoring
procedures (e.g. SF-36 assumes equal weighting
for most items).

Preference-based HSMs are known as multi-
attribute utility scales (MAUSs). These produce a
single index score for each state of health which
can have a value of 1 or less, where 1 is equivalent
to full health and 0 is dead. The scores, known as
health state utilities, are used to calculate quality-
adjusted life-years. These scores are used in
cost—utility analyses.

Scope of the report

This report is concerned with the use of HSMs

in economic evaluation, including MAUSs. It does
not review all methods of valuing benefits, such as
healthy year equivalents, conjoint analysis or
willingness to pay.

Objectives

This project reviewed the principles and practice
of using HSMs in economic evaluations to develop
guidelines for good practice and to identify further
research needs.

Methods

Five systematic literature searches were
undertaken:

(1) the methodology of using HSMs in
economic evaluation

(2) the techniques for valuing health states

(3) the relationship between non-preference-
based health measures with preference-
based measures

(4) five preference-based measures
(5) the use of HSMs in economic evaluations
published in 1995.

Results and conclusions

Judging the appropriateness of HSMs
for use in economic evaluation
Conventional psychometric tests of validity

were found to be inappropriate, and therefore

a checklist was developed to assess the criteria of
the practicality, reliability and validity of an HSM
which incorporates economists’ notion of prefer-
ences. The criterion test in economics is agree-
ment with revealed preferences, but such data
do not exist in health care. Economic validity
can only be examined indirectly using

the following:

¢ the ability to describe health accurately

¢ the theoretical and empirical bases of
the scoring algorithms

¢ evidence of the measures ability to
reflect stated preferences.

A comparison of techniques for valuing
health states

The literature relating to the following techniques
for valuing health states were reviewed: standard
gamble (SG), time trade-off (TTO), visual ana-
logue scale (VAS), magnitude estimation (ME)
and person trade-off (PTO). The basic concepts
of practicality, reliability, theoretical and empirical
validity formed the criteria for reviewing the
performance of the valuation techniques.

For practicality and reliability, little evidence
relating to ME and PTO techniques was found; with
other techniques there is little to choose between
them. SG, TTO and the VAS have all proved to be
practical on most populations, although VAS tech-
niques have performed slightly better and have cost
advantages. There is little difference between the
reliability of SG, TTO and the VAS, and present
evidence does not offer a basis to differentiate
between them. When considering theoretical
validity we conclude that only choice-based
techniques should be used, that is, SG, TTO

and PTO.
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Empirical evidence available on the performance
of techniques against preferences would suggest
that (1) VAS techniques may be measuring aspects
of health status rather than valuing health states
and (2) choice-based methods are best placed to
reflect strength of preference for health states.

Review of preference-based measures
of health

The five preference-based measures of health
used in economic evaluation — the Quality of
Well-Being Scale (QWB), Rosser’s disability/
distress scale, the Health Utility Index (HUI;
mark I to IIT), the EQ-5D (EuroQoL°) and the
15D — were reviewed. The most commonly used
measure was the Rosser classification (n = 25),
followed by the QWB (n = 24), HUI (n = 10),
EQ-5D (n=38) and 15D (n =4).

In terms of practicality and reliability, most are
brief and easy to use, and four of them can be
administered by self-administration. The exception
was the QWB, which has a lengthier interview
schedule involving detailed probing of the respon-
dents. There was some evidence of the test-retest
reliability of the EQ-5D, 15D and HUI-IIL.

In terms of descriptive validity, the Rosser classi-
fication is inferior to the others in its coverage,

and has been shown to be less sensitive at detecting
health differences than the EQ-5D. The choice
from the remaining four depends on the patient
group being evaluated and views on the inclusion
of social aspects of health. There was evidence of
the ability of these measures to detect large differ-
ences between patient groups, but they also showed
signs of insensitivity to smaller differences.

The QWB, Rosser scale and 15D can be regarded as
inferior to the other two measures because their
values were not obtained using one of the choice-
based techniques. The HUI and EQ-5D use
different methods of eliciting weights (SG and
TTO, respectively), and there is no consensus
amongst health economists as to which is better.

Review of the use of non-preference
based measures in economic evaluation
HSMs are not designed for use in economic
evaluation, and have a number of problems which
make them unsuitable for use in economic evalu-
ations. The main objection is that they do not
reflect patient preferences. A poor correlation
between HSMs and preference measures was found
in published studies. Non-preference-based HSMs

can be used to assess the relative efficiency of
interventions only in very limited circumstances.

Itis recommended that a preference-based measure
be used alongside an HSM in trials where it is the
intention to undertake an economic evaluation.

Review of economic evaluations
conducted in 1995

This review examined the practice of using HSMs
in economic evaluations. The number of papers
fitting the inclusion criteria for this study (n = 13)
suggested that HSMs are not being widely used in
economic evaluation.

In most studies, the chosen HSM and the
technique of economic evaluation were compatible,
and the conclusions presented were legitimate. In
many papers, however, there was no information to
allow readers of published papers to examine the
validity of measures or reasons for choosing it.

Recommendations for research

It is recommended that:

* researchers consider the suitability of their
chosen HSM for conducting economic
evaluation using the checklist of questions
in this report

¢ the EQ-5D and HUI are currently the best
preference-based HSMs, and should be
considered for inclusion in all trials intended
to be used in economic evaluation

¢ only choice-based techniques, either SG or TTO,
be used to value health states

¢ SG and TTO values are obtained directly, rather
than trying to estimate them from VAS values
from a mapping function.

This is a developing field, and the following are
priorities for future research:

® a comparison of the EQ-5D and HUI in terms
of the features set out in this report

¢ the estimation of UK preference-based weights
for the HUIs and certain key HSMs

¢ comparisons of MAUSs with other approaches
to valuing health benefits

¢ the development of methods for testing
empirical validity of measures for use in
economic evaluation

¢ the empirical validity of the choice-based
valuation techniques and their basis in theory.
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Chapter |

Background to the project

Aims and objectives

This report presents the results of a systematic
review of the use of health status measures

(HSMs) in economic evaluation. This project

was commissioned by the NHS Executive’s Health
Technology Assessment (HTA) methodology panel
within the area of: ‘assessing different approaches
to the measurement of outcomes in HTA and
developing recommendations for improvements
and standardisation’.

The broad aim of the was to review the principles
and practice of using HSMs in economic evalu-
ations, whether or not they were designed for
that purpose.

The four stated objectives within the original
research proposal were:

* to provide a review of the use of HSMs in
economic evaluation

* to compare the performance of preference-
based HSMs

® to compare preference measures with HSMs

¢ to develop guidelines for good practice and
identify the needs for further research.

At the request of referees to the original report
(submitted in March 1997) the research was
extended to include a fifth objective:

® to compare techniques for valuing health states.

The five reviews

Five separate reviews and corresponding search
strategies underpin this report. These reviews
covered methods and practice, and the general
outline of each review is as follows:

* published papers examining the use
standardised HSMs in economic evaluation

* published papers on the theoretical arguments
for the different techniques of valuing health
states and all empirical applications of these
techniques to valuing health states

* published studies comparing health status
and preference measures

® papers reporting the development and/or use
of five preference-based measures of health,
known as multi-attribute utility scales (MAUSs)

¢ published economic evaluations using the
frameworks of either cost—utility analysis or
CCA published in 1995.

Search methods

Data sources

The core databases used were MEDLINE, EMBASE,
the Science Citation Index (BIDS) and the Social
Citation Index (BIDS). In addition the general
economics databases ECONLIT (SilverPlatter™)
and IBIS (British Library Political and Economic
Science) were searched. However, the additional
yield from the latter two databases was minimal
other than confirming the existence of Centre

for Health Economics Discussion Papers already
known to the team. The NHS Economic Evalu-
ations Database (NEED) was not appropriate for
the methodological components of the review but
was searched for practical instances of economic
evaluation as described below.

Time period covered

MEDLINE was searched back to 1966 (its
inception). However, pragmatic cut-off dates
varied according to the development of each scale
or concept (e.g. EuroQol). The Science Citation
Index and the Social Science Citation Index were
followed back to 1981 whilst EMBASE covers the
period from 1980 onwards. The two general eco-
nomics databases cover the literature back to the
mid-1980s (exact dates vary according to type of
material). This gives adequate coverage of the
period from which the majority of papers originate.
Bibliographic searching was supplemented by
citation searching, review of references from the
bibliographies of relevant articles and by manual
searching of an extensive personal collection of
relevant reprints.

Search strategies

The five reviews each have their own search
strategy. The search strategies used are fully docu-
mented as appropriate, either within the relevant
chapters of the report or in an appendix. The
search strategies used resulted from a collaboration
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between economists (JB, MD and CG) and an
expert in searching literature databases (AB).

Structure of the report

The report commences (chapter 2) with an
overview of the valuation of health benefits from
an economic perspective. It provides a brief
description of the techniques of economic evalu-
ation and their principle difference, which is the
measure of benefit they use. This is followed by an
overview of the theoretical basis for the measures
used in economic evaluation, including the quality-
adjusted life-year (QALY). The purpose of this
chapter is to set the scene for the five reviews
presented in the remainder of the report. Chapter
3 is based on the first review and in it we develop
a check-list for assessing the relative merits of the
various preference-based measures for use in
economic evaluations. The aim was to proceed
beyond psychometrics and produce a framework
which encapsulates the notion of ‘validity’ from
an economist’s perspective.

In chapter 4 we present a description and review
of the five most widely used methods for valuing
health states: the visual analogue scale (VAS; also
called the rating scale, RS), magnitude estimation
(ME), standard gamble (SG), time trade-off (TTO)
and person trade-off (PTO). Chapter 5 appraises
five MAUSs: the Quality of Well-Being Scale
(QWB), Rosser’s disability/distress scale, the
Health Utility Index (HUI; mark I to III), the

EQ-5D (EuroQoLf) and the 15D. This includes
a detailed description of the instruments and
their uses, and a systematic review against the
criteria of practicality, reliability and validity
developed in chapter 3 based on the papers
identified by the search.

In chapter 6, we undertake a critical review of

the use of non-preference-based measures of
health-related quality of life (HRQoL) or HSMs in
economic evaluation. This includes a theoretical
critique and an empirical examination of the
relationship between HSMs and preference-based
measures using an updated search of studies using
both types of measure. On the basis of these
recommendations are made regarding the use

of HSMs in economic evaluation. We also discuss
whether it is possible to develop these measures
in ways which make them more suitable for use

in economic evaluations.

The results of applying the criteria for judging
the validity and suitability of preference- and non-
preference-based measures for use in economic
evaluation to economic evaluations identified in a
literature search of papers published in 1995 are
presented in chapter 7.

Finally in chapter 8, we attempt to synthesise the
various findings presented in this report to provide
guidance on the use of HSMs and to suggest
priorities for future research.
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Chapter 2

Overview of outcome measurement in
economic evaluation

his chapter provides an overview of the

subject of outcome measurement in economic
evaluation. Its purpose is to set the scene for the
remainder of the report. It has been written in a
non-technical way designed to be accessible to
non-economists.” It is not based on a systematic
review of the literature, and we do not claim it to
be exhaustive, but it does cover the main issues.
The chapter begins by providing a brief description
of the techniques of economic evaluation and their
associated measures of benefit. This is followed
by an examination of the theoretical basis of eco-
nomic measures of HRQoL used in the economic
evaluation of health care.

Techniques of economic
evaluation

Economic evaluation is the comparative assessment
of the costs and benefits of alternative healthcare
interventions (Drummond et al., 1987). The unit
for measuring the benefits of health care is the key
feature which distinguishes the different
techniques of economic evaluation.

Cost-effectiveness analysis (CEA)

This technique compares the cost of alternative
ways of achieving a given objective. Where two or
more interventions are found to achieve the same
level of benefits the least cost intervention is the
most cost-effective alternative. This is a cost-
minimisation analysis (CMA). Where the benefits
of an intervention can be measured by a single
dimension, interventions can be compared in
terms of their ratio of cost per unit of effect. These
effects are usually measured in ‘natural’ units. The
term ‘natural’ is used to refer to the fact that the
measure is unvalued. Typical examples of ‘natural’
measures used in CEA include life-years saved or
number of ulcers prevented. CEAs also use a wide
range of surrogate end-points such as detecting
cancers, reductions in blood pressure, and
improvements in bone mineral density. The
important feature of these measures is that

more is better than less, on an interval scale over
the range being examined. An important question
addressed in this review is whether it is possible to
conduct a CEA using the scores generated by
measures of HRQoL (see chapter 6).

The important characteristic of CEA is that the
objective implied by the measure (e.g. detecting
cancers) is not being questioned nor its worth
valued. In this sense, it is the most straightforward
technique of economic evaluation. However, it is
also very limited in terms of the questions it can
address. It cannot be used to compare inter-
ventions which differ in more than one outcome
(e.g. where a treatment improves survival at the
expense of a poorer quality of life). It is also
unable to inform decisions on the efficient
allocation of resources between disease groups
or healthcare programmes with different out-
comes. Nonetheless, it is a widely used technique,
which can be extremely helpful in addressing
those questions where the objective is not being
questioned and no trade-off between outcomes

is required.

Cost-utility analysis (CUA)

CUA is like CEA in that it compares interventions
in terms of their cost per unit of effect. The differ-
ence is that the unit of effect in this case is ‘a year
in full health’, which combines length of life with
HRQoL on a single scale. The most widely used
measure of ‘years in full health’ is the QALY.

The number of QALYs is calculated by multiplying
a person’s life expectancy by the value of the
HRQoL experienced in each period as measured
by an index score of 1 or less, where 0 is equivalent
to death and 1 is full health. Scores can be less
than 0 for health states regarded as worse than
death. Being on hospital renal dialysis, for example,
may be assigned a quality adjustment value of 0.8.
A 20 year period on renal dialysis is 16 QALYs, and
this is assumed to be equivalent to someone living
for 16 years in full health. For more complex
health profiles, involving transitions between

" An excellent technical review of the subject can be found in an article by Johannesson et al. (1996).
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states of health, the QALY score is calculated by
summing the product of the time spent in each
state and their value.

Healthcare interventions can be compared in
terms of their incremental cost per QALY (i.e. the
extra cost of an intervention for a given condition
group over the next best alternative divided by the
extra QALY gain) within and between programmes
(Williams, 1985). It even permits comparisons
between programmes primarily concerned with
increasing survival to those which mainly improve
HRQoL. The earliest application of the QALY mea-
sure was undertaken in North America by Torrance
et al. (1977) and in the UK by Williams (1985).

There are two components to the procedure for
estimating the quality adjuster for QALYs. The first
is a description of the state or profile of a person’s
health and the second is the valuation of these
descriptions. There are different ways of gener-
ating the health descriptions, including MAUSs,
reviewed in chapter 5. These descriptions are
valued using a number of different techniques

(as described below).

CUA restricts the benefits of health care purely to
gains in health. It is also unable to address the
question of how much should be spent on health
care compared with other public programmes, with
compared to private consumption. It is therefore
limited to making comparisons between inter-
ventions within the healthcare budget.

Cost-benefit analysis (CBA)

The key feature of CBA is that all the benefits of
an intervention are valued in monetary terms. This
does not mean that only financial consequences
are included, but that non-pecuniary outcomes,
such as the effects on survival and HRQoL, have

to be valued using money as the numeraire. An
intervention is worthwhile if monetary valuation

of all the benefits exceeds the costs. This technique
can be used to address the question of whether a
treatment/programme is worthwhile for society,
rather than restricting it to the NHS budget or to

a single objective. A further advantage of CBA is

that the measure of benefit encompasses a wider
range of benefits, and in particular non-health
benefits. The theoretical justification for CBA
comes from the notion of compensation, which
is that those who gain (i.e. the benefits) could
compensate the losers (i.e. the costs).*

There are a number of techniques for obtaining
monetary valuations of benefits. One is to impute
values from people’s ‘revealed preferences’ (RPs)
in market settings in order to value benefits. One
example of this is in valuing life where the extra
earnings of construction workers in risky occu-
pations over safe occupations is used to infer a
value for a life. This is regarded as the most appro-
priate method where it is feasible, since actual
decisions are assumed to be a more valid reflection
of people’s preferences than what someone says
they hypothetically would do. However, RP
methods are not appropriate in the healthcare
field due to the well-documented features of
health care, including consumer ignorance

and zero or subsidised price at the point of use
(Arrow, 1963; Culyer, 1971; Mooney, 1986).

These difficulties have led to the adoption of a
range of techniques in applied micro-economics
under the broad heading of ‘stated preference’
(SP) methods or contingent valuation. These
methods ask respondents to express how much
they would be ‘willing to pay’ for an intervention,
though they are not required to pay.

The use of stated willingness to pay (WTP) has
been popular in other areas such as transport and
environments, but less so in health economics
(Donaldson, 1993). This has arisen in part from a
concern about the distributional implications of
using WTP, since it assumes the current distribution
of income is appropriate. However, there are ways
of adjusting for this effect. Another problem arises
from the fact that many health systems, such as the
NHS, have a fixed budget and hence the decision
rule must be modified to examining the relative
cost and benefits from different programmes. The
use of this technique in health care has recently
been revived in the UK (Donaldson, 1995). It is

" In welfare economics, the test used to determine whether a change leads to an unequivocal improvement in the
welfare of society is the Paretian criterion: which is, that a change should only be regarded as an improvement if it
makes at least one person better offer without any one else being worse off. Resource allocation decisions in health
care, and indeed elsewhere in public policy, typically involve comparisons of alternatives where there are losers as well
as gainers. A solution to this problem was suggested by Kaldor and Hicks, who extended the Pareto principle to allow
for the possibility of the gainers compensating the losers (Kaldor, 1939; Hicks, 1939, 1941). This ‘potential’ Pareto
improvement criterion implies that if the WTP by the gainers exceeds the amount the losers are willing to accept as
compensation, then the change should go ahead. The compensation need not be paid, but it has been claimed that
the test nonetheless permits a comparison of interpersonal utility.
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an important and developing technique, but falls
outside the remit of this review.

Cost—consequences analysis (CCA)

In a CCA there is no attempt to combine multiple
outcomes into a single indicator of value (such as
the QALY). The decision-maker is left with the task
of weighing up the costs and the multiple outcomes
in a disagreggated form. These outcomes may
include a profile of possible outcomes. As such
there is no formal theoretical basis for the outcome
measures used, and CCA is not strictly one of the
techniques of economic evaluation. Despite this,
itis a commonly used method of economic evalu-
ation. In the past this method has been known

as a ‘soft’ CBA, but more recently has been called
CCA (Drummond, 1994).

The advantage of this approach is that it retains
the way of thinking and discipline of economic
evaluation. To the extent that the data are helpful,
it can be seen within the decision-aiding tradition
of economic evaluation (Sugden and Williams,
1978). The disadvantages are that the basis for a
decision can often be unclear and will not be based
on patient values. The extent to which this analysis
can be applied to measures of HRQoL to inform
decision-making is examined in chapter 6.

Theoretical basis of economic
measures of health

Individual preferences for health

The origin of the economic approach to measuring
the benefits of health care can be traced to con-
sumer theory, which is concerned with predicting
the choices of individuals between different
bundles of commodities (Deaton and Muelbauer,
1980). By commodities, economists mean any
potential goods or service which a consumer can
purchase. Consumer theory assumes individuals
choose the bundle of commodities which maxi-
mises their utility subject to their budget constraint,
where utility is an indicator of the consumer’s
strength of preference. Conventional theory postu-
lates that consumers have complete, consistent and
transitive preferences over the commodities they
consume (i.e. an individual who prefers a bundle
of commodities A over B and B over C, will prefer
A over C). These restrictions on the nature of
people’s preferences enable economists to predict
how consumers would respond to changes in their
income and the prices of different commodities.

An important development in consumer theory
has been the recognition that we consume

commodities for their characteristics, rather than
for their own sake (Lancaster, 1966, 1971). The
process of consuming health care can be extremely
unpleasant, such as staying on a hospital ward, or
having an invasive diagnostic test, and plainly these
are not desirable activities in their own right. The
patient consumes these health services for the
expected benefits they will bring in terms of better
health in the future. This investment view of the
benefits of health care has been combined with
consumer theory (Grossman, 1972).

Applying consumer theory to health, a person
deciding whether or not to purchase healthcare
services will consider the likely effects they are
expected to have on their health and whether the
benefits of these effects are worth the costs of the
health care. This cognitive process involves some
assessment of the value of different aspects of
health compared with other goods and services.
This may include ‘trading’, at least implicitly,
different aspects of health such as length of life
with quality of life (e.g. the decision of whether
to have an operation associated with the risk of
mortality or life extending chemotherapy with
side-effects). Conventional economics uses the
amount people are willing to pay in money terms
as an indicator of their strength of preference for
a good or characteristic of a good, but Buckingham
(1993, 1995) and Richardson (1994) have argued
that it is also possible to use other numeraires,
such as years of life under QALYs.

There is a further complication in health care.
Decisions in health care, as in many walks of life,
involve uncertainties such as the risks of fatality from
common surgical procedures, risks of side-effects
from radiotherapy, or the risk of addiction from
drug treatments for depression. A technique for
predicting individual strength of preference over
such uncertain prospects must be based on a theory
of decision-making under uncertainty. The key to
prediction is being able to make simplifying but
reasonable assumptions about human behaviour.
The main economic theory of decision-making
under uncertainty is expected utility theory (EUT).
This theory postulates that individuals choose be-
tween prospects (such as different ways of managing
a medical condition) in such a way as to maximise
their ‘expected’ utility (Von Neumann and Morgen-
stern, 1947). Under this theory, for a given prospect
such as having a surgical operation, a utility value is
estimated for each possible outcome, good or bad.
These values are multiplied by their probability of
occurring and the result summed to calculate the
expected utility of the prospect. This procedure is
undertaken for each prospect being considered.
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The key assumption made by EUT over and above
conventional consumer theory is independence,
which means that the value of a given outcome is
independent of how it was arrived at or its context.
In decision tree analysis this is the equivalent of
saying that the value of one branch of the tree is
unaffected by the other branches.

Health economists have sought a theoretical
foundation for QALYs from EUT (Torrance and
Feeny, 1989). For QALYs to accurately reflect
preferences, it has been shown that additional
restrictions must be placed on the nature of
individual preferences for health over and above
those made for EUT (Pliskin et al., 1980; Miyomoto
and Eraker, 1985). QALYs assume that the value
of the quality adjuster is constant and unrelated
to the duration of a state, when it occurs in time,
or where it occurs in relation to other states. This
is tremendously important since it means the
analyst need only value the states once and can
than apply the values to all circumstances. These
QALY assumptions can be criticised for being too
restrictive (though it must be pointed out that
other measures of HRQoL make an even more
restrictive assumption about preferences, as will
be explained in chapter 6).

There is evidence to suggest, for example,

that the value of a health state is altered by the
length of time a person spends in the state.
Sackett and Torrance (1978) asked patients and
members of the general population to value a
variety of health states, including hospital dialysis,
for durations of 3 months, 8 years and life, and
found the mean daily health state utility declined
with duration. These results suggest it might be
necessary to estimate separate utility values for
health states over different durations. Richardson
and colleagues (1990) have argued that the utility
of a health state may also be related to a person’s
prognosis: ‘A poor health state may be more
tolerable if it is perceived as a temporary hardship
to be endured to obtain subsequent health. Con-
versely, the enjoyment of an otherwise satisfactory
health state may be diminished by the knowledge
that it will end in suffering and death’.

To overcome the shortcomings of the QALY,
Mehrez and Gafni (1991) propose a measure
which does not constrain the relationship between
quality and quantity and claim that it ‘truly’ reflects
a person’s preferences over quantity and quality
of life while retaining the intuitive appeal of the
concept of the year in full health. They argue it is
more consistent with EUT and hence with indi-
viduals’ preferences. To distinguish it from the
QALY they have named their new measure the
healthy year equivalent (HYE). It involves the
valuation of whole health profiles, which vary in
terms of the sequence and duration of health
states. This is a more general measure of prefer-
ences than the QALY since it makes fewer assump-
tions. However, it is more complex to estimate
values for whole scenarios, and it has been
suggested by Johannesson et al. (1993) that the
HYE (or ex ante QALY) approach is ‘clearly
infeasible in the context of the types of decision-
models currently used in outcomes research and
health policy analysis, including Markov models’.
The key question is whether this logistical limit-
ation is outweighed by the advantages from its
more general specification of preferences over
health. However, there has been remarkably little
empirical work on this question.

QALYs imply another restriction on the nature

of people’s preferences in terms of risk attitude.
The outcomes of health care typically involve
uncertainty. Even common surgical procedures,
for example, are associated with complications,
including mortality. A risk-neutral individual would
seek to maximise the number of QALYs without
any adjustment for risk attitude. Most QALY appli-
cations assume risk attitude is neutral. The QALY
model has been developed to incorporate a
constant attitude to risk. This requires researchers
to estimate risk attitude and this can be done by
using the SG technique to estimate the quality
adjustment and the individual’s risk attitude.”
Another approach to incorporating uncertainty
has been to include the probability of different
sequences of health events in the scenarios used to
estimate the HYEs (e.g. Cook et al., 1994), but this
makes the descriptions even more complex.

“ Non-neutral risk attitudes can be incorporated into the QALY model in the following way (Miyamoto and Eraker,
1985): U(Q, T) = [V(Q) x T']". V(Q) is a value function measuring the desirability of state Q and 7'is the length of time
in that state. According to this model, the difference between the value of a health state and its utility is a person’s
constant attitude to risk represented 7, where r= 1 implies risk neutrality, »< 1 risk aversity, and r> 1 risk seeking.
Johannesson (1994) has suggested a second specification based for the utility value of health state Q: U(Q, T) = U(Q) %
T". Here the risk parameter is only applied to 7, since U(Q) is a utility value assumed to be equal to V(Q)". V(Q) isa
proportion of healthy years and U(Q) a proportion of the utility of healthy years. Miyamoto and Eraker have shown
how rcan be estimated by ordinary least square analysis from certain equivalent questions (i.e. asking the number of
certain years in full health considered equivalent to a gamble involving full health (1) and death (0)).
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This review does not seek to resolve the debate
about the appropriateness of the assumptions
underlying the QALY approach, nor whether

HYEs will in practice be an improvement. However,
as will be argued in the next chapter, we believe

it is important for users of QALY measures to be
aware of these assumptions and to consider their
likely relevance to the consequences of the
intervention they are evaluating.

Social preferences

The conventional view in welfare economics is

that social preferences are simply the summation
of individual preferences. The compensation test
referred to earlier is based on this view. It does not
lend support to the notion of QALYs since this
measure restricts the individual’s utility function to
health (as well as making various other assumptions
about its specification) (Donaldson, 1995;

Mooney, 1994).

However, this ‘welfarist’ view has been disputed

by some economists (Sen, 1985; Culyer, 1989).
Culyer (1989), for example, has argued that

health care is special and attracts substantial public
finance because society has either sympathy (i.e.
‘externality’) or some moral commitment to the
health of others, rather than their utility per se.

The utility individuals gain from good health is
held in higher regard by society than utility from
other goods. This would imply a social objective

of QALY maximisation, though it would be possible
to weight the QALYs on the basis of who receives
them in order to reflect social distributional objec-
tives (Wagstaff, 1991). This can be seen as part of
the decision-aiding tradition in economics which
places less emphasis on conventional welfare
economics and utility theory (Sugden and Williams,
1978; Culyer, 1989; Richardson, 1994). It implies
that a measure should have a clear meaning to
decision-makers so that they feel comfortable using
it in choosing between programmes (Richardson,
1994). This ‘extra welfare’ tradition is not well
received by many economists (see the recent review
by Johannesson et al., 1996), but it has been
important and influential in health economics.

Opinions vary in the health economics literature as
to whose values should be elicited. All MAUSs have
been valued by samples of the general population,
but the valuation of bespoke condition-specific
descriptions has often been by patients. This is an
important judgement since there is evidence of
valuations varying by disease experience, age and
education (e.g. Sackett and Torrance, 1978; MVH
Group, 1994). It has been argued that respondents
who have experienced the health states are

in a better position to understand the states
(Buckingham, 1993) and likely to be the most
immediate recipients. This would also be consistent
with the conventional view in welfare economics,
where it is the values of the potential beneficiaries
of a given decision which should be used to inform
that decision (in order to identify a potential
Pareto improvement). Another view is that doctors
and other health professionals might be thought
to have more experience (though from a third-
party viewpoint) of a wider range of health states
and hence be in a better position to understand
the relative value of different health states. It has
also been argued that a representative sample

of the general population should be used for
informing the allocation of public resources.

Nord (1992) has taken the argument further, and
has suggested that given the social objectives of
many health systems, the elicitation question
should be phrased in terms of the social decision.
Under this approach, people are asked to value
health programmes from the perspective that the
benefits are not to them but to society at large. He
claims social values may be different because they
incorporate notions of equity and it has even been
suggested that the relative weightings of quality of
life to survival may be different at a social level.

To do this he has developed the PTO technique
for valuing health states, and this technique is
reviewed in chapter 4.

The practice of measuring
preferences for health

There are two components to estimating QALYs.
The first involves describing the state or profile
of a person’s health; the second the valuation of
these descriptions.

Eliciting values

Health state valuation techniques require cardinal
scale properties to provide information on strength
of preference. There are two types of cardinal scales:
interval and ratio scales. Both interval and ratio
scales provide an ordinal ranking of health states,
for example from best to worst, but also provide
information on how far apart the health states are.
For example, where an intervention is able to move
an individual from a health state valued at 0.4 to a
health state valued at 0.6, the health gain of 0.2 is
said to be the same as an improvement from a
health state valued at 0.6 to one valued at 0.8.
However, on an interval scale the zero is fixed
arbitrarily, and we could not say that the health
state valued at 0.8 is twice as good as the health
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state valued as 0.4. Interval scales do not allow this
type of ‘x times’ comparison. Temperature is a
common example of values on an interval scale.
Ratio scales have zero values which allow compari-
sons such as ‘twice as’ or ‘half as’, and allow us to
say that 8 is twice as good as 4. Distance is measured
on a ratio scale, thus 8 metres is twice as long as

4 metres. For health state valuations to be used in
CUA they require at least an interval scale. For
most economic evaluation applications, interval
scales are usually regarded as sufficient.

The most commonly used methods to value health
states are the VAS (RS), ME, SG, TTO (Torrance,
1986) and PTO (Nord, 1992). These techniques
are described in detail in chapter 4. All these
techniques have been used to value health states.
There are advocates in the economics literature
of VAS (Broome, 1993), TTO (Richardson, 1994;
Johannesson et al., 1996; Dolan et al., 1996), SG
(Feeny and Torrance, 1989; Gafni and Birch,
1993); and PTO (Nord, 1992). The choice of
elicitation technique is important because they
have been shown to generate different values (e.g.
Bombardier et al., 1982; Dolan and Sutton, 1995;
Loomes et al., 1995). The relative merits of these
valuation techniques are reviewed in chapter 4.

Describing HRQolL for

estimating QALYs

Direct utility assessment

One approach has been to use the elicitation
techniques described above directly on patients
and thereby avoid the need to describe health.
This has the logistical advantage of combining two
research tasks into one. Perhaps more importantly,
people are likely to be better at valuing their own
state of health rather than some hypothetical
health state. As Buckingham (1993) explains: “To
ask a person of twenty years how s/he will value
health at the age of seventy is to ask an enormous
amount of their imagination. To ask a seventy year
old how important their health is to them is likely
to result in far more valuable information’. The gap
between imagination and current experience will
partly depend on the accuracy of the health state
descriptions. It will also depend on the health
experiences of the respondents. A careful selection
of respondents who have experienced the health
state, or a state like it, would reduce the problem.
There might also be a case for approaching those
who have witnessed others in such states of health,
such as carers or health professionals. However, it
excludes the values of other members of society.

A disadvantage of direct utility assessment is
that it has been found to be less responsive to

health change than standardised health status
questionnaires. In the Canadian Erythropoietin
Group Study (Laupacis, 1990), statistically signifi-
cant differences were found between the experi-
mental and placebo groups in measures of fatigue
and exercise stress, and two dimensions of the
Sickness Impact Profile (SIP) (which in the past has
been criticised for being insensitive (Wilkin et al.,
1992)), but the direct utility assessment using TTO
did not find any significant differences. A similar
result was found in a study by Katz and colleagues
in a recent study of patients undergoing hip arthro-
plasty (Katz et al., 1994). Lower responsiveness
implies the need for larger sample sizes in order to
detect differences and hence a more costly trial.

In practice, the direct approach has not been
widely used (Drummond and Davies, 1991). It has
encountered considerable resistance from clinical
investigators concerned about the added distress
to their patients from valuation exercises that
confront patients with some unpalatable scenarios
involving, for example death, and hence risk
patients withdrawing from a trial. It is usually
more acceptable on ethical grounds to collect the
descriptive data from patients in a trial, but obtain
the values outside of the trial. Furthermore direct
utility assessment can only be used for estimating
QALYs. The elicitation of HYEs is an ex ante
valuation of health scenarios, and requires a
means of describing health.

MAUS:s versus specific descriptions

MAUSs are an important set of instruments for
estimating health state values used to calculate
QALYs. These are standardised health state classi-
fications (HSCs) with a pre-existing set of prefer-
ence or utility weights (Drummond et al., 1987).
They are widely used in economic evaluations
alongside clinical trials to value the benefits of
health care. There are a number of MAUSs, and
these differ considerably in terms of their dimen-
sions, items and preference weights. As yet, how-
ever, there is little guidance in the literature on
which to use and to the best of our knowledge,
there has been no systematic review of these scales.
There are five commonly used MAUSs: the QWB,
Rosser’s disability/distress classification, the HUI
(marks I, IT and III), the EQ-5D and the 15D.
These are reviewed in chapter 5 in terms of their
practicality, reliability and validity.

The other approach is to develop bespoke descrip-
tions of the health states or scenarios experienced
by patients receiving different interventions. These
are often based on interviews with patients (e.g.
Cook et al., 1993), though they could be based on
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HSM data. In an early study, Sackett and Torrance
(1978) developed descriptions of what it was like
to live with chronic renal disease and being treated
by one of three regimes: hospital dialysis, home
dialysis and renal transplantation. In a cost—utility
analysis of breast cancer screening, Hall et al.
(1992) developed their own description of quality
of life with breast cancer because the generic
measures were thought to exclude a number of
aspects of life found to be important to the women
themselves (diagnosis of cancer, physical
experience, certain symptoms, etc.).

The debate concerning the appropriateness of
specific versus generic descriptions of health is a
long-standing one in health services research. In
health economics there has been a concern about
the relevance and sensitivity of the generic health
classification used to derive QALYs (e.g. Donaldson
et al., 1988). The appropriateness of a generic
health classification depends on the condition

and for some conditions, studies have found
generic measures to be as sensitive as condition-
specific measures (Fitzpatrick et al., 1993). On the
other hand, generic classifications are usually easier
to use (Gerrard, 1992). A generic classification has
a set of off-the-shelf values, whereas condition-
specific descriptions will have to be re-constructed
from trial data and then valued as part of the study
(Brazier and Dixon, 1995). The use of a generic
measure also improves comparability between
studies, and hence it could be argued, is more
suitable for making cross-programme comparisons.
In theory, the results of studies using condition-
specific descriptions should be comparable since
they are using the common numeraire of the
QALY. However, the respondents used to generate
the values will be different, and hence less
comparable. A generic classification also has the
advantage of being able to define what aspects of
quality of life are important for informing the
allocation of public funds.

Conclusions

An economic evaluation is the comparative
assessment of the costs and benefits of healthcare
interventions. The purpose is to generate inform-
ation that will assist decision-makers to determine
the most efficient way of allocating their scarce
resources between competing demands. Eco-
nomic evaluation raises a host of theoretical

and methodological problems for researchers in
the design of, data collection for and analysis of
studies. This report is concerned with one set of
problems, namely the assessment of benefits, and

focuses on the use of measures of HRQoL in
economic evaluation.

The purpose of this chapter was to set the report
in context. It describes the different approaches,
including those which are excluded from this
review which deserve attention in their own right:
HYEs, WTP and conjoint analysis. This chapter has
also provided the theoretical background to the
economic methods reviewed in this report and
important reference material for the remainder
of this report.
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Chapter 3

A check-list for judging preference-based measures
of health for use in economic evaluation

here have been a number of published

reviews of measures of HRQoL (e.g. see
Streiner and Norman, 1989; McDowell and
Newell, 1989; Wilkin et al., 1992; Bowling, 1992).
The absence of economic considerations from the
criteria used in these reviews has often resulted in
economic measures of HRQoL being neglected
and portrayed as ‘invalid’ or irrelevant in the
assessment of health benefits. This is an important
omission given the role of assessing efficiency in
modern health services research.

Our aim in this chapter is to fill this gap in the
current work by developing a check-list for judging
the merits of preference-based measures (such as
the QWB or the EQ-5D) by adapting the criteria
used by psychometricians to judge the performance
of non-preference-based measures of health status
(HSMs) such as the Short-Form 36 (SF-36) health
survey or the Nottingham Health Profile (NHP).
This check-list should be useful to researchers
reviewing different measures of health benefit,
whether they be generic multi-attribute scales or
more condition-specific scenarios, for use in
economic evaluation.

We begin by reviewing the conventional
psychometric criteria used by health services
researchers for assessing measures of health in
order to examine what lessons can be learnt from
this tradition and to highlight where they diverge
from the economic requirements of a measure.
This is followed by a section on developing an
economic understanding of validity. We then build
upon the foundations laid by the psychometric
tradition by developing a check-list of questions to
ask of any measurement instrument being con-
sidered for use, or being used, in an economic
evaluation. The concluding section considers the
uses of the check-list.

Search strategy and methods
of review
A systematic search of the data sources described in

chapter 1 was undertaken using the search strategy
shown in Box 1.

BOX 1 Search strategy

*
Health status measure

. . e
Health status questionnaire
*
Health status indicator

Quuality of life

The above are very broad concepts that result in
good sensitivity but poor specificity. In the case of
‘quality-of-life’ it was recognised that there is a
significant body of literature in disciplines other
than health economics. It was therefore decided to
improve the specificity of retrieval of this concept
by combining this term (as both a free-text phrase
and a designated index term) with the terms
presented in Box 2. This strategy was then
translated into appropriate search terms for
subsequent searches on other databases.

BOX 2 Search strategy
(using MEDLINE as an exemplar)

\economics as a subheading

costs-and-cost-analysis {exploded} as a medical
subject heading

economic* as a text word

cost* in title, abstract or subject headings

This strategy found over 1300 potential papers for
review. The abstracts of these papers were screened
to ascertain their relevance. The process identified
154 for review, and these have been listed at the
end of this chapter.

These papers have not been systematically
reviewed in the conventional sense of applying an
established methodology as used by the Cochrane
groups. It is not possible to grade against quality
criteria, since such a method of grading does not
exist other than the peer review system used by
journal editors. Nor is there a quantitative method
for assessing opinion. This is intended to be a
comprehensive review, and one which presents

an accurate balance of opinion (we have tried to
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reflect disagreements rather than hide them) from
the economics literature, but it inevitably contains
our own judgements and opinions.

Psychometric criteria — what can
economists learn?

The psychometric approach of measuring health
was originally derived from a field of enquiry
known as psychophysics, which attempted the
measurement of human perceptions of different
stimuli such as heat and light (Nunnally, 1967).
Psychometrics extended psychophysics to more
subjective concepts such as intelligence, attitudes
and health perception. The methods of psycho-
metrics have been applied widely in health
measurement (McDowell and Newell, 1987) and
were integral to the construction and testing of
health status questionnaires such as the SF-36
(Ware and Sherbourne, 1992; Stewart and Ware,
1992; McHorney et al., 1994).

The psychometric literature provides a set of
criteria for assessing the performance of an
instrument. The most commonly used are prac-
ticality, internal consistency, reliability, validity and
responsiveness to change in health. Researchers
have developed a variety of empirical methods for
testing the performance of an instrument against
these criteria (Streiner and Norman, 1989). We
examine each of these criteria in turn in terms

of their relevance in assessing measures for use

in economic evaluation.

Practicality

An instrument must be acceptable to the patient
and to those representing the interests of the
patient, such as healthcare professionals and
ethics committees. The length of time it takes to
administer an instrument has implications for
feasibility, cost and where there is respondent
fatigue, the quality of data. This is an important
consideration for any measure. Some economic
instruments present additional problems. The
impact of the length, difficulty and acceptability
of an instrument can be assessed quantitatively
in terms of the proportion of those approached
who agree to participate (i.e. the response rate)

and the level of missing data (i.e. completion rate).

Internal consistency

For measures of HRQoL, internal consistency (or
internal reliability as it is sometimes known) has
tended to be assessed in psychometrics in terms
of the homogeneity of items within a dimension.
Consistency is often used in health economics to

refer to the extent to which respondents’ valuations
correspond with the known logical ordering of
health states or the underlying assumptions about
preferences over health. This notion of consistency
is addressed later in this chapter. The items or
questions in an instrument are assumed to tap a
particular dimension of health and therefore
responses to items in the same dimensions should
be correlated with one another. This definition

of internal consistency could conflict with the
requirements of a measure for economic evaluation
since it may result in the exclusion of items which
do not fit neatly into one of the hypothesised
dimensions but are important in terms of patient
or societal preferences. This would also be a
concern in psychometrics in terms of content
validity, as we discuss below.

Reliability

A measure must be able to reproduce a series

of results over repeated measurements on an
unchanged population with the minimum amount
of random error. Reliability includes stability over
time (retest reliability), agreement between raters
(inter-rater reliability), and agreement between
scores obtained from different places of adminis-
tration. All measures have some degree of random
error, and the consequence of greater random
error is the need for larger sample sizes. Reliability
is important for any measurement instrument,
including economic measures of outcome such as
QALYs (Torrance, 1986; Froberg and Kane, 1989;
Dolan et al., 1996).

Validity

Validity has been defined as the extent to which
an instrument measures what it is intended to
measure. The validation process is therefore
concerned with seeking to establish the extent to
which a measure serves the purpose for which it is
being used. Ideally an instrument would be tested
against a criterion or ‘gold standard’. In the
absence of such a gold standard measure for
HRQoL, psychometricians have developed various
indirect ways of establishing validity. The most
commonly used are content validity, face validity,
construct validity and concurrent or convergent
validity (Streiner and Norman, 1989; Wilkin et al.,
1992). Each of these is examined below.

Content validity

Content validity is defined as the extent to which
the items of an instrument are appropriate for the
health dimensions being measured (Wilkin et al.,
1992). No measure can cover all dimensions and
include every conceivable item, and there is
inevitably a trade-off between completeness and
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parsimony. Claims for content validity typically rest
on the comprehensiveness of the instrument and
the methods used to generate its dimensions and
items. The need for comprehensiveness can act

as a constraint on the application of internal
consistency as described above.

Developers of the first version of the EuroQol
instrument used the content of existing health
status questionnaires (HSMs) (EuroQol Group,
1990). This ‘expert’ approach to generating
dimensions and items could be criticised for not
accurately reflecting the views of those concerned,
such as the patients, their carers or the health
professionals. In health services research, there

is an interest in using the views of patients in the
development of the instruments measuring health.
The approach used by some methodologists, such
as the developers of the NHP, was to obtain an
initial pool of statements from interviews with
patients (Hunt et al., 1986). Economists, being
concerned with ensuring the measure correctly
reflects the arguments of an individual’s utility
function, are likely to prefer this patient-

based approach.

Face validity

Face validity considers whether the items of each
domain are sensible and appropriate. Asking very
elderly people, for example, about their ability in
vigorous activities (such as running) would be
regarded as inappropriate. This is important for
the acceptance of a questionnaire and whether

it is likely to generate valid descriptive data.

This is a subjective test to be undertaken by the
researcher, and may include consulting relevant
health professionals, or the patients themselves.
This is also going to be important for use in an
economic evaluation.

Construct validation

Construct validation represents a series of
procedures for testing the validity of an instrument.
The procedures are all concerned with assessing
the extent to which the instrument correlates with
other hypothesised measures or indicators of the
health concept or concepts of interest. There are
two commonly used approaches:

* Group comparisons. This is where a measure
is judged in terms of its ability to differentiate
between groups thought to differ in terms of
their health. However, the ‘constructs’ con-
ventionally used to test measures of HRQoL
may not reflect preferences. Age, for example,
is associated with health, but it cannot be
assumed that older people would give a lower

valuation for their own health state. Clinical
opinion on the severity of a condition may be
poorly correlated with patients’ views. Tests of
construct validity must be made appropriate for
the measurement of preferences.

¢ Convergent validity. This is the extent to which
a measure correlates with another measure of
the same concept. The comparator instrument
would usually be an existing and widely accepted
measure of health. Again this would not be
appropriate without adaptation for preference-
based measures.

Responsiveness

The concept of responsiveness is closely related

to validity. Responsiveness is the ability of an
instrument to measure clinically significant
changes in health (Wilkin et al., 1992). It is
regarded as the key property of a measure for
evaluating the impact of healthcare interventions.
It is also related to reliability since the more stable
a measure, the more able it is to detect change.
Responsiveness is usually assessed statistically using
measures such as the ‘effect size’, where the mean
change in score is divided by either the standard
deviation at the baseline or the standard deviation
of the change (Guyatt, 1985). The effect size
indicates the relative size of the ‘signal’ in com-
parison to underlying ‘noise’ in the data. The effect
sizes of different instruments are compared for
groups of patients assumed to have experienced a
health change, such as after an operation of known
effectiveness (e.g. a knee operation) or where the
patient’s doctor reported a change in health.

A common assumption in the assessment of
responsiveness is that for a given health change,
the HSM with the larger effect size is the better
measure (Guyatt, 1985; Fitzpatrick et al., 1992; Katz
et al., 1994). Where the objective is to minimise
sample size this makes sense. However, when the
purpose is to compare the size of change between
treatments as part of an economic evaluation,
within or between conditions, it is the value of
change which matters. Effect sizes do not indicate
value or the importance of a change. It is the
sensitivity of or responsiveness of an instrument
which is important for economic evaluation.

Overview

There are important lessons for economics from the
psychometrics literature. Practicality and reliability

are important criteria for assessing the performance

of any instrument and are concerns which should be
common to economists and psychometricians alike.

The importance of practicality is compounded in

economic evaluations conducted alongside clinical 13
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trials where the instrument will be an additional
burden (usually for the patient) to other measures
of health. Reliability has major implications for
sample size calculations and hence the cost of
conducting a trial (O’Brien and Drummond, 1993).
Amid the theoretical debates currently taking place
in health economics journals it is important not to
lose sight of the importance of practicality and
reliability in assessing the value of an instrument for
use in economic evaluation (Dolan et al., 1996;
Froberg and Kane, 1989; Torrance, 1986). These
criteria are however irrelevant unless the instrument
is measuring the right concept, namely preferences.

The content and face validity of the items of a
questionnaire also appear to be promising candi-
dates for a check-list. and should not be ignored.
However, we found the psychometric criteria of
internal consistency, construct validity, and

responsiveness on their own to be inappropriate for

judging the suitability of a measure for use in
economic evaluation. This arises from a funda-
mental difference in what psychometricians and
economists are seeking to measure. Whilst psycho-
metricians are seeking to measure or numerically
describe patient perception along different
dimensions of health for clinical trials and routine
monitoring, economists want to know the relative
value patients and others place on the dimensions
and their components in order to undertake more
than the most rudimentary form of economic
evaluation. The value of a health improvement
will be related to a measure of the size of the
change, but these two concepts will not be
perfectly correlated. For example, someone may
regard a large health improvement (such as the
ability to walk upstairs) as being of little or no
benefit if they live in a bungalow. Conversely an
apparently small improvement in pain may be
highly valued by the patient.

Validity is judged in terms of the extent to which an

instrument measures what it is intended to measure

and economists are interested in measuring the
value placed on health rather than in measuring
health per se. The rest of this chapter therefore
considers how economists would want to define
and therefore test the validity of measures of
health used in economic evaluations.

Towards an economic
understanding of validity
Economic evaluation requires a measure of benefit

which reflects individual or societal preferences.
Even the least sophisticated technique of economic

evaluation of CMA requires a measure to be related
to preferences, though it need only have ordinal
properties and hence be able to rank states of
health from best to worst in the right order. For the
more sophisticated techniques of CUA and CBA,
the measure must reflect preferences on a cardinal
scale. The intervals of the scale must be equal, and
hence we can say, for example, that a movement
from say 4 to 3 is equal to a movement of 2 to 1.
This enables healthcare programmes to be com-
pared in terms of a ratio of cost per unit of change.

The gold standard or criterion test of the validity
of a measure intended to reflect preferences would
be the extent to which it was able to predict those
preferences revealed from actual decisions. How-
ever, RP methods have not been applied in the
healthcare field due to the well-documented
features of this commodity (Arrow, 1963; Culyer,
1971; Donaldson and Gerard, 1993). RP methods
require the consumer to be sovereign, but in
health care the consumer is often ignorant of the
outcomes of care. Furthermore, the doctor can
act as the patient’s agent in the consumption of
health care, but the level of ignorance is such that
the patient cannot be sure his/her doctor is being
a perfect agent. It cannot be assumed that the
health services provided would have been the
consumer’s preferred choice.

There are a variety of views in the health
economics literature on testing measures of
validity. One approach is to be sceptical about the
value of trying to prove validity at all. This view is
reflected in a comment by Williams (1995), who
suggested that ‘searching for ‘validity’ in this field,
at this stage in the history of QOL measurement,
is like chasing will o’ the wisp, and probably
equally unproductive’. The response of other
health economists has been to focus on establish-
ing the theoretical basis of the measure. This
view is typified by the following quote from Gafni
and Birch (1995): ‘In economics the validity of
the instrument stems from the validity of the
theory which the instrument is derived from.
Thus instead of determining the validity of the
instrument itself (the typical case when one uses
the classical psychometric approach) one has to
establish the validity of the underlying theory.’
The theoretical basis of the preference-based
measures was reviewed in chapter 2, where it was
shown that there has been a considerable amount
of disagreement on which is the most theoretically
correct measure for use in economic evaluation.
Indeed, it is the debates about theory which

have dominated the economics literature on
outcome measurement.
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There is a further question as to whether social
resource allocation decisions should be informed
by some aggregation of individual preferences
(Loomes and McKenzie, 1989). Testing the validity
of social values would imply a different approach.
Nord (1993) suggested an approach whereby: ‘the
validity of the values obtained from different scaling
techniques may be tested by asking whether the
people from whom the values were elicited actually
agree with the consequences in terms of the implied
priorities for different health programs’. Nord has
used this question with members of the general
population. Within the broader decision-aiding
tradition, the measure should have a clear meaning
to decision-makers so that they feel comfortable
using it in choosing between programmes (Richard-
son, 1994), but no formal method for testing validity
has been proposed.

Such a diversity of opinion makes it difficult to
suggest a single set of criteria for assessing the
validity of a measure for use in economics evalu-
ation. Nonetheless, we believe it is important to
consider explicitly the validity of preference-based
measures of health in designing, conducting and
reviewing an economic evaluation. We have
therefore developed a check-list for assessing
their validity which includes the agreements and
disagreements within the economics literature.
The list examines two parts of a measure: firstly
the description of the consequences and secondly
their valuation. A critical assessment of these two
parts should help in understanding the extent to
which an instrument is able to be a valid cardinal
measure of preferences validity. We would also not
wish to loose sight of empirical validity, and this
forms the third part of the check-list. These three
parts of the list are now discussed in turn.

Descriptive validity

To be confident that the values generated by a
measure reflect preferences, they must be gener-
ated from accurate descriptions of health or
changes in health of relevance to a person’s utility
function. In contrast to psychometrics, there has
been little written in the economics literature about
this very important aspect of outcomes measure-
ment. Published economic evaluations rarely
address the issue and yet it has been suggested that
quite small differences in the content of health
state descriptions can alter the results substantially
(Smith and Dobson, 1993). There has also been
understandable concern about the relevance and
sensitivity of the health classifications used to
derive QALYs (Donaldson et al., 1988; Hall et al.,
1992; Carr-Hill and Morris, 1991). The descriptive
systems of the Rosser disability and distress

classification, for example, have been found to
be insensitive compared to other measures of
health (Hollingworth et al., 1995)

It has been suggested that condition-specific
descriptions should be used instead of generic
ones since they can be made more relevant to the
condition and hence more sensitive (Donaldson
et al., 1988). However, this is not always the case.
For example, in a study of patients with rheu-
matism the generic EQ-5D was found to be as
sensitive to health differences and changes as
instruments designed for this patient group.
The use of specially constructed disease-specific
scenarios in the derivation of QALYs or HYEs

is no guarantee of descriptive validity. In a study
published by Cook et al. (1994) the vignettes
were very simplistic and not able to describe the
diversity of outcomes found in prospective study
of patients receiving the same treatments. For
example, the following description was used to
describe a successful laporoscopic procedure:
‘You will have an operation. Your doctor has told
you that there is a very small risk of dying (about
one person in every 1,000 dies). After the operation
you will return to full health straight away’.

One way of avoiding the need to describe health
states or scenarios is to obtain preference data
directly from patients experiencing the healthcare
intervention. However, as argued in chapter 2,
there are reasons why this may not be desirable
and besides, it is often not possible to use prefer-
ence elicitation techniques directly on patients.
The assessment of descriptive validity is therefore
an essential step. The question is how it should be
done. We suggest that content and face validity,
together with construct validation, be used to test
the descriptions of the classifications.

Content and face validity

The psychometric criteria of content and face
validity, though subjective, are nonetheless import-
ant to assess the comprehensiveness, relevance and
sensitivity of the dimensions in MAUSs or scenarios.
The content of a measure in terms of its dimen-
sions and items implicitly defines the contents of

a utility function. Economists who are concerned
with ensuring the measure correctly reflects the
arguments of an individual’s utility function, that
is, the things which individuals value, may prefer

a direct method of eliciting patients views when
generating items and dimensions.

Construct validity
Itis important to have an empirically based means
of testing the descriptive validity of an instrument.
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Construct validation is appropriate for testing

the validity of the description of health or health
change underlying a MAUS. The ability of an
instrument to reflect known or expected differ-
ences and changes in health is an essential pre-
cursor to its ability to reflect preferences. Other-
wise there is a danger that the failure of a score

to detect a difference is incorrectly interpreted to
imply that the descriptive component of the instru-
ment is insensitive. The score of a preference-based
measure may fail to detect the difference simply
because the difference is not valued by patients.
On the other hand, it could be the result of an
insensitive scoring system, as was shown to be the
case with the Rosser classification

The construct validation of a health scenario
would involve different tests. Developers would
have to demonstrate the empirical accuracy of the
scenarios against evidence from trials. Potential
users would have to show how the scenarios
applied to their own patient/treatment group.

The methods of valuation

There are four aspects of the methods of valuation
to be addressed: the question of whose values to
elicit, the assumed model of preferences under-
lying the method of valuation, the technique of
valuation, and the quality of the valuation data.

Whose values?

Views in the literature vary as to whose values
should be incorporated into an evaluation. This is
an important judgement since there is evidence of
valuations varying by disease experience, age and
education (e.g. Sackett and Torrance, 1978; Slevin
et al., 1990; MVH Group, 1994). It has been argued
that respondents who have experienced the health
states are in a better position to understand the
states (Buckingham, 1993) and likely to be the
most immediate recipients. This would also be
consistent with the conventional view in welfare
economics, where it is the values of the potential
beneficiaries of a given decision which should be
used to inform that decision (in order to identify

a potential pareto improvement). Another view is
that doctors and other health professionals might
be thought to have more experience (though from
a third party viewpoint) of a wider range of health
states and hence be in a better position to under-
stand the relative value of different health states.

It has also been argued that a representative
sample of the general population should be used
for informing the allocation of public resources.
There are arguments for all of these constituencies,
and they have all been used in past valuation

work (Torrance, 1986). The question of whose

preferences or values should be used in valuation
surveys is ultimately a question of whose perspective
is regarded as relevant for a given decision. These
is currently no concensus in the health economics
literature as whose values should be used to inform
resource allocation decisions.

Assumptions about preferences

QALYs and HYEs rely on making assumptions
about the nature of people’s preferences for
health (Johannesson et al., 1996). The QALY
‘model’ makes the most restrictive assumptions.
It assumes that the value of a health state is inde-
pendent of when it occurs, its duration, and its
context (chapter 2). In most applications of the
QALY, decision-makers are also assumed to be risk
neutral. Gafni et al. (1993) argue that users of
QALYs should prove the additional assumptions
made by the QALY. This argument could be
applied to the more general assumptions
underlying QALYs and HYEs of EUT.

Unfortunately, there is little evidence on the
importance of any violations of the assumptions

of QALYs and HYEs in different circumstances.
Nonetheless, it should be incumbent upon the
potential user to consider whether these assump-
tions are likely to be appropriate for the inter-
vention/condition they are planning to evaluate.
In the case of the QALY, the researcher should be
able to gauge the potential for significant depar-
tures from the assumptions of the QALY and their
likely importance; for example, whether the patient
is likely to adapt to the health state through time or
whether prognosis might influence the value of a
health state (Richardson et al., 1990). For appli-
cations of the QALY model, the importance of risk
in the outcomes of an intervention should be
considered. A small risk of mortality was found

by Cook et al. (1994) to be weighted more heavily
than is predicted by the QALY model. This would
suggest the risk-neutral QALY model is inappro-
priate in such circumstances. The more general
HYE model proposed by Mehrez and Gafni (1989)
is less restrictive than the QALY model, but it none-
theless assumes risk neutrality with respect to
healthy years and the axioms of EUT.

Requiring the researcher to consider the appro-
priateness of the assumptions of their chosen
method of valuation might be thought to be overly
demanding. Some of the issues are quite complex.
However, we believe it is important for empirical
work to start to reflect the concerns being raised in
the literature about some of the methods. It does
not seem unreasonable to expect someone who is
designing and conducting an economic evaluation
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to at least consider the likelihood of any violations
and how important they could be in altering the
conclusions of the study. Users of the results of
such a study need not undertake such an exercise,
but they should be given appropriate guidance by
the researchers in the interpretation of the results.

It should be noted that whilst these theoretical
issues preoccupy the journals of health economics,
they seem to have largely been ignored in the
psychometric literature. HSMs do not usually
incorporate preferences in an explicit way and
where they do they tend to use VASs (or non-
preference-based valuation techniques). They are
by implication invoking a set of assumptions more
restrictive than the QALY model. The concerns
raised in this section about preference-based
measures apply a fortiori to health measures.

In conclusion, it is not possible to produce a
definitive set of criteria for judging the appro-

priateness of the model of preferences. Instead, we

suggest the researcher is explicit about the model
of preferences and is asked to consider the likely
validity of the underlying assumptions.

Valuation technique

Techniques used to value healthcare benefits
include the VAS, ME, SG, TTO, PTO and WTP.
Chapter 2 reported on the near-consensus in the
economics literature that the VAS and ME do not
have a basis in economic theory for estimating the

strength of people’s preferences and do not gener-

ate a measure suitable for use in CUA. Although

there could be a case for the VAS, if it can be shown

to be related to a choice-based method by a robust
statistical model. This is reflected in the check-list.
The issue of valuation techniques is fully explored
in chapter 4.

Quality of data

All economic instruments for measuring health-
care benefits will use data elicited from valuation
studies. These studies vary in terms of their
respondents, the size of sample, and the method
of administering the questionnaires (e.g. interview
compared with self-complete administration, or
with and without the aids of props). These have
implications for the quality of the data in terms

of the representativeness of the respondents, the
reliability of the data, and the extent to which the
respondent understood the task. The valuation

of the larger generic health classifications also
depends on there being a method of estimating
values for all health states from the valuation of a
sample of states (Dolan et al., 1996). These aspects
of valuation will now be examined on more detail:

® The background of the respondents should be

examined and assessed to see if they are repre-
sentative of the population whose values are
being sought.

Values should be reported with an indication
of the reliability of the estimated values. Large
variances should not be regarded as a fault of
the measure since in part this may reflect
genuine differences in preferences in the
population. They might also be the result of a
small sample size in the valuation survey. For the
researcher, it is important to have access to the
extent of the variation in order to conduct a
sensitivity analysis. They may also wish to have
access to a breakdown of the results by groups.
Respondents’ understanding of the task is partly
reflected in the logical consistency of their
answers. For some health classification systems
and disease-specific descriptions it is possible to
determine their ranking a priori. Where one
health state is better than another state on one
dimension but no worse on any other dimension
it should be valued at least as highly as the other.
The frequency with which this arises provides
some indication of whether respondents under-
stood the task. However, there are no accepted
standards of consistency, and the analyst must
judge whether respondents sufficiently under-
stood the task to have confidence in the survey
results. In some valuation surveys respondents
displaying extreme cases of inconsistency are
removed (Torrance et al., 1982; MVH Group,
1994), but this may have implications for the
representativeness of the sample.

The response and completion rates of the
valuation surveys should be reported since they
have implications for all three aspects of quality.
The rates may also affect the reliability of the
data and the representativeness of the respon-
dents, since there is a tendency for response
rates to be lower/reduced in lower income
groups. They may also indicate the respondents’
difficulty with understanding the task and their
acceptance of it.

Some of the generic HSCs are too large for

it to be possible to value all the health states
directly. The HUI-I, for example, has four
dimensions and 23 items, while the EQ-5D

has five dimensions and 15 items, generating
960 and 243 states, respectively, and the more
recent HUI-II with eight dimensions has
972,000 possible states. Only a sample of health
states is valued for such instruments, and these
are used to estimate values for all their states.
There are two methods of undertaking this
estimation (Froberg and Kane, 1989). One is
by statistical inference, which involves the use
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of multivariate techniques to estimate values for
a functional form specifying the relationship
between items of the HSC. The other is an
algebraic approach, where individual utility
functions are estimated for each dimension,

and then aggregated using a function obtained
by algebraic solution (Torrance, 1982). These
raise substantial technical issues in their own
right which are beyond the scope of this chapter.

Empirical validity — the acid test

The descriptive content of an instrument and the
way it is valued provide a rationale for supposing
whether or not a measure could generate values
which reflect people’s preferences. The ultimate
test, of course, is whether the values do so in prac-
tice. There is very little evidence on the validity of
instruments used in economic evaluation. However,
given the importance of this issue we shall consider
how this might be done. We propose a hierarchy
of evidence, based around three types of evidence.
The first is based on RP data, the second on

stated preference data, and the third on
hypothesised preferences.

Revealed preferences

The difficulties in obtaining RP data were raised
earlier in this chapter. Experience from the
literature on valuing life, such as by the use of
labour market premiums for risky jobs, is plagued
with problems of poor information and confound-
ing (Mooney, 1977). However, it would seem to be
worth developing this approach. There are some
interesting developments testing stated WTP values
(e.g. Chestnut et al., 1996). An important point is
that it does not require situations where the
consumer has perfect information but it is neces-
sary to know the consumers’ perception of the
benefits attributable to a product (which may not
be health care) along with their purchasing
decisions. There are many circumstances in health
care, even in the UK, where people are buying
health care out of pocket (e.g. complementary
medicine and in vitro fertilisation. Even without
payment people are making choices in health care.
The problem is how to disentangle the patients’
perceived benefits in order to assess preferences
over the set of attributes. Such research is going to
be difficult but should be a priority for the future.

Obtaining RP data from societal decision-making
is equally fraught with problems, and these have
been well reported in the literature, particularly in
the context of valuing life There is again a problem
of contaminants and confounding factors making
it difficult to interpret the basis of the decisions
made and hence preferences.

Stated preferences

Given the absence of RP data, an alternative to tests
of the validity of a measure would be a comparison
with stated preference.

A simple ordinal test would be to ask patients to
rank health states they have experienced before
and after surgery. This is a form of responsiveness
that applies to those changes in health reported by
patients rather than those deemed to be clinically
significant. Testing the interval properties of a
MAUS is more difficult. One approach would

be to administer a direct method of preference
elicitation on the same patient group and assess
the convergent validity (e.g. directly elicited TTO
values with those obtained from the Measurement
and Valuation of Health (MVH) Group tariff for
the EQ-5D). However, it is difficult to interpret
differences since they may legitimately reflect the
background characteristics of the respondents.

For testing the ability of a measure to predict

social preferences, Nord (1991) has suggested a
method based on the patient trade-off question.
For example, if a value of 0.4 has been assigned to
state A and 0.7 to state B, then this implies a subject
is indifferent between making one patient in state
A well for 2 years and making two patients in state
B well for 2 years. This test also incorporates equity,
and in this sense it also does not compare like

with like. Furthermore, the validity of this
technique as a means for obtaining social

values has not been tested.

Hypothetical preferences

We also suggest a less direct method for testing
validity based on hypothetical preferences, which
examines whether the scores generated by an
instrument reproduce the expected differences
between groups of patients. This is a version of
the psychometric test of construct validity, since
the researcher must hypothesise or construct the
expected differences (Streiner and Norman,
1989). It could be hypothesised, for example,
that a patient would prefer a less severe condition,
and hence this state should be associated with a
higher score. This could be used to test the
sensitivity of an instrument to expected differences
between groups or its responsiveness to hypo-
thesised changes (e.g. Hollingworth et al., 1995;
Katz et al., 1994). The hypothesis must be chosen
with some care, given the reservations already
expressed about construct validity. We accept
there are problems with this approach but
believe that, used with care, it can provide useful
insights into the validity of measures for use

in economic evaluation.
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A check-list for judging the merits
of preference-based measures
of health

The application of psychometric criteria of
practicality, reliability and validity to measures

of HRQoL has been reviewed and adapted for
economic evaluation. The results are summarised
in the form of a check-list for judging the merits
of preference-based measures of health (Box 3).
The criteria of practicality and reliability have been
included, but not internal consistency. The tests
of content, face and construct validity have been
retained but limited in application to assessing the
descriptive validity of the instrument. Up to this
point in the check-list there is little disagreement
with the criteria used to assess HRQoL measures.
Itis in the methods of valuation, and the empirical
testing of validity of preferences, that there is a
divergence, reflecting the different concepts
being measured.

An important feature of the check-list is its
comprehensiveness. It covers a larger range of
characteristics than is usually discussed in the
health economics literature, which has tended to
focus on theoretical issues. This allows consider-
ation to be given to the feasibility of using the
instrument, its reliability (and hence the required
sample size), and its validity in practice.

Where there is no apparent consensus between
economists, the check-list requires the researcher
to be explicit about the chosen method. The
researcher is at least encouraged to ask questions
about their chosen measure, such as the likelihood
of the assumptions being violated and the existence
of empirical evidence on validity.

The breadth of the check-list raises the inevitable
question as to whether some parts of it are more
important than others and hence should be given
a larger weighting. It could be argued that it is
important to consider whether an instrument is
measuring the right concept first, that is validity,
before the more practical concerns. To measure
the right concept badly could be better than
measuring the wrong one well. However, a
theoretically superior measure which is not
feasible to use has no practical value. Assessing
the importance of different items in the check-
list requires careful judgement on the part of
the user.

We have chosen to call the result a check-list rather
than a list of criteria, since the term criteria implies
a degree of consensus that does not exist in the

BOX 3 Checklist for judging the merits
of preference based measures
of health

Practicality

* How long does the instrument take to complete?
* What is the response rate to the instrument?

* What is the rate of completion?

Reliability

* What is the test-retest reliability?

* What are the implications for sample size?

* What is the inter-rater reliability?

* What is the reliability between places of
administration?

Validity
Description
¢ Content validity:
— Does the instrument cover all dimensions of
health of interest?
— Do the items appear sensitive enough?
¢ Face validity:
— Are the items relevant and appropriate for
the population?
¢ Construct validity:
— Can the unscored classification of the instrument
detect known or expected differences or changes
in health?

Valuation
* Whose values have been used?
¢ Assumptions about preferences:

— What is the assumed model of preferences?

— What are the main assumptions of this
model?

— How well are the preferences of the patients/
general population/decision makers likely
to conform to these assumptions (see
examples in text)

¢ Technique of valuation:

— Isit choice based?

— Which choice-based method has been used?

¢ Quality of data:

— Are the background characteristics of the
respondents to the valuation survey
representative of the population?

— What was the degree of variation in the
valuation survey?

— Was there evidence of the respondents’
understanding of the task?

— What was the method of estimation?
(where relevant)

Empirical
¢ Is there any evidence for the empirical validity of
the instrument?
— Revealed preferences?
— Stated preferences?
— Hypothesised preferences?
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literature on what is a valid measure. At a recent
presentation of an early draft of this chapter to the
UK Health Economists Study Group meeting
(Brazier and Deverill, 1997) there was a concern
that it was too early to ‘lay down the law’. The
purpose of the check-list approach is to provide
guidance rather than rules, and to acknowledge
disagreement when it exists. The precedent in
health economics is the widely used check-list for
economic evaluation (Drummond et al., 1987). The
check-list presented here can be used to inform the
design of an economic evaluation as well as in the
review of instruments and published studies.

Conclusions

We have shown the inappropriateness of many
psychometric criteria for judging the validity of
measures for use in economic evaluation. We
propose instead a check-list which incorporates the
economists’ perspective on the role of preferences.
It will now be used to conduct a review of QALY
instruments (chapter 5), the use of health status
questionnaires in economic evaluations (chapter 6)
and to review all economic evaluations published in
1995 using HSQs (chapter 7). Although the prime
motivation for constructing the list was to help us
conduct these reviews, we believe it could also be
useful to researchers in the design and review of
economic evaluations.
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Chapter 4

Review of the techniques of health
state valuation

Introduction

As discussed in chapter 2, there are two
components to estimating QALYs. The first
involves describing the state or profile of a
person’s health; the second the valuation of these
descriptions. This review focuses on the second
of these components.

There are a number of techniques for the valuation
of health states. The relative merits of these tech-
niques has been a subject for debate for many
years. There have been a number of informative
reviews of the techniques (Torrance, 1986; Froberg
and Kane, 1989; Richardson, 1994; Dolan et al.,
1996), and this review builds upon this earlier
work, in particular using Froberg and Kane (1989)
as a point of departure in the current literature.

We have focused on the specific techniques for the
elicitation of preferences (or quality weights) for use
in the valuation of health states. We have not con-
cerned ourselves with the issues surrounding whose
values to elicit and in a wider sense the issues relat-
ing to framing and context effects, other than those
which appear to be specific to particular valuation
techniques. We regard these topics as general QALY
issues, rather than method-specific concerns. We
review those techniques which have been used to
elicit health state utility values on a scale of 1 or less
(as discussed in chapter 2), and consider these to
be measures of strength of preference (i.e. to have
cardinal scale properties). Therefore, this review
does not include the literature covering contingent
valuation or WTP techniques (which deserve
attention in their own right). The health state
valuation techniques covered in this review are

the SG, TTO, the VAS (RS), ME and PTO.

We review the literature relating to these
techniques and report on both the methodological
and empirical findings to provide an assessment

of the relative merits of the techniques.

We begin by providing a description of the health
state valuation techniques reviewed, and details of
the search methodology and search results. We
then present the criteria used to review the

performance of the techniques and a separate
review of each of the techniques, followed by a
comparison of the techniques. A discussion of the
literature covering the relationships between the
techniques follows, and conclusions are presented.
An empirical listing of reported health state valu-
ation studies and a listing of the literature reviewed
are contained in the appendices to this report

(see appendix 2).

Description of health state
valuation techniques

Visual analogue scale

A typical rating scale consists of a line on a page with
clearly defined end-points. The most preferred health
state is placed at one end of the line and the least
preferred at the other end. The remaining health
states are placed on the line between these two, in
order of their preference, and such that the intervals
or spacing between the placements correspond to the
difference in preference as perceived by the subject.
(Torrance, 1986)

The VAS, sometimes referred to in the literature
as the category rating (CR) scale or just the rating
scale (RS) is simply a line, usually with well-defined
end-points, on which respondents are able to
indicate their preferences. The example shown in
Figure 1is the ‘thermometer rating scale’, used by
the EuroQol Group, which has the best imaginable
health state at the top of the line and worst imagin-
able health state at the bottom. Proponents claim
the VAS technique generates an interval scale
measure of preferences, so that the differences

in a person’s strength of preference for a move
between 90 and 95 on the scale should be the
same as between 20 and 25 (Kaplan ¢t al., 1979).

This form of scaling was originally developed in
psychophysics to measure people’s response to
sensory stimulation, such as light, sound and heat.
It was developed in the field of psychometrics to
assess feelings and attitudes across a range of
fields of enquiry. It has been widely used in health
research to measure health status, including
people’s perception of their symptoms, such as
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Best imaginable health state

100

Please indicate the
relative positions of
each of the health
states on this scale

(It may be helpful to
mark your ratings of
the best and the worst
health states first,
followed by the
intermediate states)

0

Worst imaginable health state

FIGURE | VAS used by the EuroQol Group

pain, functioning, and mental well-being (e.g.
Nicholl et al., 1992), where the categories are
sometimes described verbally to assist the respon-
dent. It has been extensively used to assess peoples
valuation of different states of health.

There are many variants of the technique. The
lines can vary in length, be vertical or horizontal
and may or may not have intervals marked out with
different numbers. The QWB MAUS, for example,
was valued by asking respondents to place health
states into one of 15 numbered slots, where 0 was
death and 1 was optimum health. The EQ-5D has
been valued using the finer interval markings of

0 to 100, reproduced in Figure 1. For some appli-
cations, respondents are asked to value a set of
hypothetical health states on the same scale. They
may be asked to place the best and worst at the end-
points as described by Torrance above, but this is
not the case for the EuroQol version where the
respondent is free to place the states on the scale
in any order. Torrance and colleagues have also
developed a felt board on which the respondent
places cards describing different health states,
whereas the EuroQol version asks respondents to
indicate the position of a health state by drawing
a line on a piece of paper on to the scale.

The VAS has been widely used to value health
states, including all the MAUSs. The QWB has only
been valued by the VAS, and the HUI-II and HUI-
III have been valued by transforming VAS values
into SG. It is therefore an important technique

to review.

Where we refer to the VAS we use the term to
capture all the general techniques which are char-
acterised by the methodology i.e. RSs, CR and VAS
methods. Where particular authors have referred to
descriptions such as RS or CR we have used the
general description of the VAS to describe them.

Magnitude estimation

Here the subjects were asked to provide the ratio

of undesirability of pairs of health states — for
example, is one state two times worse, three times
worse etc. compared to the other state? Then, if state
A'is judged to be x times worse than state A, the
undesirability (disutility) of state B is x times

as great as that of state A. By asking a series of
questions all states can be related to each other

on the undesirability scale. (Torrance, 1986)

ME was developed in psychometrics to measure
sensory and non-sensory perception as an altern-
ative to the VAS (Stevens, 1966). The phrasing of
the question was intended to generate data with
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ratio properties (i.e. one state is so much better
or worse than another) and therefore it is often
referred to in the psychometric literature as
ratio scaling.

In the original valuation of the Rosser disability/
distress classification, respondents were asked to
rank and value six marker states, and then to value
five of these against the least ill state (Kind et al.,
1982). All the remaining 23 states were valued
against the marker states, including death. It was
then possible to transform the value of all states on
to a full health and death scale. There have been
important variations in the versions used to value
health states. Rosser and Kind (1978) report asking
respondents to indicate how undesirable one state
was compared to another, whereas Kaplan et al.
(1979) asked how many times more desirable one
state was compared to another. The version used by
Sintonen (1981) provides the respondent with a
scale from 0 to 100 for answering the question.

The main applications of ME to the valuation of
health states includes the Rosser classification and
the 15D. It has also been examined by Patrick et al.
(1973) and Kaplan et al. (1979) as an alternative to
the VAS for the QWB, but they claimed it was
inferior to the VAS (see arguments below). It has
not been widely used to value condition-specific
health states.

Standard gamble
Referring to Figure 2:

The subject is offered two alternatives. Alternative 1

is a treatment with two possible outcomes: either the
patient is returned to normal health and lives for an
additional ¢ years (probability P), or the patient dies
immediately (probability 1 — P). Alternative 2 has

the certain outcome of chronic state i for life (¢years).
Probability Pis varied until the respondent is
indifferent between the two alternatives, at which
point the required preference value for state ¢ is
simply P, that is hi = P. (Torrance, 1986)

The respondent is asked to make a choice between
alternative outcomes, where one of them involves
uncertainty. They are asked how much in terms of
risk of death, or some other outcome worse than
the one being valued, they are prepared to accept
in order to avoid the certainty of the health state
being valued. This technique is based on the EUT
of decision-making under uncertainty developed by
Von Neuman and Morgenstern (1944). This theory
rests on a set of axioms about the nature of indi-
vidual preferences over uncertain prospects (see
chapter 2). According to this theory the probability
of success at which they are indifferent between the
alternatives, which means they find them equally
desirable, provides a unit of measurement for the
value of the certain health state. The validity of

the axioms and hence the SG technique is
examined below.

There are many versions of the SG technique. The
problem of explaining probabilities to respondents
has been addressed through the use of various
visual aids, such as the probability wheel developed
by Torrance et al. (1976, 1986). Rather than asking
the respondent an open question on their point of
indifference, they are helped in arriving at some
point of indifference by iterating between values
for the probability of success p towards a point of
indifference (i.e. the ‘ping-pong’ method). An
alternative variant has been developed by Jones-
Lee and colleagues (1993) without the use of a
visual aid. Instead they have developed a question-
naire with a list of values for chances of success.
From this list, subjects are asked to indicate all the
values of p where they are confident they would
choose the treatment and all the values where they
are confident they would reject treatment. Finally,
they are asked to indicate the value where they find
it most difficult to choose.

SG has been modified to value states worse than
death (Torrance, 1986). Another variation of SG
is to use different reference or anchor states in

Alternative |

Alternative 2

Probability p

Probability | —p

Full health

State Hi

FIGURE 2 Standard gamble
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Value

Healthy Alternative 2

1.0

Alternative |
State i

Time

FIGURE 3 Time trade-off

alternative A. This can be useful where the state
being valued is comparatively mild or temporary,
and most respondents would be unwilling to
contemplate a risk of death in the range being
considered in the question. The values derived for
health states from such gambles can be ‘chained’
back to the full health—death scale, provided the
reference state is valued against full health and
death in another gamble.

The technique has been widely used in the decision-
making literature (Keeney and Raiffa, 1976). It

has been extensively applied to medical decision-
making, including the valuation of health states,
where it has been used (indirectly via a transform-
ation of the VAS) to value the HUI-II and HUI-III,
and also to condition-specific health state vignettes.

Time trade-off
Referring to Figure 3:

The subject is offered two alternatives — alternative

1: state 7 for time ¢ (life expectancy of an individual
with the chronic condition) followed by death; and
alternative 2: healthy for time x < ¢ followed by death.
Time x is varied until the respondent is indifferent
between the two alternatives, at which point the
required preference value for state 7 is given by

hi= x/t. (Torrance, 1986)"

The TTO technique was developed by Torrance
et al. (1972) as an alternative to SG, designed to
overcome the problems of explaining probabilities

to respondents. The respondent is asked to choose
between two alternatives, both with certain pro-
spects, that is, years in full health (x) and years in
the health state being valued state (¢). The respon-
dent is directly asked to consider trading a health
improvement for a reduction in their length of life.
The health state valuation is the fraction of healthy
years equivalent to a year in a given health state,
that is, x/t.

Visual aids have been developed to assist the
respondent, and again Torrance utilises a ‘ping-
pong’ style for eliciting preferences. He has also
developed a version for valuing states worse than
death. For very mild or temporary states, where the
respondent may be unwilling to consider trading
survival on the scale being offered them, Torrance
has developed methods of chaining from questions
by replacing death with a poor state of health and
indirectly deriving a value on a full health death
scale by a process similar to the one described

for SG.

TTO has been tailor made to value health states,
and it has been used extensively for this purpose.

It was administered to value the first version of the
HUI-I and in a large UK survey to value the EQ-5D,
as well as numerous condition-specific health states.

Person trade-off

“If there are x people in adverse health situation A
and y people in adverse health situation B, and if you
can only help (cure) one group (for example, due to
limited time or limited resources), which group would
you choose to help?”. One of the numbers x or y can
then be varied until the subject finds the two groups
equivalent in terms of needing or deserving help. If
xand y are the equivalent numbers as judged by the
subject, the undesirability (desirability) of condition
B is x/y times as great as that of condition A. By
asking a series of such questions all conditions can
be related to each other on the undesirability scale.
(Torrance, 1986)

The PTO technique is a way of estimating the
social value of different health states. As with TTO
and SG, the PTO technique asks the respondent to
make a choice between alternatives. The crucial
difference is that the respondent is asked to make
a choice in the context of a decision involving
other people rather than themselves. PTO

“TTO has been adapted for valuing health states regarded as worse than death. Here alternative 1 involves dying
immediately. Alternative 2 involves x years in the health states regarded as worse than death followed by (- x) years in
perfect health. Again, duration x is varied until the respondent is indifferent between the two alternatives. The formula

for calculating the health state value becomes X/ (¢ - x).
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basically consists of asking people how many
outcomes of one kind (e.g. outcome A) they
consider to be equivalent in social value to x
outcomes of another kind (e.g. outcome B)
(Nord, 1995). The trade-off is between one
group of people experiencing one gain against
people experiencing another gain. The context
of this social choice has attracted the interest of
those economists, most notably Nord (1992),
who regards this as more relevant for social
choice contexts than the conventional individual
perspective of the other valuation techniques.

This technique was originally known as the
equivalence technique (Patrick et al., 1973;
Torrance, 1986), but has been renamed by Nord
as the PTO method to better reflect the choice
being presented to the respondent. The variants
of the technique involve changing the reference
group and changing the presentation of the
question. To generate the social value of any
medical value in numerical terms, Nord has
proposed using a standard reference gain against
which all other gains can be measured. He has
proposed using the saved young life equivalent
(SAVE), which reflects saving a young life and
returning the patient to full health (Nord, 1992).

Although PTO values may be viewed as social
values, as respondents are making choices between
treating different groups of patients, the focus of
such choices, on an individual basis, can be influ-
enced by many characteristics. For example, PTO
responses can be a function of health status before
intervention (i.e. initial severity), health status after
intervention, the size of the health gain offered by
the intervention or whether patients are receiving
a life saving or life improving treatment or a
combination of many such issues.

This technique has not been used widely to value
health states. We have used the PTO notation to
describe the technique, including applications
referring to the equivalence technique.

Details of the literature
search methodology

Structure of the literature

search process

The search strategy was developed via an iterative
method, with an information specialist and a
health economist working in tandem, whereby
preliminary search results were sought and
reviewed as a means of ‘brainstorming’ the
numerous different variants available.

Preliminary work, as described elsewhere (see
chapter 3), had highlighted the deficiencies
of using indexer-assigned subject terms for the
search strategy. In fact, using MEDLINE as an
example, only the terms ‘HEALTH-STATUS-
MEASUREMENT’ and ‘QUALITY-OF-LIFE’
reflect any of the facets of the review with no
corresponding terms to convey the idea of
preference measures. It was clear from this that
what was required was free-text searching (i.e.
of titles, abstracts, etc.) combining as many
variants and permutations as deemed possible.

The following search terms were identified to
capture literature relating to valuation techniques
(using a MEDLINE exemplar):

(1) (RATING SCALE*) or (CATEGOR* near2
SCAL¥*) or (LINEAR SCAL*) or (LINEAR
ANALOG*) or (VISUAL ANALOG*)

(2) (MAGNITUDE ESTIMATION) or
(RATIO SCAL¥*)

(3) STANDARD GAMBLE*

(4) (TIMETRADEOFF) or (TIME TRADEOFF)
or (TIME TRADE OFF) or (TIME TRADE¥)

(5) (PERSONTRADEOFF) or (PERSON
TRADEOFF) or (PERSON TRADE OFF)
or (PERSON TRADE#*) or (EQUIVALEN*
near2 NUMBER¥)

Due to the limited literature and the specific
nature of the search terms, searches 3 and 4
above (SG and TTO) were applied directly to
data sources. Given the size of the literature
relating to searches 1, 2 and 5, it was necessary
to improve the specificity of retrieval for these
terms to identify only those articles that referred
to health state valuation and/or preference
measurement. The preferred way of operation-
alising the search was to construct a results set
related to these terms. The following subset
was developed:

(HEALTH near2 STATE*) or (HEALTH near2
STATUS) or HEALTH-STATUS* or (HEALTH
near2 UTILIT*) or (QUALITY near2 LIFE) or
QUALITY-OF-LIFE*

With reference to this subset, and the above
search terms 1 to b, it will be noted that the non-
standardised use of terminology necessitated the
frequent use of the proximity operator ‘near2’,
that is, the two target words occurring within

two words of each other. As can be seen from the
search results (below), the emphasis of the search
strategy was generally on sensitivity at the expense
of specificity.
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All searches covered the period from the date
of commencement of each database service
(e.g. MEDLINE from 1966) to November
1997 but were restricted to English

language materials.

Databases used

The nature of the topic necessitated the searching
of health-related databases such as MEDLINE,
EMBASE (Excerpta Medica), HealthSTAR and the
Citation Index for Nursing and Allied Health and
Sociofile (CINAHL), general science and social
sciences databases such as the Science Citation
Index, the Social Science Citation Index and the
International Bibliography of the Social Sciences
(via the BIDS service), and an economic-specific
database, EconLit. The NEED from the NHS
Centre for Reviews and Dissemination was also
searched but, with its emphasis on applications
rather than methodology, this proved of little
value. All citations resulting from the search
strategy were retrieved and articles were reviewed
for relevance on the basis of their abstracts.
Material from these databases were supplemented
with relevant articles from the authors personal
knowledge and experience.

Search results

From these searches a total of 1581 articles were
initially identified, see Figure 4 for further detail.
The identified abstracts and bibliographic details
were reviewed for relevance by a health economist
and photocopies of relevant items were requested.
In cases of doubt the article in question was
obtained and a subsequent judgement on
relevance made based on the full article.

The identified abstracts and bibliographic details
were reviewed according to the following criteria:

(1) References had to present discussion/results
relating to at least one of the designated health
state valuation techniques.

(2) References had to discuss/present health state
valuation techniques in the context of health
and health care evaluation, that is, literature
relating to environmental or transport
applications, for example, were not selected
for review.

(3) The valuation technique(s) had to be
discussed/applied in the context of eliciting
values for general multi-dimensional health

Database References
| MEDLINE | 846 |
| EMBASE | 812 |
| CINAHL | 316 |
| ECONLIT | 7 |
| HealthSTAR | 149 |
| sscuscl | 432 |
| NEED | 15 |
(18IS | 13 |
[ Combined excluding duplicates] I58¢I | — [ Excluded | 1204 |
[ Selected for review | 377 | — [ Excluded | 118 |
[ Accept | 25{9 |
[ Plus ad hoc references | 26 |
| Final review references | 285 |

FIGURE 4 Overview of the literature identification process
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states, that is, where techniques had been
discussed/applied in the context of valuing
unidimensional health state descriptors (e.g.
pain or disability only) they were not selected
for review.

Applying these criteria at the initial sifting stage

a significant number of references were excluded
(1204 at this stage). A large number of the refer-
ences that were excluded had been identified using
search terms related to VAS techniques, and on
inspection they were studies using the technique

to measure individual dimensions of health

status e.g. pain.

The resultant set of 377 articles were obtained
and once again the above criteria were applied. As
a result of this a further 118 articles were rejected;
again these articles were mainly VAS applications
other than for the purposes of general health state
valuation. A further 26 references were identified
from bibliographic information contained in the
identified literature, and these were classed as

ad hoc references.

Including ad hoc references we found a literature
of 285 articles for review.

Criteria for reviewing
performance

The basic concepts of practicality, reliability and
validity form the criteria used for reviewing the
performance of the valuation techniques. The
check-list developed in chapter 3 for judging
preference-based health questionnaires against
these criteria required some adaptation for this
specific review. The methods for testing practicality
and reliability are the same as those presented.
However, the concern with descriptive validity,
in terms of how well the HSC system describes
health is plainly not relevant, while the notions
of theoretical and empirical validity must be
extended to deal with some of the nuances

of the differences which arise between the
valuation techniques.

The criteria developed to undertake the review are
described below.

Practicality

The practicality of an instrument depends on its
acceptability to respondents. Acceptability is a
function of length and complexity, as well as the
respondents’ interest in the task. It might also
be the case that some tasks cause distress to

respondents (e.g. where there is reference to
early death). These aspects of practicality can be
assessed by examining the proportion of those
approached who agree to participate (i.e. the
response rate) and the level of missing data

(i.e. completeness).

Reliability

Reliability is the ability of a measure to reproduce
the same quality adjustment values on two separate
administrations when there has been no change

in health. This can be over time, known as retest
reliability, or between raters. All measures have
some degree of random variation, and the con-
sequences of more random variation is the need
for a larger sample size. A more serious problem
arises if there is evidence of a systematic difference
in health state values, such as an increase in health
state values with repeated administrations. Corre-
lation coefficients are the commonly presented
measures of reliability. Whilst we recognise the
arguments against the use of correlation as a
measure of agreement between measures (Bland
and Altman, 1986), most studies have only reported
on reliability using this type of summary statistic.

Theoretical validity

The basis of the techniques in economic theory has
been argued by some economists to be paramount in
the assessment of the validity of a measure to be used
in economic evaluation (Gafni, 1996). The debate
about the importance of theory per se has already
been examined in chapter 3. This review examines
the validity of the theoretical basis used to support
the valuation techniques (e.g. SG and EUT).

The assessment of the theoretical basis of the
techniques also helps identify the testable assump-
tions which underly the techniques. These provide
a means of testing the empirical validity of the
techniques.

Empirical validity

As discussed in chapter 3, the criterion test of

the validity of a measure intended to reflect
preferences would be the extent to which it was
able to predict those preferences revealed from
actual decisions. In the absence of RP data, some
economists have been dismissive of even trying.
However, our review of the literature has uncovered
numerous attempts to examine empirical validity
and these are reviewed here. These include evi-
dence on the assumptions underlying the different
techniques, and tests of the values generated by
the techniques against stated and hypothetical
preferences. These issues are considered in
further detail below.
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Testing the theoretical basis of the techniques
The review of theoretical validity identifies the
assumptions and testable predictions of the theory
underlying the different techniques of valuation.
These include, for example, whether or not
peoples’ attitude to risk is constant (SG), or
whether they have a zero time preference (TTO).
Evidence on the extent to which theory correctly
describes the individual preferences provides a
means of empirically testing the techniques.

However, these tests assume that the ‘acid test’ is
the descriptive accuracy of the underlying theory.
Others have suggested that the basis of the tech-
niques is that they offer a more rational basis for
decision-making. This is a form of ‘normative’
validity, and requires that the assumptions have
some kind of normative appeal to individuals or
the decision-makers concerned (Gafni, 1996).
Consideration of this is more difficult since it
has not been tested.

Testing the techniques against stated
preferences

The empirical validity of the values generated

by the techniques can be tested against other
measures of stated preferences. These could be
stated ordinal preferences. For example, when
values are directly elicited from patients before
and after a trial, do the results confirm the
directly elicited views of patients concerning
whether or not they prefer the after treatment
state to the one pertaining before? Such an
approach has not been used in any study found

in this review. There are studies where respondents
are asked to rank hypothetical health states and to
value them using different techniques. The ability
of each technique to correctly predict the ranking
of the states provides some evidence of their
ordinal properties.

The valuations elicited by the techniques should
also possess interval properties for use in economic
evaluation. The only method for examining this
property has been to assess the degree of
convergence between the different valuation
techniques, but this cannot provide conclusive
proof (see the argument in chapter 3).

Testing the techniques against

hypothetical preferences

Researchers may hypothesise that one health

state should be preferred to another. For example
it could be hypothesised on the basis of past experi-
ence that patients with renal failure would prefer to
be in a health state following a successful transplant
than to depend on dialysis. Another test has been

to examine the extent to which health state
valuations for MAUSs are consistent with the
scale. For many pairs of health states defined

by a MAUS classification such as the EQ-5D, one
state can be regarded as dominant over the other
if it is less severe on one health dimension or
more and no worse on the remaining dimensions.
It is hypothesised that the dominant health state
should be logically preferred or regarded as equal
to the other state. The degree of logical consistency
can be examined in terms of the classification of
strict consistency with the predetermined rank
(i.e. >), strict inconsistency in the case of reversals
(i.e. <), and equality (i.e. =). These tests can be
undertaken at the aggregate level, that is, on the
summed responses of respondents, but a more
rigorous check on respondent understanding is
performed on each individual’s answer (e.g. see
MVH data: Gudex et al., 1996 and Dolan et al.,
1996a). High levels of inconsistency could reflect
confusion on the part of the respondent with

the valuation task. Comparisons between
techniques can only be undertaken where the
valuation techniques have been used on the

same MAUS classification and the same set

of respondents.

Review of health state
valuation techniques

SG review

Practicality

Empirical studies using SG have reported
response and completion rates to demonstrate
an acceptable performance in terms of prac-
ticality. Many studies, across different respondent
groups, have reported completion rates between
95 and 100% (Rabin et al., 1993; Patrick et al.,
1994; Morss et al., 1994; Ramsey et al., 1995;
Dolan et al., 1996b; Lenert et al., 1997). Studies
by Revicki (1992) and Gage et al. (1996) report
completion rates over 80%. Whilst many studies
report that SG has proved to be feasible they do
not report quantitative details (e.g. Llewellyn-
Thomas et al., 1982). Clinically based studies
have found SG to be feasible and acceptable
amongst patient groups, for example, cancer
patients (Llewellyn-Thomas et al., 1982)

and lung transplant patients (Ramsey

et al., 1995).

Although SG has shown some completion
problems within particular studies, these have
been no worse than similar difficulties associated
with other instruments used at the same time.
For example, where completion problems
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occurred in studies by Patrick et al. (1994) and
van der Donk et al. (1995), which used SG, TTO
and VAS methods, SG was not seen to be more
burdensome than other methods employed.
Some studies report completion problems with
SG (Revicki, 1992; Stiggelbout et al., 1994), and
Stiggelbout et al. comment that questions were
too hypothetical, but no general pattern emerges
from the literature.

Empirical studies are predominantly interview
based, with some self-completed tasks. We have
not identified evidence to demonstrate the
practicality of SG in postal questionnaire format.
Bosch and Hunink (1996) report the use of SG
via a postal formats combined with a telephone
interview, finding an acceptable completion

rate (11% refused to answer the SG and TTO
questions). Although some commentators report
SG as a complex method of valuation (e.g. Froberg
and Kane, 1989), empirical findings suggest that
the SG can be an acceptable method of health
state valuation provided due care is taken with
its administration.

Reliability

Froberg and Kane (1989) present evidence of good
intrarater reliability (r= 0.77; from Torrance, 1976)
and test-retest reliability (r= 0.80). Table 1 details
more recent studies, adding to the review under-
taken by Froberg and Kane, which provide further
support for the reliability of SG (Boyd et al., 1990;
Reed et al., 1993; Bakker et al., 1994; O’Brien

and Viramontes, 1994; Gage et al., 1996; Dolan

et al., 1996b).

Theoretical validity

As discussed earlier in this chapter and in

chapter 2, SG is based on EUT. It is the most
widely used model of behaviour under uncertainty,
and for many years it has held a dominant position,
as an explanation of choice under uncertainty,
both in the teaching and the application of
economics. Due to its theoretical underpinnings,
SG is viewed as the classic method of decision-
making under uncertainty (Gafni, 1994) and due
to the uncertain nature of medical decision-making
SG is frequently referred to as the criterion or
reference method of health state valuation

(Boyd et al., 1990; Llewellyn-Thomas et al., 1996;
Kavanagh et al., 1996), and often classed as the
‘gold standard’ (Torrance, 1996; Gafni, 1994).
Such theoretical support has led to the automatic
use of SG methods on these grounds, possibly
without due consideration given to other methods
or to study specific characteristics. For example,

in a study by Nichol et al. (1996) the authors

TABLE | Test—retest reliability of the SG, TTO and VAS techniques

Test-retest SG TTO VAS
reliability
| week or less ~ 0.80" 0.87° 0.77%
0.77-0.79' 0.70-0.95'
4 weeks 0.82° 08¢ 0.62°
0.63¢ 0.89¢
3-6 weeks 0.50-0.75'
6 weeks 0.63-0.80°
0.85°
10 weeks 0.73f 0.78¢
616 weeks 0.63 0.83
— props™ — props™
0.74 0.55
—no props™ - no props™
| year 0.53" 0.62" 0.49"
Other 0.82' 0.74'
(time unspecified) 0.80" 0.67-0.92“

Correlation’s undertaken where specified: intraclass correlation
coefficient — b, f, g, j, k; Pearson correlation coefficient — d, m;

others unspecified

Note: see appendix 2 for qualitative comments concerning the

reliability of ME and PTO

?O’Connor et al. (1985),° O’Brien and Viramontes (1994),

© Churchill et al. (1987), ¢ Gabriel et al. (1994), © Molzahn
(1996), Dolan et al. (1996a), 8 Gudex et al. (1996),

" Torrance et al. (1976), Reed et al. (1993), Bakker et al.
(1994),% Gage et al. (1996) (range 1.3 to 28 weeks), ' Ashby
etal. (1996),™ Dolan et al. (1996b)

clearly state that ‘because it [SG] is considered

to be the criterion method for eliciting these
evaluations [patient utilities] we elected to use
the SG to assess patients’ utilities’. If an individual
behaves in agreement with the axioms of EUT,
then the SG method is said to yield utility values.
Yet, if the axioms are violated, as is increasingly
suspected, the justification for preferring the SG
method over alternative valuation techniques,

on the basis of theoretical strength, must come

into question.

Further to the arguments surrounding EUT

is the debate concerning the use of risk and
probabilities (as the unit of measure by which
utilities are elicited), and the related issue of
attitudes to risk, especially risk aversion. As
medical decisions usually involve uncertainty the
use of the SG method would seem to have great
appeal. However, the version of SG used to value
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health states does not value uncertainty but uses
risk to value a certain state (Richardson, 1994;
Broome, 1993; Buckingham, 1993). There is
concern surrounding the influence of factors

in the decision other than the preference for a
health state, such as a gambling effect or risk
aversion (Richardson, 1994; Broome, 1993).
Richardson (1994) highlights that in using risk
as a unit of measure, in the elicitation of health
state preferences, such preferences are exposed
to the effects of a ‘specific utility of gambling’ or
a ‘specific utility of risk’ arising from risk per s,
and points out that ‘Von Neuman and Morgenstern
did not believe that their axioms accounted for
the specific utility of risk’. Such an effect gives
rise to concern over the use of the SG method

as it could introduce an ‘additional, random
element whose relationship to the specific utility
of the risk associated with a medical procedure is
unknown’ (Richardson, 1994).

The possible influence of attitudes to risk within
the SG has raised some theoretical concerns
(Kahneman and Tversky, 1979). A respondent’s
attitude to risk may be risk averse, risk neutral or
risk seeking, and at times may be a mixture of all
three (Loomes and McKenzie, 1989). Individuals
attitudes to risk are liable to affect the choices they
make between different alternatives, therefore, SG
valuations may be affected by differing attitudes

to risk.

The theory underpinning the SG is undoubtedly
theoretically appealing and it has its prominent
supporters, nevertheless, there are strong
arguments against the theory.

Buckingham et al. (1996) reject the idea, implied
by authors such as Torrance and Mehrez and Gafni,
that SG provides a ‘gold standard’, stating that too
much doubt has been cast on the validity of its
underlying axioms (by authors such as Loomes
and Sugden (1982) and Kahneman and Tversky
(1979)) to support such a supposition. Richardson
(1994) presents strong theoretical arguments
against the interpretation of the Von Neuman

and Morgenstern theory and has dismissed SG as
the gold standard, stating that the foundations

of SG in economic theory cannot be accepted as
the basis of measurement in CUA. Johannesson
(1994) presents descriptive evidence to show that
individual decisions often violate EUT and Wakker
and Stiggelbout (1995) state that ‘critical tests of

EUT in decision-theory literature have shown that
EUT is not empirically valid’.

Empirical validity

Evidence: theory. The theoretical underpinnings
of the SG (i.e. EUT) have been subject to growing
scrutiny. For example, according to EUT, the utility
assigned to a particular health state should not be
influenced by the alternative outcomes offered in
the gamble (i.e. the independence axiom), rather
respondents are supposed to adjust their indiffer-
ence probability to allow for alterations in the
gamble outcomes. Llewellyn-Thomas (1982) report
an empirical study to examine this aspect of EUT.
The authors found that SG utilities were strongly
influenced by the characteristics of the ‘failure’
outcome of the gamble, a violation of EUT. Gage

et al. (1996) also found that SG utilities are
influenced by the outcome of the gambles. Further
evidence that respondents systematically violate

the axioms of EUT in the health context has been
further reported by Dolan et al. (1996) and Read

et al. (1984) and more generally by Hershey (1981)
and Schoemaker (1982).

Evidence highlighting differing attitudes to risk
has raised further concern over the validity of EUT.
Individuals have been shown to exhibit differing
attitudes to risk (Bakker et al., 1994; Wakker and
Stiggelbout, 1995; Rutten van Molken et al., 1995b;
Clarke et al., 1997). Kahneman and Tversky (1979)
have argued that respondents generally act as if
they are risk averse when choices are framed in
terms of potential gains and as risk seeking when
choices are framed in terms of potential losses.
Loomes and McKenzie (1989) reviewed evidence
that individuals exhibit a mixture of risk aversion
and risk seeking and that an individuals attitude

to risk cannot be represented by a constant value.
Kahneman and Tversky (1982) also find that
individuals tend to overestimate small probabilities
and underestimate large probabilities and suggest
that probabilities of less than 0.1 and greater than
0.9 present individuals with difficulties, which
subsequently raise concerns in health state
valuation tasks. Wakker and Stiggelbout (1995)
discuss the possibility that people do not treat
probabilities in a linear manner, as EUT supposes,
but that people transform probabilities into
decision weights, with probability transformation
usually in an ‘S’ shape, where small probabilities
are overestimated and large probabilities are
underestimated. Some of the alternatives to EUT,

" Llewellyn-Thomas et al. varied reference states in the SG task and then ‘chained’ back to the death and full health
scale; they then compared SG values to those directly obtained in a SG using death and full health as the outcomes.
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such as Kahneman and Tversky’s prospect theory’
may help to explain some of the inconsistencies in
responses to SG questions, but also serve to high-
light the unstable nature of attitudes to risk. The
evidence relating to the variability of individuals’
attitudes to risk are not compatible with the axioms
of the EUT.

Llewellyn-Thomas et al. (1996) discuss SG in the
context of the criterion method to obtain utilities
and state that ‘because people’s decision behavi-
ours often are not congruent with the axioms of
rational choice, the validity of using this prescrip-
tive method [EUT] to describe an individual’s
actual decision-making, or to select the ‘best’
treatment strategy for that individual, has to

be challenged’ (Llewellyn-Thomas et al. cite
Schoemaker (1982) and Fischoff et al. (1988)).

Evidence: preferences. Assessing the performance
of SG in the context of stated preferences we have
considered the convergent validity of SG and other
valuation techniques, finding evidence to support
a reasonable relationship between SG and TTO
values (Torrance, 1986; Dolan et al., 1996b; Bosch
et al., 1996; Reed et al., 1993; Zug et al., 1995),
discussed further under TTO. Further tentative
evidence of validity is offered by Dolan et al.
(1996b) who report that all methods (SG and
TTO both with props and without) produced a
similar ordinal ranking of health states. Evidence
was also found which indicates that SG does not
correlate well with either health status (see review
in chapter 6) or VAS methods (Rutten van Molken
et al., 1995b; Bakker et al., 1995). SG values have
generally been found to exceed those of VAS
methods (Zug et al., 1995; Gage et al., 1996; Morss
et al., 1994; Revicki et al., 1996; O’Brien et al., 1994;
Bakker et al., 1995; Van der Donk et al., 1995).
Such empirical evidence would suggest that SG
utilities are something other than a measure

of health status.

With respect to hypothesised preferences we have
found empirical evidence relating to the consist-
ency of SG responses with expected rankings.
Dolan et al. (1996b) examine the performance

of SG (and TTO) against 12 logically consistent
comparisons (EQ-5D health states) and report
that SG produced high levels of consistency (popu-
lation sample of 335 respondents). They report

consistency rates of 83.8% for SG with props and
87.5% for SG with no props. Rutten van Molken
et al. (1995b) consider SG responses against
hypothesised preferences based on the natural
underlying order of health state descriptions

used (fibromyalgia patients, n = 85; anklyosing
spondylitis patients, n = 144), and report a good
level of consistency in SG responses. Although they
report that 21% of patients completing SG
provided at least one inconsistent response, about
70% of the inconsistent responses had differences
which fell within the bounds of the standard error
of measurement. Llewellyn-Thomas et al. (1982)
report that SG provided a high level of consistency
against an expected rank ordering of health states
(cancer patients, n = 64). They report 54 (84%)
of 64 respondents ranked five health states via

SG in accordance with a priori expectations; with
nine of the other respondents providing a rank
order with only one inconsistent pairing (at
interview, one).

Dolan et al. (1996b) assessed the empirical

validity of SG responses (and TTO) on the basis

of a priori expectations, developed from the results
of previous studies. The authors hypothesised that
valuations would not differ according to the age,
gender, and employment status of respondent and
that higher valuations would result for respondents
with experience of illness. Results supported the
hypothesis developed; however, the insight into the
empirical validity of SG (and TTO) is tempered by
the contentious nature of some of the hypothesised
preferences applied.

One concern with SG is the potential ‘unwilling-
ness’ of individuals to accept any level of risk (not
even a very small risk) to obtain an improvement
in health. Choice-based valuation techniques such
as SG and TTO rely on the willingness of respon-
dents to trade risk of death or life-years in order
to improve their state of health. Consumer theory
assumes individuals will trade to maximise utility.
A reluctance to trade-off may be related to a
number of issues, such as the context of the
choice (e.g. Kahneman and Tversky, 1979), or to
a misunderstanding of the task. With SG it may be
that extreme risk aversion creates an unwillingness
to take on risk. Such explanations have not been
investigated in the current literature and need
further attention (although Scott (1998), in

" Another is regret theory (Loomes and Sugden, 1982), where the value a person assigns to a health state depends not
only on that health state but also on how that health state compares with the health state the person might have had if
he or she had made a different choice. Subjects may shy away from the gamble choice in SG due to regret aversion.
Regret may occur if they ‘lose’ the gamble and end up with the worst outcome.

33



34

Review of the techniques of health state valuation

a conference paper, begins to address the issue).
A number of authors have reported results indi-
cating an unwillingness to take on risk amongst
some respondents (Stiggelbout et al., 1994; Reed
et al., 1993). Reed et al. (1993), for example,
report that of 35 patients completing SG and TTO
valuation tasks, 16 were unwilling to accept any
significant risk of death, whilst only nine of these
16 gave a similar response to the TTO task (i.e.
zero trade-off). Although, findings of this nature
are not widely reported in SG results, a number
of studies report aggregate values very close to
one for particular health states, without reporting
frequencies (e.g. Bass et al., 1996; Gage et al.,
1996; Dolan et al., 1996b).

VAS review

Practicality

Although there are studies which report problems
with response and completion (Brooks et al., 1991),
VAS methods have been widely accepted as the
most feasible and acceptable of the health state
valuation techniques, demonstrating high response
rates and high levels of completion (Torrance,
1976, Torrance, 1987; Froberg and Kane, 1989;
Kaplan et al., 1993; Busschbach et al., 1994; Bakker
et al., 1994; Silvertssen et al., 1994; Gudex et al.,
1996). Gudex et al. (1996) report that of 3395
respondents only 3.2% of responses were excluded
from analysis, whilst Silvertssen et al. (1994) and
Ferraz et al. (1993) report completion rates of

95 and 100%, respectively. VAS methods have been
found to be less expensive than other methods and
quicker to complete, but not necessarily easier to
complete (Torrance, 1976; Wolfson, 1982; Van der
Donk et al., 1995). VAS methods have performed
well within clinical trials (Gabriel et al., 1993;
Bakker et al., 1994; Busschbach et al., 1994), across
population studies (Gudex et al., 1993; Gudex et al.,
1996) and also when presented via a multimedia
format (Nease et al., 1996). This high level of
practicality has contributed to the wide use

made of VAS methods.

Reliability

In an earlier review Froberg and Kane (1989)
present evidence to demonstrate that VAS methods
are reliable in terms of inter-rater reliability and
test—retest reliability. Further to their review, more
recent empirical results have reinforced the reli-
ability of VAS methods (Gudex et al., 1996; Bakker
et al., 1994; O’Brien and Viramontes, 1994; Gabriel
et al., 1994) (see Tuable 1). These studies cite test—
retest correlation coefficients (intraclass correlation
or Pearson correlation) ranging from r=0.61
(O’Brien and Viramontes, 1994) to r=0.95
(Bakker et al., 1994).

Theoretical validity

There are supporters of VAS techniques who
present them as cardinal measures of strength

of preference (e.g. Kaplan et al., 1993; Revicki,
1992), and indeed the techniques have been widely
used in such a manner. The strongest theoretical
argument for the VAS has been provided by Dyer
and Sarin (1982), who suggest a measurable value
function providing a link between such a value
function and utility. Essentially the function repre-
sents preferences under certainty. Dyer and Sarin
postulate that utility represents preferences under
uncertainty and a stable relationship exists between
values and utilities. Torrance and colleagues have
interpreted this to provide a link between the VAS
and SG, and hence a means of estimating SG values
from VAS responses. This use of the VAS is
examined later in this chapter.

The purpose of stated preference techniques is to
imitate a real life situation to proxy RPs; however,
VAS methods do not present a choice, and are
therefore thought to be unable to measure strength
of preference on a cardinal scale (Johannesson

et al., 1996). Due to the lack of choice and the
absence of opportunity cost in the VAS task, one
common view is that they have no basis in either
economic or decision theory (Richardson, 1994;
Nord, 1991).

The direct and choice-less nature of the VAS tasks
has given rise to concerns over the presence of
interval scale properties (Read et al., 1984; Nord,
1991; Bleichrodt and Johannesson, 1997). There

is a concern that VAS methods are susceptible to
response spreading, whereby respondents use all
areas on the valuation scale when responding
(especially where multiple health states are valued
on the same scale), which challenges VAS methods
in terms of their interval scale properties. Response
spreading (Parducci, 1974) can lead to health states
which are very much alike being placed at some
distance from one another on a valuation scale and
health states which are essentially vastly different
being placed very close to one another, as the
respondent seeks to place (spread) responses
across the whole (or a specific portion) of the
available scale. If response spreading occurs, this
provides another reason why VAS techniques may
not generate an interval scale, and the numbers
obtained may not be meaningful.

Empirical validity

Evidence: theory. The validity of the theoretical
arguments presented by Dyer and Sarin (1982)
have been considered, on empirical grounds, by
Bleichrodt and Johannesson (1997). They carried
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out a consistency test, examining whether
valuations were independent of context, to see
whether VAS methods offer a measurable value
function. The authors found no support for the
existence of such a value function. They report that
VAS (RS) values were related to other health states
included in the valuation task, where valuations
were dependent on the numbers of health states
that are preferred and less preferred to that state
being valued. That is, the severity of the health
states had no impact so long as the numbers of
preferred or less preferred health states remained
constant (similar findings were presented in a
conference paper by Loomes et al. (1994)). Bleich-
rodt and Johannesson relate their findings to the
possible impact of context effects and further
support for findings of this nature is presented by
Nord (1991) and Sutherland et al. (1983). If the
interpretation of VAS valuations as points on a
measurable value function is rejected, there
remains no theoretical justification for the use

of VAS method valuations in CUA.

Nord (1991) raises concerns surrounding the
common practice of valuing numerous health states
together on the same scale. Nord states that values
may be affected by the states with which they are
compared; he suggests that VAS scores should not
be given much emphasis due to concerns over the
equal interval scale properties of VAS methods.
Torrance (1986) emphasises the need to stress to
the subject that relative difference (between health
states) is an issue, in order to capture interval scale
properties when using VAS methods. Kaplan et al.
(1993) have also recognised the potential for
response spreading biases; however, they state that
such biases may be controlled for by valuing one
state at a time or through the use of a balanced
design, and consequently the method may be not
be flawed in this way.

Evidence: preferences. The ordinal properties of
VAS methods have been largely accepted, given
their history within psychometrics and psycho-
physics (McDowell and Newell, 1996; Gudex et al.,
1996). We have considered evidence concerning
the convergent validity of the VAS and other
techniques. VAS methods have generally been
found to have only a weak correlation with SG
and TTO (Rutten van Molken et al., 1995; Clarke
et al., 1997; Zug et al., 1995; Van der Donk ¢t al.,
1995). There is insufficient evidence to infer any
correlation between the VAS and ME or PTO. A
further and possibly more important finding is
that VAS methods correlate well with measures

of health status (e.g. pain, functioning, clinical
symptoms and instruments such as the SIP or AIMS

—see chapter 6), to a much greater extent than

SG or TTO. SG and TTO values have been shown
to be only poorly to moderately correlated with
measures of health status (Revicki and Kaplan,
1993; Revicki et al., 1995). It would appear from the
empirical findings of this review that VAS methods
are measuring aspects of HRQoL which differ from
those being considered by the SG and TTO.

In terms of hypothesised preferences, Gudex et al.
(1996) report good VAS performance in terms of
logical inconsistencies. Presenting results from the
MVH study they report no logical inconsistencies
in the rank order of median (or mean) valuations,
and at an individual level found 57.4% of respon-
dents had no logical inconsistencies at all. Gudex
et al. using the ‘strong’ definition of logical con-
sistency found the rate of inconsistency (with
EQ-5D) to be 2.5%, based on the proportion of
possible inconsistencies. These results would
indicate a high degree of consistency in the VAS
values obtained from a general population sample
demonstrating a good performance against
hypothesised preferences (i.e. based on EQ-5D
descriptors). Further support is offered by an
earlier population study (n = 287) undertaken by
Gudex et al. (1993), which found an acceptable
level of consistency with the VAS. In this study
seven of 28 valuations (mean/median) showed a
reversal of the logical orderings inherent in the
Rosser disability and distress scale (controlling

for factorial design). However, inconsistencies
appeared to be related to one level of disability (V)
which was described by a large amount of text, and
this also caused problems for other techniques.

Given the evidence to suggest a strong correlation
between the VAS and health status, it may be that
VAS techniques are capturing more of the measure-
ment aspect of health status changes than the
satisfaction or benefit conveyed by such changes,
whilst choice-based valuation techniques, such as
SG and TTO, reflect the degree of satisfaction
with movements in health status. This finding is
supported by qualitative evidence of respondents
seeing VAS methods as an expression of numbers
in terms of ‘percentages of the best imaginable
state’ (Nord, 1991), or a ‘percentage of function-
ing scale’ (Robinson et al., 1997). If this is the
case it would be understandable to see health
status changes, which may not provide an overall
improvement in HRQoL, reflected in VAS scores.
On the contrary it may be that very small changes
in health status result in a very large benefit, or
value, to the individual, yet the actual benefit of
such changes to the individual may not be
reflected in VAS scores.
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TTO review

Practicality

The TTO technique has proved to be a practical
and acceptable method of health state valuation
in a wide variety of empirical studies (Ashby et al.,
1994; Detsky et al., 1986; Patrick et al., 1994; Dolan
et al., 1996; Glasziou et al., 1994; Johnson et al.,
1996; Fryback et al., 1993; Kreibich et al., 1996;
Krumins et al., 1988; Johnson et al., 1996). For
example, Johnson et al. (1996) report a 100%
completion rate, Fryback et al. (1993) and Dolan
et al. (1996a) report completion rates in excess

of 95%, and Glasziou report a rate of 91% (see
appendix 2 for further details). The TTO has
been used in a self-administered form (Glasziou
et al., 1994; Perez et al., 1997) with acceptable
response rates, although most agree that interview
application is preferable. Nease et al. (1995, 1996)
have shown that computer-based applications of
TTO are practical and acceptable.

Reliability

In their earlier review Froberg and Kane (1989)
present evidence to support the reliability of the
TTO technique. Further evidence of reliability has
been presented by Dolan et al. (1996), Reed et al.
(1993), Russell et al. (1992), Molzahn et al. (1995)
Gabriel et al. (1994) and Ashby et al. (1994), with
these studies presenting test-retest correlation
coefficients ranging from r= 0.63 to r= 0.85

(see Table 1).

Theoretical validity

TTO has not been related in a specific way to any
existing behavioural theory. However, the sacrifice
element of the TTO task and its development
from the SG afford it some common foundation in
consumer theory (Dolan et al., 1996; Johannesson
et al., 1994). Mehrez and Gafni (1990) restate the
two-stage nature of the TTO, whereby the task first
determines an indifference point between two
certain periods of time (for the better and worse
health states) and then secondly divides the shorter
time period (logically representing the more
attractive state) by the longer time period (reflect-
ing the least attractive state) with the product of
this division (i.e. x/¢) representing a seemingly
‘timeless’ quality weight. In so far as the deter-
mination of the indifference point between two
certain states goes, Mehrez and Gafni (1990)
discuss the TTO in the context of value function
theory, due to the identification of differing

trade-off combinations of health and duration.
Buckingham et al. (1996) align the TTO method
with the welfare economic approach of ‘compens-
ating variation’, where welfare gain is measured by
compensating loss of something else that is valu-
able so that the respondent is returned to their
original level of welfare. Although the theoretical
arguments for the TTO are not as well developed
as they are for SG, they emphasise the conceptual
advantages of choice-based methods in economics.

The applicability of the TTO in medical decision-
making has been questioned by some commentators
(e.g. Mehrez and Gafni, 1991) due to the fact that
the technique asks respondents to make a choice
between two certain outcomes, when health care is
characterised by uncertainty. Others (Stiggelbout
et al., 1994; Cher et al., 1997) have argued that it is
possible to adjust TTO values to incorporate indi-
viduals’ attitudes to risk and uncertainty (see risk-
adjusted QALY, chapter 2). Stiggelbout et al. (1994)
present certainty equivalents” as a means of adjust-
ing TTO values to account for uncertainty, whilst
Cher et al. (1997) incorporate a parameter repre-
senting risk attitude to adjust TTO values to account
for risk attitude with respect to gambles for survival
duration. Richardson (1994) and Buckingham
(1993) argue that the presence of uncertainty in
the valuation task is not essential. Buckingham
states that ‘we do not need to express the value

of risky prospects in terms of a risk” (p. 308), and
Richardson points out that abstraction from risk
per seis not a defect, the defect is abstracting from
the risk of the health intervention itself.

An issue of theoretical concern in the TTO task

is the effect of duration, that is, the effect of the
specific time periods used in the task, hence
relating to the circumstances of valuations. An
underlying assumption of the TTO method is that
individuals are prepared to trade off a constant
proportion of their remaining life-years to improve
their health status, irrespective of the number of
years that remain. Yet the valuation of a health state
may be influenced by the time an individual must
spend it in that state (Sackett and Torrance, 1981).
For example, individuals may adapt to health states
and build up tolerance or they may become in-
creasingly intolerant to that health state over time.
Although duration can affect all techniques of
health state valuation, given that the TTO requires
a trade-off between two different time durations,

" Certainty equivalents ask respondents to identify the number of years in good health for certain they consider
equivalent to a 50:50 gamble of a chance of a long or short length of life in good health. Certainty equivalents offer a
measure of the utility for length of life and enable correction of TTO scores for effects of risk.
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there are concerns over the effect of the specified
duration on the underlying constant proportional
trade-off assumption (Sutherland et al., 1982). If
individuals do not trade off a constant proportion
of their remaining life expectancy in the valuation
of health states, then values elicited using specific
durations (e.g. 10 years) cannot be assumed to
hold for states lasting for differing time periods,
that is, they are not valued irrespective of the
number of years that remain.

A further issue causing theoretical concern with
the TTO technique is the impact of time prefer-
ence on valuations, that is, when a health state
occurs may be important to respondents (Dolan
and Gudex, 1995). It may be that respondents
would prefer to delay an episode of ill health or it
may be that respondents would prefer to experi-
ence an episode of ill health immediately to get it
out of the way. Such preferences can give rise to
varying rates of time preference and contradict the
assumption of constant proportional TTO. For
example, if individuals have a positive rate of time
preference they will give greater value to years of
life in the near future than to those in the distant
future. Where time preference has an impact on
valuations it may not be valid to treat such valu-
ations as an index of strength of preference for
health. One solution to this has been a discounting
procedure to incorporate time preference. By this
method the value of each year is discounted by
assuming a constant rate of time preference.

Empirical validity

Evidence: theory. Given the above discussion of the
theoretical validity of TTO we have found empirical
evidence to support the existence of time prefer-
ence effects (Redelmeier and Heller, 1993; Dolan
and Gudex, 1995) and to support the violation of
the assumption of proportional TTO (Sackett and
Torrance, 1981; Lipscomb, 1989; Stiggelbout et al.,
1995; Dolan, 1996). Dolan and Gudex (1995)
present results which indicate wide variations in
time preferences at the individual level, finding in
a population sample (n = 39) that more responses
implied negative rates of time preference than
positive ones, although the modal time preference
rate was zero. Furthermore, time preference rates
are not constant, at least over wealth (Loomes and
McKenzie, 1989). Considering the effect of dur-
ation, Sackett and Torrance (1981) found that
health state valuations declined as the duration

in the states increased (i.e. 3 months, 8 years and
lifetime). Sutherland ef al. (1982) found similar
results with the VAS technique. Dolan (1996) in

a population study (n = 234) found that the
valuation given to a health state is a decreasing

function of its severity and its duration. The
author found evidence to support the hypothesis
that ‘dysfunctional health states will be seen as
increasingly intolerable the longer they last’.
Such evidence weakens the potentially pseudo-
theoretical approach of the TTO method.

Evidence: preferences. A number of studies have
considered the empirical validity of the TTO in a
pragmatic fashion, on the basis of hypothesised
preferences, that is, expected values (Dolan et al.,
1996b; Gage et al., 1996; Churchill et al., 1987) or
stated preferences (Ashby et al., 1996; Robinson
et al., 1997), finding evidence to offer some
support in terms of empirical validity.

In terms of stated preferences, Ashby et al. (1996)
compared TTO scores with the rank ordering of
states given by respondents. They elicited health
state valuations for health states of women after
treatment for breast cancer, from a number of
groups consisting of nurses, hospital doctors,
general practitioners, university staff and breast
cancer patients (total n = 138). Respondents
ranked and valued five health states, presented
with a health state baseline, and the authors
report results that show a considerable degree of
consistency in ranking and that rank ordering was
consistently reflected in the mean TTO values.

Using convergent validity as an indication of TTO
performance against stated preference we find
there is evidence to suggest a reasonable corre-
lation between TTO and SG valuations (Torrance,
1986; Dolan et al., 1996b; Bosch et al., 1996; Reed
et al., 1993; Zug et al., 1995). However, whilst
Torrance (1976) clearly believed TTO and SG

to be equivalent, others (e.g. Read et al., 1984;
Wolfson et al., 1982) have highlighted the differ-
ences between the scale values of the methods.
Froberg and Kane (1989) remind us that good
correlations do not necessarily produce
equivalent scale values.

In a recent study Robinson et al. (1997) have
considered differences between TTO and VAS
responses by gathering qualitative data from

43 respondents who had taken part in a large
scale health state valuation study. In this study it
appeared that respondents had taken into con-
sideration a wider range of issues in the TTO
exercise than they did with the VAS. Sacrifice and
duration were seen to be obvious issues for
consideration in the TTO task. The respondents
indicated that the TTO valuations were a better
reflection of their health state preferences than
were VAS scores, thereby reflecting on both the
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theoretical and empirical validity of the TTO
technique. Further qualitative evidence of this
nature would be useful in the consideration of
empirical validity.

Churchill et al. (1987) considered the quality

of life in end-stage renal disease, using the TTO
technique in a sample consisting of five patient
groups in this area. These were hospital haemo-
dialysis, home haemodialysis, self-care haemo-
dialysis, continuous ambulatory peritoneal dialysis
and transplant patients. The authors considered
hypothesised preferences on the basis of the a
priori prediction that transplant patients would
score highest, hospital haemodialysis patients
would score lowest and the others intermediate.
The mean TTO scores for each treatment group
confirmed these predictions, and the authors
present these findings, in the absence of a refer-
ence measure, as circumstantial evidence of
validity of the TTO.

Gage et al. (1996) elicited TTO valuations for
three degrees of severity of stroke (i.e. mild,
moderate and severe) in a sample of 70 patients.
They assessed the validity of the TTO utilities
indirectly by examining the ranking of the stroke
utilities, expecting milder strokes to have higher
utilities than more severe ones. The authors report
that with only one exception the expected ordinal
rankings of the stroke utilities occurred. Gage

et al. (1996) also compared the TTO valuations
for moderate stroke with those elicited using SG,
and report that there was no significant difference
between the utilities obtained between the

two techniques.

As discussed under the SG review, Dolan et al.
(1996b) assessed empirical validity of the TTO
technique (and SG) on the basis of a priori
expectations, developed from the results of
previous studies. Results supported the hypothesis
developed, with TTO and SG valuations reflecting
expected preferences; however, readers are
reminded of the contentious nature of the hypo-
thesised preferences applied (see the SG review).
Dolan et al. (1996b) also report that both TTO
and SG (both with props and without) produced
a similar ordinal ranking of health states.

Further evidence of the performance of TTO
against hypothesised preferences is presented
through reported performance in terms of
consistency with logical orderings (i.e. expected
preferences). Dolan et al. (1996b), in a general
population sample of 335 respondents found TTO
methods (both with and without props), to show

high levels of consistency against 12 logically
consistent comparisons (EQ-5D health state
descriptors), finding a consistency rate of 91.7%
for the original valuation task and again at retest.
Gudex et al. (1993) in a population study (n = 287)
found that six of 28 TTO valuations (mean/
median) showed a reversal of the logical orderings
inherent in the Rosser disability and distress scale
used to elicit valuations. However, inconsistencies
appeared to be related to one level of disability (V)
which was described by a large amount of text.
Dolan et al. (1996a), in a large general population
sample of 3395, found the TTO method to be
highly consistent. Laupacis et al. (1993) also present
findings to indicate consistency in TTO methods.

One worrying aspect of the empirical findings of
TTO studies is the extent to which respondents
have been unwilling to trade or sacrifice any of
their remaining life expectancy for improvements
in health in some studies. In some situations such
behaviour may be expected (this type of reaction is
also seen in other choice-based techniques, see the
SG review above), although in other instances it
gives rise to concerns surround the willingness of
the respondent to ‘play the game’ (Dolan et al.,
1996). Empirical studies have highlighted the
potential ‘unwillingness’ of individuals to trade
life expectancy in TTO tasks (Fryback et al., 1993;
Irvine et al., 1995; Handler et al., 1997; Robinson

et al., 1997). Irvine et al. (1995) report that 47%

of respondents refused to trade-off any of their
remaining life expectancy for a shorter life span

in optimal health, despite experiencing a large
number of health problems (ulcerative colitis and
Crohn’s disease patients, n = 94). Robinson et al.
(1997) refer to a ‘threshold of tolerability’ below
which health states would have to fall before
respondents would be willing to sacrifice even a
few days. Dolan et al. (1996) discuss the fact that
studies can include those willing to trade quantity
(life expectancy) for quality (health improve-
ments), but find they do not wish to do so (eliciting
a score of 1.00) and those unwilling to ‘play the
game’ (also eliciting a score of 1.00), and they
raise the question of how many of those health
states scoring 1.00 may be due to preference and
how many may be due to a refusal to participate.
Dolan et al. refer to this as a qualitative difference
between a TTO health state value of 1.00 and
other health state valuations. In a population study,
Dolan et al. (1996) found that approximately 5%
of subjects were unwilling to sacrifice any life
expectancy in order to avoid more than half of the
states they valued. Furthermore, Dolan et al. found
that respondents were more prepared to sacrifice
life expectancy for states that included ‘extreme
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problems’ with any of the dimensions of health
presented. This latter finding may offer further
support in terms of empirical validity.

PTO review

Practicality

The PTO technique (equivalence) has not been
widely used to value health states. Applications of
PTO have been in a methodological environment,
and to date the feasibility and acceptability of

PTO is relatively unknown. In an early examination
of the technique, Patrick e al. (1973) report that it
‘is too complex for use outside of a laboratory-like
individual interview’, stating that ‘the task confused
and offended some judges’. More recently, Nord
(1993a) reports on two studies using PTO via self-
administered questionnaires (using EQ-5D) in
convenience samples of the Norwegian population
and Australian students and nurses, with response
rates of 28.2 and 27%, respectively. Nord (1993b)
found that respondents in a convenience sample

(n = 10) understood the PTO task (involving

14 pairwise choices), yet they found it difficult to
choose precise equivalent numbers. Ubel et al.
(1994) found that in 49 of 252 rationing choices,
subjects thought that it would take an infinite
number of people cured of the less severe condition
to equal the benefit of treating ten in the more
severe condition. Ubel et al. (1994) report that PTO
was not easy to use (they administered PTO via a
written survey). Nord (1995) reports that PTO can
be quite demanding, warns of possible framing
effects and advises the use of a multistep procedures
to introduce individuals to the issues involved. Nord
suggests that self-administered formats may not be
suitable, and also advocates the use of a reflective
element within PTO to allow individuals to consider
their responses. Pinto Prades (1997) found PTO
acceptable and feasible in a pilot study involving
interviews with 30 undergraduate students. Murray
and Lopez (1997) report the use of the PTO
technique to elicit health state preferences for the
assessment of the severity of disability as part of a
large multinational study. Although Murray and
Lopez do not present information on the perform-
ance of the PTO technique, they report that the
PTO protocol was a group exercise (nine groups)
for between eight and 12 participants lasting

10 hours, where discussion was an important aspect
of the process and other health state valuation
methods were used to encourage respondents to
think carefully about the process.

As PTO asks individuals to consider choices
concerning the treatment of others it is thought
that subjects can find it difficult and unpleasant
to make such direct decisions (Nord, 1995). In

a pilot study involving 53 Norwegian politicians
Nord (1995) found that there was a willingness to
respond to PTO tasks (36 respondents); however,
Nord also found evidence that there was some
reluctance to participate (17 respondents). Further
evidence is required from empirical studies to
demonstrate the practicality of PTO.

Reliability

As with practicality, the reliability of PTO is yet

to be demonstrated. Patrick ¢t al. (1973) report a
comparatively low correlation (Pearson; r= 0.60)
with respect to inter-rater reliability, compared
with the VAS (RS) and ME (r= 0.75-0.77 and
r=0.75-0.79, respectively). Further to this, Nord
(1993, 1995) finds a strong random element in
individual PTO responses, but suggests responses
may be reliable at a group level. Nord (1993b)
reports retest findings from 20 individual PTO
responses (‘some weeks after the first response’)
showed a mean difference of 40%. However, there
is not much evidence on reliability, and Nord
himself advocates further research in this area.

Theoretical validity

There presently appears to be no formal
theoretical support, within economic or decision
theory, to underpin the PTO technique. Although
the technique is seen as intuitively appealing
(Nord, 1995) there are no theoretical under-
pinnings advocated in the current literature, other
than psychometric qualities surrounding adjust-
ment or equivalent stimuli (Patrick et al., 1973).
Patrick et al. (1973) talk of PTO as a technique
whereby subjects express preferences in terms
of a point of subjective equality or indifference.
Although the PTO technique is choice based,
the choice is made in a ‘social’ context with
outcomes relating to the welfare of others;
therefore, standard consumer theory cannot be
applied to the decision task. It may be that PTO,
due to its social preference perspective, can be
linked to the economics literature surrounding
the valuation of externalities, yet this has not
been the case so far.

Richardson (1994) supports the potential interval
scale properties of PTO due to the fact that there
is a clear and comprehensible meaning to PTO
(where the numbers are specified). Pinto Prades
(1997) also comments that one of the hypothetical
advantages of PTO is that it asks the right question
(i.e. trade-offs between people).

Empirical validity
Evidence: theory. As a measure of social
preference, PTO has been used to validate other
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techniques of health state valuation, in the context
of resource allocation decisions (Nord, 1991; Nord
et al., 1993). However, in terms of assessing the
performance of the PTO itself few studies have
been undertaken.

In considering the use of a reference outcome

such as the SAVE, Ubel et al. (1994) have presented
some preliminary findings, from a self-administered
survey, to suggest that PTO were not internally
consistent. They report that the results of a test for
multiplicative transitivity, whereby responses against
a standard unit such as the SAVE (they use treat-
ment for acutely fatal appendicitis) should have

a consistent relative value, show PTO responses as

a whole were not consistent. The authors find that
‘in the majority of cases the indifference points
predicted by multiplicative transitivity were greater
than the values the subjects gave when given direct
rationing choices’. Although the authors do high-
light some reasons to be cautious about the results
they report, they also warn that in order to infer
relative values for PTO pairwise comparisons the
technique must be internally consistent.

Evidence: preferences. The study by Ubel et al.
offers some insight into the performance of the
PTO technique against stated preferences. Further
empirical evidence of a stated preference nature
can be found in the convergent validity of the
PTO with other valuation techniques. Patrick et al.
(1973) report no significant differences between
valuations elicited using PTO (equivalence), ME
and the VAS. Froberg and Kane (1989) cite a study
by Miles (1977) — not obtained for inclusion in
this review — which compared the PTO with other
scaling methods, reporting the VAS (CR) and PTO
(equivalence) as having nonsignificant differences
across 12 comparisons.

With respect to hypothesised preferences, Pinto
Prades (1997) compared the performance of PTO,
SG and the VAS on the basis of predictive power,
measuring the degree of ordinal agreement
between an expected ordering (given by the
respondents) and an ordering directly obtained
using the three methods at an individual level

(the degree of agreement was measured using
Kendall’s measure of association — where 0 reflects
independence between orderings). The VAS was
found to have a poor association (-0.06), whilst
SG and two of the three variants of PTO used were
found to have a better association, having similar
results (0.34-0.393), One of the PTO variants
(PTO-3) was found to have a greater level of associ-
ation (0.621) than the other methods used. Pinto
Prades (1997) also assessed the techniques on the

basis of strength of preference (cardinal) using a
hypothetical voting exercise reflecting the treat-
ment intervals of paired comparisons, finding that
the PTO (variant 3 used) was a better reflection

of social preferences than other techniques used.
The study by Pinto Prades is a pilot study within a
convenience sample, yet it may suggest that PTO is
better able to reflect social preferences than are SG
and VAS methods. However, some would argue that
these latter methods do not set out to measure
social preferences.

When considering consistency, as a measure of
performance against hypothesised preferences,
again we have found that there is limited evidence
covering PTO responses. Ubel et al. (1994) report
that 11 of 53 respondents’ PTO scores were
excluded from analysis due to a large number

of inconsistent responses, and of the remaining
42 respondents, inconsistent responses were
common. Some of the inconsistency experienced
by Ubel et al. may be due to responses being
elicited via a self-administered survey.

Nord (1992) comments that when the PTO
technique is used, distributive considerations can
become a serious confounding factor, and these
may limit weights between serious and less serious
conditions. Nevertheless, Nord (1993a, 1994) hypo-
thesises that social values elicited via PTO responses
will reflect a societal preference for life-saving
interventions relative to health-improving inter-
ventions. Ubel ¢f al. (1994) and Pinto Prades

(1997) report results which support such a hypo-
thesis, finding that PTO responses consistently
reflected a respondent preference to treat those
people whom they saw in a worse state. Nord and
Ubel (1994) talk of the ‘rule of rescue’ (Hadorn,
1991), reflecting a desire to save identifiable people
from significant distress.

The literature reviewed here has not considered
the effect on PTO responses of general issues,
such as attitude to risk and the effect of duration
or time preference. Nord (1995) has stressed the
importance of considering possible biases, and has
suggested that ‘PTO response may be sensitive to
the arguments mentioned in the questions, to the
choice of start-point, the numbers in pairwise com-
parisons, and to the choice of decision context’.
As highlighted earlier, PTO responses may be a
function of many considerations, for example
initial severity, health status after intervention

or the nature of the intervention, and at present
there is no empirical evidence to disentangle the
responses, to determine the important arguments
and their relative weights. Nord (1995)
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recommends a ‘reflective equilibrium’ approach,
which takes respondents through a multistep
procedure, in order to carefully consider the
relevant arguments and to reconsider initial
responses in the light of their implications.

ME review

Practicality

Froberg and Kane (1989) state that along with the
VAS, ‘magnitude estimation is the least expensive
and easiest [technique] to understand’, and they
also indicate that ME has provided high response
rates, yet they fail to quantify or reference such
statements. Further to this, we have found no
reports of either response rates or completion
rates for ME in any of the literature identified

in the search.

Reliability

Patrick et al. (1973) in commenting on internal
consistency reported intrarater coefficients (Pear-
son correlation) of 0.74-0.83 for ME, whilst inter-
rater reliability was given as 0.75-0.79. Rosser and
Kind (1978) reported test-retest reliability (as
measured by percentage agreement) at 97.2%
whilst inter-rater reliability was 88%. Gudex et al.
(1993) found that of the three instruments used
in their study (ME, the VAS and TTO) ME was
the instrument most affected by interviewer bias
(indicating poorer inter-rater reliability in ME
than in the VAS and TTO).

Theoretical validity

ME is not a choice-based task and therefore
consumer theory can offer no theoretical
support. ME has not been related to any
behavioural theory, and we have found no
theoretical underpinnings for the technique

in the economics literature. Stevens (1971)
championed ME as a way of overcoming the
weaknesses of the VAS (CR); in particular, ME
was put forward as a way of tackling the lack of
ratio level measurement in VAS (CR) techniques.
The key assumption regarding ME as an instru-
ment for producing health state valuations is that
it produces a ratio scale (although it is generally
accepted that interval-scale properties are suffi-
cient for health state valuation instruments).
Patrick et al. (1973) support the claim that ME

is a ratio measure; however, there are some serious
doubts expressed as to whether this is a tenable
assumption. Kaplan et al. (1979) are not convinced
of the ratio scale properties, and Richardson
(1994) is also sceptical of the ratio properties

of ME. He states that the meaning of the ME
question, of how many times is x worse (better)
than v, is ‘deeply obscure’.

The choice of anchor (i.e. the choice of the health
state defined as 0), has posed some problems in
ME applications. Kaplan et al. (1979) used death
as equal to 0, whilst in their study Haig et al. (1986)
inverted the O to 1 scale by using the absence of
dysfunction and discomfort as 0. In this instance
discomfort is defined as pain/anxiety, combined
with duration and intensity.

Empirical validity

Evidence: theory. Assessing the assumption of
ratio scale properties, Kaplan et al. (1979) report
empirical findings to suggest that ME does not
have ratio properties. They report the results from
a sample of 65 college students rating 30 health
state descriptions, in which ME was found to give
values which were compressed to the lower end
of the measurement scale (death). On this basis
(as well as other evidence comparing ME with the
VAS) Kaplan et al. assert that ME is inappropriate
as a measurement method for a health state index.
Findings from Haig et al. (1986) are more sup-
portive of the ratio properties of ME. They report
that the study by Kaplan ¢t al. (1979) introduced
‘floor effects’ through the use of death as 0 (in
effect not allowing states worse than death to be
valued), and they instead use the absence of
dysfunction and discomfort as zero (as mentioned
above) to attempt to overcome such effects. Haig
et al. report that by using their method ME does
indeed have ratio properties. Rosser and Kind
(1978) were also convinced that ME has the
properties of a ratio scale and used ME to value
the 29 states from the Rosser and Kind matrix.
Although they added the caveat that more work
was needed to verify such a claim.

Evidence: preferences. With respect to empirical
evidence reporting findings against stated prefer-
ences, Patrick et al. (1973) found no significant
differences in the values elicited via ME, the VAS
and PTO (equivalence), presenting this as an
indication of the convergent validity of the three
methods. The authors also stated the relation
between the VAS and ME to be ‘clearly linear’.
Gudex et al. (1993) report findings from a popu-
lation study (n = 287), which suggest convergence
between ME and the VAS, although they also
present information indicating differences
between the techniques.

In the study by Patrick et al. (1973) there are some
doubts cast on their findings in this instance. They
restricted the scale at the upper end with the
description of a ‘perfectly well day’. This is not the
usual practice in ME, and in doing so they may have
effectively turned ME into a VAS task (scale of 0 to
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100). In this case it is hardly surprising that some
form of ME and VAS convergence was shown. Kap-
lan et al. (1979) also cast doubt on the convergent
validity of ME with the VAS (CR). In their study the
compression of scores at the lower end of the scale
meant that these findings were inconsistent with the
VAS (CR). Although as already pointed out above,
the ‘floor effects’ that Kaplan et al. introduced by
using death as 0 may explain these inconsistencies.

Gudex et al. (1993) offer some evidence of ME
performance against hypothesised preferences.
They report that ME produced mean/median
values which were generally consistent with the
logical orderings inherent in the Rosser disability
and distress scale, finding only three of 28 mean/
median valuations with a reversal of the expected
orderings. The only further evidence found to
support the performance of ME against this form
of empirical validity comes from Kind et al. (1982) —
cited by Froberg and Kane (1989) — who found
that the value of health states as implied by the
relative values of UK court awards for personal
injury claims was significantly correlated with

ME scale values.

We found the empirical literature covering

ME to be very limited and failed to identify any
examples of ME being used primarily in a clinical
study. All the articles found were concerned either
with comparing ME with various other measures,
investigating the fundamentals of ME, or in using
ME to provide tariff values in the case of the
Rosser and Kind matrix.

Comparison of health state

valuation techniques

Practicality

The five methods of health state valuation dis-
cussed in this review have generally been reported
to be practical and acceptable (Froberg and Kane,
1989). This in part reflects the development of
props, training of interviewers and other aspects
of good quality in the administration of the tech-
niques (Torrance, 1986). We have found a lack of
empirical evidence to demonstrate the acceptability
of ME and PTO. The lack of evidence for ME
reflects the limited use made of ME in health care.
We have confined our search to the area of health
and health care, and it may be that more extensive
search strategies can further inform on the appli-
cation of ME. The lack of evidence concerning the
PTO reflects the relatively short history of using
the technique.

We report empirical evidence to support the
acceptability of SG, TTO and VAS methods,

although there is some variance in the findings.
VAS methods tend to outperform both SG and
TTO. In a number of studies using the VAS and SG
and/or TTO, VAS methods have had a greater level
of completion (e.g. Detsky et al., 1986; Van der
Donk et al., 1995; Revicki 1992; Patrick et al., 1973).

As one would expect, given the more complex
cognitive task, it would appear that the choice
based SG and TTO techniques result in a larger
number of refusals, missing values and inconsistent
responses. Some of these completion difficulties
are due to misunderstandings, conflicts with
personal beliefs or straightforward difficulties

in understanding the tasks (Fryback et al., 1993,
Gage et al., 1996). Other studies have reported
that respondents have difficulties dealing with
small probabilities (Cairns et al., 1996) or over-
estimate small probabilities (Loomes and
McKenzie, 1989). As discussed in the review

of SG and TTO, although respondents find the
techniques acceptable they are often unwilling
to make a sacrifice in the valuation task. That is,
respondents have been unwilling to trade any of
their remaining life expectancy (not even a few
days or hours) or have been unwilling to accept
any level of risk (not even a very small level of risk),
to obtain an improved health state, even when
respondents are experiencing a large number
of health problems (e.g. Handler et al., 1997).

Although SG and TTO have demonstrated a
similar performance in terms of completion,
TTO has outperformed SG by a small margin
in a number of studies (e.g. Reed et al., 1993;
Van der Donk et al., 1995; Dolan et al., 1996).

Earlier reviews (Froberg and Kane, 1989) have
reported that SG is complex and not intuitively
obvious to most respondents, stressing that it may
be too complex for population studies. We have
reported empirical evidence to support its success-
ful use in population studies (Dolan et al., 1996b,
n = 335). The TTO technique has also proved to
be a practical technique in population studies
(Dolan et al., 1996a,b). Both SG and TTO have
shown to be feasible in a self-completed format
(TTO, Glasziou et al., 1994; SG no props, Dolan

et al., 1996b), but both techniques are unproven in
postal format. The VAS technique has been used
more widely with broader evidence of acceptability
(e.g. Essink-Bot et al., 1990; Silvertssen et al., 1994).

There has been a growth in the number of

studies utilising computer-based methods for the
administration of valuation tasks. We have reported
empirical evidence (see appendix 2) to show
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that computer-based methods (e.g. the ‘U’ titre,
Nease et al., 1995, 1996) have proved feasible and
acceptable for the presentation of SG, TTO and
VAS tasks (Krahn et al., 1994; Morss et al., 1994;
Nease et al., 1995, 1996; Clarke et al., 1997).

SG and TTO have been found to be practical on
most populations, but the VAS is usually marginally
better in terms of response rate and cost.

Reliability

Froberg and Kane (1989) report an acceptable
level of intrarater reliability for all five of the
techniques discussed and good to moderate levels
of inter-rater reliability for VAS (RS), ME and PTO
(equivalence). They do, however, comment on the
general lack of evidence surrounding the reliability
of methods. Ten years on this problem still exists,
with many studies either failing to undertake or
failing to report tests of intrarater and inter-rater
reliability. Given the data available poste Froberg
and Kane, we have focused on reliability over time,
test—retest reliability, and presented results in

Table 1 and appendix 2.

There is a lack of evidence surrounding the
test—retest reliability of PTO and ME techniques.
However, of the two techniques ME would appear
to be the most promising in terms of reliability
(Rosser and Kind, 1978). Rosser and Kind report
test-retest reliability for ME at 97.2%, measured
by percentage of agreement. Nord (1993b)
report poor test-retest findings for the PTO
(40% measured by percentage of agreement),
and express concerns over a strong random
element in individual PTO responses. Further
developments continue with the PTO technique
and further empirical evidence is emerging.

Table 1 reports empirical evidence covering

SG, TTO and VAS techniques, with all of these
demonstrating an acceptable level of reliability.
In three of the five comparative studies reported
in the table, however, choice-based methods out-
perform the VAS, with one case showing similar
results at 1 week retest. SG and TTO techniques
display similar results across comparative studies
in terms of reliability. Empirical evidence would
suggest that although it would be difficult to
express a preference over the two techniques

on the basis of reliability, the TTO offers slightly
better performance statistics on test-retest
reliability, as can be seen by its greater reliability
in three of the five comparative studies cited in
Table 1. Yet, as shown in the table, the differences
between the reliability of all three techniques
are small.

There is little to choose between the SG, TTO and
VAS techniques on the grounds of reliability.

Theoretical validity

We have critically reviewed the basis of each
technique in economic theory and conclude
the following.

Although it has been argued that VAS techniques
are a means of eliciting a measurable value func-
tion (Dyer and Sarin, 1982), such a theoretical basis
is not established in economics. The VAS does not
present the respondent with a choice, and has no
element of sacrifice or opportunity cost, thereby
leaving economists with no means of applying
consumer theory and decision theorists with no
means of predicting decisions. This leaves the
foundation in psychometrics and psychophysics,
which have no direct link with the measurement
of strength of preferences.

Although ME has a fairly long history in the
healthcare decision-making literature (Stevens,
1971) it has been largely unused and theoretically
undeveloped. ME does not present the respondent
with a choice, and some find its meaning obscure
and inappropriate (Richardson, 1994). The
theoretical appeal of ME rests on an assumption
that it is able to provide ratio scale properties
(Stevens, 1971; Patrick, 1973; Rosser and Kind,
1978), yet there are serious doubts concerning
the basis of this assumption (Kaplan et al., 1979).
ME is not related to a behavioural theory, and the
assumption surrounding its ratio level properties
remains unsupported.

TTO is a choice-based technique, involving
sacrifice and opportunity cost, and as such may
find some association with consumer theory and
welfarism. Theoretical support has been sought
amongst those theories surrounding equivalent
and compensating variation; however, such support
is not developed within the current literature, and
TTO remains unrelated in a specific way to any
behavioural theory. Should TTO be considered

in the context of consumer theory three concerns
would present themselves. These being the effect
of duration, the impact of time preference and
the incorporation of uncertainty.

PTO is a choice-based technique, but it relates

to social choice, and the opportunity cost is not
directly borne by the individual. Therefore, con-
sumer theory is not applicable in this instance.
PTO is intuitively appealing, and its approach is
considered by some to be meaningful (Richardson,
1994). It may be that theoretical underpinnings
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will be developed within the economics literature,
with potential opportunities in the externalities
and social choice literature.

SG is undoubtedly the most theoretically appealing
of the techniques reviewed here. It has rigorous
theoretical foundations in the form of EUT,

which has proved to be the dominant theory of
decision-making under uncertainty since the 1950s.
Although its restrictive axiomatic approach has
many critics (e.g. Loomes and McKenzie, 1989),
EUT has demonstrated its theoretical application
to choice under uncertainty, and due to the
uncertain nature of medical decision-making finds
support for its application to health state valuation
(Torrance, 1986; Gafni, 1994). Due to its link with
EUT, SG has been put forward as the criterion or
reference method of health state valuation, often
referred to as the ‘gold standard’. However, in the
face of theoretical arguments against the ‘favoured’
use of EUT and SG in health state valuation and

in consideration of the limited empirical support
for the application of EUT (discussed below) we
cannot support the ‘gold standard’ status of

the SG.

From a theoretical viewpoint only, choice-based
techniques should be used: SG, TTO and PTO.
The choice between SG, TTO and PTO depends
on the perspective employed. The debate
surrounding SG versus TTO is unresolved and
depends on ones belief in the descriptive validity
of the theory or its normative basis.

Empirical validity

Evidence: theory. We have reported that both
PTO and ME lack theoretical support, and have
therefore been unable to comment further on
these techniques. The theoretical argument
associated with the VAS technique, that is,
measurable value function, has been challenged
by Bleichrodt and Johannesson (1997), who
present findings to suggest such a function is

not present. We have also reported evidence to
suggest that the presence of response spreading
in VAS methods is a significant concern. Although
TTO is not directly linked to specific theoretical
foundations, we have reported evidence to
suggest that duration effects and time preference
effects can have an impact on the elicitation and
use of TTO values (Sutherland et al., 1982; Dolan
and Gudex, 1995). We report that it is possible
to adjust TTO-elicited values to address the
absence of uncertainty (Stiggelbout et al., 1994;
Cher et al., 1997), yet we have found no further
empirical literature to demonstrate such
adjustment.

SG is the only technique with clear theoretical
foundations (i.e. EUT), but we have reported
evidence showing that SG values can be strongly
influenced by the outcomes used in the task (i.e.
non-independence) and by the manner in which
the task is presented (Llewellyn-Thomas, 1982;
Gage et al., 1996) and we have reported evidence
to suggest that attitude to risk is not constant
(e.g. Kahneman and Tversky, 1982; Loomes and
McKenzie, 1989; Stiggelbout, 1995; Clarke et al.,
1997). Such evidence suggests that the axioms
of EUT are often violated. If the axioms of EUT
are empirically flawed (as it relates to health
state valuation) as many commentators suggest,
there can be no justification for SG as the
reference method, or ‘gold standard’, for

health state valuation.

Evidence: preferences. We have not found a

large literature reporting the empirical validity of
valuation techniques. Researchers have for some
time found the assessment of techniques in terms
of empirical validity a difficult task, this being due
to the absence of any reference unit of measure-
ment, such as RPs. Yet, we have been able to report
evidence which assess empirical validity of tech-
niques on the basis of their performance against
stated and hypothesised preferences.

In terms of stated preferences we have considered
techniques in relation to available measures of
stated preference, for example ordinal ranking of
health states, and also in the context of valuations
elicited from other techniques employed at the
same time (i.e. convergent validity). Although
many studies consider such issues in their pro-
tocol, we have found that often such results

are not reported (e.g. Dolan et al. (1996a,b) and
Gudex et al. (1996) do not report the results

of ranking tasks which may offer another form

of stated preferences).

There is evidence of a poor to moderate
correlation between VAS values and values from
choice-based techniques undertaken at the same
time (i.e. SG and TTO). This finding, together
with significant evidence to suggest a strong
correlation between the VAS and measures of
health status, raises concerns over the ability of
VAS methods to elicit strength of preference for
health states (these concerns are also compounded
by the findings relating to response spreading).
Such concerns are further supported by qualitative
data reported in the study undertaken by Robinson
et al. (1997), where respondents indicated that
their VAS responses did not truly reflect their
preference. Although the ordinal properties
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of VAS methods are largely unchallenged,
findings of this nature cast doubt on whether
VAS values are able to reflect respondent
strength of preference.

There is little evidence concerning the perform-
ance of ME and PTO against stated preferences.
Gudex et al. (1993) report a comparison between
ME, the VAS and TTO, with some evidence of
convergence between ME and the VAS, although
overall they cite tests (Friedman test statistic)
indicating important differences between valu-
ations produced by the different methods. These
studies are limited, and further evidence is
required to support any relationship.

SG and TTO values have been found to correlate
reasonably well with one another (e.g. Torrance,
1986; Dolan et al., 1996b), suggesting they may
be valuing similar aspects of HRQoL. Whilst we
have found no direct evidence to inform on the
performance of SG against stated ordered prefer-
ences, Ashby et al. (1994) report that TTO pro-
duced mean values which were consistent with
respondent rank ordering of health states and
Robinson et al. (1997) present qualitative evidence
to indicate TTO responses reflect the stated
preferences of individuals.

We report evidence relating to consistency of
response with a priori preferences, and find that
SG, TTO and the VAS have demonstrated good
levels of consistency with the MAUS, whilst a lack
of evidence surrounding PTO and ME leaves the
consistency of these methods unproven. Although
consistency may be a function of the medium used
to present health states for valuation (e.g. the
EQ-5D), thereby making the comparison of
methods dubious, two of the studies reviewed
report comparative results. Gudex et al. (1993)
report that consistency of TTO responses was
superior to the VAS, although the difference was
small (reversals of logical ordering found in six of
28 TTO responses as opposed to seven of 28 VAS
responses), and ME was found to be superior to
both of these techniques (with only three incon-
sistent responses of 28). Gudex et al. do however
report that inconsistency may have been related
to one particular level of disability. Dolan et al.
(1996b) report a TTO consistency rate (91.7%

for props and no props versions) superior to SG
(83.8-87.5%). Gudex et al. (1996) and Dolan

et al. (1996a) report high levels of consistency,
from the VAS and TTO, respectively, amongst

a large general population sample (n = 3395);
however, quantitative information is not presented
in the latter study to allow a direct comparison.

Further to the above study by Gudex et al. (1993) the
consistency of ME is not discussed in the literature
reviewed. The consistency of PTO responses is also
relatively untouched; however, Ubel et al. (1994)
have reported (self-administered survey) a high
number of inconsistent responses and concerns
over the internal inconsistency of PTO, that is, in
relation to a relative unit of measure.

A number of studies have reported the
performance of SG and TTO against hypothesised
or expected (a priori) preferences. The study by
Gage et al. (1996) reports that TTO values reflected
the expected ordinal ranking of stroke severity
(mild, moderate, severe) and that TTO and SG
values for moderate stroke were not significantly
different (SG used to value moderate stroke only).
Dolan et al. (1996b) have reported that both SG
and TTO performed well against hypothesised
preferences with respect to the background
characteristics of respondents. Churchill et al.
(1987) have reported that TTO values reflected
hypothesised preferences within the valuation of
end-stage renal failure treatment modalities.

There is very limited evidence on empirical
validity. In relation to consistency with the MAUS,
the evidence marginally favours TTO, but this is
not sufficient to say one technique is more valid
than another on empirical grounds.

Summary of previous reviews

As we have shown, a number of commentators
have previously compared some or all of the health
state valuation techniques discussed in this review.
Whilst some authors have drawn attention to the
fact that the comparison of techniques is difficult
given the number of variants of each technique
(e.g. Nord, 1992; Dolan and Sutton, 1997) and
given study-specific considerations (e.g. Nord,
1992; Ferguson and Keowen, 1995), others have
stated their preferred techniques. We offer only
brief details of such preferences, and advise the
reader to consult the original references for
further guidance.

Torrance (1976) compared SG, TTO and the VAS,
and points to ‘the TTO method as the best of the
three tested for use on the general public’, with SG
‘as a close second’. Torrance, commenting on the
VAS (CR), found that ‘its only redeeming virtue is
its potential lower cost’. Torrance reaffirms this
view in his 1987 paper by stating a preference for
TTO over SG, recommending that researchers
should use TTO if they can afford it and the VAS
(RS) with a power curve correction if they cannot.
However, Torrance has more recently come out in
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favour of the SG technique (Feeney and Torrance,
1989). Wolfson et al. (1982) considered SG, TTO
and the VAS and favoured TTO, as it would ‘seem

more promising’, given problems with the VAS and

difficulties in the application of SG. Froberg and
Kane (1989) reviewed a wide range of techniques
(including those reviewed in this report) and
concluded that ‘based on data concerning reli-
ability, validity and feasibility, the most promising
scaling methods are the category ratings [VAS],
magnitude estimation, and the time trade-off
methods’. Mehrez and Gafni (1991) find that
‘because medical interventions occur only in a
world of uncertainty the SG is the appropriate
technique, they reaffirm this belief in 1993.
Richardson (1994) reviews the techniques from
a welfarist perspective, and finds the TTO and
PTO more satisfactory than the SG, VAS and ME
techniques. Dolan et al. (1996b) considered SG
and TTO in both props and no props form, and
found the TTO props versions to be better than
TTO no props and TTO to slightly outperform
SG (TTO better on completeness, marginally
better on logical consistency, significantly better
on reliability), but state that there was no clear-
cut ‘winner’ from their study and that there was
little to choose between the TTO props and SG
props techniques.

Mapping from the VAS to SG or
TTO valuations

Introduction

The VAS technique may not produce health
state utilities for calculating QALYs, but there
has been interest in mapping VAS values to SG
or TTO utility values. Torrance et al. (1992), for
example, used the VAS to elicit preferences for
the single and multiattribute health states defined
by the HUIs and transformed these values into
SG utilities using a specially estimated power
function (see chapter 3). The advantages of the
VAS are that it presents a more familiar task and
respondents report finding it easier to complete
than the choice-based methods. The review
presented earlier found evidence of better rates
of completion, consistency and reliability being
achieved by the VAS than SG or TTO. The VAS
also presents fewer ethical problems than SG or
TTO, particularly with patient groups, since it
does not present respondents with potentially
upsetting scenarios involving death (Drummond
and Davies, 1991). There would be significant
practical advantages to being able to map

from the VAS to one of the choice-based
techniques.

Torrance (1976) first observed that TTO and

SG values exceeded VAS values and claimed the
relationships were curvilinear. Represented on

a plot with SG or TTO values on the vertical and
VAS values on the horizontal axes, points would
be above a 45° line and bow outwards, as shown in
Figure 5. Torrance estimated a power relationship
between the VAS and TTO for health state mean
values, and this has been replicated by himself
between the VAS and SG (Torrance et al., 1996)
and by other researchers (e.g. Loomes, 1993;
Stigglebout et al., 1996; Bleichrodt and Johan-
nesson, 1996; Dolan and Sutton, 1997).

The question addressed in this section is whether
the relationships are sufficiently robust to use the
VAS to accurately and reliably predict SG or TTO
values. This section reviews the theoretical grounds
proposed in the literature for any relationship
between the VAS and these two choice based
techniques. This is followed by a review of the
evidence for unique, statistically sound and stable
relationships between the VAS and SG and the
VAS and TTO.

Theoretical explanations

There are numerous theoretical explanations for
the relationship between the VAS and the choice
based methods; some are unique to SG or TTO and
others are common. This review describes them in
order to help interpret the evidence presented
later and to consider the likely stability of any
estimated relationship.
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FIGURE 5 Predicted relationship between SG and VAS
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Risk attitude

The main theoretical argument for the relationship
between the VAS and SG has been from the work of
Dyer and Sarin (1982), since used by Torrance and
colleagues in their work with the HUI-II and HUI-
III, who argue that utilities are a combination of the
measurable value function and relative risk attitude
(see earlier). They regarded the VAS as a technique
for eliciting this measurable value function and SG
the technique for eliciting utilities. According to this
explanation, SG and the VAS will only be the same
for individuals who are risk-neutral. A risk-averse
person would exhibit a concave relationship
between the VAS and SG, indicating he/she would
prefer a certain health state with a value x to an
expected equivalent value x (calculated by summing
two or more health state values by their probability).
For the risk seeker, it would have a convex shape
indicating the opposite. Given most people have
been found to be risk averse over uncertain pros-
pects involving health this provides an explanation
for the relationship presented in Figure 5.

Torrance has proposed the following power
function to represent this relationship:

U=1-(1-V)’ (1)

where the power term b is a person’s constant
relative risk attitude with 4> 1 implying risk
seeking, b < 1 implying risk aversion and 6 =1 risk
neutrality, Uis the SG ‘utility’ and Vis the VAS
value.” A crucial feature of this function is that risk
attitude is assumed to be constant.

Bombardier et al. (1982) explained the relationship
between the VAS and SG in terms of ‘a general
aversion to gambling with one’s health, a ‘gambling
aversion’ which must be distinguished from the
‘risk aversion’ familiar to students of decision
analysis’. This general aversion is fixed regardless
of the level of risk, and hence is represented by a
constant term for the difference between SG and
the VAS. Combined with relative risk aversion it
implies the constant term in equation (1) may not
equal unity. The existence of a fixed gambling
effect in SG utilities has been acknowledged by

a number of health economists (Gafni, 1994;
Richardson, 1994). Richardson (1994) has argued
that this gambling effect is not allowed for in EUT,
and offers a different or complementary
explanation to relative risk aversion.

Time preference

There has been rather less discussion in the
literature on the expected relationship between the
VAS and TTO. An obvious source of any difference
is time preference. A health state value is obtained
from TTO by dividing the length of time in the
chronic state (¢) by the selected lesser time in full
health (x). The time difference has no implications
for a zero rate of time preference (analogous to
risk neutrality for SG). However, any other rate of
time preference would ‘contaminate’ the result. A
constant positive time preference rate, as assumed
in financial investment analysis, would reduce the
value of time spent in the chronic state (i.e. time ¢)
by a greater proportion than the time spent in full
health (i.e. x), and hence the ratio of x to t would
increase. For a constant positive rate of time prefer-
ence, the size of the difference between discounted
and undiscounted TTO health state values is maxi-
mised over the middle range and hence produces
the characteristic outward bowing shown in Figure 5
(see appendix 2 for further detail). A negative time
preference rate would have the opposite effect.

Duration

It has been suggested that time may have another
consequence for TTO health state values through
the impact of duration. There is evidence that for
the prospect of poor health states, particularly
severe ones, they seem worse the longer they are
specified to last in the valuation task (Torrance and
Sackett, 1978; Sutherland, 1982). This would result
in TTO values declining with time, which would
have the opposite effect of a positive time prefer-
ence. The extra time in the chronic state (i.e.

time ) would weigh more heavily than the time

in full health and hence result in a lower TTO
value. Conversely people may believe that with
time they will adjust to the state and hence the
duration effect may raise the TTO health state
values. Existing evidence on valuing hypothetical
states supports the former hypothesis.

Framing effect

An important explanation for the difference
between the VAS and TTO or SG has been the use
of different reference points in the valuation tasks
(Loomes et al., 1994; Dolan and Sutton, 1997). In
the SG question, a respondent is asked to imagine
that he/she is in a chronic health state, certain to
last for some period of time. He/she is then asked
to consider a risky treatment option, one of which

* Currim and Sarin (1984) have proposed another possible relationship: U(X) = (1 -e™)/(1 - €™). The parameter
cis a constant, and reflects the person’s relative attitude to risk as follows: they are relatively risk averse when ¢ < 0;

risk neutral when ¢ = 0 and risk seeking when ¢< 0.
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is better than the reference state and the other
worse. The chronic state of each SG question
therefore becomes the reference state. The TTO
question also asks the respondent to imagine they
are in some chronic state. Whereas with the VAS,
the respondent would take full health as their
reference point ‘on the entirely reasonable
grounds that she is currently in normal health
and has not been asked to suppose otherwise’
(Loomes et al., 1994).

According to Kahneman and Tversky’s (1979)
prospect theory, gains or losses relative to their per-
ceived reference point are valued differently. Kahne-
man and Tversky have argued that individuals are
risk averse over gains and risk seeking over losses.
Under the VAS, any departure from full health
would be regarded as a loss, and hence would have
a lower value than either SG or TTO. Loomes et al.
(1994) have shown how Kahneman and Tversky’s
value function, combined with the different refer-
ence points of the VAS and SG, can generate a curvi-
linear function between SG and the VAS. However
they go on to show that unlike the relative risk
attitude explanation, it does not imply a constant
power term. This ‘reference point plus value func-
tion” would suggest that a separate power function
would have to be estimated for each health state.

Overview

There is no single explanation for the relationship
between the VAS and SG or between the VAS and
TTO. Some theories suggest a potentially stable
functional form for the relationships. However,
the theories suggest different forms and in one
case a different direction for the relationship. For
the VAS to SG relative risk attitude implies a power
function for the relationship, while the gambling
effect suggests a linear function. For the VAS to
TTO a constant time preference rate results in a
power function, but the impact of duration could
be in the opposite direction. It is likely these
theories will operate simultaneously, and this
presents estimation problems.

These theories also depend on individuals’
preferences conforming to some assumption, such
as constant relative risk aversion. One attempt to
introduce a more complex theoretical explanation
for the differences is the application of reference
point theory and this suggests a need to estimate

a separate function for each health state being
valued. This result casts some doubt on the chances
of estimating a single relationship at all.

These explanations also presuppose that the VAS
can generate a measurable valuation function

for strength of preference over health states
under certainty and SG can measure the utility
value of states under uncertainty. Serious doubts
have been raised about the ability of the VAS to
estimate a value function (Bleichrodt and Johan-
nesson, 1997; Loomes et al., 1994). This would
suggest that any relationship observed in practice
could be an artefact, and hence is likely to be
unstable. It would also suggest that the relationship
may depend more on the specific variant used
rather than the technique itself.

Evidence

The extent and significance of the correlation
between SG, TTO and the VAS has been reported
in an earlier section. However, correlation is a
poor measure of agreement. In over 30 studies
reporting comparisons of the VAS and SG (see
appendix 2) SG values consistently exceeded those
of the VAS (e.g. Torrance, 1976; Bombadier et al.,
1982; Llewellyn-Thomas et al., 1984; Read et al.,
1984; Bass et al., 1994). Only one study found the
reverse, but this was not significant in the statistical
sense (Hornberger et al., 1992), and the MVH
pilot survey found a cross-over at around 0.8, with
milder health states having lower SG values than
the adjusted VAS ratings (Dolan and Sutton, 1997).
The 18 studies reporting TTO and the VAS results
found a less consistent relationship, nonetheless,
in the majority of studies TTO values exceeded
those for the VAS.

Studies mapping the relationship between the

VAS and the choice-based methods have used
regression analyses. Some use aggregate level

data sets, where the regression analyses have been
undertaken on mean health state values, and others
have used individual level data. It has been argued
that since the theories operate at the individual
level, then this is the appropriate level of analysis
(Loomes, 1993; Dolan and Sutton, 1997). Others
have taken a more pragmatic line, arguing that
since the results are going to be used in cost-utility
analyses of mean results, where an aggregate
model is more appropriate (Stiggelbout et al.,
1996). We review both levels of analysis.

VAS to SG

Five published studies have been found with
empirical estimates of the relationship between

SG and the VAS (Torrance et al., 1982; Bombardier
et al., 1982; Torrance et al., 1996; Bleichrodt and
Johannesson, 1996; Dolan and Sutton, 1997) and

a conference paper (Loomes et al., 1994). Torrance
et al. (1982) first published the power relationship
shown in equation (1) with its power term equal-
ling 1.61. However, this was not directly estimated
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from VAS and SG data. The equation was estimated
on VAS and TTO data (Torrance, 1976) and they
justified its extension to SG because the earlier
study found TTO values were equal to SG (a
finding contradicted by most subsequent studies).

The first published study using SG and VAS data
was by Bombardier et al. (1982), who estimated

a linear relationship between 35 mean VAS and
SG values explaining 76% of the variation. The
constant term was found to be highly significant.
Torrance et al. (1982) and Loomes (1993) have
subsequently fitted a power function to the same
data with an estimated value for the power term
of 2.16 and 2.27 (and explaining 80% of the
variation), respectively. Torrance and colleagues
estimated weights for the HUI-II using the
relationship between mean SG and VAS values

for four health states. They only fitted a power
function, and this achieved a 97% fit and a

value of 2.29 for the power term. None of these
studies presented standard econometric diagnostic
information on the specification of the models.

It is therefore not possible to compare the models
or judge how well they fitted the data.

At the individual level, Dolan and Sutton (1997),
Bleichrodt and Johannesson (1996) and Loomes
et al. (1994) have been able to estimate a power
relationship. The former study used a Tobit
procedure rather than conventional ordinary
least squares to allow for the censored nature

of the data. The power function was, however,
outperformed by the linear models in terms of
specification and ability to explain variations in the
data. Furthermore, the power function failed all
diagnostic tests of the model. The second study
only estimated power functions, but also found
evidence of heterogeneity and, in many cases, of
misspecification. These studies also found more
serious problems with the relationship. Bleichrodt
and Johannesson (1996) and Loomes et al. (1994)
found the parameter estimate of the power term
(i.e. b) varied depending on the context in which
the health states values were elicited by the VAS.
Dolan and Sutton (1997) also found that different
variants of SG (i.e. props and no props) altered
the parameter values of the models.

VAS to TTO

There were four published studies modelling the
empirical relationship between the VAS and TTO
found by the search (Torrance, 1976; Bombardier
et al., 1982; Stiggelbout et al., 1996; Dolan and
Sutton, 1997) and an unpublished thesis (van
Busschbach, 1994). Three of these studies have
already been reported. Torrance’s estimated a

power function for TTO to the VAS from 18 pairs
of health state values able to explain 79% of the
variation and with a power term of 1.61. Bom-
bardier et al. (1982) estimated a linear model for
the relationship between the VAS and TTO for
the 35 pairs of mean values, explaining 89% of
the variation. Loomes (1993) estimated a power
function with 1.82 for the power term and 88%
of variation. Again it is not possible to compare
these models. Stiggelbout et al. (1996) have
claimed to replicate Torrance’s original findings
on 183 cancer patients rating their own health.
They estimated a power function able to explain
72% of the data and a power term of 1.55. They
did not examine other functional forms, nor did
they report any diagnostics. Stiggelbout et al.
(1994) cited the unpublished work of van Bussch-
bach, who found the power model was no better
than the linear model, and estimated the power
term to be 2.13.

Neither Torrance (1976) nor Stiggelbout et al.
(1996) were able to fit satisfactory power functions
to data at the individual level. Only Dolan and
Sutton (1997) seem to have done this. However,
the power models were again outperformed by the
linear ones, and the power models suffered from
heterogeneity and misspecification. The mapping
functions were also found to differ substantially
between the two variants of TTO.

Discussion

The purpose of this section has been to examine
whether it is possible to estimate unique and stable
relationships between the VAS and SG and the
VAS and TTO. The amount of evidence available
to address this question was limited. There were
only seven studies in total with statistically estim-
ated relationships (with two studies looking at

SG and TTO). Furthermore, these differed in the
level of analysis, the functional forms examined
and the diagnostic testing performed. However,
some indications of the likelihood of finding
sufficiently stable relationships can be gleaned.

At the individual level, only one out of three
studies were able to estimate a statistical model
for TTO and three for SG. The evidence on

TTO and SG, such as it was, could not distinguish
between the theories described above. There was
no evidence of a power function performing better
than a linear form, and indeed where they were
formally compared the latter performed better in
statistical terms. This may indicate that more than
one explanation operates. More larger studies are
required to address the question. It has also been
suggested that a better way of assessing what
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underlies respondents’ answers to the different
valuation techniques would be to conduct inter-
views (Loomes et al., 1994; Robertson et al., 1995).

For the power functional form, the value of the
power term is reported to vary from 1.55 (Stiggel-
bout et al., 1996) to 2.13 (van Busschbach, 1994)
for TTO and 1.59 (Bleichrodt and Johannesson,
1996) to 6.41 (Loomes et al., 1994) for SG. These
values for b translate into differences in health
state values of up to 0.11 for TTO and 0.28 for
SG on a 0 to 1.00 scale. These are likely to have
considerable implications for the incremental
cost per QALY of different interventions.

Variations in model parameters may reflect
differences in attitudes to risk or time, the role

of different reference points or simply a more
complex relationship than has been modelled in
these studies. Some of these differences may have
arisen from the use of different variants of the
techniques, such as whether or not death and full
health were used as end-points in the VAS, which has
been suggested by Stigglebout et al. (1996), or the
severity of the other states being valued in the VAS
task, which was found by Loomes et al. (1994) and
Bleichrodt and Johannesson (1996) to be associated
with different parameter values. For these reasons,
Loomes et al. (1994) concluded that ‘even if there
appears to be a systematic general relationship
between VAS scores and SG utilities, there seems no
straightforward way of converting one into the other
which is stable across procedures and contexts’.

Models for TTO and SG performed better at the
group level, and were able to explain a majority of
the variation. On pragmatic grounds Stigglebout
et al. (1996) have argued that this is more appro-
priate for cost—utility analysis. Furthermore, less
variation has been found in the parameter values
of the VAS to SG relationship at this level. Existing
published evidence is limited to two studies for
SG and three for TTO. These were based on very
small numbers in some instances (e.g. Torrance

et al. (1996) used four pairs of mean health state
values), and none reported diagnostic test results for
evaluating the appropriateness of different specifi-
cations. There has also been no attempt to test the
ability of these models to predict directly obtained
mean SG values on an independent data set. This
lack of evidence would seem to provide an insecure
foundation on which to conclude that there is a
unique and stable relationship between the VAS
and SG or TTO. We therefore recommend SG
and TTO values are obtained directly, rather than
estimated from VAS values, until better evidence
becomes available at the group level.

Conclusions

Considering the available literature as a whole,
several observations can be made. We have con-
sidered techniques against the specified review
criteria and we have considered the mapping of
values from the VAS to SG and TTO, and
conclude the following:

¢ Practicality. ME and PTO lack empirical support
but there is little to choose between the other
techniques discussed, all have proved to be
practical on most populations, although VAS
techniques have performed slightly better and
have cost advantages.

¢ Reliability. There is little evidence relating to
ME and PTO and there is very little difference
between the performance of SG, TTO and VAS
techniques. Present evidence does not offer a
basis to differentiate between the SG, TTO and
VAS techniques.

¢ Theoretical validity. Only choice based tech-
niques should be used: SG, TTO and PTO. The
choice between SG, TTO and PTO depends on
the perspective employed. The debate surround-
ing SG versus TTO is unresolved, and depends
on ones belief in the descriptive validity of the
theory or its normative basis.

¢ Empirical validity. Empirical evidence relating
to the theoretical perspective of the techniques
has shown that there are problems with all
techniques in terms of descriptive validity. The
empirical evidence available to inform on the
performance of techniques against preferences
would suggest that (1) VAS techniques may be
measuring aspects of health status rather than
valuing health states, and (2) choice-based
methods are best placed to reflect strength of
preference for health states. Other than that it
seems there is little to choose between the
choice-based methods. SG and TTO are the
most developed techniques, with PTO being
relatively undeveloped as well as focusing on
social preference. SG and TTO have been
found to give similar results, although SG
values tend to exceed those of TTO. At
present the empirical literature informing
on empirical validity would favour TTO,
although this currently reflects the sparse
literature available.

* Mapping of values. Given the current literature
relating to the modelling of SG and TTO
values from VAS responses, we conclude that
the relationship between these techniques is
not robust, and current evidence provides an
insecure foundation for a unique and stable
relationship between them. We recommend that
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SG and TTO values are obtained directly, rather
than trying to estimate them from VAS values.

Taking a wider view, it would seem that specific
valuation techniques may be more appropriate
in specific situations. The literature would lead
us to believe that TTO is more suited than SG to
the valuation of chronic health states lasting for
a number of years (Dolan and Gudex, 1995);

this may be demonstrated by the relatively large
number of studies in the area of renal disease
which have used the TTO to good effect (Laupacis
et al., 1996; Churchill et al., 1990, 1991; Russell

et al., 1992; Molzahn et al., 1996). Whereas, SG

is perhaps conceptually preferable in situations
where there is an actual risk, for example hip
replacement (Laupacis et al., 1993). Unlike TTO,
SG permits the possibility of a catastrophe (death
at young age), which may more closely reflect
patients concerns, in certain situations, than
does giving up some remaining life expectancy
at a point in the future (Reed et al., 1993). When
using SG to value health states, which involve a
very large or a very small risk, that is, less than 0.1
or greater than 0.9, evidence would suggest that
respondents may overestimate or underestimate
the true risks involved (Kahneman and Tversky,
1982; Loomes and Mckenzie, 1989), therefore
researchers are advised to consider such effects
in advance.

We would advocate a considered approach to
the selection and use of health state valuation
techniques. Although we have highlighted the
fact that the present literature covering the
valuation techniques is sparse, we feel it can
offer an invaluable insight, both theoretically
and empirically, to those wishing to elicit health
state valuations. We support the use of SG or
TTO, yet the choice between the techniques will
depend upon the particular study question and
characteristics. PTO would also seem to present
a promising technique for the elicitation of
social preferences, yet further development

is still required.

Further research evidence is required to inform
on the performance of techniques in terms of
practicality, reliability, theoretical validity and
especially empirical validity. We see SG, TTO and
PTO as the techniques most deserving of further
examination. More recently, researchers have
turned to a more qualitative style of investigation
(e.g. Robinson et al., 1997). We see this as a
fruitful avenue of investigation, and would
advocate further qualitative research to assess
health state valuation techniques.

Readers are reminded that we have not considered
many of the factors which may impact upon the use
of health state valuation techniques. We have only
considered technique-specific issues present in the
literature, and in doing so have not covered non-
technique sources of variation, such as method

of administration (e.g. postal survey or interview-
based methods of administration), reference
effects (e.g. which health states to use and in
which order) or whose values to elicit (e.g.
patients, physicians, public). For further guidance
on these issues, readers are advised to consult
Froberg and Kane (1989a,b) and Dolan and
Sutton (1997) as a starting point.
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Chapter 5
A review of five MAUSs

AUSs are widely used in economic
evaluations alongside clinical studies to
value the benefits of health care in terms of
QALYs. The crucial difference between these
and other measures of HRQoL is that the weights
used to score them have been obtained using one
of the preference elicitation techniques described
in chapter 4 (Drummond et al., 1987). Further-
more, MAUSs produce a score of 1 or less, where
1 is equivalent to full health and 0 is death. Scores
take a negative value for health states regarded
as worse than death.

Five MAUSs have been found from a search

of the literature to have been used in studies
published up to the end of 1996, and these are the
instruments reviewed in this chapter. The five are:
the QWB, Rosser’s disability/distress classification,

TABLE 2 Characteristics of MAUSs

MAUS Descriptive characteristics

Dimension Levels Health
states

Rosser Disability 8 29

classification Distress 4

QWB Mobility, physical activity, 1170
social functioning 3
27 symptoms/problems 2

HUI-II Sensory, mobility, emotion ~ 4-5 24,000
Cognitive, self-care, pain
Fertility 3

HUI-II Vision, hearing, speech 5-6 972,000
Ambulation, dexterity
Emotion, cognition, pain

EQ-5D Mobility, self-care, usual 3 243
activities, pain/discomfort
Anxiety/depression

15D Mobility, vision, hearing, 4-5 Billions

breathing, sleeping, eating,
speech, elimination, usual
activities, mental function,
discomfort/symptoms,
depression, distress, vitality,
sexual activity

the HUI (mark I to IIT), the EQ-5D and the 15D.
These MAUSs differ considerably in terms of their
dimensions, size, and methods of valuation, and
they have been developed in different countries
(Table 2). There is little guidance in the literature
on which MAUS:s to use, and there has been no
systematic review of these scales against

economic criteria.

The MAUSs are reviewed in this chapter in terms
of the criteria of practicality, reliability and validity
using the check-list for judging preference-based
measures developed in chapter 3. The review is
conducted on papers identified through a syste-
matic search of the literature. The chapter begins
by briefly describing the characteristics of each
instrument. This is followed by a description of the
methods and results of the systematic search. The

Valuation characteristics

Valuation Method of  Sample Country

technique extrapolation

(1) ME None 70 (selected) UK (London)

(2) Synthesis of ~ None 140

ME, VAS, TTO (representative)

VAS Modelling 866 USA
(representative) (San Diego)

VAS transformed Algebraic 203 (parents)  Canada

into SG (Hamilton)

VAS transformed Algebraic 504 Canada

into SG (representative) (Hamilton)

MVH -TTO Modelling 3395 UK

and VAS (representative)

VAS Algebraic Finland
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bulk of the chapter is devoted to a detailed review
of each instrument. The final section compares the
instruments on the basis of the results of the review.

Description of the instruments

Quality of Well-Being Scale

The QWB, formerly the Index of Well-Being,

is the oldest of the QALY instruments (though its
developers prefer the term ‘well-year’). The basic
structure of the classification and its valuation has
remained largely unchanged since the pioneering
work of Bush and his colleagues, though there have
been a number of revisions to its wording, its size
and the preference weights (Patrick et al., 1973a;
Kaplan et al., 1976; Bush et al., 1982; Kaplan and
Anderson, 1988; Kaplan, 1993a). This review is
concerned with the latest published versions of
the QWB, although the previous versions are
sufficiently related for the earlier empirical

work to be relevant to this review.

The HSC contains two components (Table 2):
three multilevel dimensions relating to function
(mobility, physical activity and social activity) and
a list of 27 symptom and problem complexes (e.g.
‘general tiredness, weakness, or weight loss’, ‘wore
eyeglasses or contact lenses’). The functional
dimensions and the symptom/complexes combine
to form 1170 health states. A patient is assigned to
this classification from an interview.

An overall health state score is calculated by a
simple additive formula, that is, one plus the
decrement (i.e. negative weight) associated with
the level of each of three functioning dimensions
and the most highly weighted symptom/ problem
suffered by the patient.” These weights were
estimated statistically from a sample of health
states valued using a version of the VAS on a
representative sample of the general population
of San Diego, USA (Kaplan, 1989).

Rosser disability/distress scale

This classification was developed by Rosser and
others in the 1970s as a measure of hospital output
(Rosser and Watts, 1972; Rosser and Kind, 1978),
and in the 1980s it became the most widely used
instrument for deriving QALYs in the UK. The
content of the classification has remained largely
unaltered, though different methods of

administration have been developed, including
a self-completed version.

The classification has two dimensions, disability
and distress, with eight and four levels, respectively.
The disability dimension has descriptions for each
level, for example level 3 is ‘Severe social disability
and/or slight impairment of performance at work.
Able to do all housework except very heavy tasks’,
whereas the four distress levels are simply none,
mild, moderate and severe. Together the two
dimensions define a total of 29 health states (the
matrix defines 32 states, but the worst level of
disability is unconsciousness, and hence there

is no distinction between the four states defined
by the different levels of distress). Patients were
originally classified by clinician assessment. More
recently a self-completed instrument called the
Health Measurement Questionnaire (HMQ) has
been developed for classifying patients (Gudex
and Kind, 1988). Patients have also been mapped
on to the Rosser classification from other health
status questionnaires (Coast, 1992).

The most commonly used weights were obtained
by Rosser and her colleagues from 70 respondents
using a version of ME (Kind et al., 1982). The
classification has since been revalued by a larger,
general population sample using ME, the VAS
and TTO (Gudex et al., 1993). These methods
produced different values, and the authors
recommend a matrix of weights based on a
synthesis of the results.

Health Utility Index

The HUI was devised by Torrance et al. (1982).

The earliest version, now known as the HUI-I, has
been succeeded though not replaced by two revised
classifications, the HUI-II and HUI-III (Torrance

et al., 1995; Feeny et al., 1995). The HUI-III is
closely related to the HUI-II but both differ
substantially from the HUI-I. Only the HUI-II

and HUI-II are reviewed here.

The HUI-II has seven dimensions: sensation,
mobility, emotion, cognition, self-care, pain and
fertility, with three to five dimensions and defines
24,000 states in all. The HUI-III is an adaptation of
the HUI-II. The number of dimensions has been
increased to eight and includes vision and hearing
as separate dimensions, along with speech, ambu-
lation, dexterity, emotion, cognition and pain,

"W=1+ (CPXwt) = (MOBwt) + (PACwt) + (SACwt), where Wis the health state score, CPX is the worst
symptom/problem, MOB is the mobility scale, PAC is the physical activity scale and SAC is the social activity scale

(Kapaln, 1989).
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whilst fertility was removed. The number of levels
has been increased to between five and six, and it
defines 972,000 health states. Patients are assigned
to the classifications from a 15-item self-completed
questionnaire, from face-to-face interview and

by telephone.

A utility value is obtained by inputting weights

for each dimension into a multiplicative formula.
These weights were estimated from valuation data
obtained from a sample of parents from Hamilton,
Ontario, using VAS responses transformed into SG
values using a specially estimated power function.
The weights for the HUI-III had not been
published at the time of writing.

15D

This measure originally had a 12-dimensional
classification, but it has been revised to 15 dimen-
sions (Sintonen and Pekurinen, 1993). Further
revisions have been made to the dimensions to
form the 15D.2, and this is the recommended

version for future applications (Sintonen, 1994a,b).

Evidence from both versions of the 15D is reported
here, since the 15D.1 is sufficiently similar to its
successor to be relevant.”

The dimensions of the 15D are mobility, vision,
hearing, breathing, sleeping, eating, speech,
elimination, usual activities, mental function,
discomfort and symptoms, depression, distress,
vitality and sexual activity. Each dimension

has five levels and hence the classification is
able to define many billions of health states.
Patients are classified by a self-completed
questionnaire where respondents are simply
asked to indicate their level of health on each
of the 15 dimensions.

Health state values are estimated from a simple
additive formula, where a value is assigned to
each dimension level, and these are multiplied by
a weight representing the relative importance of
that dimension and summed to derive a single
index. These weights were elicited from a sample
of the Finnish population using versions of the
VAS and ME.

EQ-5D

This instrument was developed by a multi-
disciplinary group of researchers from seven
centres across five countries (EuroQol Group,
1990). The original version had six dimensions,

the EQ-6D, which has been succeeded by the
five-dimensional EQ-5D. Patients are classified
on to the EQ-5D by completing a five-item
questionnaire, suitable for self-completion

or interviewer administration.

The five dimensions of the EQ-5D are mobility,
self-care, usual activities, pain/discomfort and
anxiety/depression. They each have three levels,
and together define 243 health states. Surveys to
value samples of EQ-5D health states have been
undertaken using a VAS (van Agt et al., 1994;
Badia ef al., 1995; Selai and Rosser, 1995). How-
ever, the most significant valuation work with

the EQ-5D has been a large-scale survey under-
taken in the UK by the MVH Group at York.
Their work produced weights for valuing the
EQ-5D based on TTO and VAS valuations. The
result is an additive formula with decrements for
the moderate and severe dysfunctional categories
of the five dimensions, a constant term for any
kind of dysfunction and the term ‘N3’ for when-
ever any of the dimensions are severe. Separate
algorithms are available for different socio-
demographic groups.

Instruments excluded from this review
This review has not included all multi-attribute
utility instruments. These are briefly described
below, and the reasons for their exclusion
explained.

Index of Health Related Quality of Life

The Index of Health Related Quality of Life
(IHQL) was developed by Rosser and Colleagues
from the disability/distress classification (Rosser

et al., 1992; Rosser et al., 1993). In the first stage

of its development, distress was subdivided into
physical discomfort and emotional distress. This
‘three-dimensional’ version defines 175 composite
health states. The three dimensions have been
further divided into seven attributes, and these in
turn into 44 scales. The scales have been divided
into 107 descriptors, which in total have 225 levels.
This hierarchical classification of the IHQL defines
many millions of states. The three dimensions has
been valued using SG and a matrix of health state
values published in an edited volume (Rosser et al.,
1992). The IHQL was valued using the VAS, and
provisional results presented in the same volume.

Descriptions of the methods of valuation have not
been published elsewhere, and it has not been

* An instrument has been developed for measuring health-related quality of life in adolescence based on the 15D, but
this review has been limited to measures of adult health (Apajasalo et al., 1996).
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possible to critically review this work on the basis
of what is available. No applications been found
in refereed journals from an extensive search of
the literature.

The Australian multi-attribute

utility instrument

Hawthorne, Richardson and others at the Uni-
versities of Melbourne and Monash have developed
a multi-attribute utility designed for use in priori-
tising healthcare spending in Australia. On the

basis of a literature review, consultations with health
professionals and extensive psychometric testing the
team have derived a classification with five ‘major’
dimensions (illness, independent living, social
relationships, physical senses and psychological well-
being) with 15 items. This developmental work has
been reported in a discussion paper. The team have
undertaken a valuation of health states by TTO and
estimated a scoring algorithm for estimating a single
index using an algebraic approach. The results of
this work were not available when this report was
being prepared. This is potentially an important
instrument but it is not possible to undertake an
extensive review at the moment.

SF-6D

A team of researchers at the University of Sheffield
has developed a method for deriving a single index
value from the SF-36 (Brazier et al., 1998). An HSC
was derived from the SF-36 that would be amenable
to valuation. The result was a six-dimensional classi-
fication with between two and six levels, the SF-6D
HSC. A total of 9000 health states are defined by
this classification. A survey was undertaken to value
a sample of states by 165 respondents including
patients, health professionals, managers and
students. They were each asked to value 15 health
states using the VAS and SG techniques. A scoring
algorithm has been estimated by statistical tech-
niques. This work has been followed by a much
larger study based on a survey of 600 UK residents
representative of the UK population due to report
in April 1999.

The potential of the SF-6D derives from its use
of the SF-36. This has two advantages. Firstly this
instrument has been shown to be more sensitive
than the Rosser and EQ-5D instruments for some
common conditions (see review below). The
second advantage is that the SF-36 has become
one of the most widely used general measures of
health-related quality, and the SF-6D provides a
way of deriving a preference-based single index
for use in economic evaluation. However, the
results were not published during the time
frame of this review.

Search strategy

This review is based on a systematic search of the
literature up to the end of 1996. Two approaches
were used to identify articles on the MAUSs: (1)
using all permutations of the names of specific
scales or instruments and (2) performing an author
citation search on the original articles that describe
the development of each scale or instrument. The
search terms are set out in Box 4.

A noticeable feature from this aspect of the
review is the proliferation of terms for describing
the measures which was often compounded by
the tendency for a measure to undergo several
changes either in its form or simply in the way
itis described.

A total of 163 papers have been identified by
this strategy (and are listed by instrument in
appendix 3). These were retrieved and form the
material for this review. The papers were divided

BOX 4 Search strategy

Rosser* classification

Rosser matrix

Rosser distress {categor*/state*}
Health Measurement Questionnaire
Index of health related quality of life
Index of wellbeing

Index of well-being

Quality of wellbeing

Quality of well-being

QWB

Health utilities ind*

Heath states utility ind*
Multiattribute* health ind*
Multi attribute* health ind*
Multiattribute* theor®
Multiattribute* analys*

HUI

Quuality adjusted life year™®
QALY*

Classification of illness states
15D

15 dimension*

12D

12 dimension*

Euroqol

Euroqolc

Well year*

Multiattribute* utilit*

Multi attribute* utilit*

Multi attribute* health state™
Multiattribute* health state*
Multi attribute* theor®

Multi attribute* analys*
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into methodology and applications. The
methodological papers (n = 92) described the
instrument, the development of its classification,
the derivation of its values, or provided an over-
view of how it can be used. These included the
empirical work conducted to derive the descriptive
classification and its weights. The papers reporting
applications of the instrument (n = 71) provided
the empirical evidence for this review. To assist in
summarising these papers, the studies have been
tabulated by instrument (see appendix 3). These
tables describe whether the study includes evi-
dence on the following: the patient group, the
number of patients, time to complete the question-
naire, response rates, completion rates, reliability
(inter-rater and retest), content and face validity,
construct validity, and empirical evidence on
relationship to hypothetical or stated preferences
(there were no RP data).

Review of five MAUSs

Quality of Well-Being Scale

Published literature

There were 32 papers addressing specific
methodological aspects of the derivation of the
classification, the methods of valuation and the
use of the QWB resource allocation decisions and
there were 26 published empirical studies using
the QWB covering a wide range of conditions
(see appendix 3).

Practicality

The questionnaire is administered by trained
interviewers. There is a self-completed version,
but this method of administration is not recom-
mended since it has been shown to result in the
misclassification of health problems (Anderson

et al., 1986). It takes between 1 and 2 weeks to
train interviewers to administer the questionnaire
(Read et al., 1987). The interview involves detailed
probing of the respondent. The developers claim
it can take between 7 and 15 minutes to conduct
an interview (Kaplan, 1994), but the range
reported in published studies went up to

20 minutes (Bombardier and Ramboud, 1991).

Few studies have formally reported response
rates. In one study with older adults, the response
rate was 68.2% (Andresen et al., 1995), but 100%
was achieved in the study of patients with chronic
obstructive pulmonary disease (COPD) (Kaplan
et al., 1989). The rate of completion was 93 and

100% in each of these studies respectively.
Andresen et al. (1995) found it was more complex
than the SIP and the SF-36, and Wu et al. (1990)
and Bombardier and Ramboud (1991) also found
it a complex instrument to use.

Reliability

The only published article reporting on retest
reliability was an assessment of the interday
reliability (Anderson et al., 1989). The authors
used the results of five empirical studies which
found that assessments 1 day apart had correlations
of 0.78-0.99 and the majority were in excess on
0.9. However, the ability of this study to assess
retest reliability must be questioned because the
data were obtained retrospectively in one block
rather than prospectively.

The reliability of the interview method has been
examined by testing the accuracy of assignment
against a recording of the interview. Ninety six per
cent were found to be classified correctly. There
were no papers on inter-rater reliability. A com-
parison of self versus interviewer modes of admin-
istration found correlations of 0.98, but the authors
believed this masked some important differences
owing to false self-reporting associated with the
self-completion (Anderson et al., 1986).

Descriptive validity

Content and face validity. The first version of

the classification was based on items from a review
of the literature and of survey instruments used
over the previous decade (including the US Social
Security Administration Survey of the disabled
and the Health Interview Survey). The developers
claimed the function scales and symptom and
problem item list were exhaustive. The specific
reasons for the choice of mobility, physical func-
tion, social function and the symptom/problem
list have not been published. Some of the function
levels and the items in the list of symptoms were
merged and others were excluded in subsequent
versions of the instrument (Kaplan, 1989). These
changes were based on experience from using

the instrument or the results of the valuation.
Items in the symptom/problem list found to have
approximately the same rating by respondents
were combined,” and four items were added to
the list of problems and symptoms. Other items
can be added to the list.

The QWB seems to be comprehensive in its
coverage of function and symptoms or problems,

*The version in Kaplan and Anderson (1988) combines items 3, 4, 5 and 6 from Kaplan et al. (1976) into a single item.
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but it has been observed that it is less compre-
hensive in mental health (Read et al., 1987). Mental
health is not assessed as a separate dimension in
the QWB, though the most recent version has a
symptom/problem called ‘excessive worry or
anxiety’. The developers believe mental health
affects function in the same way as physical health,
and should not require its own dimension. This
ignores a substantial body of work which shows
mental health domains, such as depression and
anxiety, to be distinct constructs (Ware et al.,
1984). The QWB also excludes those aspects of
health concerned with social support and friends.
The social function dimension is limited to
participation in work and attendance at school
and not leisure activities.

Researchers have expressed concern at the
insensitivity of the classification (Tandon et al.,
1989; Liang et al., 1990). In the latest version,

two of the three functioning scales have only

two dysfunctional levels, and this would seem to
permit little scope for measuring change. Kaplan
et al. (1976) have argued that it is the symptom/
problem list which makes the instrument sensitive.
Furthermore, given the multi-collinearity between
the components of the QWB, it is not appropriate
to separate out the subscales. The list of symptoms
and problems is indeed very extensive, but at face
value the items do not seem very sensitive since
they are dichotomous. There is no allowance for
the intensity or frequency of the symptom or
problem. For example, you either have, or do

not have, trouble with sleeping, and such a
dichotomy seems unlikely to measure small but
potentially important improvements in sleeping.
This may be less important in practice because
the scoring of this domain works by selecting the
worst symptoms or problems associated with a
given state of ill health, and thereby achieves a
finer gradation in practice. For example, the
worst problem may switch from troubled sleep

to pain in the ear following a successful inter-
vention. The ability of this scoring algorithm to
overcome the insensitivity of the descriptors is

an empirical issue.

There has also been rewording of the items from
the original version, mainly to replace items about
capacity with those concerned about behaviour
and actual performance (Kaplan et al., 1976;
Kaplan and Anderson, 1990). This contrasts with
the HUI classification which is concerned with
capacity. Kaplan et al. (1976) have argued that
asking about behaviour and actual performance
avoids the respondent having to make difficult
judgements about what he/she could do.

The wording of the items in the QWB seems
straightforward and in most cases reasonably
clear. Some items are lengthy, however, and
combine quite disparate things. The social activity
scale, for example, combines work with self-care
activities. In the symptom/problem list, one item
combines ‘hands, feet, arms or legs either missing,
deformed, or paralysed’. Another combines ‘pain
in ear, tooth, jaw, throat, lips and tongue’ with
‘runny nose’. These were combined on the
grounds that they have been equally valued,

but it is questionable whether they make much
sense together.

Construct validity. Thirteen of the 25 studies

listed in appendix 2 were found to report results
on the construct validity of the QWB. The QWB
has been found to be significantly correlated with
the general HSMs of the SIP (Hornberger et al.,
1992; Read et al., 1987) and the SF-36 (Andresen

et al., 1995) and with the condition-specific
Arthritis Impact Scale (Kaplan et al., 1984), the
Functional Status Index (Ganiats et al., 1992) and
the Karnovsky Performance Scale (Wu et al., 1990).
Kaplan et al. (1995) and Orenstein et al. (1989,
1990) have also claimed to have demonstrated
convergent validity in terms of correlation with
various clinical measures used in COPD and

cystic fibrosis, including respiratory function (e.g.
FEV,) and exercise tolerance. These studies have
provided consistent evidence of the convergence
of the QWB score with measures of function. The
doubts raised earlier about its coverage of mental
health, however, found some support from the
study by Andresen et al. (1995), who found it to be
poorly correlated with emotional and psychological
measures of health in a comparison of measures in
healthy older adults (i.e. the SIP, SF-36 and positive
effect scale), though Kaplan et al. (1995) found it
was significantly correlated with the Beck
Depression Inventory.

Holbrook et al. (1994) found the overall QWB
score significantly improved in trauma cases
between discharge and a 3 month follow-up. The
authors also noted that the QWB continued to
identify limitations in this patient group, whereas
the more condition-specific Functional Status
Index did not, and they therefore concluded that
the QWB was a more sensitive measure of function.
The QWB was also found in this study to be as
sensitive as other measures of function, that is,
the Hospital and Anxiety Questionnaire and The
Keitel Assessment (Bombardier ef al., 1986). In
contrast, Laing et al. (1990) found that the func-
tional scales of the QWB were not able to detect
change in orthopaedic patients following surgery,
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in comparison with four other health status
instruments, though the overall index did detect
a change. The QWB also failed to detect a differ-
ence between congestive heart failure patients
receiving standard therapy and those allocated

to placebo, which had been shown by a set of
patient-completed symptom scales and the
physician-assessed Spitzer Quality of Life Scale
(Tandon et al., 1989). The individual components
of the QWB were unable to find a difference
between these groups. There was further evidence
of the insensitivity of the QWB to psychological
outcomes in a study by Calfas et al. (1992), who
evaluated the effects of a cognitive—behavioural
intervention in osteoarthritis patients compared
with a control group. Differences were found in
the Beck Depression Inventory at 1 year, but these
were not reflected in the QWB.

Valuation

A stratified random sample of 343 health states
was selected and divided into eight booklets.
These booklets were each valued by approximately
100 respondents” using a version of the VAS.
Respondents were asked to place each state into
one of 15 numbered slots defined by a scale from
0 to 16, where 0 was death and 16 optimum health."
The results were transformed on to a 0 (death) to
1 (optimal health) scale. Linear statistical models
were fitted to the transformed mean and median
health state values to estimate weights for the
levels of each function and the list of symptoms
and problems.

The 866 respondents were selected to be
representative of the general population of
San Diego. The developers argued that the
results are generalisable since they found back-
ground variables made little difference to the
mean valuations (Kaplan et al., 1976). Balaban
and colleagues (1986) found the weights from
a sample of rheumatoid arthritis patients to be
very similar. However, these samples would not
have included the full range of background
variables that would be found over a wider and
more diverse population, such as in the UK.
There is little reported on the quality of the
data from these surveys.

The use of the VAS to value health states can be
criticised for not being a choice-based technique.

Kaplan and his colleagues have argued strongly
in favour of the VAS over other techniques as a
measure of preferences, but these arguments have
been drawn principally from the psychometric
literature (Kaplan and Ernst, 1983). There is no
basis in economic theory for the claim that the
VAS can reflect preferences (see chapter 4).
Nord (1993) argues that the QWB weights imply
‘too low equivalent numbers for trivial treatments
compared to treatments for severe conditions’,
and this has been shown to lead to some absurd
policy implications in the Oregon experiment
with setting priorities according to cost per well
year (Nord, 1993).

It is difficult to judge the validity of the statistical
model used to derive the preference weights. The
authors have reported an overall R* in excess of
0.96, but they failed to provide detail about the
standard errors associated with the coefficients,
the results of any diagnostic tests (such as homo-
geneity and normality in the error term) or the
results of other model specifications (including
possible interactions). There have been two models
reported on the San Diego data, but no evidence
given for the superiority of the more recent model
(Kaplan et al., 1976; Kaplan and Anderson, 1988).
Anderson (1982) has shown that the earlier model
implied some counter-intuitive rankings of the
levels within scales. A movement from ‘moved own
wheel chair without help’ to ‘walked with physical
limitations’ actually resulted in a reduction in the
overall score. This could be due to mis-specification
in the model, such as the existence of interactions.
More formal testing of the model is required than
is currently available.

Empirical validity

Out of the studies listed in appendix 3, five were
found to report evidence relevant to assessing the
empirical validity of this instrument. Four of these
studies reported evidence of agreement between
QWB scores and hypothetical preferences. The
richest data set has been generated from a study
by Fryback et al. (1993), who administered the
QWB alongside a questionnaire recording the
number and type of medical conditions. As ex-
pected, QWB scores were found to decline as the
number of medical conditions increased. This
confirmed results published by developers of the
QWB (Kaplan et al., 1976), who found a correlation

" These figures were taken from Kaplan and Anderson (1988). It is unclear from published sources whether these
343 health states are from the revised classification or the longer version in use at the time (e.g. the original survey

included age in the health state descriptions).

T As described by Patrick et al. (1978) in an earlier publication.
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of —0.36 between the number of conditions and
the QWB score at the individual level. Further-
more, age-specific scores were found to be consist-
ently lower in adults with arthritis, severe back pain
or sleeping disorder compared to those without
these conditions. For adults with the less severe
condition of hypertension the differences were
smaller or 0. Kaplan and his colleagues also found
the score to be correlated with the number of
recent physician visits. The finding by Holbrook

et al. (1994) of QWB scores improving in patients
recovering from trauma were also in line with
expectations. Finally, a study by Kaplan et al. (1995)
found QWB scores were significantly different
between HIV severity groups.

Validity against stated preferences has been
reported in the form of convergence with directly
administered TTO and SG questions. In the
survey by Fryback et al. (1993), TTO and the
QWB score were found to correlate by 0.41, and
in a comparison by Hornberger and colleagues
the correlations were 0.31 and 0.42 for TTO and
SG, respectively.

Overview — QWB key points

¢ Interview administration makes this the
most time-consuming and expensive of the
preference-based instruments (though
substantially less than many routine
medical tests).

* No assessment of retest or inter-rater reliability
has been found.

* The descriptive system seems comprehensive in
relation to the function and symptoms, but there
is little on mental health problems.

¢ Evidence of descriptive validity has been
primarily of correlations between the QWB
score and measures of health status. There
is some evidence of the insensitivity of the
function scales.

* There is no theoretical support for the method
of valuation, namely the VAS. The model used
to estimate the published weights has not been
subject to rigorous econometric testing.

® Scores have been in line with prior expectations
of preferences and have correlated significantly
with direct preference measures.

Rosser classification of illness states
Published literature

There were 21 papers on the development of the
classification and its valuation, reviews, and discus-
sions of its application to NHS decision-making.
Twenty-three papers reported its application to
patients, though two were reporting results from
the same study (see appendix 3).

Practicality

Clinical assessment takes just 10 seconds, and

can be done as part of routine practice (Rosser,
1988). The most common method of adminis-
tration has been the HMQ), by either patient
self-completion or interview. The self-completed
HMQ offers a comparatively easy method, and its
developers claim it takes no more than 10 minutes
to complete. By interview administration it takes
somewhat longer, and in the one study reporting
timings it took 30 minutes (Magee et al., 1992).
Response rates in patient groups ranged between
76 and 95%. Completion rates were 87 and 95.5%
respectively in the two studies reporting them
(Hollingworth et al., 1996; Kind and Gudex, 1994),
but in a number of other studies the completion
was 100% by implication.

Reliability

In the initial work with the classification,
interclinician agreement was high (Rosser and
Watt, 1972). This result was repeated with ward
nurses (Benson, 1978). In a more recent study by
Bryan et al. (1991) on chiropody patients, however,
substantial disagreement was found between
clinicians. Significant differences have been found
between clinician and patient-completed HMQs
(Petrou et al., 1992; Whynes and Neilson, 1993).
More evidence is required on the retest reliability
of results generated by the HMQ.

Questions have been raised about the assignment
of patients on to the Rosser classification by map-
ping from other questionnaires. Drewett et al.
(1992) believed this explained the large variation
between the valuation of the health gain from
knee replacements from their studies and those
published elsewhere (Williams, 1985). Coast
(1992), however, found reasonable agreement
between the 13 raters who undertook a trans-
formation from one questionnaire to another,
though she had considerable doubts about the
validity of the exercise.

Descriptive validity

Content and face validity. Two dimensions limit
the comprehensiveness of the Rosser classification,
though the dimensions describe more than one
domain of health. Disability is intended to assess
observable factors, such as the patient’s mobility
and self-care, and Distress assesses subjective
aspects such as pain and distress. Energy, mental
health and many other symptoms of disease are
not included in their own right, though it might
be argued that they will be reflected in one or
both of the dimensions. The reasons for choosing
the two dimensions are not reported.
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The descriptions were developed from asking

60 doctors to identify those features they took

into account in assessing illness severity (Rosser,
1988). The dimensions have been criticised for
being difficult to interpret (Elvik, 1995). Pain and
mental disturbance are both encompassed by the
distress dimension (Gudex and Kind, 1988), and
yet these are very different aspects of health. There
is also ambiguity in the wording of the levels of the
disability dimension. It is not clear, for example,
that level 4 is unambiguously better than 5. Gudex
et al. (1993) suggest difficulties may arise, for
example from the large amount of text in level 5
of disability. The notion of social disability is also
ambiguous, and this is reflected in the inconsist-
encies found between median health state values
and the logical ordering of health states (Gudex

et al., 1993).

At face value, the categories of each scale of the
Rosser classification would seem very crude. The
instrument was originally developed as a measure
of hospital output, and hence intended to measure
large changes. The developer of the instrument
has since argued that it is not suitable for trials
(Rosser, 1988) and hence it will be too blunt to
assess strength of preference for the more subtle
differences arising between hospital treatments,
and for most treatments provided in primary and
community settings.

The face validity of the method of transforming
responses on the HMQ on to the Rosser classifi-
cation has also been questioned by Bryan et al.
(1991) and Carr-Hill and Morris (1991). According
to the assignment rules, a person in category IV
has difficulties with washing, dressing, eating and
drinking and using the toilet, and his/her social
life, seeing friends or relatives, hobbies/leisure
activities and sex life are all affected by health,

and yet this person is assumed to be able to do all
his/her usual activities. The mapping of patients
on to the classification from other questionnaires
has been found to be of questionable value since
the process is based on a large number of arbitrary
assumptions (Coast, 1992; Drewett et al., 1992).

Construct validity. Studies have found the
classification to be sensitive to the outcomes of
hip and knee replacement (Petrou et al., 1992;
Drewett et al., 1992; Chan and Villar, 1996),
cardiac surgery (Kallis et al., 1993), elective surgery
for abdominal aortic aneurysm and chiropody
services (Bryan et al., 1991). The overall index was
also able to distinguish between end-stage renal
patients on transplant and dialysis (Gudex, 1995).
These results contrast with the study by Donaldson

et al. (1988), who found the Rosser classification
was unable to detect changes in a trial of long-
term care for elderly people, when a majority of
patients had changed according to measures of
disability and psychological well-being regarded
as more suitable for this group (Crichton Royal
Behavioural Rating Scale and the Life Satisfaction
Index, respectively). A study of patients with knee
problems found the index was unable to show
differences between the patient group and the
general population, which had been found by
both the SF-36 and EQ-5D (Hollingworth et al.,
1995). Furthermore, it was unable to show the
improvements at 6 months indicated by these
other instruments. Hollingworth et al. have argued
that this may have been due to the small range

of values in the original valuation matrix, rather
than necessarily a fault of the classification.

The Rosser classification was found to correlate
with the NHP dimensions (Whynes and Neilsen,
1993; Kind and Gudex, 1994), the GHQ-12 (a
measure of psychiatric disturbance; Kind and
Gudex, 1994) and the Dallas Pain Questionnaire
(Launois et al., 1994). The Disability scale was
found to correlate most strongly with the mobility
scale of the NHP, then pain and energy. For the
distress dimension, the strength of correlation
was strongest for emotional reaction. However, it
would seem that the pain scale of the NHP was
more strongly associated with disability than
distress. This highlights the ambiguity of the
concepts underlying the distress dimension.

Valuation

Published work using the Rosser classification

has been limited to the original valuation study
undertaken by Rosser and colleagues. Seventy
respondents were asked to rank six ‘marker states’
(chosen to cover the full range of the classifi-
cation), and then value five of them in terms

of the ‘least ill state’ using a version of ME. The
remaining 23 states were ranked and valued in
the same way, as well as death. Respondents were
asked to consider the implications of their answers
in terms of the allocation of resources between
patients in the different health states. Responses
were found to be reliable at retest and between
observers (Rosser and Kind, 1978). The results
were averaged across all 70 respondents and
transformed on to a scale from 0 to 1, where 0
was set at death and 1 at full health. Separate
matrices of values have been produced for

each of the professional and patient groups.

There has been concern at the unrepresentative-
ness of the 70 respondents and the small numbers.
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These could be important, given the finding

that valuations varied between groups (Rosser

and Kind, 1978). ME has no theoretical basis in
economics, and cannot be regarded as appropriate
for economic evaluation (Johannesson et al., 1996).
However, the discussion of the resource use impli-
cations of their valuations during the interview
provided a framework of choice, and Nord (1992)
has argued that the values in this matrix of values
appeared to be more consistent with his equivalent
numbers test than those from other instruments.

The revaluation of the Rosser classification by
TTO could have provided a theoretically more
acceptable method for use in economic evaluation
(Gudex et al., 1993). The matrix of values differs
considerably from the original. The values were
lower and were found to have important impli-
cations for the cost-effectiveness of interventions
in terms of their cost per QALY ratios. There

were some important ‘reversals’ in the ordering
of some states, and particular problems arose

with the valuation of states worse than death. The
developers did not believe these TTO valuations
to be better than either of the new VAS and ME
valuations. They have recommended that those
wishing to conduct QALY analysis using the Rosser
classification choose between the original ME
matrix, a new ME matrix, or a matrix based on a
‘synthesis’ of the VAS, ME and TTO. There is no
theoretical basis for believing that the values from
either of the ME matrices or the synthesised matrix
reflect preferences on a cardinal scale.

Empirical validity

The studies showing the ability of the Rosser
classification to detect the expected improvements
following hip and knee replacement (Petrou et al.,
1992; Drewett et al., 1992; Chan and Villar, 1996),
cardiac surgery (Kallis et al., 1993), elective surgery
for abdominal aortic aneurysm and chiropody
services (Bryan et al., 1991) all provide evidence

of the ability of the index to reflect hypothetical
preferences. The higher index score of transplant
patients compared with those on dialysis also
confirmed earlier research findings that patients
prefer transplants (Sackett and Torrance, 1978).
The study by Hollingsworth et al. (1995) of patients
with knee problems found the index was unable to
show differences between the patient group and
the general population, or improvements at

6 months found by the EQ-5D.

Nord et al. (1993) compared the values of the
original Rosser matrix to the responses to PTO
questions. Along with the QWB and the HUI, it
was mapped on to two EQ-6D health states. The

Rosser classification generated values nearer to the
PTO valuations than the other preference-based
measures, and therefore Nord and colleagues
argued that it better reflected social preferences.
This study had a number of methodological weak-
nesses in terms of reliance on dubious mapping
procedures, and small samples. Furthermore, the
PTO values resulted in an illogical ordering of the
two EQ-6D health states.

Overview — Rosser key points

¢ Both clinical assessment and the patient
completed HMQ) are practical methods of
collecting descriptive data.

® There is little evidence on reliability of
these methods.

¢ Two dimensions provide only limited coverage.
The descriptions partly overcome this by
tapping more than one domain, but this results
in ambiguities in the ranking of the levels
of disability.

¢ There is evidence which suggests that the Rosser
classification is sensitive to large changes, such as
those associated with major surgery in hospital,
but it is not designed for measuring more subtle
changes. There is evidence of insensitivity in
the classification.

® There is no justification in economic theory
for the original method of valuation as a
measure of preferences, nor the recommended
‘synthesis’ of these values and the new ME and
TTO values.

¢ There is evidence on hypothetical preferences
in group comparisons, but insensitivity was
found, caused by the scoring algorithm.

Health Utility Index

Published literature

Out of a total of 21 papers identified in the search,
11 were methodology; presenting descriptions of
the HUI and its origins, reporting the results of
the valuation surveys, and describing the appli-
cation of multi-attribute theory (MAUT) to the
classifications to derive the algorithms for valuing
all health states. Two papers were concerned with
the HUI-L, four with the HUI-II and five with the
HUI-I and HUI-II There were ten empirical
studies using one of the HUI classifications (see
appendix 3). HUI-I has been the most widely
used to date, with seven papers. Eight of the ten
applications of the classifications have been with
young survivors of low birthweight or various
forms of cancer, reflecting the origin of the
instruments. The remaining three have been
adult populations. Only two of the 21 publications
have come from research groups outside of
McMaster University.
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Practicality

The HUI-I has been administered prospectively

by health professionals who knew the patient; by
interview with patients and/or their parents face-
to-face and by telephone; and by a self-completed
version mailed to respondents. Patients have also
been assigned retrospectively using other health
assessment data (Saigal et al., 1994). The developers
now recommend a 15-item questionnaire for self-
completion or interview administration.

Two studies report that administration took

1-2 minutes by health professionals known to
the patient and 5 minutes for interviews of patients
and their parents (Billson and Walker, 1994;
Barr et al., 1993). Response and completion rates
are rarely reported. Some studies seem to imply
100% (e.g. Barr et al., 1993). Reported response
rates vary between 79 and 100% and completion
between 96 and 100% (see appendix 3). The
figure of 79% was achieved in a routine clinic
where there were a number of reasons for the
low rate that were unrelated to the willingness
on the part of the patient (Billson and

Walker, 1994).

Reliability

In terms of inter-rater reliability, discrepancies
were found in the assignment of patients on to
the HUL-II, though these usually involved one
dimension level (e.g. 39% disagreement was
found by Feeny et al. (1993) and 30% by Barr

et al. (1994)). There did not appear to be any
systematic pattern to differences between
professionals, but they were found to identify
fewer problems than the patients or their parents.
Barr et al. (1994) argued that this discrepancy
arose because patients and parents were better
informed than the health professional, particularly
in the subjective areas such as pain and emotions.
The developers recommend that a common
method of assessment is used throughout

a study.

There has only been one study of test-retest
reliability, and this was in a general population
survey using the HUI-III (Boyle et al., 1995).
Individual responses were found to be stable
between tests for six dimensions, the exceptions
being speech and dexterity (Boyle et al., 1995).
The instability of these two dimensions was
claimed to be due to their infrequent reporting
in the populations surveyed. It is not clear why
infrequency should result in instability. The
retest reliability (12-49 days apart) of a provisional
overall HUIHII index score was found to be 0.77
(intraclass correlation coefficient).

Descriptive validity

Content and face validity. The HUI-II was
initially designed to assess health status in long-
term survivors of childhood cancer. It was based
on a review of the literature which identified

15 potential attributes. These were presented to
parents and children who were asked to identify
the six which were most important to them
(Cadman et al., 1984). The number of levels was
also based on a review of existing instruments.

The authors argue the HUI-II is a generic measure
of health. However, its content reflects the patient
group for whom it was originally designed. The
wording of the content of the instrument is quite
explicitly aimed at children (e.g. ‘ability to see,
hear and speak normally for age’, ‘learns and
remembers school work normally for age’). The
inclusion of fertility indicates a more condition-
specific measure, and it does not appear in any
other generic measure of health.

The authors argue for a ‘within skin’ definition,
which is only concerned with impairment and
disability and not handicap. Social and role activ-
ities are a consequence of people’s preferences
and overall choice set, and hence should be
excluded from a pure description of health.
However, the classification in the HUI-II is not
entirely ‘within skin’ since some dimensions
(mobility, self-care, sensation and cognition)
contain references to independence from help
and mechanical aid, which are likely to be
influenced by a person’s setting.

The dimensions of the HUI-II are focused on
single attribute, and in most cases reasonably
short. The exception to this is emotion, where
the items include a listing of moods, for example
‘often fretful, angry, irritable, anxious, depressed,
or suffering night terrors’. These are a very mixed
set of emotions. One research team found it
necessary to simplify this dimension further in
order to administer the questionnaire (Kanabar
et al., 1995). The descriptions also reinforce the
impression that this instrument is intended

for children.

Experience with the HUI-II resulted in the
developers making a number of revisions, and

to enhance its relevance for an adult population.
The replacement of self-care by dexterity has
improved its independence from other dimen-
sions, though this has resulted in the removal of
key functions such as bathing, dressing and eating.
The disjoining of vision, hearing and speech into
separate dimensions makes the HUI more

67
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comprehensive and a much larger classification.
However, the mental health dimension can be
criticised for having simple statements relating to
degrees of happiness, rather than mental problems
such as depression or anxiety.

The influence of the earlier work on survivors of
childhood cancer and neonatal intensive care is
evident in the HUI-IIIL. The dimensions are those
which are important to parents in regard of their
children, such as speech and cognition, but there
is rather less emphasis on mental health and
nothing on energy or sleep, which are likely to
be of more relevance to older people.

Construct validity. Most of the published evidence
to date comes from applications of the HUI-I to
survivors of childhood cancer. Among 50 patients
who had acute lymphoblastic leukaemia in their
childhood, Barr et al. (1993) found a greater
burden of ill health amongst patients who had
higher risk conditions (70% had a problem com-
pared with 40% in the lower-risk group) and as
would be expected, this difference was most
noticeable on the emotion and cognitive dimen-
sions. In a study of only ten brain tumour patients,
differences were found compared with a normal
population in terms of cognition (Barr ef al., 1994).
Differences have also been found in 156 patients
who had a childhood brain tumour between those
being treated and those no longer on treatment
(Feeny et al., 1993). The HUI-II has also been
shown to be able to discriminate between extremely
low birth weight children and a random sample

of children (Saigal et al., 1994). There have been
concerns about its sensitivity since in these patient
groups a large proportion were found to have no
problems (Barr et al., 1994), and in another com-
parison of acute lymphoblastic leukaemia patients
with the general population it was not possible to
find differences (Feeny et al., 1993b). There have
been no published studies of the construct validity
of the HUI-IL

Given the limited range of conditions on which

it has been tested, the developers acknowledged

in a review in 1995 that it is not possible to establish
the sensitivity of the HUI classification and that

‘to date, there is only fragmentary evidence of

the ability of the HUI-II or III system to capture
change in health status’ (Feeny et al., 1995).

Valuation

The HUI-II was valued by random samples of
203 parents of schoolchildren (Torrance et al.,
1992). Torrance and his coworkers used a well-
tested set of visual aids for eliciting values, and

achieved good levels of reliability in the surveys
(Torrance et al., 1982). The response rate in the
survey was 72%, though a large number of
respondents were excluded because of missing
data, poor-quality interview or evidence of con-
fusion with the valuation tasks. These problems
resulted in the exclusion of a further 29% of
respondents. The HUI-III has been valued by

a representative sample of 504 adults from
Hamilton, Ontario.

The HUI-II was valued by a random sample

of parents of schoolchildren from Hamilton,
Ontario, since this was the constituency of interest
in these studies. The generalisability of valuations
based on comparatively small samples of parents
to other populations has not been established
though valuation work with an earlier version of
the HUI-II version on a sample of the general
population found the valuations to be similar to
those from a sample of parents, but the samples
contained only 32 in each group (Cadman et al.,
1984). The HUI-III has been valued using a
stratified random sample of 504 individuals

in Hamilton.

The HUI-I has been valued using a transform-
ation of VAS ratings to SG using a power function
originally estimated between the VAS and TTO.
The difference between VAS ratings and SG utilities
is assumed to be a person’s attitude to risk. The
validity of this transformation has been questioned
in the literature (see chapter 4). Other researchers
have shown a linear model to provide as good a

fit as a power specification (Loomes, 1993) and,
indeed, in a recent study using data from the MVH
study the quadratic and cubic linear models were
found to perform better than Torrance’s power
function (Dolan and Sutton, 1997). Results from
similar tests have not been published on the HUI
data, although there is evidence of problems with
the model arising from the substantial divergence
between actual SG values for HUI-I states and

the predictions from the transformation of the
predicted VAS values (i.e. —0.06 to 0.34 across

four states; see Torrance et al., 1992)). Finally,
there are major theoretical doubts about whether
attitude to risk is the only difference between

the VAS and SG. As reported in chapter 4, there
are also doubts as to whether the VAS can be
regarded as anything more than an indicator

of ordinal preferences.

An important feature of the HUI has been the
application of MAUT to derive its weights. MAUT
substantially reduces the valuation task by making
simplifying assumptions about the relationship
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between dimensions. The first task was to value

the levels of each attribute, to derive a set of

single attribute utility functions. A sample of
multi-attribute states is then valued and an overall
function is calculated by solving a system of simult-
aneous functions. This is made possible by assum-
ing, for example, an additive functional form where
the dimensions are assumed to be independent.
This permits no interaction. This was found to be
invalid, and the multiplicative function” has been
used to value the HUIs. The multiplicative function
permits a very limited form of interaction between
dimensions which assume the interdependency to
be the same between all dimensions and for all
levels of each dimension. For the HUI-III the plan
is to estimate the less restrictive multilinear
functional form.

The application of MAUT enables the assumptions
of the different models forms to be tested. How-
ever, it is not based on the ability to predict values,
and does not provide a method of systematically
testing the errors in its predictions. The predictive
validity of the HUI-II has so far only been examined
for four health states, and large difference were
observed. This is too few observations to be a
sufficient test of its predictive validity. There has
been a comparison of the MAUT approach with

a statistical one in a study of job choice by Currim
and Sarin (1984). They found the statistical
approach substantially outperformed the algebraic:
the correlation between actual and predicted
choices over jobs (with different mixes of attri-
butes) was 0.16 for the algebraic method and

0.64 by statistical inference from SG utility values.
More evidence is required on the ability of this
method to predict health state values.

Empirical validity

The HUI-II and HUI-II have not been widely
used, and the only evidence on empirical validity
concerned the use of the HUI-L.

Overview — HUI key points

* The 15-item questionnaire is brief and easy to
use. There is no evidence on retest reliability in
patient groups. The same method of adminis-
tration must be used to undertake comparisons.

¢ The HUII and HUI-II are comprehensive on
physical health, but weaker in terms of mental
health, and exclude ‘social’ health. The content
of the HUI-II and to a lesser extent the HUI-III,
reflect concerns with the health of children.

* Applications have been very limited to date
(mainly the HUI-II on survivors of childhood
cancer). There is some suggestion of possible
insensitivity in the HUI-IL

® The validity of the methods of valuation depends
on a transformation of the VAS to SG and the
unproven predictive properties of MAUT.

* There was no evidence (for or against) its
empirical validity.

15D

Published literature

The search identified just nine publications,
including six refereed articles, a book chapter and
two working papers (see appendix 3). Five of these
publications were concerned with methodology,
one with the 12D (Sintonen, 1981), two with the
15D.1 (Sintonen and Pekurinen, 1993; Sintonen,
1989) and two with the 15D.2 (Sintonen, 1994a,b).
All four applications have used version I of the 15D
(see appendix 3). These have been supplemented
by four unpublished studies described in reviews of
the instrument (Sintonen and Pekurinen, 1993;
Sintonen, 1994a).

Practicality

This is an easy and brief questionnaire to use.
Sintonen reports that it takes between 5 and

10 minutes to complete. He also reports the
response rates to have been between 65 and 80%,
depending on whether reminders were used or
not. In studies of hip and knee problems, the

* Types of MAUT models (Torrance et al., 1995)

Additive: Multiplicative (see note):

w(X) =3 kuy(x) = 1 w(X) = L UL+ Kk ()] = 1)
j kj-1

where where

w(X) =3 k;=1 1+ k=[1(1 + kk)

j=1 j=1

Multilinear:
u(x) = kyuy(xq) + kotto(xo) +...
+ kyouy (xy) ug(x9) + kysuy(xy) ug(xs) +...

+ kygguy () ug(x9) ug(xs) +...

where the sum of all ks equals 1. u(x)) is the signal attribute udility function for attribute j, u(x) is the utility for health
state x, represented by an n-element vector, kand k; are the model parameters.

Note: The multiplicative model contains the additive model as a special case. In fitting the multiplicative model, if the
measured k]- sum to 1, then k= 0 and the additive model holds.
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rates were 100% in hospital and 87% by post.
Completion rates have been between 96 and 99%.

Reliability

In an unpublished study of patients waiting for
coronary artery bypass grafts, the differences by
dimensions between test and retest at 3 months
were found to be —0.05 to 0.03, and none was
significant. The percentages lying within two
standard deviations of the mean difference were
92-100%, comparing favourably to NHP results
on the same patients. Sintonen and Pekurinen
(1993) also report that in a study of primary care
centre attenders scores at 6 months, there had
been ‘virtually no average change’, though they
did not present any details.

Most applications have used a self-administered
version of the questionnaire, but Sintonen (1994a)
has reported on a comparison between the
responses of cancer patients and their personal
nurses. Nurses were found to rate their patients

as having significantly better health.

Descriptive validity

Content and face validity. The original 12D version
was based on a review of official health policy
documents published in Finland and was intended
to cover the three areas identified by the WHO
definition. The 15D incorporated advice from

the medical profession, and Sintonen notes a
particular concern with the apparent neglect

of mental health in the 12D. Dimensions for
depression, distress and pain were added.

The largely ‘expert’-driven development was
then followed by two surveys of primary care
centre patients (n > 2000). The respondents
were asked to identify those aspects of health not
included in the 15D, and their suggested additions
were subsequently assigned by a researcher into
four categories: clinical conditions, physical
symptoms, vitality and mental problems. On the
basis of these results, feedback from the uses of
15D.1 and an unreported factor analysis, changes
were made to the dimensions and their levels to
form the 15D.2. The number of levels was
increased to five for all dimensions to

improve sensitivity.

The 15D would appear to be very broad in its
coverage compared with other QALY instruments.
However, there has been no critical review of its
content or the face validity.

Construct validity. There have been few published
studies using the instrument. Sintonen (1994a)

refers to some extreme group comparisons.

It was found that the elderly (> 65 years old) had
a lower score on every dimension of the 15D.2
(p=0.001) than a younger group (17-35 years)
except depression. People reporting an illness
also had a lower mean score on all dimensions.
In a cross-sectional study of patients before and
after hip and knee replacements, postoperative
patients were found to be significantly better in
their mobility, work, social, pain and perceived
health (Rissanen et al., 1995). Distinctive health
profiles were also found for bypass and depression
patients compared to the general population
(Sintonen, 1994a).

Depression and distress scores of the 15D.1 were
found to correlate with the Hamilton Depression
Rating Scale, a widely used condition-specific
questionnaire, by —0.62 and —0.59. The scores

on the 15D dimensions were able to predict
correctly whether the Hamilton Depression
Rating Scale score was more than 16 or not 77%
of the time compared with 81% for the mental
health dimension of the SF-36 (Sintonen, 1994a).
The dimension scores of the 15D were also found
to converge more with similar than dissimilar
dimensions of the NHP and EQ-5D.

The sensitivity of the classification has been
examined in terms of the percentages of respon-
dents on the ‘ceiling’ and ‘floor’ of comparable
dimensions. Sintonen (1994a) found the 15D

to be the same or better in these terms than the
EQ-5D in a general population data set for all
dimensions except mobility. This evidence
suggests that the extra levels make it more
sensitive than the EQ-5D. It was found to have
more in the top category in patients with
depression than the SF-20, an earlier version

of the SF-36, in mobility (74.9 versus. 25.6%),
pain (21.8 versus. 14.4%) and social participation
(21.8 versus 12.6), but the same for mental
health and slightly better in working

(8.7 versus 15.8%).

As a description of health, the 15D.1 shows
promise. The large size of its classification makes
it more sensitive than the EQ-5D, although the
evidence is based on a very limited number of
studies and range of conditions. The question is
whether the large size of this measure presents
any difficulties in valuation.

Valuation

The valuation of the 15D.2 has been based on
a random sample of the Finnish population
with useable response rate of around 30%
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(Sintonen, 1994b). There is evidence from
the cross-country comparisons undertaken
by the EuroQol Group that the values for
hypothetical health states are similar between
countries (Brook et al., 1991). However, poor
response has an adverse effect on represent-
ativeness. There might also be concern about
the quality of the data from a postal survey,
but there were few inconsistencies found
within dimensions.

The scale used to rate the relative importance

of the dimensions was a cross between a VAS,

as used by the EuroQoL group, and ME. In the
instructions to respondents and in the way the
scale is labelled, they are asked to regard it as a
ratio scale: ‘If, for example, an attribute is in your
opinion half (/2 or 50%) as important as the
most important one, draw a line from the box
following it to 50 on the scale’. The same method
was used to estimate the relative ‘desirability’ of
dimension levels. This does not provide a valid
cardinal measure of preferences. There was

an attempt to estimate a utility function by
transforming the ratings using the power relation-
ships estimated by Torrance and his colleagues,
but for reasons explained below, these functions
were rejected for generating unlikely health

state values.

The 15D.1 was valued using an additive formula
that assumes the weight given to a dimension is
unaltered by its level. This assumption was relaxed
in the valuation of 15D.2 by re-estimating the
weights for dimensions at the bottom of their
level, and these were found to be significantly
different from those estimated with the levels

set to the top. The intermediate levels of each
dimension are assumed to be a linear extrapo-
lation from the top and bottom level weights. This
revised additive model is the one recommended
by Sintonen (1994b). A multiplicative model was
also estimated; however, the health state values
predicted by the multiplicative models did not
produce credible estimates. For example,
according to this model, 24.9% of the general
population in Finland had a health state worse
than death! This result was improved by replacing
all negative valuations in the data set with 0.01,
but then it was found that the model was very
poor at distinguishing between states defined

by the classification.

In the 15D a decompositional approach was
chosen because it would not have been possible
to directly value 15-dimensional health states.
However, there are concerns with the ability

of this to predict health state values. Sintonen

(1994b) found substantial differences between
predicted values and those from respondents’

ratings of their own states, but did not explore
the data for any systematic differences.

Empirical validity

There have been no published applications of
the 15D.2 and only a few for the 15D.1. In a
cross-sectional study of patients waiting for hip
and knee angioplasty, there were significant
differences between the pre- and postsurgery
groups (Rissanen et al., 1995). The prospective
study of patients receiving hip and knee replace-
ments found significant improvements 6 months
after surgery. The average 15D score in coronary
bypass candidates was also found significantly to
improve between baseline and 3 months after
the operation.

The study by Nord et al. (1993) found the 15D
produced values of a similar magnitude to PTO
(differences were —0.04 to 0.15) for four EQ-6D
states. However, for reasons explained earlier,
this study had a number of serious
methodological weaknesses.

Overview — I5D key points

® 15D is a brief and easy-to-use self-completed
questionnaire.

* There is some evidence of retest reliability.

¢ It has a broad coverage of health domains.

There have been few studies using the

instrument, but initial results are promising

for its descriptive validity.

® There is no theoretical support for the ability of
VAS values to reflect preferences on a cardinal
scale, and a decompositional approach to
estimating health state values must be tested.

¢ There is little evidence on the empirical validity
of the 15D.

EQ-5D

Published literature

The search identified 40 publications, including
refereed articles in journals, chapters of books,
research reports and conference papers (see
appendix 3). The ‘grey’ literature has been
particularly important for the EQ-5D as this
instrument is comparatively recent, and much
of the existing work has not been published.
Twenty-nine papers are concerned with
methodology. There were eight studies using
the EQ-5D, and this includes an Medical
Research Council report and a conference
paper, and one published application of the
EQ-6D (see appendix 3). Two of the papers
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were found to be irrelevant for this review and so
are not considered further.”

Practicality

This is an easy-to-use and brief self-completed
questionnaire of just two pages. It can be made
simpler by using just the one page with the descrip-
tive classification. By self-completion or interview
administration it takes only a few minutes. The
claim by Humphreys et al. (1995) that it ‘usually’
took 10 minutes does not seem reasonable.

Four out of the five studies reported response
rates of more than 80% when the EQ-5D was
being used to describe health alongside other,
often lengthier, instruments. Studies of COPD

and rheumatoid arthritis patients were able to
achieve response rates in excess of 90%. Comple-
tion rates were over 90% in four out of five studies.
No study reported any problems in getting
patients to complete this instrument.

Reliability

Three studies have examined the retest reliability
of the EQ-5D: one in a sample of elderly women
aged 75 years or over, the second in a sample of
patients with COPD attending a chest clinic and
the third a longitudinal study of patients with
rheumatoid arthritis (Brazier et al., 1996a,b;
Hurst, 1996). In the first two, the correlations
between the test and retest single index scores
(based on an interim algorithm) in patients who
said their health had not changed after an interval
of 6 months were 0.67 and 0.83, respectively. The
mean difference was non-significant and within a
95% confidence interval of +0.05. The reliability
coefficient in the rheumatoid arthritis patients
was 0.55. In all studies, these results compared
well with the other generic and condition-
specific health measures.

Descriptive validity

Content and face validity. The original instrument
was developed from a review of other HSMs, in-
cluding the QWB, SIP, NHP and the Rosser classifi-
cation (EuroQol Group, 1990). Kind (1996) has
described the process as one where ‘researchers
principally drew on their own expertise and the
evidence available from the literature in order to
determine the dimensions of interest’. The aim
was to develop an instrument which addressed

a ‘core’ of domains common to other generic

health status questionnaires and which reflected
the most important concerns of patients them-
selves. It is not intended to cover all aspects of
health and is inevitably the result of a compromise
between being comprehensive and the need to
keep the instrument simple enough for the chosen
valuation strategy, namely the valuation of entire
health states (Williams, 1995).

On the basis of experience gained from using

this instrument the group developed the EQ-5D.
The number of dimensions was reduced to five by
combining family/leisure activity with main activity
to form ‘usual’ activity. This it has been argued was
justified on the grounds that social relations were
found to contribute little to health state valuations,
though no evidence has been brought forward to
support this claim (Kind, 1996). The number of
levels was raised to three for all dimensions in
order to achieve ‘a more balanced structure for
each dimension, giving equal salience to each
component in the resulting composite health
state’ (Kind, 1996). The group did not include a
dimension for energy since it was found to have no
impact on health state valuations (Bjork, 1991).

The MVH Group at York have conducted a survey
in the West Midlands to assess the coverage of the
content validity of the EQ-5D and other measures
of health (the Rosser classification, NHP, QWB
and SIP), that is, to establish ‘what the general
population regard as the salient feature of health’
(Williams, 1995). The survey recruited samples

of the general population for interview (young
disabled and carers of disabled children were

also interviewed). An unprompted section of the
interview asked individuals to list the distinguishing
features of ‘good’ and ‘bad’ health. The results for
the general population sample (n = 196) was a list
of 20 items covering activities, feelings, symptoms,
and general well-being. The five most commonly
mentioned health domains were feelings, energy,
usual activities, appearance and mobility, with a
total coverage of 45%. The items varied little in
importance according to the respondents. Energy,
sleep, visual acuity, hearing and many symptoms
of diseases were excluded from the EQ-5D. The
EQ-5D was found to cover 35.9% of the health
items mentioned by individuals in the unprompted
section, compared with 26.9% for the Rosser
classification, 49.1% for the SIP, 58.6% for the
NHP and 58.6% for the QWB.

“The trial of treatments of menorrhagia by Sculpher and colleagues (1993) did not use the descriptive part of the
EQ-5D. The study of gastric cancer patients by Norum and Angelsen (1995) involved oncologists classifying and
scoring the patients, and so does not use the instrument in the recommended fashion.
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The face validity of the EQ-5D has been criticised
for having only three categories per dimension,
which is thought to be too insensitive for detecting
smaller changes (McDowell and Newell, 1996).

A high proportion of respondents been classified
in the top category, that is, recording no problem
(Brazier et al., 1993; Hollingworth et al., 1995).

In a general population survey using the EQ-6D,
there were 95% or more of respondents in the top
category of mobility, self-care, main activities and
family/leisure, indicating no problems, compared
with 37-72% for the SF-36 (Brazier et al., 1993).
The EQ-5D has slightly more categories and could
be less prone to skewness. The national MVH
survey using the EQ-5D found the number at the
top of the mobility dimension was reduced to
88.6% and to 86.3% for usual activities.

Construct validity. In the general population survey
by Brazier et al. (1993), patients who responded as
having no health problem on dimensions of the
EQ-6D were subdivided into those who had at least
the median SF-36 score (better health) and those
who scored less than the median on comparable
dimensions (worse health). Patients in the poor
health groups were found to have a higher mean
age, a higher proportion of women and a higher
proportion of patients not in full-time employment
than the better group. The poor groups were also
more likely to have consulted a general practitioner
recently, attended an outpatient department in the
last 3 months, or been an inpatient in the last year.
This evidence suggests the EQ-6D classification is
less sensitive at detecting perceived health problem
than the SF-36.

Two studies have examined the validity of the
dimensions of the EQ-5D. Patients diagnosed

with migraine were found to be significantly worse
than a general population sample in terms of pain,
anxiety and depression and usual activities (Essink-
Bot et al., 1995). Hollingworth et al. (1995) studied
a group of patients referred for magnetic reson-
ance imaging (MRI) of the knee. The EQ-5D was
able to show these patient groups to be significantly
worse on its unscored dimensions. Four other
studies have examined the sensitivity of the index.
It has been shown to distinguish between COPD
patients and the general population (Harper et al.,
1997) and migraine sufferers and the general
population (Essink-Bot et al., 1995). Furthermore,
the EQ-5D index has been able to detect differ-
ences within disease groups in patients with COPD
(severe versus not severe as defined by the Fletcher
scale) and rheumatoid arthritis patients by func-
tional class (Hurst, 1996). However, it was not able
to distinguish significantly between COPD groups

defined in terms of a 6 minute walk test nor on
the basis of whether or not they had a comorbidity,
in contrast with several dimensions of the SF-36
(Harper et al., 1995).

The EQ-5D index has been found to correlate
moderately well with other generic and condition-
specific measures (Brazier et al., 1993; Hurst et al.,
1994). It has also been shown to reflect changes in
the health. The EQ-5D score improved in patients
who had been for a knee scan over a 6 month
period (Hollingworth et al., 1995), before and
after reconstruction in vascular disease patients
(Humphreys et al., 1995) and in patients who
reported a change in their rheumatoid arthritis
(Hurst, 1996).

Valuation

The MVH survey was based on a large sample

(n = 3395), broadly representative of the UK
population (in terms of a range of sociodemo-
graphic, health and health service use variables),
and achieved a response rate of 64% (higher

than previous valuation surveys using the EQ-5D).
Interviews were conducted by trained staff using
well-designed and tested visual aids (Thomas and
Thomson, 1992; Dolan et al., 1996). The quality of
data in terms of completeness and consistency was
impressive and has been well documented (MVH
Group, 1994).

The TTO technique has considerable support
amongst many health economists as a measure of
preferences. The statistical modelling to estimate
health states values used random effects to allow
for between respondent variation and examined
alternative specifications (including interaction
effects). A simple additive model was chosen on
grounds of its goodness fit of the data (R* of 0.46)
and parsimony compared to other specifications.
The model contains decrements for each of the
moderate and severe dysfunctional categories of
the five dimensions, a constant for any kind of
dysfunction and the term ‘N3’ for whenever any
of the dimensions are severe (Dolan et al., 1995).
The model suffered from heteroscedasticity and
failed a test of specification, but the authors
claimed this was unavoidable with such a large
data set and found it did not harm the robustness
of the estimates (which were confirmed in a split
sample test).

Empirical validity

The results of the MVH survey only became
available to researchers from the beginning of
1996, and there are no published studies using
the new tariffs. Until recently, researchers
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have been using a scoring system based on a
simpler model estimated by ordinary least squares
regression, known as the interim tariff (personal
communication, MVH Group, 1994).

The single index derived from the EQ-5D using
the interim tariff has been found to distinguish
between the general population and COPD
patients (Harper et al., 1995), migraine sufferers
(Essink-Bot et al., 1995) and those awaiting an
MRI scan of the knee (Hollingworth et al., 1995).
The detection of differences within disease group
in patients with COPD (severe versus not severe
as defined by the Fletcher scale) and rheumatoid
arthritis patients (functional class) is also in line
with expectations. It has also been shown to reflect
hypothesised changes in health. The EQ-5D score
improved in patients who had been for a knee
scan over a 6 month period, before and after
reconstruction in patients with vascular disease
and in patients who reported a change in their
rheumatoid arthritis.

The EQ-5D index was not able to detect a
significant change in COPD patients who said
their health had changed between assessments,
despite statistically significant changes in dimen-
sions of the SF-36 and the condition-specific
measures (Brazier et al., 1995). In knee patients
followed up after an MRI scan, the group reporting
no change according to the EQ-5D index were,
however, found to have changed according to the
SF-36 (Hollingworth et al., 1995). Evidence from
this second study was not supported by any other
indicator of change and hence must be treated
with some scepticism.

Overview — EQ-5D key points

® Jtisa very brief and easy-to-use instrument.

* There is evidence of its retest reliability.

* The dimensions cover many though not all
domains of health. The three levels would
on the face of it seem too crude to detect
smaller changes.

® There is little evidence on construct validity,
but what is available suggests it can detect
large differences, though there is some
evidence of insensitivity.

® TTO is an accepted method for deriving pre-
ference values, and the MVH survey in the UK is
impressive and the statistical modelling rigorous.

¢ Crude comparisons show that the EQ-5D is able
to detect large differences in line with expected

preferences, though there is some contrary
evidence against patient-perceived health.

Comparison of measures

The aim of this literature review was to undertake

a comparison of the five MAUSs against the criteria
of practicality, reliability and validity using the
criteria developed in chapter 3. The applications
found in the search represent a large body of work,
but in terms of the range of conditions and treat-
ments it was quite narrow.” Furthermore, there
have been very few applications of the measures

on the same patient populations. This limits the
ability to compare the measures, since the evidence
is confounded by differences in the medical con-
dition of the patients, the treatments they receive
and their sociodemographic backgrounds. Further-
more, there is far more evidence on some measures
than others: the most commonly used was the
QWB, followed by the Rosser classification, the
EQ-5D, the HUI and the 15D. It is important to
bear these problems in mind in the comparison
which follows.

Practicality

All measures use a short list of questions which can
be self-completed in less than 10 minutes, with the
exception of the QWB. The QWB has a lengthier
interview schedule, which involves detailed probing
of the respondents which can take 20 minutes.

All instruments were able to achieve high levels

of response and completion. There was little to
choose between the questionnaires on the basis of
practicality except in so far as the QWB does not
have an accepted method of self-completion.

Reliability

Evidence has been found of differences between
the assessment by patients of their own health
compared with that of health professionals using
the Rosser classification and the HUI. This implies
that the method of administering these instruments
must be standardised. There is evidence of retest
reliability for the EQ-5D and 15D, but this property
has not been adequately investigated in any of the
five measures. This criterion cannot be used to
distinguish between these measures.

Descriptive validity
The descriptive content of the measures differ
widely. The size varies between the Rosser

"It is also interesting to note that the majority of studies were published by the developers of the instrument. There has
been remarkably little work by independent researchers to examine the properties of these measures.
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classification, with just two dimensions, compared
with the 15 dimensions of the 15D. All measures
cover physical functioning, though there are
differences in whether the concept is described

in terms of capacity (e.g. the HUI) or actual
behaviour and performance (e.g. the QWB). The
coverage of symptoms, mental health and social
health is less consistent. The QWB explicitly
excludes mental health as a separate dimension,
but has a long list of symptoms and problems. The
HUI-II covers many of the symptoms or health
problems, but does not examine role or social
function, since these are regarded as ‘out of skin’
and not appropriate in a measure of individual
health preferences. The EQ-5D has dimensions for
role and social function, and pain and mood, but

not for many other symptoms and health problems.

In terms of content none can be judged as better
than the others in all circumstances. The exception
is the Rosser disability and distress scale, which is
inferior to the others in terms of its coverage. The
choice from the remaining four will depend on
what aspects of health the potential user wishes

to cover. Despite the claim that these are generic
measures, they do not cover the exactly the same
aspects of health. Their relevance may therefore
vary depending on the disease group and by age
of the patients being evaluated. The HUI measures
(particularly the HUI-II) may be better suited to a
younger population than the EQ-5D, for example,
though this has not been tested. There are also
issues about perspective and whether or not

social health is relevant.

MAUSs have been criticised for being crude and
insensitive. However, there was evidence for all
measures of their ability to detect differences in
group comparisons, and the scores were signifi-

cantly correlated with other measures of the health.

It is difficult to compare the performance of the
measures owing to differences in the quantity and
type of evidence available on each measure. Most
of the evidence on the QWB was limited to corre-
lations with related HSMs, with very little detailed
scrutiny of the descriptive classification, whereas
evidence for the HUI-II was limited to survivors of
childhood cancer. There was some suggestion of
insensitivity in all measures, except the 15D where
there have been too few studies.

Valuation

The QWB, Rosser classification and the 15D can
be regarded as inferior to the other two measures
owing to their use of the VAS and ME to value the
health descriptions. The HUI-II and HUI-III might
be preferred to the EQ-5D by those who regard the

SG as the ‘gold standard’ (see chapter 5). However,
the values have been derived from the VAS on the
basis of a power function which has been criticised
on both theoretical and empirical grounds. The
valuation of the HUI has been obtained from a
smaller and less representative sample of the
general population than the MVH survey. The
virtues of the algebraic approach used by the HUI
versus statistical methods used to value the EQ-5D
has not been addressed in the literature.

Empirical validity

Evidence on empirical validity has been very
limited. The QWB has been shown to correlate
with direct preference elicitation, but such
evidence has not been published for the EQ-5D
and HUI-L There is evidence of the EQ-5D
converging with patient perception of health
change in one study but not another. There was
no evidence found on the correlation of the HUIs
with stated preferences. The measures were found
to reflect hypothesised preferences between
patient groups, but the evidence would appear
too limited to draw firm conclusions.

Nord et al. (1993) mapped the QWB, HUI-I and
Rosser classification on to EQ-6D health states.
The Rosser classification was found to generate
values nearest to the PTO valuations of the states,
with the QWB suffering from an alleged com-
pression towards the middle, and the HUI-I- and
VAS-valued EQ-6D had much lower values. This is
an interesting comparative study, but the authors
recognise a number of methodological weaknesses
in terms of the reliance on mapping procedures,
and small samples, and the illogical ordering of
the two EQ-6D instruments by the PTO technique.

Conclusions

The review has not identified one measure that
is dominant across all criteria. This is in part due
to the lack of empirical evidence. Future research
should seek to address this problem (this is dis-
cussed in chapter 8). Itis also due to differences
in the content of the instruments, and the choice
depends on what health changes are being
measured. However, it is possible to recommend
that the Rosser classification is not used in future
research, given its limited coverage, the evidence
of its insensitivity and the concerns about the
basis of its valuation matrix. Furthermore, its
main advocates in York now mainly use the
EQ-5D. The QWB has the advantage of having
been widely used, at least in the USA, but has
been valued by the VAS, and as such is unlikely
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to generate values reflecting preferences on a
cardinal scale. The 15D has the largest classifi-
cation, but has been the least used of the
measures and also uses forms of the VAS

and ME for deriving weights.

This review concludes that the best preference-
based measures at the moment would seem to be
the EQ-5D and the HUIs. The HUI-II and HUI-III
are considerably larger than the EQ-6D and hence
potentially are more sensitive, but they cover
different aspects of health, and there is no evi-
dence of whether these are more sensitive than
the EQ-5D. HUI valuations are based on a VAS
ratings transformed into SG ‘utilities’ compared
with the EQ-5D directly elicited TTO valuations.
The EQ-5D has been valued by a far larger sample
of the general population. Finally, they have used
different means of estimating weights from the
valuation of a sample of states.

We conclude that the best of the five MAUSs
reviewed are the EQ-5D and the HUI. For the HUI,
there is a further choice between versions depend-
ing on whether the population is children (i.e. the
HUIHI) or adults (i.e. the HUI-III). This conclusion
would have to be reappraised when (Canadian)
weights become available for the HUI-III. We
recommend research be undertaken into the validity
of the descriptions in their HSCs, including com-
parative studies on different patient populations,
and the validity of the methods for valuing them.

References

Anderson GM. A comment on the index of well-being.
Med Care 1982;20:513-15.

Anderson JP, Bush JW, Berry CC. Classifying function for
health outcome and quality-oflife evaluation. Self- versus
interviewer modes. Med Care 1986;24:454—69.

Anderson JP, Bush JW, Berry CC. Internal consistency
analysis: a method for studying the accuracy of function
assessment for health outcome and quality of life
evaluation. J Clin Epidemiol 1988;41:127-37.

Anderson JP, Kaplan RM, Berry CC, Bush JW, Rumbaut
RG. Interday reliability of function assessment for a
health-status measure — the Quality of Well-Being Scale.
Med Care 1989;27:1076-84.

Anderson JP, Kaplan RM, Schneiderman LJ. Effects
of offering advance directives on quality adjusted life
expectancy and psychological well-being among ill
adults. J Clin Epidemiol 1994;47:761-72.

Anderson RT, Aaronson NK, Wilkin D. Critical review of
the international assessments of health-related quality of
life. Q Life Res 1993;2:369-95.

Andresen EM, Patrick DL, Carter WB, Malmgren JA.
Comparing the performance of health status measures
for healthy older adults. ] Am Geriatr Soc 1995;43:1030-4.

Apajasalo M, Sintonen H, Holmberg C, Sinkkonen J,
Aalberg V, Pihko H, et al. Quality-of-life in early
adolescence — a 16-dimensional health-related
measure (16D). Q Life Res 1996;5:205-11.

Bakker CH, Rutten van Molken M, van Doorslaer E,
Bennett K, van der Linden S. Health related utility
measurement in rheumatology: an introduction.
Patient Educ Couns 1993;20:145-52.

Balaban D], Sagi PC, Goldfarb NI, Nettler S. Weights
for scoring the quality of well-being instrument among
rheumatoid arthritics. A comparison to general
population weights. Med Care 1986;24:973-80.

Barr RD, Furlong W, Dawson S, Whitton AC, Strautmanis
I, Pai M, et al. An assessment of global health status in
survivors of acute lymphoblastic leukaemia in childhood.
Am [ Pediatr Hematol Oncol 1993;15:284-90.

Barr RD, Pai MKR, Weitzman S, Feeny D, Furlong W,
Rosenbaum P, et al. A multi-attribute approach to health
status measurement and clinical management — illus-
trated by an application to brain tumors in childhood.
Int ] Oncol 1994;4:639-48.

Barr RD, Feeny D, Furlong W, Weitzman S, Torrance GW.
A preference-based approach to health-related quality-of-
life for children with cancer. Internat | Pediatr Hematol/
Oncol 1995;2:305-15.

Bjork S. EuroQoL conference proceedings. Swedish
Health Economics Institute discussion paper 1, 1991.

Bombardier C, Ware J, Russell I, Larson MG, Chalmers A,
Leighton Read J. Auranofin therapy and quality of life in
patients with rheumatoid arthritis. Am | Med
1986;81:565-78.

Bombardier C, Raboud J. A comparison of health-related
quality-of-life measures for rheumatoid arthritis research.
The Auranofin Cooperating Group. Control Clin Trials
1991;12:2435-56S.

Boyle MH, Torrance GW. Developing multiattribute
health indexes. Med Care 1984;22:1045-57.

Boyle MH, Torrance GW, Sinclair JC, Horwood SP.
Economic evaluation of neonatal intensive care of very-
low-birth-weight infants. New Engl | Med 1983;308:1330-7.

Boyle MH, Furlong W, Feeny D, Torrance GW, Hatcher J.
Reliability of the Health Utilities Index — Mark III used in
the 1991 cycle 6 Canadian General Social Survey Health
Questionnaire. Q Life Res 1995;4:249-57.

Bradlyn AS, Harris CV, Warner JE, Ritchey AK, Zaboy K.
An investigation of the validity of the Quality of Well-
Being Scale with pediatric oncology patients. Health
Psychol 1993;12:246-50.

Brazier J, Jones N, Kind P. Testing the validity of the
EuroQoL and comparing it with the SF-36 health survey
questionnaire. Q Life Res 1993;2:169-80.



Health Technology Assessment 1999; Vol. 3: No. 9

Brazier J, Walters SJ, Nicholl JP, Kohler B. Using the
SF-36 and EuroQoL on an elderly population. Q Life
Res 1996;5:195-204.

Brazier JE, Usherwood TP, Harper R, Thomas K.
Deriving a preference based single index from the
UK SF-36 Health Survey. J Clin Epidemiol
1998;51(11):1115-29.

Brooks RG, Jendteg S, Lindgren B, Persson U, Bjork S.
EuroQoL: health-related quality of life measurement.
Results of the Swedish questionnaire exercise. Health
Policy 1991;18:37-48.

Bryan S, Parkin D, Donaldson C. Chiropody and the
QALY - a case-study in assigning categories of disability
and distress to patients. Health Policy 1191;18:169-85.

Bush JW, Anderson JP, Kaplan RM, Blischke WR.
Counter-intuitive preferences in health-related quality-
of-life measurement. Med Care 1982;20:516-25.

Cadman D, Goldsmith C. Construction of social value
or utility-based health indices: the usefulness of
factorial experimental design plans. | Chron Dis
1986;39:643-51.

Cadman D, Goldsmith C, Bashim P. Values, preferences
and decisions in the care of children with developmental
disabilities. Dev Behav Paediatr 1984;5:60-4.

Calfas KJ, Kaplan RM, Ingram RE. One-year evaluation
of cognitive-behavioural intervention in osteoarthritis.
Arthritis Care Res 1992;5:202-9.

Caperna J, Mathews WC. Estimating health-related
quality-of-ife (HR-QoL) among persons with HIV-
infection using the EuroQoL instrument — do the
EuroQoL health dimensions explain self-rated global
health. | Invest Med 1996;44:A155.

Carr-Hill RA. A good measure for Eurohealth? Health
Serv [1991;101:24-5.

Carr-Hill RA. A second opinion: health-related quality
of life measurement — Euro style. Health Policy
1992;20:321-8.

Carr-Hill RA, Morris J. Current practice in obtaining the
“Q” in QALYs: a cautionary note. BMJ1991;303:699-701.

Chan CLH, Villar RN. Obesity and quality-of-life after
primary hip-arthroplasty. | Bone Joint Surg — Br Vol
1996;78B:78-81.

Coast J. Reprocessing data to form QALYs.
BMJ1992;305:87-90.

Cole RP, Shakespeare V, Shakespeare P, Hobby JA.
Measuring outcome in low-priority plastic surgery
patients using Quality of Life indices. Br J Plast Surg
1994;47:117-21.

Currim IS, Sarin RK. A comparative evaluation of multi-
attribute consumer preference models. Management Sci
1984;30(5):543-61.

de Groot J, de Groot W, Kamphuis M, Vos PF, Berend K,
Blankestijn P]. Kwaliteit van leven van dialysepatienten
in Utrecht en Willemstad weinig verschillend [Little
difference in quality of life of dialysis patients in
Utrecht and Willemstad]. Ned Tijdschr Geneeskd
1994;138:862-6.

Dirksen SR. Search for meaning in long-term cancer
survivors. | Adv Nurs 1995;21:628-33.

Dolan P. Search for a critical-appraisal of EuroQoL —
aresponse by the EuroQoL group to Gafni and Birch.
Health Policy 1994;28:67-9.

Dolan P, Gudex C, Kind P, Williams A. A social tariff for
EuroQoL: results from a UK general population survey.
Centre for Health Economics discussion paper 138. York:
University of York, 1995.

Dolan P, Gudex C, Kind P, Williams A. Valuing
health states: a comparison of methods. | Health Econ
1996;2:209-32.

Drummond MF, Stoddart GL, Torrance GW. Methods for
the economic evaluation of health care programmes.
Oxford: Oxford Medical Publications, 1987.

Elvik R. The validity of using health state indexes in
measuring the consequences of traffic injury for public-
health. Soc Sci Med 1995;40:1385-98.

Erickson P, Kendall EA, Anderson JP, Kaplan RM. Using
composite health status measures to assess the nation’s
health. Med Care 1989;27:S66-76.

Essink-Bot ML, Bonsel GJ, Van Der Maas PJ. Valuation
of health states by the general public: feasibility of a
standardized measurement procedure. Soc Sci Med
1990;31:1201-6.

Essink-Bot ML, Stouthard ME, Bonsel GJ. Generaliz-
ability of valuations on health states collected with the
EuroQoLc-questionnaire. Health Econ 1993;2:237-46.

Essink-Bot ML, Vanroyen L, Krabbe P, Bonsel GJ, Rutten
FFH. The impact of migraine on health-status. Headache
1995;35:200-6.

EuroQoL Group. EuroQoL — a new facility for the
measurement of health-related quality-of-life. Health
Policy 1990;16:199-208.

EuroQoL Group. Not a quick fix (response to Carr-Hill).
Health Serv ] 1991;101:29.

EuroQoL Group. EuroQoL — a reply and reminder.
Health Policy 1992;20:329-32.

Feeny D, Furlong W, Barr RD, Torrance GW, Rosenbaum
P, Weitzman S. A comprehensive multiattribute system
for classifying the health status of survivors of childhood
cancer. J Clin Oncol 1992;10:923-8.

Feeny D, Leiper A, Barr RD, Furlong W, Torrance GW,
Rosenbaum P, Weitzman S. The comprehensive

assessment of health status in survivors of childhood

cancer: application to high-risk acute lymphoblastic

leukaemia. Br J Cancer 1993;67:1047-52. 77



78

A review of five MAUSs

Feeny D, Furlong W, Boyle M, Torrance GW. Multi-
attribute health status classification systems. Health
Utilities Index. PharmacoEconomics 1995;7:490-502.

Fryback DG, Dasbach ED, Klein R, Klein BEK, Martin PA,
Dorn N, Peterson K. Health assessment by SF-36, Quality
of Well-Being Index and time trade-offs: predicting one
measure from another. Med Decis Making 1992;12:348P.

Fryback DG, Dasbach EJ, Klein R, Klein BE, Dorn N,
Peterson K, et al. The Beaver Dam Health Outcomes
Study: initial catalog of health-state quality factors.
Med Decis Making 1993;13:89-102.

Furlong W, Torrance GW, Feeny D. Properties of Health
Utilities Index: preliminary evidence. Qual Life Newslett
1995;3-10.

Ganiats TG, Palinkas LA, Kaplan RM. Comparison
of Quality of Well-Being Scale and Functional Status
Index in patients with atrial fibrillation. Med Care
1992;30:958-64.

Gilbert A, Owen N, Innes JM, Sansom L. Trial of an
intervention to reduce chronic benzodiazepine use
among residents of aged-care accommodation. Aust
NZ ] Med 1993;23:343-7.

Gold M, Franks P, Erickson P. Assessing the health of
the nation: the predictive value of a preference based
measure and self-rated health. Med Care 1996;34:163-77.

Gravelle H. Valuations of EuroQoL health states:
comments and suggestions. Paper presented at the
ESRC/SHHD Workshop on Quality of Life, Edinburgh,
unpublished, 1995.

Gudex C. QALYs and their use by the health service.
Discussion paper 20. York: Centre for Health Economics,
University of York, 1986.

Gudex C, Kind P. The QALY toolkit. Centre for Health
Economics discussion paper 93. York: University of
York, 1988.

Gudex C, Williams A, Jourdan M, Mason R, Maynard ],
O’Flynn R, et al. Prioritising waiting lists. Health Trends
1990;22:103-8.

Gudex C.M. Health-related quality of life in endstage
renal failure. Q Life Res 1995;4:359-66.

Gudex C, Kind P. Chiropody and the QALY — a case-study
in assigning categories and distress to patients. Health
Policy 1991;19:79-80.

Gudex C, Kind P, van Dalen H, Durand M-A, Morris ],
Williams A. Comparing scaling methods for health state
valuations: Rosser revisited. Centre for Health Economics
discussion paper 107. York: University of York, 1993.

Holbrook TL, Hoyt DB, Anderson JP, Hollingsworth-
Fridlund P, Shackford SR. Functional limitation after
major trauma: a more sensitive assessment using the
Quality of Well-Being Scale — the trauma recovery pilot
project. J Trauma 1994;36:74-8.

Hollingworth W, Mackenzie R, Todd CJ, Dixon AK.
Measuring changes in quality-of-life following magnetic-
resonance-imaging of the knee — SF-36, EuroQoL((c))
or Rosser index. Q Life Res 1995;4:325-34.

Hornberger JC, Redelmeier DA, Petersen J. Variability
among methods to assess patients’ well-being and
consequent effect on a cost-effectiveness analysis.

J Clin Epidemiol 1992;45:505-12.

Humphreys WV, Evans F, Watkin G, Williams T. Critical
limb ischemia in patients over 80 years of age — options
in a district general-hospital. Br J Surg 1995;82:1361-3.

Hurst NP, Jobanputra P, Hunter M, Lambert M,
Lochhead A, Brown H. Validity of EuroQoL — a generic
health status instrument — in patients with rheumatoid
arthritis. Economic and Health Outcomes Research
Group. Br | Rheumatol 1994;33:655—62.

Kallis P, Unsworth White J, Munsch C, Gallivan S, Smith
EE, Parker DJ, ef al. Disability and distress following
cardiac surgery in patients over 70 years of age. Eur |
Cardiothorac Surg 1993;7:306-11.

Kaplan RM. Health outcome models for policy analysis.
Health Psychol 1989;8:723-35.

Kaplan RM. Application of a general health policy
model in the American health care crisis. J R Soc Med
1993a;86:277-81.

Kaplan RM. Quality of life assessment for cost/utility
studies in cancer. Cancer Treat Rev 1993b;19(Suppl A):
85-96.

Kaplan RM. Value judgement in the Oregon medicaid
experiment. Med Care 1994a;32:975-88.

Kaplan RM. Using quality-of-life information to
set priorities in health-policy. Social Indicators Res
1994b;33:121-63.

Kaplan RM, Atkins CJ. The well-year of life as a basis
for patient decision-making. Patient Educ Couns
1989;13:281-95.

Kaplan RM, Anderson JP. A general health policy
model: update and application. Health Services Res
1988;23:203-35.

Kaplan RM, Bush JW. Health-related quality of life
measurement for evaluation research and policy analysis.
Health Psychol 1982;1:61-80.

Kaplan RM, Bush JW, Berry CC. Health status: types of
validity and the index of well-being. Health Serv Res
1976;11:478-507.

Kaplan RM, Bush JW, Berry CC. Health status index:
category rating versus magnitude estimation for
measuring levels of well-being. Med Care 1979;17:501-25.

Kaplan RM, Atkins CJ, Timms R. Validity of a quality of
well-being scale as an outcome measure in chronic
obstructive pulmonary disease. J Chronic Dis
1984;37:85-95.



Health Technology Assessment 1999; Vol. 3: No. 9

Kaplan RM, Anderson JP, Wu AW, Mathews WC, Kozin F,
Orenstein D. The Quality of Well-being Scale. Appli-
cations in AIDS, cystic fibrosis, and arthritis. Med Care
1989;27:527-43.

Kaplan RM, Anderson JP, Wingard DL. Gender differ-
ences in health-related quality of life. Health Psychol
1991a;10:86-93.

Kaplan RM, Debon M, Anderson BF. Effects of number
of rating scale points upon utilities in a Quality of Well-
Being scale. Med Care 1991b;29:1061-4.

Kaplan RM, Coons SJ, Anderson JP. Quality of life
and policy analysis in arthritis. Arthritis Care Res
1992;5:173-83.

Kaplan RM, Anderson JP, Patterson TL, Mccutchan JA,
Weinrich JD, Heaton RK, et al. Validity of the Quality of
Well-Being Scale for persons with human immuno-
deficiency virus infection. HNRC Group. HIV Neuro-
behavioral Research Centre. Psychosom Med
1995;57:138-47.

Kind P. Measuring valuations for health states: a survey
of patients in general practice. Centre for Health
Economics discussion paper 76. York: University of
York, 1990.

Kind P. An interim tariff for EuroQoL health states.
Personal communication, 1994.

Kind P. The EuroQoL instrument: an index of health —
related quality of life. In: Spilker B, editor. Quality of life
and pharmacoeconomics in clinical trials, 2nd edn.
Philadelphia: Lippincott-Rivera, 1996:191-201.

Kind P, Gudex C. The HMQ: measuring health status in
the community. Centre for Health Economics discussion
paper 93. York: University of York, 1991.

Kind P, Gudex CM. Measuring health-status in the
community — a comparison of methods. | Epidemiol
Commun Health 1994;48:86-91.

Kind P, Rosser R. The quantification of health. Eur J
Social Psych 1988;18:63-77.

Kind P, Gudex C, Dolan P, Williams A. Practical and
methodological issues in the development of the
EuroQoL: the York experience. In: Albrecht GL,
Fitzpatrick R, editors. Advances in medical sociology.
Greenwich, 1994:219-253.

Launois R, Henry B, Marty JR, Gersberg M, Lassale C,
Benoist M, et al. Chemonucleolysis versus surgical
diskectomy for sciatica secondary to lumbar disc
herniation — a cost and quality-of-life evaluation.
PharmacoEconomics 1994;6:453-63.

Liang MH, Fossel AH, Larson MG. Comparisons of five
health status instruments for orthopaedic evaluation.
Med Care 1990;28:632-42.

Lonngyist J, Sintonen H, Syvalahti E, Appelberg B,
Koskinen T, Mannikko T, et al. Antidepressant efficacy
and quality of life in depression: a double-blind study
with moclobemide and fluoxetine. Acta Psychiatr Scand
1994;89:363-9.

Lonngyist J, Sihvo S, Syvalahti E, Sintonen H, Kiviruusu
O, Pitkanen H. Moclobemide and fluoxetine in the
prevention of relapses following acute treatment of
depression. Acta Psychiatr Scand 1995;91:189-94.

Mackenzie R, Hollingworth W, Dixon AK. Quality of life
assessments in the evaluation of magnetic resonance
imaging. Q Life Res 1994;3:29-37.

Magee TR, Scott DJ, Dunkley A, St Johnston J, Campbell
WB, Baird RN, et al. Quality of life following surgery for
abdominal aortic aneurysm. Br ] Surg 1992;79:1014-16.

Manzetti JD, Hoffman LA, Sereika SM, Sciurba FC,
Griffith BP. Exercise, education, and quality of life in
lung transplant candidates. | Heart Lung Transplant
1994;13:297-305.

Mold JW, Holtgrave DR, Bisonni RS, Marley DS, Wright
RA, Spann SJ. The evaluation and treatment of men
with asymptomatic prostate nodules in primary care:

a decision analysis. J/ Fam Pract 1992;34:561-8.

Measurement and Valuation of Health Group The
measurement and valuation of health: first report on
the main survey. York: Centre for Health Economics,
University of York, 1994.

Measurement and Valuation of Health Group The
measurement and valuation of health: Final report on
the modelling of valuation tariffs. York: Centre for
Health Economics, University of York, 1995.

Nord E. The validity of a visual analogue scale in
determining social utility weights for health states.
Int | Health Plan Manag 1991a;6:234-42.

Nord E. EuroQoL — health-related quality-of-life
measurement — valuations of health states by the general
public in Norway. Health Policy 1991b;18:25-36.

Nord E. Unjustified use of the Quality of Well-Being
Scale in priority setting in Oregon. Health Policy
1993;24:45-53.

Normantaylor FH, Palmer CR, Villar RN. Quality-of-life
improvement compared after hip and knee replacement.
J Bone Joint Surg — Br Vol 1996;78B:74-7.

O’Hanlon M, Fox Rushby J, Buxton M]. A qualitative
and quantitative comparison of the EuroQoL and time-
trade-off techniques. Int | Health Serv 1994;5:85-97.

Orenstein DM, Nixon PA, Ross EA, Kaplan RM.
The quality of well-being in cystic fibrosis. Chest
1989;95:344-7.

Orenstein DM, Pattishall EN, Nixon PA, Ross EA, Kaplan
RM. Quality of well-being before and after antibiotic
treatment of pulmonary exacerbation in patients with
cystic fibrosis. Chest 1990;98:1081-4.

Orenstein DM, Kaplan RM. Measuring the quality

of well-being in cystic fibrosis and lung transplantation.

The importance of the area under the curve. Chest
1991;100:1016-18. 79



80

A review of five MAUSs

Parkin D. Valuing health states: an exploratory data
analysis approach. Paper presented to a meeting of
the Health Economists Study Group, University of
Oxford, 1991.

Patrick DL, Bush JW, Chen MM. Methods for measuring
levels of well-being for a health status index. Health Serv
Res 1973a;8:228-45.

Patrick DL, Bush JW, Chen MM. Toward an operational
definition of health. J Health Soc Behav 1973b;14:6-23.

Payne SP, Galland RB. The use of a simple clinical
cardiac risk index predictive of long-term outcome after
infrarenal aortic reconstruction. Eur | Vasc Endovasc Surg
1995;9:138-42.

Petrou S, Davey P, Malek M. The application of the
Rosser—Kind classification to hip and knee joint
replacement surgery. Health Economists Study
Group Paper, 1992.

Rabin R, Rosser RM, Butler C. Impact of diagnosis
on utilities assigned to states of illness. | R Soc Med
1993;86:444-8.

Rawles J, Light J, Watt M. Quality of life in the first
100 days after suspected acute myocardial infarction —
a suitable trial endpoint? | Epidemiol Community Health
1992;46:612-16.

Read JL, Quinn R], Hoefer MA. Measuring overall
health: an evaluation of three important approaches.
] Chronic Dis 1987;40 (Suppl 1):7S-268.

Reed PG. Religiousness among terminally ill and healthy
adults. Res Nurs Health 1986;9:35-41.

Rissanen P, Aro S, Slatis P, Sintonen H, Paavolainen P.
Health and quality of life before and after hip or knee
arthroplasty. | Arthroplasty 1995;10:169-75.

Rissanen P, Aro S, Sintonen H, Slatis P, Paavolainen P.
Quality-of-life and functional ability in hip and knee
replacements — a prospective-study. Q Life Res
1996;5:56-64.

Rosser RM, Kind P. A scale of valuations of states of
illness: is there a social consensus? Int | Epidemiol
1978;7:347-58.

Rosser R, Sintonen H. The EuroQoL quality of life
project. In: Quality of life assessment: key issues in the
1990s. Lancaster: MTP Press, 1993:197-9.

Rosser RM, Watts VC. The measurement of hospital
output. Int | Epidemiol 1972;1:361-8.

Rosser R, Allison R, Butler C, Cottee M, Rabin R, Selai C.
The Index of Health-related Quality of Life. In:Hopkins
A, editor. Measures of the quality of life and the uses to
which such measures may be put. London: Royal College
of Physicians of London, 1992.

Rosser R, Allison R, Butler C, Cottee M, Rabin R, Selai C.
The Index of Health-related Quality of Life (IHQL): a
new tool for audit and cost-per-QALY analysis. In: Walker
SR, Rosser RM, editors. Quality of life assessment: key
issues in the 1990s. Lancaster: MTP Press, 1993:179-84.

Saigal S, Feeny D, Furlong W, Rosenbaum P, Burrows E,
Torrance G. Comprehensive assessment of the health-
related quality of life of extremely low birth weight
children and a reference group of children of eight
years of age. | Pediatr 1994;125:418-25.

Saigal S, Rosenbaum PL, Furlong W], Feeny DH,
Burrows E. Self-assessment of their own health-status by
extremely low-birth-weight and control teenagers using
a multiattribute health-status classification-system.
Paediat Res 1995;37:A271.

Schneiderman L], Kronick R, Kaplan RM, Anderson JP,
Langer RD. Effects of offering advance directives on
medical treatments and costs. Ann Intern Med
1992;117:599-606.

Sculpher M, Bryan S, Dwyer N, Hutton J, Stirrat GM.
An economic evaluation of transcervical endometrial
resection versus abdominal hysterectomy for the
treatment of menorrhagia. Br | Obstet Gynaecol
1993;100:244-52.

Selai C, Rosser R. Eliciting EuroQoL descriptive data and
utility scale values from inpatients — a feasibility study.
PharmacoEconomics 1995;8:147-58.

Sintonen H. An approach to measuring and valuing
health states. Soc Sci Med 1981;15C:55-65.

Sintonen H. Terveyteen liittyvan elamanlaadun
mittaamisesta [Health-related quality of life measures].
Sairaanhoitaja 1993;17-19.

Spiegelhalter DJ. The choice of “tariff”: comments on the
measurement and valuation of health project. Paper
presented at the ESRC/SHHD Workshop on Quality of
Life, Edinburgh, unpublished, 1995.

Tandon PK, Stander H, Schwarz RP Jr. Analysis of quality
of life data from a randomized, placebo-controlled heart-
failure trial. J Clin Epidemiol 1989;42:955-62.

Thomas R, Thomson K. Health-related quality of life:
technical report. London: SCPR, 1992.

Torrance GW, Boyle MH, Horwood SP. Applications of
multi-attribute utility theory to measure social prefer-
ences for health states. Operat Res 1982;30:1043-69.

Torrance GW, Furlong W, Feeny D, Boyle M. Multi-
attribute preference functions. Health Utilities Index.
PharmacoEconomics 1995;7:503-20.

Tramarin A, Milocchi F, Tolley K, Vaglia A, Marcolini F,
Manfrin V, et al. An economic evaluation of home-care
assistance for AIDS patients: a pilot study in a town in
northern Italy. Aids 1992;6:1377-83.

Unsworthwhite J, Kallis P, Treasure T, Pepper JR. Quality-
of-life after cardiac-surgery in patients over 70 years of
age. Cardiol Elderly 1994;2:133-8.

van-Agt HM, Essink-Bot ML, Krabbe PF, Bonsel GJ.
Test—retest reliability of health state valuations collected
with the EuroQoL questionnaire. Soc Sci Med
1994;39:1537-44.



Health Technology Assessment 1999; Vol. 3: No. 9

van Dalen H, Williams A, Gudex C. Lay peoples
evaluations of health — are there variations between
different subgroups. J Epidemiol Commun Health
1994;48:248-53.

Visser MC, Fletcher AE, Parr G, Simpson A, Bulpitt CJ.

A comparison of three quality of life instruments in
subjects with angina pectoris: the Sickness Impact Profile,
the Nottingham Health Profile, and the Quality of Well
Being Scale. J Clin Epidemiol 1994;47:157-63.

Verhoef CG, Verbeek AL, Stalpers L], van Daal WA.
Utiliteitsmeting bij de klinische besluitvorming [Utility
assessment in clinical decision making]. Ned Tijdschr
Geneeskd 1990;134:2195-200.

Wade DT. The Q in QALYs. BM/1991;303:1136-7.

Watkins LD, Bell BA, Marsh HT, Uttley D. A scale for
neurosurgical audit. Br | Neurosurg 1990;4:463-5.

Whynes DK, Neilson AR. Convergent validity of two
measures of the quality of life. Health Econ 1993;2:229-35.

Whynes DK, Neilson AR, Robinson MH, Hardcastle JD.
Colorectal cancer screening and quality of life. Q Life Res
1994;3:191-8.

Williams A. Economics of coronary artery bypass grafting.
BMJ1985;291:326-9.

Williams A. The measurement and valuation of health: a
chronicle. Centre for Health Economics discussion paper
136. York: University of York, 1995a.

Williams A. The role of the EuroQoL instrument in
QALY calculations. Centre for Health Economics
Discussion paper 130. York: University of York, 1995b.

Wu AW, Mathews WC, Brysk LT, Hampton Atkinson J,
Grant I, Abramson I, ef al. Quality of life in a placebo-
controlled trial of Zidovudine in patients with AIDS and
AIDS-related complex. [ Acquired Immune Deficiency
Syndromes 1990;3:683-90.

8l






Health Technology Assessment 1999; Vol. 3: No. 9

Chapter 6

The use of non-preference-based measures of
health in economic evaluation

N on-preference-based measures of HRQoL,
often referred to in the literature as HSMs,
are increasingly used in clinical trials to assess

the efficacy and effectiveness of healthcare inter-
ventions in terms of patient-perceived health. They
provide an important source of data regarding the
benefits of health care but were not designed for
use in economic evaluation. Some health eco-
nomists have attempted to use them in conducting
economic evaluations alongside clinical trials

(e.g. Buxton et al., 1985; Nichol et al., 1992).
However, the use of HSMs in economic evaluation
has either been criticised by health economists,
largely because they do not explicitly incorporate
preferences (Culyer, 1978; Williams, 1989; Johan-
nesson et al., 1996) or ignored by them. For reasons
reviewed below, we believe HSMs will continue to
be widely used in clinical trials and are likely to
continue to be far more popular than economic
measures of benefit. It is therefore important to
examine the potential use of HSMs in economic
evaluation in order to extend the scope for under-
taking such analyses alongside clinical trials.

This chapter begins by reviewing the characteristics
of a sample of HSMs. It then examines why HSMs
are used more than economic measures. The
economic criticisms of using HSMs in economic
evaluation are then reviewed, along with the
evidence on the relationship between HSMs and
preference-based measures. On the basis of these
sections we make recommendations regarding the
use of HSMs in economic evaluation. The last
section considers whether it is possible to further
develop or adapt these measures for use in
economic evaluation.

Search strategy and methods
of review

The abstracts of the 155 papers identified in
chapter 3 have been used for the review of the
use of HSMs presented below. As before, the
papers have not been systematically reviewed
against quality criteria. Nonetheless, it is intended
to be a comprehensive review and one which
presents an accurate balance of opinion (we

have tried to reflect disagreements rather than
to hide them) from the economics literature,
but it inevitably contains our own judgements
and opinions.

The search strategy and methods of a review of
papers comparing HSMs with preference measures
are presented later in this chapter.

Characteristics of HSMs

The term ‘HSM’ is used here to describe
instruments designed to measure quantitatively
dimensions of health thought to be of relevance
to patients with health problems, caused either by
disease, the treatment of disease or other processes
such as natural ageing, trauma and pregnancy.
This would exclude biomedical measures (such

as blood pressure, FEV or cholesterol levels) or
diagnostic instruments. HSMs can be ‘generic’
and hence designed for use across all conditions
or specifically designed for a particular disease.
Such measures have been available since the

1940s (Karnofsky and Burchenal, 1949), but did
not become widely used until the 1960s and 1970s.
By 1987, there were over 200 HSMs identified by
Spilker et al. (1990).

HSMs vary widely in terms of content, format and
scaling. The principal features of a sample of eight
HSMs are presented in Table 3. The instruments
have been selected to demonstrate the diversity of
measures in terms of their size, coverage of health
domains, method of administration, and sources of
values, not for being typical or even representative.

The contents vary considerably between the
measures, from generic concepts of functioning
through to specific symptoms (e.g. dyspnoea for
respiratory disease, dexterity for arthritis and so
forth). The methods of completing the question-
naires include clinical interview, professional
assessment, researcher interview and self-
completion, either in the clinic or at home.
Many of these questionnaires are completed

by the patient. Though this is not typical, it has
become more common in recent years. The
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TABLE 3 Characteristics of five health status measures

Questionnaire No. of Description of
dimensions dimensions/items

Condition specific

St. George’s 4
Respiratory
Questionnaire

Chronic 4
Respiratory
Questionnaire

function, mastery

Barthel Mobility, grooming, dressing,
continence

Generic

SF-36 8 Physical functioning, role

limitations (physical and
emotional problems), social

fucntioning, pain, mental health,

general health perception

NHP 6
emotional reactions, energy

Chronic Respiratory Questionnaire incorporates
a further development, where patients are asked
to identify the important activities which make
them breathless, as well as providing the assess-
ment. The developers have argued that this
approach has the advantage of generating a
score more responsive to health change (Guyatt
et al., 1993), though it is of doubtful use in
interpersonal comparisons.

Item responses typically have a simple numeric
scaling, such as from 1 to 5, and these scores

are summed across the items to derive scores for
each dimension (e.g. the SF-36 or the Chronic
Respiratory Questionnaire) and/or across all
items to derive an overall score (e.g. the Barthel
measure). This procedure has been mistakenly
described in the psychometric literature as being
‘unweighted’ (Jenkinson, 1991), yet it implicitly
assumes equal weighting. In others, such as the
St. George’s Respiratory Questionnaire and the
SIP, weights have been derived by explicit
valuation procedures.

We do not include any of the ‘QALY’ instruments
in this list, such as the EQ-5D, since these are
purporting to value health rather than simply to
measure it. Nonetheless, some of these measures
do share many of the characteristics found in
HSMs, including the dimensions and items, and
the methods of administration. These QALY
measures were reviewed in chapter 4.

Symptoms (e.g. shortness of
breath and wheezing), activity
(e.g- walking and playing games),
impacts (e.g. embarrassment)

Dyspnoea, fatigue, emotional

Mobility, social isolation, pain, 38 Patient

No.of Source of Method of Source Results

items responses administration of values

50 Patient Interview or Patients Profile and
self-completion  (usingVAS) index

20 Patient Interview Assumed Profile

10 Professional Professional Assumed Index
assessment

36 Patient or ~ Self-completion, Assumed Profile

proxy interviewer
administration

Self-completion  Thurstone’s Profile
method

Why consider the use of HSMs in
economic evaluation?

Preference-based measures have been available
for over two decades (e.g. Torrance et al., 1972),
yet they are still not widely used. The applications
of QALYs in the evaluation of healthcare inter-
ventions, for example, has been limited (Back-
house et al., 1992) and certainly not sufficient

to provide a complete and up-to-date assessment
of the cost-effectiveness of health technologies
(Drummond et al., 1993), whereas the use of
condition-specific, and to a lesser extent generic,
HSMs have become more widespread. This is
largely because the trials were designed to
address clinical rather than economic questions.
Yet even amongst researchers who are seeking

to address a broader set of questions, including
‘cost-effectiveness’, there has been a reluctance
to use economic measures. This reluctance may
in part be the consequence of continued
unfamiliarity with economic measures.

Drummond and Davies (1991) have identified
three explanations for this reluctance to use

such measures amongst clinical researchers.

The first is the additional burden from using

any extra measures in clinical trials which increase
costs and risk burdening the patient. In defence
of preference-based measures, many of the instru-
ments used by economists take less time than
many HSMs (e.g. the EQ-5D takes less than
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3 minutes to complete), and cost considerably
less than many clinical tests. A researcher intending
to conduct an economic evaluation may have to
consider reducing the burden of clinical measures.
A second concern with using preference-based
measures is that preference elicitation techniques,
such as SG and TTO, may be distressing to
patients. It may result in patients withdrawing
from the trial and is questionable ethically. This
difficulty would be avoided by using one of the
QALY classifications. The third and final concern,
which is potentially a more fundamental problem,
is the view that preference-based measures suffer
from being insensitive or even irrelevant for many
conditions. Condition-specific HSMs are argued
to contain more relevant health dimensions and
hence be more responsive to changes in health

in patients with the condition (Guyatt et al., 1987),
while the generic HSMs tend to be larger than

the QALY HSCs and hence have more scope to
measure change. This is a concern shared by
some health economists (Donaldson et al., 1988;
Hall et al., 1992).

Care must be taken in reviewing the claims for

the greater sensitivity of HSMs over preference-
based measures since they are often based on the
psychometric criteria of construct validity and
responsiveness. As discussed in chapter 3, these
are not appropriate criteria for testing the validity
of a measure for use in economic evaluation, since
they take no account of the importance of any
differences in health. An HSM may be found to
have a larger effect size for a given health change,
but this does not mean it is a better reflection of
preferences. Nonetheless, relevance and sensitivity
are important components of the descriptive
validity of a measure, and there is evidence to
support the claim that QALY HSCs and direct
utility assessment can be insensitive to important
health changes in some patient groups (see
chapter 4).

In summary, HSMs are far more widely used than
preference-based measures in health services
research for a number of reasons. It is therefore
extremely pertinent to ask the question as to
whether such measures can be used to assess the
relative efficiency of healthcare interventions.

Economic criticisms of non-
preference-based health measures

Assessing the validity of HSMs for use in economic

evaluation is concerned with establishing the extent

to which they reflect preferences. The goal of the

developers of HSMs has been to measure various
concepts of health. The use of HSMs in economic
evaluation depends on the extent to which HSM
scores reflect the intensity of peoples’ preferences
for health changes from healthcare interventions.
The distinction between the aims of measuring or
numerically describing health and the estimation
of peoples’ preferences for health is essential to
understanding the economic critique of HSMs. We
begin this section by reviewing HSMs in terms of
the validity of the descriptions and then consider
the issue of values.

Descriptive validity: choice of
dimensions and items

The choice of dimensions and items is an
important value judgement. The exclusion of a
dimension is equivalent to assigning it a value of 0.
This may not matter if this is indeed found to be
the case or the dimension is unaltered by the
healthcare intervention being evaluated. However,
it is rare for either of these to be demonstrated.

The methods of selecting items and dimensions
include using expert opinion (i.e. the designer
and/or a panel of experts), reviewing the
literature (including existing measures, such

as done for the SF-36), eliciting patient views

(as ascertained in interviews and surveys), and
statistical methods (e.g. factor analysis). The
most common method is the use of expert
opinion. Statistical methods of item selection
take account of the internal consistency or homo-
geneity of items within dimension, including the
use of factor analysis to identify clusters of related
items. These statistical approaches are based on
the correlation of items and hence may have
little relationship to preferences and can lead to
the exclusion of important items simply because
they did not fit neatly into the hypothesised
domains (see chapter 3). Economists concerned
with correctly reflecting the individual’s prefer-
ences are likely to prefer a patient based approach
to generating and selecting dimensions and

their items.

These comments are not intended to suggest that
HSMs have been worse than preference-based
measures in the methods of selecting dimensions.
Indeed the methods employed have often been
more thorough.

Valuation

Scoring of HSMs

For HSMs there can be three components to the
scoring: (1) scores are assigned to the response
choices offered in each question (e.g. the SF-36
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physical functioning dimension items have three
responses — ‘limited a lot’, ‘limited a little’ and ‘not
limited at all’ — and these are coded 1, 2, and 3,
respectively; (2) weightings are used to combine the
items to derive a dimension score; and (3) dimen-
sions are combined into an overall total score using
a set of weights (though this is not done for many
HSMs). The most common method of scoring is to
assume equal intervals for each of these compon-
ents to the scoring (e.g. the Chronic Respiratory
Questionnaire, Barthel measure, AIMS and SF-36).
Dimension scores are computed by giving equal
weight to each item, and for those HSMs which
generate a single index, the dimension scores

are combined assuming equal weighting.

The arbitrary nature of the assumptions under-
lying each stage of the scoring has long troubled
economists (Culyer, 1978; Torrance, 1986). There
is no reason to suppose, for example, that a patient
perceives the intervals of the responses to items
of the physical functioning dimension of the SF-36
of ‘not limited at all’ and ‘limited a little’ to be
equivalent to the interval between ‘limited a little’
and ‘limited a lot’. To take another example from
the SF-36, the intervals for an item on how much
bodily pain a person has had in the last 4 weeks
are ‘none’ to ‘very mild’, ‘very mild’ to ‘mild’,
‘mild’ to ‘moderate’, ‘moderate’ to ‘severe’ and
‘severe’ to ‘very severe’. This would imply that in
a trial, a reduction in pain from ‘mild’ to ‘very
mild’ would be equivalent to a reduction from
‘severe’ to ‘moderate’. Yet recent evidence using
VAS and SG valuation techniques suggests that
patients are unable to perceive a significant
difference between ‘very mild’ and ‘mild’ but
that there is a very large and significant difference
between ‘moderate’ and ‘severe’ (Brazier et al.,
1996). The summing of item scores makes
equally untenable assumptions. In the physical
functioning scale of the SF-36 the item ‘limitations
in climbing one flight of stairs’ is assumed to be
of equal importance to ‘limitations in walking
more than one mile’. For someone living in a
bungalow, limitations in walking would probably
be regarded as a far worse problem. Given the
lack of any empirical basis for these assumptions
there must be doubts about even the ordinal
properties of these scales as indicators of peoples’
preferences, particularly over small changes in
the dimension scores. Williams (1989) has gone
so far as to suggest that the use of arbitrary
weights in some HSMs is so serious a defect that
it is doubtful ‘whether the positive or negative
changes in ... scores ... can be unambiguously
rated as improvements or deteriorations in

health state if properly valued’.

Developers of some HSMs have estimated weights
for the items of their instruments, but none have a
basis in economic theory and would not perform
well against the check-list presented in the previous
chapter. For example, the St. George’s Respiratory
Questionnaire and the SIP have weights derived
from asking groups of patients to value the import-
ance of each item on a VAS. Nonetheless, these are
more likely to possess ordinal properties.

For many clinical purposes, it is useful to present
separate scores by dimension. To undertake eco-
nomic evaluation, however, it will often be neces-
sary to be able to combine the dimensions into
an overall indicator of preferences. However, the
generation of a single index score for health has
been opposed by many developers of HSMs. The
developers of the NHP, for example, have argued:
‘The simple addition of affirmative responses
gives misleading results because of the features
of pain, social life, emotion, and so on are quali-
tatively distinct and made up of different facets
which can not have common denominators’
(Hunt et al., 1986). This view is understandable
when the purpose is to derive a measure of health,
but this is not the purpose for use in economic
evaluation. A profile measure might indicate an
improvement in the physical functioning and
possibly other related dimensions such as social
functioning but a deterioration in the pain. At
the end of a clinical trial it would not be possible
to determine whether the treatment was effective,
let alone whether it was cost-effective. A trade-off
needs to be made between dimensions in order
to decide whether the patient should have the
treatment and this is not possible with

profile HSMs.

Some HSMs do combine the different dimen-
sions to form a single index (e.g. the St. George’s
Respiratory questionnaire, the SIP and the
Barthel measure). As for the aggregation of
items, many assume an equal weighting between
dimensions (e.g. the Barthel measure), while
others combine the items using item weights
estimated using valuation techniques such as

the VAS. In addition to the previous criticisms

of these methods, the scoring systems make an
assumption of simple additivity between
dimensions, where the value of one dimension

is assumed to be unaltered by the level of another
dimension (Culyer, 1978). This rules out the
prospect of any interaction between dimensions.
Torrance et al. (1992) have suggested ‘that the
additional disutility added by a particular deficit
is greater if it is the first and only deficit and

less if it is the last of two or more deficits.’
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Alternatively, an interaction may increase the
deficit over and above the sum of the two parts.

The equal interval assumptions underlying most
HSMs have been defended by psychometricians
and other health services researchers. The relative
importance of the different health concepts is in
part taken account of by the number of items
used to represent them. Thus in the case of the
physical functioning dimension of the SF-36,
there are three items for walking the block against
one for going shopping. Others have argued that
there is no theoretical or empirical basis for using
anything other than unit weightings, and so equal
weighting is favoured on the grounds of a default
(Fletcher et al., 1992). It has also been claimed
that it makes little difference in practice whether
or not equal interval weighting is used in the case
of a widely used generic HSM, the NHP (Jenkinson,
1991). To economists, there are convincing theo-
retical reasons for supposing weightings are not
equal, but ultimately these arguments are open

to empirical testing.

Time and risk

The outcome of a treatment is often estimated

as the mean difference between health scores
before and after treatment of patients in the

trial. A more sophisticated approach to analysing
repeated measures is to estimate the health change
as the difference between the mean pretreatment
scores and a weighted average of mean scores
across the post-treatment assessments, with the
weights proportional to the time between each
assessment (Matthews et al., 1996). This method
of analysis ignores the impact of both time and
risk on peoples’ preferences for different
outcomes (O’Brien, 1994).

Time can have implications for the value of a
health state. The conventional method for ana-
lysing repeated measures assumes independence
of the duration spent in a state, when the state
occurs, and which states precede or follow it.
Criticisms of these assumptions have been made
of QALYs and are summarised in chapter 2.

The analysis of time raises another problem. An
important limitation of HSM scores is that they do
not include mortality (Feeny et al., 1990) This can
lead to a statistical artefact whereby an improve-
ment in survival can bring down the mean health
status of the cohort simply because the survivors
have a worse state of health. For economic evalu-
ation and clinical decision-making it is often neces-
sary to combine survival with health status, such as
for benign prostatic hyperplasia, where the surgical

intervention is associated with a risk of fatality,
or in the treatment of terminal conditions where
a treatment to extend life is associated with
unpleasant side-effects; only QALYs and HYEs
do this.

There can be a very wide range of outcomes for
common treatments such as cholecystectomy, with
major negative health effects from complications
(Nicholl et al., 1992) and mortality. Conventional
analysis of HSM data assumes people are risk-
neutral. Yet in health care there is evidence that
many people are averse to risk (Loomes and
McKenzie, 1989). Patients may choose a treatment
which achieves a lower expected or mean improve-
ment in the HSM scores than another, but is
associated with less variance. The distribution of
health outcomes should not be ignored when
comparing the effectiveness of treatments.

A review of empirical
comparisons of preference- and
non-preference-based measures

In the previous section we reviewed the reasons
why HSMs are unlikely to reflect preferences.
Whether or not they do is ultimately an empirical
question. There are studies in which HSMs are
used in studies alongside preference-based
measures, and this presents us with the oppor-
tunity to examine the empirical relationship
between them. Whilst there are many examples
of studies using these measures in combination,
relatively few studies have attempted to explore
or explain this relationship. In this next section
we review work done to date which has investigated
the relationship between HSMs and utility-based
measures of HRQoL.

Revicki and Kaplan’s review

The relationship between HSMs and preference
measures has been explored in a number of
studies, some of which are clinical trials and
cover a number of diseases. Other papers are
methodological investigations of different out-
come measures. A review of these papers has
already been published by Revicki and Kaplan
(1993). The authors of the review conducted a
MEDLINE search to identify studies which in-
cluded both psychometric and utility measures
and which also gave correlations between the two
types of measure. This search identified 15 studies
published between January 1985 and March 1993.

The studies identified employed the QWB (47%)
and TTO (40%) approaches most commonly,
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while SG was only used in 2/15 studies. The

HSMs used included the SIP, SF-36, General
Health Rating Index, Spitzer Quality of Life Index,
Karnofsky Scale and the Specific Activity Scale.
Correlations between measures were summarised
by the preference measurement method. Firstly for
the RS or VAS, preferences and HSM scores were
correlated 0.17-0.46, with 3-21% of the variance in
the VAS score being predicted by individual HSM
scores. It was estimated by regression analysis that
27-34% of the VAS values could be accounted for
by a combination of health status scores.

For the TTO method (five studies), it was
estim-ated that the correlation between HSM
scores and TTO preferences was between 1 and
43%. In most studies there was only small to mod-
erate correlation between TTO and various HSM
measures. For the SG method (three studies)
utilities were poorly to moderately correlated
(r=10.01-0.3) to HSM measures. Approximately
1-25% of variance according to which HSM was
used was shared between HSMs and SG.

There were six studies which used the QWB as

the preference measure. It was found that 11-50%
of variance was shared between HSMs and QWB
scores. QWB scores were correlated more with
measures of physical as opposed to psychological
functioning. Only one study (Brazier et al., 1993)
compared the dimensions of a multi-attribute
preference-based measure (EQ-6D) and an HSM
(SF-36). Spearman rank correlations between the
EQ and SF-36 were between 0.48 and 0.60.

In summary, Revicki and Kaplan concluded that
there was only a low to moderate association between
HSM measures and preference-based measures. The
VAS method was more closely correlated with various
HSMs than any of the other methods compared in
the review, but even here correlations were not
impressive, and, as already discussed, there are major
doubts about whether the VAS technique can be
regarded as a measure of preferences. The
correlation of HSMs with SG was particularly poor.

Update

An almost infinite number of permutations of
terms from these two concepts meant that it was
more feasible to search only for preference-based
measure terms. Retrieved papers were then
assessed by the expert reviewers to determine

if they also contained a health status
questionnaire concept.

A recognised search technique for situations
where indexing inadequately reflects search

concepts is known as ‘citation pearl growing’
(Hartley et al., 1990). This is when a relevant
article is retrieved and then the title and abstract
reviewed for the occurrence of free text expres-
sions which are subsequently added to a search
strategy. Given that the intention, in the case

of this review, is to identify a body of literature
an expanded variation of this technique was
used, ‘citation cluster growing’ whereby successive
relevant terms are entered into the search
strategy until all alternatives are exhausted.
Examples of terms identified in this way are
given Box 5.

Particular challenges for this search strategy
resulted from the numerous variants in spelling,
terminology and hyphenation as reflected

in both the terminology used by authors

and the practices used in data entry to the
various databases.

This search found four papers written since
1993 (and hence results which are not included
in Revicki and Kaplan’s paper) that have
estimated correlations between HSMs and
preference measures:

(1) Revicki et al. (1995) compared HSMs and
preference measures in patients infected with
HIV. The psychometric measures used were an

BOX 5 Search strategy

Health state preference*
Preference based
Preference measure*
Preference weighted measure*
Time preference*

Patient preference*
Standard gamble

Standard reference gamble*
Monte Carlo

Categorical rating {method*/procedure*/scal*}
Category scal*

Categorical scal*

Health state utilit*

Health utilit*

Utility measure*

Utility assessment

Patient utilit*

Time Trade Off

Time Tradeoff

TTO

Contingent Valuation
Willingness to pay
Economic-value-of-life
Discount*
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adapted version of the Medical Outcome Study —
HIV (MOS-HIV) instrument, The Centre for Epi-
demiologic Studies (CES) Depression Scale, and
the SIP Home Management Scale. Health state
utilities were obtained by use of the VAS and SG.
The correlations between VAS scores and the MOS-
HIV and other health status scores were 0.34—0.56.
The highest correlation was between the VAS and
the CES Depression Scale of 0.56. The authors
found no significant correlation between SG
utilities and any of the scores of the HSM.

(2) Rutten-van Molken et al. (1995) presented
results from a comparison of four instruments
in the evaluation of two drug therapies in
asthmatics. One of the main aims was to test the
construct validity of four measures: the Asthma
Quality of Life Questionnaire (AQLQ); the Living
with Asthma Questionnaire (LWAQ); the SIP;
and SG and VAS ratings. The paper reports
Spearman rank correlation coefficients for
both VAS and SG utilities against the other
three HRQoL instruments. The correlation
coefficients for VAS ratings against the other
measures were 0.47 for the AQLQ, —0.43 for the
LWAQ and -0.59 for the SIP. For SG utilities

the corresponding figures were 0.19, -0.13 and
—0.15. As in other studies there seems to be a
better correlation between VAS values and
HSMs than is found between SG values and
HSM results.

(3) Tsevat et al. (1996) in a study of patients
infected with HIV examined the relationship
between measures at two points in time. The
preference-based measures were TTO, the VAS
and the QWB, and health status was measured
using the 18-item Mental Health Inventory, the
Dyspnea-Fatigue Index (DFI) and the SF-36. For
TTO the strongest correlates (0.51-0.59) were
with measures of physical functioning (the SF-36
physical functioning score, SF-36 role limitation
score, SF-36 vitality and the DFI). For the VAS
rating measures, the strongest correlations

with HSMs varied between 0.51 (SF-36 physical
functioning) and 0.66 (SF-36 general health).

A multivariate analysis showed that the SF-36
general health scale, the mental health depression
subscale and the DFI accounted for 52% of the
variance. The QWB was most strongly correlated
with the SF-36 physical functioning (0.51), the
DFI (0.67) and the SF-36 vitality (0.68). The
authors report that the modest correlation found
between preference-based measures in this
particular study fits with similar findings from
other studies of both HIV-infected and non-
HIV-infected patients.

(4) Bosch and Hunink (1996) looked at the
relationship in patients with intermittent claudi-
cation (mild peripheral arterial disease). The
HSM was the SF-36, and health preferences
were measured using SG, TTO, the VAS and the
McMaster HUI. Correlation coefficients between
TTO values and the SF-36 ranged from 0.16 (pain)
to 0.46 (mental health), for the SG the corre-
sponding correlations ranged from 0.10 (pain)
to 0.34 (social functioning). The HUI and VAS
values were more strongly correlated, varying
between 0.37 and 0.67. For the HUI, coefficients
ranged from 0.40 to 0.60. All dimensions of the
SF-36 were significantly correlated with the VAS
and HUI values. Regression analyses showed the
best combination of SF-36 dimensions explained
28% of variation in TTO scores; the corresponding
figures were 14% for the SG technique, 28% for
TTO, 53% for the HUI and 61% for the VAS.
Overall the relationships between the SF-36

and the TTO and SG techniques were ‘poor to
moderate’, with the correlations between the
HUI and the VAS and the SF-36 being described
as ‘moderate to good’. The authors of this paper
compare their findings with other studies which
have investigated the relationship between the
two types of measure.

Discussion

Overall it would appear that there are only low-to-
moderate correlations between HSMs and prefer-
ence measures, but this was not consistent between
or within methods. Most studies find that the
relationship is best for the VAS, and VAS-based
measure of the QWB. It was argued earlier that
the VAS is not regarded as a measure of prefer-
ences, but more a measure of health; it is therefore
not surprising that VAS ratings are better corre-
lated to measures of health than SG and TTO
scores. For TTO and SG, there was a considerable
range of values in the size of the correlation,

and worst for SG.

The focus in the literature on the relationship in
terms of correlations could be criticised since it is
regarded as a poor measure of agreement (Bland
and Altman, 1988). A high correlation can disguise
a poor level of agreement, with the scores of one
measure being consistently better or worse than
the other. Furthermore, a product moment co-
efficient assumes a linear relationship exists and
this may not be the case. Cairns et al. (1991)

have explored the potential for establishing an
‘exchange rate’ between existing condition-
specific outcome measures in order to facilitate
cross-programme comparisons. A sample of
scenarios describing hypothetical patients was
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selected from HSMs, and a group of raters was
asked to rank them and assign an index number
to each using a VAS. They found that the
differences in the scores generated by these
VASs, however, were not constant between the
intervals along the original scales of the three
HSMs. Evidence that there is not a simple
proportional relationship between the three
condition-specific measures was examined.
Despite these reservations with the use of corre-
lation coefficients, the basic finding remains of
a poor relationship between HSMs and the
preference measures of TTO and SG.

Tsevat et al. (1996) have argued that ‘The existence
of such a poor relationship suggests that how
people value their health does not correlate with
how ‘healthy’ they are’. There may be different
explanations of the poor relationship between
HSMs and utility measures depending as to
whether we are looking values at ‘one point in time’
or comparisons of values measuring change in
health over time. Tsevat et al. (1996) suggest that in
the first case the weak relationship is suggestive of
the fact that there are ‘unmeasured determinants
of health values’. In the second case, a weak
relationship between change in health values and
status, it is argued that patients may have adapted
to their new health state or have redefined in their
minds what constitutes ‘excellent health’. Revicki
and Kaplan (1993) also offer a number of sugges-
tions as to why such a poor correlation should
exist. The process of assigning utility values to
health states has a number of features which help
to explain the divergence of outcome scores found
by using such methods and those found with
psychometric approaches. These factors include
framing effects (the way in which a scenario is

presented), duration of time in the various health
states (i.e. time preferences), the inclusion of risk
(i.e. treatment outcomes are presented as prob-
abilities in SG), and the general cognitive com-
plexity faced by individuals asked to assign values
to health states. QALY scores may also include
beliefs about health, emotional factors and
indeed ‘non-health related factors’ such as

an individuals personal wealth.

The above analysis leads Revicki and Kaplan to
suggest that the two kinds of measure are designed
for different purposes and that they are inevitably
not interchangeable. Along with others they
concluded that the various types of measures are
best used alongside each other and that ‘A greater
understanding of the relationship between prefer-
ence and health status measures is needed’.

Using non-preference-based
health measures in economic
evaluation

The previous two sections of this chapter have
set out the economic criticisms of HSMs and why
HSM scores cannot be regarded as good proxies
for preferences. However, HSMs are being widely
used in trials, and studies are being published
which present costs alongside HSM results (see
chapter 7). It is therefore important to examine
the use to which HSM scores can be put in
economic evaluation.

The usefulness of HSMs in assessing the relative
efficiency of interventions depends on the results
of the study. In Table 4 we present seven scenarios

TABLE 4 Assessing the relative cost-effectiveness of two interventions given different cost and outcome scenarios

Scenario  Cost HSM scores Can cost-effectiveness
be evaluated?

| Lower Better in at least one dimension and no worse on any other Yes, by dominance®

2 Same Better in at least one dimension and no worse on any other Yes®

3 Lower Same across all dimensions Yes, by cost-minimisation®
4 Lower Better on some dimensions and worse on others No

5 Same Better on some dimensions and worse on others No

6 Higher Better in at least one dimension and no worse on any other No

7 Higher Better on some dimensions and worse on others No

? Given the provisos about the ordinality of the scales
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of costs and outcomes in a comparison of two
interventions, and consider whether it is possible
to assess their relative cost-effectiveness. The
first scenario is a case of dominance where one
treatment is cheaper and better on at least one
of the dimensions of the HSM, while being no
worse on any other. In the second scenario it is
also straightforward to assess cost-effectiveness,
since it is simply a question of choosing the
treatment with the better HSM scores since the
two have been found to cost the same. The third
scenario is the same across all dimensions of

the HSM and hence it is a CMA. Even for these
three scenarios it is necessary to demonstrate

the ordinality of the scale of the HSM scores in
relation to preferences. The theoretical reasons
for doubting that HSMs possess this property
were reviewed in an earlier section. The empirical
evidence suggests HSMs are significantly if poorly
correlated to preference-based measures. This
suggests that they should rank states in the same
order as preference-based measures, provided
there is no trade-off to be made between dimen-
sions. This would indicate that HSM can be
useful in assessing cost-effectiveness under

each of these three scenarios.

The result is less straightforward for scenarios 4-7,
where the usual technique for assessing relative
efficiency would be CEA where the treatments
are compared in terms of their incremental cost-
effectiveness ratio. The convention in CEA has
been to measure health effects in natural units
(Drummond et al., 1987). Feeny et al. (1990) have
suggested ‘the assessment of alternative drug
regimens for the control of chronic respiratory
disease could be displayed in terms of a set of
cost-effectiveness ratios of the dollar per change
in the CRQ score for each drug regimen’.
However, they point out that ‘For specific and
generic profile instruments that do not provide

a single score, the meaningfulness of cost-
effectiveness which utilises such measures is
dubious’. The problem arises from having
multiple cost-effectiveness ratios. To assess
cost-effectiveness it is necessary to estimate
incremental cost-effectiveness ratios across all
dimensions of the HSM, otherwise it will be neces-
sary to undertake trade-offs between dimension
scores which are beyond the scope of these
measures. In scenarios 4 and 5 one treatment
performs better on same dimensions but worse
on others, and hence one treatment could be
more of cost-effective on some dimensions but
worse on others. Even where one treatment is
more cost-effective across all the dimensions

of a profile measure, care must be taken in the

interpretation. Our review of the evidence found
that HSMs do not possess the interval properties
required to undertake such comparisons.
Furthermore, it is the incremental cost-effectiveness
ratio which is important for resource allocation
purposes. Therefore, where the least cost-effective
intervention costs more and yields a higher

benefit, then the greater benefit might be

worth the extra cost.

Where there are multiple outcomes, the
recommended approach is to present the costs
and benefits of the alternatives in a dissaggregated
form in a CCA (see chapter 2 for the explanation).
This type of presentation might not be helpful
because HSM scores have no obvious intuitive
meaning. As the developers of the SF-36, for
example, acknowledge: ‘when multiple items

are combined into a score, ... the score has no
inherent meaning’ (Stewart and Ware, 1992).
Score differences cannot be compared between
dimensions, nor can HSM scores be compared

to other outcomes (such as survival) or cost.
Non-preference-based HSMs can not be used

to assess cost-effectiveness of the interventions

in such circumstances.

This section has described the limited circum-
stances where HSMs may have a role in assessing
relative efficiency. The usefulness of HSMs in
economic evaluation depends on the results of
the study, but it is usually not possible to predict
the results of a study and therefore the advice to
researchers designing an economic evaluation is
to use preference-based measures alongside the
HSMs. An alternative strategy in the longer term
would be to adapt HSMs by incorporating
preferences and this is considered in the

next section.

Developing non-preference-
based health measures for use
in economic evaluation

The issue addressed here is whether it is possible to
develop HSMs in order to utilise their potentially
rich source of descriptive information in an eco-
nomic evaluation. There are five methods for
doing this: use arbitrary weights, map from an
HSM on to the classification of a preference-based
classification, develop exchange rates between
HSM scales and preference-based measures, value
the items of the HSM using preference-based
methods, or use the descriptive data to derive
health scenarios for valuation. These will now

be reviewed.
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Arbitrary weights

One approach is simply to combine the dimension
scores or item responses into a single index using
an assumed set of weights. A wide range of
aggregation schemes could be applied to HSMs,
involving the summing of dimension scores or
items responses, using different assumed weights.
The easiest method would be to weight the
dimension scores as follows:

health index = K, X + K, X, +... + K, X, (2)

where K ;is the dimension weight applied to
dimension j, n is the number of dimensions,
X is the dimension score of dimension jand

in =1

Jj=1
An example of this is the work of a team at Brunel
University who aggregated the NHP into a single
index to estimate the QALYs gained from a heart
transplant programme (O’Brien et al., 1987).
Three methods of aggregation were utilised:
(1) the proportion of affirmative responses to
the 38 statements in the NHP; (2) weighting the
affirmative responses by weights estimated by the
NHP developers, using Thurstone’s method of
paired comparisons (Hunt et al., 1986); and (3)
using unitary statement weights within dimensions
and then weighting the dimensions by their
proportion of the 38 statements. Similar results
were obtained with each method of aggregation,
although the range of values examined was very
limited and other weighting schemes may have
led to different results. Two of the devisors of the
NHP, who originally argued against deriving a
single index from their profile measure, have
recently published a method for obtaining an
index of distress for use in conjunction with a
measure of dependency in cost—utility studies
(McKenna et al., 1993). Their index contains
23 out of the original 38 statements in the NHP
(since it excludes mobility) but otherwise is the
same as Brunel’s first aggregation scheme.

Such arbitrary weighting schemes could easily

be applied to HSMs, but they would not generate
an index that could be legitimately used in an
economic evaluation, because the dimension
scores are not measures of utility and have not
been based on people’s preferences. Furthermore,
there is no allowance for any possible interaction
between the dimensions. Finally, for use in CUA,
the index would have to be combined with
survival, something O’Brien and colleagues did
not feel able to achieve with NHP. The Brunel
team argued that ‘a more formal process is

required for translating health profile information,
be it from the NHP or SIP with their richness and
multi-dimensionality, into relative valuations of
typical health states, which can then be used to
indicate relative quantity/quality of life trade-offs
or preferences’.

Mapping on to MAUSs

Another possible way of using non-preference-
based HSMs in economic evaluation is to translate
responses to the HSM questionnaire into the
classification of one of the MAUSs. For a valid
translation process to be possible, the non-
preference-based HSM must include the
dimensions of the MAUS (though it may have
more) and to have items which readily equate
to the dimension levels of the MAUS. The later
would require the HSM items to refer to the
same activities and/or severity of a given health
problem. The process can be based on the
judgements of professionals or researchers, or
an explicit set of decision rules can be developed.
The validity of any translation procedure could
be tested by administering the HSM and the
MAUS on the same patients and examining
the extent to which the procedure was able to
correctly predict the patients position on the
MAUS classification.

An interesting attempt at mapping health state
descriptors from HSMs on to MAUSs was under-
taken by Gudex (1986). She mapped groups of
scores from the Ruesch Social Disability Rating
Scale (RDR) on to the Rosser matrix, thereby
allowing outcome data for patients receiving
maintenance haemodialysis to be converted

into QALYs. For example, the ‘social modifiers’
(SMs) dimension of the RDR was converted into
the Rosser distress category using the following
decision rule; an SM score of 1-5 is equivalent to
A on the Rosser distress scale, 6-19 is equivalent
to B, 20-39 is equivalent to C and 40-55 is equi-
valent to D. This rule is created solely by matching
comparable descriptive states from the two scales
and can therefore, at most, claim to possess face
validity. This approach was used in several service
settings with only limited success in producing
cost per QALY data (Gudex, 1986) and even that
which was produced was of questionable value
(Coast, 1992). Furthermore, there has been no
attempt to test the predictive accuracy of the
translation procedure.

Estimating exchange rates

This would entail estimating a relationship
between an HSM and a preference-based measure
in order to be able to use HSM scores to predict
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preferences. There has been very little work
attempting to do this and hence it is not possible
to come to any general conclusions. However,
the comparisons of HSM scores with preference-
based measures suggests that this is not likely to
be a promising avenue for development. The
only attempt found by this review was the study
undertaken by Cairns et al. (1991). The differences
in the scores generated by the VAS, however,
were not constant between the intervals along
the original scales of the three HSMs. There is
therefore not a simple proportional relationship
between the three condition-specific measures
examined. This implies the need for a large
number of scenarios to be valued in order to
estimate a non-linear functional form for the
relationship. Given the theoretical reasons for
the differences and the poor correlation between
HSMs and preference measures, this is unlikely
to be a productive research strategy.

Valuing HSMs

A more radical solution is to completely revalue
the content of the HSMs using a preference
elicitation technique.

There are different measurement strategies for
performing such a task (Froberg and Kane, 1989).
One is the holistic approach, whereby all health
states defined by the HSM are valued directly.
For the smaller instruments, such as the Rosser
disability/distress matrix, this is a feasible task
since it forms just 29 health states. Most HSMs
would be too large for respondents to value all
possible states. The review of preference-based
measures in chapter 4 identified a number of
solutions to this problem. For the QWB and
EQ-5D, each respondent valued only a sample
of health states defined by the their classification
(Kaplan and Bush, 1982). Statistical methods
were used to estimate weights for the items. The
HUI decomposed the classification and asked
respondents to value the single-dimension

scales first, and then a sample of health states
were used to estimate dimension weights by
using MAUT.

The problems with applying these solutions
include the fact that many HSMs are far larger
than existing HSMs. Furthermore, they were
not designed with such a valuation task in mind.
The response choices and items of an HSM
have no obvious ordinal relationship within
dimensions. As a result, for example, the 35
multilevel items of the SF-36 must all be valued
and define a total of 2592 x 1019 unique health
states. (Calculated as the product of the number

of items in each dimension to the power of
the number of levels of each dimension (e.g.
PF = 10° and RL (P) = 4* together define
16,000 states).

The task of estimating a function for such a large
and complex classification would be beyond the
ability of methods described here. As developers
of the SF-36 have commented, ‘the application
of standard health state preference weighting
procedures (e.g. Standard Gamble, Time Trade-
off, multi-attribute theory) to obtain an overall
score is not feasible’ (Hays, 1993). While smaller
HSMs, such as the Barthel measure, would not
present such a problem, it is likely to be a major
undertaking. One solution would be to use only
a part of the content of an HSM and thereby
substantially simplify the task. This has been
attempted by a team in Sheffield who have
developed an HSC out of the SF-36 by using
just 14 of the 35 items of this instrument, and
combining some of the response choices
(Brazier et al., 1998). The result is an HSC with
six dimensions containing between two and six
ranked items defining 9000 states. The dis-
advantage with this method is that a substantial
proportion of information is lost. The impli-
cations for the sensitivity of the instrument

are not known.

The valuation of HSMs using preference
elicitation techniques is feasible, but given the
limited research resources it is not likely to be
undertaken on most instruments. It is an option
for the most widely used generic and possibly
condition-specific measures. The latter would
permit comparisons within condition but there
might be reservations about using them to make
Cross programme comparisons.

Scenarios

Another approach would be to construct special
health state vignettes or whole health scenarios
for the outcome of a treatment from the descrip-
tive HSM data. This approach has the advantage
of being able to focus on those aspects of health
most relevant to the treatment being evaluated.

It is also possible to incorporate a time profile of
health and hence elicit HYEs (see chapter 2). The
methodology for constructing the vignettes from
the potentially large volume of descriptive data is
not well established. Vignettes have usually been
constructed by informal methods using expert
opinion, or at best based loosely on qualitative
interviews, rather than the evidence procured in a
large trial (e.g. Cook et al., 1994). This approach
requires further development.
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Conclusions

There are many different types of HSMs of variable
quality and hence it is difficult to generalise about
their role in economic evaluation, but they share
the common limitation that they have not been
designed for such use. The scoring algorithms
usually assume equal intervals between response
choices, items and dimensions, and hence are
unlikely to reflect preferences. Those HSMs

using more complex methods of weighting have
not used methods which are likely to reflect
preferences on an interval scale. Many generate
profiles of dimension scores and therefore there
are problems in interpretation when scores
change in different directions.

HSMs do have a role in economic evaluation,
although it is a limited one. The relative efficiency
of interventions can be compared in situations of
clear dominance (where cost and outcomes are
superior), where interventions cost the same and
outcomes are better on one dimension but no
worse on any other, and where outcomes are
found to be identical and a cost-minimisation
can be performed. The absence of interval
properties makes it impossible to undertake CEA
when trade-offs must be made and hence assess
relative efficiency in any other situation. In these
circumstances non-preference-based HSMs
might be useful in a CCA. For these reasons we
recommend that a preference-based measure be
used alongside an HSM in trials where it is the
intention to undertake an economic evaluation.

The scope for developing HSMs for use in economic
evaluation is limited. Crude aggregation is invalid,
and mapping HSMs on to QALY instruments is
fraught with problems. The derivation of exchange
rates between HSM scales and preferences does not
look promising since there does not appear to be
any simple relationship. The only way forward is

to revalue HSMs using preference elicitation tech-
niques. This is a complex and expensive task, and is
only likely to be done for the more popular generic
instruments. However, this does seem to be an
avenue worth pursuing while investigators continue
to use HSMs rather than preference-based measures.
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Chapter 7

Reviewing the use of preference- and
non-preference-based measures of health in
economic evaluations published in 1995

Introduction

In earlier chapters of this report we outlined in
some detail a number of issues surrounding the
use of both preference-based and non-preference-
based measures. In this chapter we use the criteria
developed in chapter 3 to develop a set of ques-
tions which are applied to a number of economic
evaluations as identified in a literature search of
papers published in 1995. After running the
search strategy on various databases a ‘screening’
process was carried out on abstracts and biblio-
graphic details to identify papers for inclusion in
this review. Following the retrieval of potentially
includable papers, a number of inclusion criteria
were applied to the papers as a final check
before a critical review of practice took place.
This chapter reviews the criteria previously set
out for judging the validity and suitability of the
various health measures within the context of
economic evaluations of healthcare technology.
The various criteria are then synthesised in a way
which produces a set of questions which can be
applied directly to the economic evaluations
considered here. The application of the key
questions to the economic evaluations is next
described and discussed. Finally in the light of
the above analysis some conclusions, recom-
mendations and guidance for future economic
evaluations are outlined.

Search strategy

The following terms were used for the search of
databases for particular types of economic
evaluation published in 1995:

® cost minimisation (picking up both
‘minimisation ‘ and ‘minimization’)

® cost effective® analys* (picking up both
‘analysis’ or ‘analyses’)

® cost utility

® economic evaluation

¢ quality-adjusted-life-year* (picking up ‘year’
or ‘years’)

e qaly* (picking up ‘QALY’ or ‘QALYs’)
® cost benefit analy* (picking up both ‘analysis’
or ‘analyses’).

Materials were then restricted to English language
only, and editorials, letters or news items were
subsequently excluded.

The above strategy was taken from MEDLINE,
where the designated subject headings ‘quality-
adjusted-life-years’ and ‘cost-benefit-analysis’ were
also used. This strategy was then translated into
equivalent strategies for EMBASE, the Science
Citation Index, the Social Science Citation Index,
Healthstar, CINAHL and NEED. From the health
databases all materials were retrieved whilst for
the two general science databases materials were
manually reviewed for an association with health
sciences, for example pharmaceuticals, medical
technology, and procedures and techniques. From
NEED all materials for 1995 were retrieved, as it
was assumed that all the contents of this database
were eligible for inclusion in this particular
sampling frame.

Inclusion criteria and
search results

The search strategy as applied across seven
databases produced a total of 1659 papers (see
Table 5). The identified abstracts and bibliographic
details were reviewed according to a set of criteria.
To be included in the review each paper had to
meet the following criteria:

(a) the study had to be an ‘economic’ evaluation
as defined by Drummond et al. (1987) — this
implies the following:

(i) the technology in question had to have
a comparator (before and after studies
were thus excluded)

(ii) both costs and consequences
(outcomes) of the technology had
to be identified and primary data
gathered accordingly
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TABLE 5 Number of papers produced by search of the
different databases

Database No. of papers identified
MEDLINE 538

NEED 123

Other databases — as below 998°

Social Science Citation Index
CINAHL (nursing)

EMBASE

Science Citation Index
HealthSTAR

Total number of articles initially
identified in search 1659

“ After duplicates from MEDLINE and NEED were taken out

(b) the outcomes or consequences of
technologies had to be assessed using a
recognised preference- or non-preference-
based measure of HRQol..

The application of these criteria produced the
following results:

¢ MEDLINE - 21 papers (of 538) meeting the
criteria at the initial review stage

¢ NEED - four papers (of 123) meeting the
criteria at the initial review stage

e Other databases — 17 papers (of 998)
meeting the criteria at the initial
review stage.

A total of 42 papers (approximately 2.5% of
the original number) were thus initially
identified as economic evaluations in terms
of using either preference-based measures
(hence CUEs) or non-preference-based HSMs
(hence CCAs).

On receipt of the 42 papers the inclusion
criteria outlined above were once again strictly
applied. As a result of this process the papers
were divided into those that were ‘in’ the final
critical review of the use of health measures
within economic evaluations and those that
were ‘out’. The actual numbers in each
database meeting the inclusion criteria

were as follows:

¢ MEDLINE - three papers out of 21
* NEED - four papers out of four
¢ Other databases — six papers out of 17.

Reasons for the resulting high rate

of exclusion

At first sight the actual number of evaluations
meeting the specified criteria from the papers
retrieved may seem low. Some 29/42 (69%)
could not be included; the main reason for
such a high exclusion rate was an inability to
apply the inclusion criteria based on abstracts.
Once read, papers which prima facie should be
included turned out, for example, not to have
actually gathered health data or cost data. These
‘economic evaluations’ may have relied on
literature-based data. Articles without an abstract
were obviously much more difficult to judge,
and some trade-off between being systematic
(ordering all likely papers) and using resources
wisely (the cost of gathering what turn out to

be non-includable papers) had to be made.
Articles which claim in their title to be an eco-
nomic evaluation (cost-effectiveness studies)
often turned out not to be. The NEED database,
however, has an advantage for reviewers in that
a full review of the paper is given along with
‘expert’ commentary from a health economist.
The result is that all four papers ordered as a
result of the search of the NEED database were
included in the present review.

The actual reasons for excluding papers, and the

number of papers to which they applied, are set
outin Table 6.

TABLE 6 Reasons for excluding papers

Reason for exclusion No. of papers

of paper excluded
(x/29)

CEA (b)? I

Hypothetical CUA example (a) |

Paper used modelling without any

primary data collection on costs or

health (a) 6

No comparator — not an economic

evaluation (a) 5

No cost data collected — not an

economic evaluation (a) 3

No HSM in study (b) 5

QALY values used are authors’ opinion (b) 2

Article reviews existing evidence only (a) 6

?“(a)’ and (b)’ refer to inclusion criteria (see main text)
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Further details of the papers excluded along with
the actual reasons for exclusion of each paper are
set out in the appendix 5.

The criteria for judging the
validity and suitability of
HSM instruments from an
economist’s perspective

In chapter 3 we produced a check-list (see

Box 3) which can be used to judge the merits

of preference-based measures of HRQoL. The
three broad criteria which were considered are
practicality, reliability and validity. The key idea
was that the developers and subsequent users of
QALY-type instruments should be able to make
some assessment of the merits of that particular
instrument. If a QALY-type measure does not
pass the test of validity (in particular, empirical
validity) then any subsequent decisions based
on a CUA are unlikely to lead to improved
efficiency in the way resources are deployed.

In chapter 6 we provided a synopsis of the views
of health economists on the way in which non-
preference-based health status questionnaires
have been or could be used in economic evalu-
ations. The relative efficiency of interventions
can be compared in situations of clear dominance
(where cost and outcomes are superior), where
interventions cost the same and outcomes are
better on one dimension but no worse on any
other, and where outcomes are found to be
identical and a cost-minimisation can be per-
formed. The absence of interval properties
makes it impossible to undertake CEA when
trade-offs are required. In these circumstances
non-preference-based HSMs might be useful in
a CCA. In this type of analysis a range of costs
and consequences of alternative interventions
are presented separately with no cost-effect
ratio shown.

In seeking to apply the above reasoning to
published economic evaluations our experience
in reading papers suggested that direct appli-
cation of the check-list presented in chapter 3
was likely to prove fruitless. For a number of
reasons, including limitations of space, authors
of economic evaluations do not allude in any
great detail, if at all, to the underlying properties
of the measure being used. For this reason we
have outlined a set of questions to be realistically
asked of any published economic evaluation
included in this review.

Questions to be applied to
published economic evaluations
which use HSMs

In light of the above observations we outlined three
key questions to be applied to the 13 studies which
fitted the inclusion criteria. These questions are
presented below, together with the rationale and
explanation for each one.

Question 1. Did the paper discuss or address the
issue of the validity and/or suitability of a HSM for
the particular study question?

When designing an economic evaluation study it
should be standard practice to ensure that the HSM
chosen will provide reliable estimates of effect
and/or be suitable for the particular study setting.
This should lead evaluators to ask about the psycho-
metric properties of a disease-specific or generic
instrument. In some clinical areas previous work
may have suggested that some instrument may be
more suitable than others. If this is so, then this
should be acknowledged by the authors

When using a QALY instrument, questions regard-
ing the sensitivity of the instrument may be asked.
Users of QALY instruments may also seek inform-
ation regarding the validity of both the health state
descriptions used as well as the method of eliciting
values (e.g. TTO or SG - see chapter 4 where the
various valuation techniques are reviewed).

In both preference- and non-preference-based
HSMs this question looks for more than a mere
mention of, or reference to, a methodological
paper which established an instrument.

Question 2. Were the HSM and the form of
economic evaluation chosen compatible?

As stated above, if a study uses a non-preference-
based measure then in the majority of cases (sce-
narios 4-7 in Table 4) the only legitimate type of
economic evaluation that can be used is a CCA. If a
paper was to report a cost per effect ratio (i.e.
present a CEA) it would be necessary to show that
the measure used has interval measurement pro-
perties. In the absence of such evidence this would
constitute an incorrect usage of an instrument.

Similarly if a cost-utility framework is adopted,

the instrument used to produce QALY gains

should be based in utility theory, and address

the trade-off between quality and quantity of life.
Any attempt to produce QALY values from the NHP
for example (an instrument which is not preference-
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based and does not factor in the quantity of life
gained) would be flawed, and consequently the
results should be judged accordingly. QALY values
should be estimated rather than ‘assumed’ or the
values of experts adopted (‘guessed values’).

Question 3. Given the HSM and economic
evaluation framework used, were any legitimate
conclusions presented in the paper?

In other words, if papers claim to show that one
option is more ‘cost-effective’ than another, can
this be substantiated given the health measure
used? The validity of any advice, for example on
resource allocation offered to decision-making, by
authors depends upon the ‘quality’ of outcomes
(and, of course, cost data) gathered. If a study used
a sample of five clinicians to arrive at QALY values
for treatment results, this may cast some doubt on
the usefulness (generalisability) of the findings or
any conclusions drawn.

Application of the questions to
published studies

As these questions have not previously been set out,
it may not be surprising to find that applying them
to recently published economic evaluations results
in many negative answers. The analysis presented
below may be seen in part to be an exploration of
the quality of the reporting of studies which claim
to be ‘economic evaluations’, if not of the
underlying design features.

The tables presented below provide a synopsis of the
results of applying the three questions outlined in
the previous section. Table 7 contains studies classi-
fied as CCAs, whilst Tuble 8 features studies classified
as CUAs. Apart from the application of the three
key questions, details of the HSM used are given
together with the clinical area being evaluated.

In Table 7it can be seen that only four of the nine
studies reviewed make any mention of the validity
and/or suitability of the HSM instrument used.
When this issue is dealt with, then usually only a
minimal amount of detail is given. For question 2,
six of the studies reviewed can be said unequi-
vocally to have used the HSMs correctly within the
CCA framework. This question was not applicable
to two studies as they were merely reports of study
design and were not at the stage of reporting
results. One study (Uyl-de-Groot et al., 1995) used
a QALY instrument (EuroQol) but did not make
use of this in any cost—utility framework and gave
no reason. Another study (Wimo et al., 1995)

had mapped Index of Well-Being values from the
Global Deteriation Scale but had not presented
any cost per QALY calculations. The NHS Centre
for Reviews and Dissemination review of this
paper had commented that the actual process of
mapping Global Deteriation Scale values on to
the Index of Well-Being was of dubious merit.
The results of applying HSM question 3 are much
less clear. It is possible to answer positively without
any reservations in only four of the seven papers
which reported results. The paper by Johnson

et al. (1995), which deals with surgery for limb-
threatening ischaemia, has two particular
problems. Firstly, the paper states that ‘we did
not know the quality of life scores prior to the
onset of limb-threatening ischaemia’. Secondly,
the paper claims that limb salvage ‘can be the
most cost-effective way of managing limb-
threatening ischaemia’. This claim looks dubious
in that this form of treatment does not appear to
dominate the alternative (limb revascularisation)
on all the HSM domains recorded. One paper
did not state the HSM values found in the study
(Knobbe et al., 1995), thus making the paper
difficult to use in any form of decision-making.

In the four papers classed as ‘cost-utility’ studies,
two alluded to the validity or suitability of the
utility measure used. The QALY instrument used
was suited to the framework of CUA in three of
the studies. In the study by Mark et al. (1995) the
method for valuing the health states (the TTO
technique) was not clearly explained, and no
actual QALY values were presented. This makes
any objective judgement of the presentation of
results very difficult.

Conclusions: recommendations
for future economic evaluations

It is immediately obvious that any analysis of the
results of applying the three questions is limited
by the small numbers of studies examined. It is
somewhat surprising that we found only 13 papers
that fitted our criteria. It is true that the inclusion
criteria are quite tightly drawn but they are based
upon the generally recognised fundamentals of
any economic evaluation (e.g. see Drummond

et al., 1987). We had some initial scepticism about
the low numbers found but having searched seven
databases and identified and looked at some

1700 abstracts and bibliographic entries we claim
some credibility for our findings.

It is possible, however, in the light of having read the
other 29 papers (and indeed drawing from
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TABLE 7 Cost—consequences analysis

Article
authors

Cottrell et al.

Hallstrom et al.

Johnson et al.

Knobbe et al.

Lawrence et al.
Prince et al.

K Small Aneurysm
Trialists
Uyl-de-Groot

et al.

Wimo et al.

Patient group

Respiratory tract

Cardiac arrythmia

Limb ischaemia

Mental illness

Hernia surgery

Tetraplegic care/
rehab

Aortic surgery

Chemotherapy
non-Hodgkin’s
lymphoma

Mental health

HSMI

SIP

SF-36

HADS

RLI

SF-36

RAND-36

MOS SF

GHs
NHP

GDS

HSM2 HSM3

CES-D

Barthel FAI

SNLAF

EQ-5D
(VAS only)

LSI-A CHART

RSC KPI

IWB
(QALY)
mapped
from GDS

Question |

No — but original
SIP articles
referred to

Yes

Yes — suitability
to condition
discussed

Yes

No

Yes

No

No

Key questions

Question 2
Yes

Not
applicable

Yes

Yes

Yes

Yes

Not
applicable

Yes — no ratio
for EQoL

7 IWB (QALY)

mapped from
GDS

Question 3

Yes

No results yet —
interim report

? Claims cost-
effectiveness
? No baseline
HSM results?

? HSM values
not given
(missing table)

Yes

Yes

No results yet —
interim report

Yes

No cost per
QALY calculated
— mapping of
GDS to IWB!

CES-D, Centre for Epidemiological Studies Depression Scale; CHART, Craig Handicap Assessment and Reporting Technique; FAI, Frenchay Activities

Index; GDS, Global Deterioration Scale; HADS, Hospital Anxiety and Depression Scale; IWB, Index of Well-Being; KPI, Karnofsky Performance Index;

LSI-A, Life Satisfaction Index —A; MOS SF GHS, Medical Outcomes Study Short Form General Health Survey; RAND-36, Medical Outcomes Study
Short Form General Health Survey; RLI, Resident Lifestyle Inventory; RSC, Rotterdam Symptom Checklist; SNLAF, Social Network Lifestyle Analysis

Form

TABLE 8 Cost-utility analyses

Article
authors

Gournay et al.

Kennedy et al.

Kerridge et al.

Mark et al.

Clinical area

Mental health

Lung cancer

Intensive care

Thrombolytic therapy

HSMI

QALY
Rosser

QALYTTO

QALY
Rosser

QALYTTO

HSM2 HSM3

GHQ BDI

BDI, Beck Depression Inventory; GHQ, General Health Questionnaire

Question |

Yes

No

Yes

No

Key questions

Question 2

Yes

Yes

Yes

TTO? Valuation
process not
clear

Question 3

? No present-
ation of ratios

Yes

Yes

? Cost per QALY
calculations
flawed?
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our general experience as readers of economic
evaluations) to make some further comments. It
appears to be common practice that little or no
mention of the validity of HSM instruments used
is made. It is highly desirable (and hopefully prob-
able) that consideration of such issues occurs at
the design stage of economic evaluations. However,
itis also desirable that authors of papers should at
least present enough information to allow readers
of published papers to gather information on the
validity of instruments. More desirable would be
some discourse on the HSM chosen. Whilst
acknowledging editorial space as a barrier to this,
the credibility of economic evaluations and hence
their ability to impact on decision-makers would
be enhanced if this procedure was followed.

The actual validity and suitability of HSM instru-
ments is likely to be even more obscured in papers
which use modelling techniques. Whilst this type
of study was excluded from our review, the use of
modelling in economic evaluations is increasing
(Sheldon, 1996). The debate surrounding model-
ling is beyond the scope of this report but the
question of justifying the choice of HSMs should
apply equally in practice. Authors who report the
results of modelling work often take parameters
from a number of sources and also make assump-
tions about key values. At the final analysis one is
often left with a choice of retrieving all the primary
data cited (often not possible due to the way in
which the paper is written), or accepting that the
author (or the analytical technique used) has
enough credibility to be trusted.

Based on our work presented both in this and the
preceding chapters, we would recommend that
researchers planning economic evaluations pay
careful attention to any evidence of the validity of
competing HSM instruments, and report these
accordingly. Furthermore, that researchers need to
be persuaded that using non-QALY measures means
that any claims to ‘cost-effectiveness’ of one tech-
nology over another may be severely limited. This
guidance is not meant to imply that other aspects of
trial and study design are not also important, but, to
date, the points made here have not been well recog-
nised. Perhaps the adoption of some of the above in
the guidelines used by journals for refereeing
economic evaluations would help facilitate change.
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Chapter 8

Recommendations

he purpose of this review has been to produce

guidance on the use of HSMs in economic
evaluation and to suggest avenues for future
research. This final chapter includes recommend-
ations on selecting HSMs for use in economic
evaluation, on the choice of technique for valuing
health and the choice of MAUSs, and on a
research agenda.

Guidance on the use of HSMs in
economic evaluation

Selection of HSM

We recommend that researchers planning to
conduct economic evaluations alongside clinical
trials pay careful attention to the check-list in
chapter 3 when selecting HSMs.

The purpose of the check-list approach is to
provide guidance rather than rules, and to
acknowledge disagreements where they exist.
The precedent in health economics is the
widely used check-list for economic evaluation
advocated by Drummond et al. (1987), which
was compiled despite disagreements which
exist in the literature. The check-list we propose
is likely to need up-dating given further
theoretical development and the accumulation
of more evidence.

Selection of valuation technique

We recommend only choice-based techniques,
either SG or TTO, be used to value health
states.

We also recommend that SG and TTO values are
obtained directly, rather than estimating them from
VAS values via a mapping function.

Selection of MAUSs
We recommend either the EQ-5D or the HUI

The HUI-I should be the instrument of choice
for children. The leading contenders at the
moment for adults are the EQ-5D and the
HUI-II. Most UK researchers are likely to favour
the EQ-5D on the grounds that it has been

more widely used this country and there are

UK weights.

Using non-preference-based HSMs in
economic evaluation

We recommend that researchers recognise the
limitations of non-preference-based HSMs at the
design stage of a study.

Preference-based HSMs can only be used to
examine the relative efficiency of interventions:

® in situations of clear dominance, that is, where
both the cost and outcomes of one intervention
are superior

¢ where interventions cost the same and outcomes
are better on one dimension but no worse on
any other or

e where outcomes are found to be identical and a
cost-minimisation can be performed.

It is not possible to use non-preference-based HSMs
to undertake a CEA and hence assess efficiency
when trade-offs must be made between dimensions
of health and/or cost. Therefore:

We recommend a MAUS be used in all economic
evaluations alongside clinical trials.

Research agenda

We limit ourselves to those areas we have reviewed,
but, as noted elsewhere in the report (see chapter
2), there are many other important topics in the
measurement of healthcare benefits (e.g. the
application of HYEs)

Valuation techniques
The following areas of research warrant
further work:

¢ the theoretical foundations of TTO and PTO

¢ the extent of the violations of the theoretical
foundations of each technique

¢ research to ascertain whether the decisions made
as a result of individuals elicited preferences are
in line with their actual preferences

* research to develop PTO as a measure of social
preferences, and testing its practicality,
consistency and empirical validity

* empirical work on mapping from the VAS to
TTO and SG at an aggregate level (i.e. for

103



104

Recommendations

average health state values), including extensive
testing of specification and robustness

Multi-attribute utility scales

The following areas warrant further research:

¢ Comparing the performance of the EQ-5D and
HUI-II. To assist researchers in deciding
between the EQ-5D and HUI-II, and indeed
whether either is a valid measure of preferences,
we recommend that research is undertaken to
compare them in terms of the check-list in
chapter 3 for assessing descriptive validity
(including the construct validity and sensitivity),
valuation methods and their empirical validity
(against stated and hypothetical preferences).

¢ Studies to revalue existing MAUSs. Weights
from a sample of the UK population need to
be estimated using a choice-based valuation
technique for (1) the HUI-I, (2) the HUI-II
if the HUI-III is found to perform well against
the EQ-5D, and (3) the QWB, though whether
it this should be a research priority in the UK
is doubtful given it is rarely used in the UK.

* The development of new MAUSs. The EQ-5D
and HUI may not be suitable for many patient
groups, and another measure, perhaps based
on a more sensitive classification, is required.
This could either be done by (1) developing a
new MAUS de novo, such as the development
of the Australian quality of life measure or (2)
estimating preference weights for an existing
measure of health status such as the SF-36,
though this is only advisable for the most
widely used generic and possibly condition-
specific measures.

® Research into the valuation of scenarios
constructed from HSM data. This approach
has the advantage of being able to focus on
those aspects of health most relevant to the
treatment being evaluated. The methodology for
constructing the vignettes from the potentially
large volume of descriptive data is not well
established and needs to be developed.

Future reviews

The health economics literature on the valuation of
healthcare benefits is large and has been growing

rapidly since the five literature searches undertaken
for this report were done. Much of the research
agenda set out above is being addressed, and this
will result in parts of this report becoming out of
date in the future. Out of the five reviews under-
taken for this report, however, only four will need
to be considered for renewal. There would seem
to be little advantage in further updating the
review of the relationship between preference-
and non-preference-based measures since the
results confirm an earlier review which found
only poor correlations between them. At the same
time, there are important topics excluded from
this report which should be reviewed for the

HTA programme in the near future, including
the development of HYEs, conjoint analysis

and WTP.

The review of the methods of using HSMs in
economic evaluation provided the material for
two chapters of this report. The first concerned the
construction of a check-list for judging measures
for use in economic evaluation which exposed a
number of areas where there is currently little

or no concensus amongst health economists. It
would be worth considering renewing this in

5 years time. However, it is not necessary to
reexamine the question of how non-preference-
based measures should be used in economic
evaluation (as addressed in chapter 7) since this
has been adequately answered. The review of
valuation techniques will need to be updated,

but the accumulation of original research,
particularly in gaining a better understanding

of the meaning behind respondents answers to
the tasks and tests of validity, may be slow since
this work is of a fundamental nature. It may be
5-8 years before it will be worthwhile updating
this review. By contrast there has been a substantial
increase in the use of MAUSs in economic evalu-
ations, often with two being used in tandem, and
this growing evidence could be used to address a
number of outstanding questions about the scales.
Therefore the comparison of MAUSs should be
updated in the next 3-5 years. Finally, it would be
important to repeat the review of studies using
health status questionnaires in economic evalu-
ations published in a more recent year to examine
whether practice has been improving and to
identify scope for further improvement.
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Supplementary data for chapter 4

Empirical review/listing

We have provided a listing of studies, identified

in the review of health state valuation techniques,
to provide outline detail on the performance of
the techniques and to offer some guidance on the
application of techniques to particular samples,
for example patient/disease groups. The listing

is not a fully systematic one, that is, not all studies
identified presenting empirical data are contained
in the table presented below. We have included

those studies which have applied the techniques
in a clinical setting and those methods-based
studies which report empirical findings which
are able to inform on the practical application
of the techniques (even where a convenience
sample has been used). Where studies have
been found to report previously presented
data, with only a slight change in focus, they
have not been listed in the table (overleaf).
Outline information relating to 120 references
is presented.

113



Appendix 2

panunuod

SUOIEN|BAS S.2U9d1NW
Ul pasn aq Ued g "3seasIp Jo
suap.nq [eausw pue [edisAyd 1ea.d
a1dsap suonsanb 5g 03 puodsau
01 9|qe pue 3ulj|Im Jam S1udNEyd
‘Buipueisapun sanNdIYIP

01 anp 219|dwod 03 3jqeun

9% JO T %56 o384 uonsjdwo)

uonajdwod %00 Anoup
paiiodau s109(qns may pue
J91SIUIWPE O3 PJeM.IO}
-3y3re.as aq 01 punoj Hg

SUOIIPUOD [e3USW O3 PaYyJEIIE
$3102S MO| AJU3SISUOD puno

9pEW JUAWWOD ON

31| jo Aujenb
JO JUSWUSSISSE |BIIUI WO}
9SBAUOUI % | B PAIMOYS DS

aouew.opad uo
SpEW JUSWWOd ON

(uonesado ou yum
ured [euiwopqe Supiwi|-j|os
pue uoneJopiad 01 aAne[a.)
pa12adxa Uey) JopIM a4am
S913I|13N P2IDI[S Ul UOIEBLIBA

souew.oped uo
SPEW JUBWWOD ON

slaquinu
[[ews 3say3 y3im Bulesp ul
Ayno1yip aAey Aew sjenplAipu|

[BWS USJO dJaM DS Ul
pasn g, Jo sanjep’sanfea y3iy
USAIS oM s318IS |I[BaH

STENIT JduBWLIOLId

M3IAIRUI BIA
paJa3siuiwpy ‘D3

Jeaf | jo uoneinp
21838 YjesH
"MBIAIRIUI BIA

paJRISIUILIPY DS

98

BN

98

MBIAIIUL
BIA PRJIISIUILPY
‘(sdoad yum) o

M3IAISIUI BIA
paJalsiuiwpy DS

juawinaysuj

uoppwinss apnyuspw Y Ho-sppay uosiad ¢ ‘ajps andojpup jpnsia A JJo-appar awi ‘| Squips pappupls ‘s

Apnis [euon>as-ssou)

Jaded [ediSojopoyisly

"S93e3S Y[Ry

pa1d9|as 01 udjsse s|doad

SON[eA UO UonEW.IOJUI dnsoudelp
Jo 10edwi ay) ssasse 03 Apnig

3n dy10ads-woidwiAs Jusiyed
pue Ayoeded deipJed usamiaq
diysuoneja. — snaoy [ed1Sojopoyis|y

a.n|rej 1reay
dluoJyd yum sauaned ur Sujuren
21qO.I3E JO SIYRURq W)-Buo| Jo
[e143 P3]|0IUOD PASILIOPUEI-UON

(sjoued ueidisAyd omy wouy
$91BIS Y3[EaY pareja.-uoissaidap
Janoj Joj sanjea Ayjnn) uidsiyiop

SNSUIA dU[e34as Yum Adeaayy
92UBUIIUIRW JO $123Y° Bul|[opoly

snpIpuadde pajdadsns
Joj uoneJado [eansyrodAy

8uluaauds wouy sayyauaq Suinjea
— 9JanJe [eaidojopoyia)y

uonuaaiajulediy Apms

(g7 = u‘suaned
jue|dsue.3-isod |7 = u ‘suaned
151] Sunrem) uoneiuedsue.n Sun

(z¢ = u) s4em3unjoA

y3[eay jo ajdwies 3dudIUBAUOT)
‘ured3.10)wodsIp

pue ssa.1sap ‘Aaljiqesip uipnjaul
SUOIIPUOd d3souSelp JO U

(1% = u) euiduy

(0€ = u) aunjiey aueay dlu0IyD

uolssaldap ua.inday

(99 = u) snpIpuaddy

(uonejndod |eJsuad wouy
UsWoMm T = u) (uonew.ojus
SNS.I3A SSO| [E39)) SISO.ql
213542 10} 8UjUSDIDS [EIBUDIUY

dnou3 juaneyq

(se61)
Ip 19 Aoswiey

(g661)
1D 39 uIqey

(9661)
10 33 [OYIN

(9¢61)
‘D 19 ySeueaey

(re61) 103
naJpueizieH

(1661) Aemepeg
pue e

(9661)
ID 19 suJdied)

Apmg

W d A L

Snbiuyssp

114



:No.9

Vol. 3

’

Health Technology Assessment 1999

panupnuod

d11qnd |eauad ayy wody
UOIEN[EA 3113 03 O | 3Sh
01 3|qIsed} S| 31 eyl Spn|auo)
Juspuodsau

Jo xas pue a3e Aq pa1daye
$3B)S DJ9ADS JO) UONEN|BA

OLL YMm uonenjeA padusnjul
X9s pue a3e {sa1els yi[eay
10} sanjeA Jaysiy aAed syuaney

S9IPIQIOW-0d YIIM SLI
3|qerdadde wnwixew jo auld3ap
© pUE UONBJNp SSEISIP YIIM
M43 >is1i 9|qeadsdde wnwixew
1842 3UIMOYS ‘M3IA SIsAjeue
uoIssa.J8a. 5001.19pun Joyiny

sjudWIWor)

(6£°0 UeIPAW) €£/°0 UONE[.IIOD
SSE[DBUIUI UBSW — SJUspuodsal |7z
uo pa1sal Alljiqel|ay ‘(sisAeue

woJj papnpIxa sasuodsad Jo ¢’
Ajuo) a|qeadadde pue 9|qisesy

39 01 UMOYS (O | JUSISISUOD
AySiy a4om suonenfea O |

saJnsesaw
[B21UI]> Y2IM UONIE[S.1I0D
ou ‘aAIsuodsad Jou sem O |

(a1 yo Anpenb ui
sjuswaoudwi puy pIp dIS Y3)
S9JBIS Y3[BDY Ul SDUIBYIP JUBD

-ijludis ou punoy suonenjeA O |

3ur1apJo >jued Juspuodsas
U3IM JUSISISUOD SaNJeA O |
UBD| S99M 9—¢ 1B SI|NSa 153194

-159) poon) s123lqns 031 ajqerdadde

pue [eondead sem poysaw Of |

aJnsesw dy1oads

-3seasip 01 pajejaJ AjjnjSuruesw
sem DG ‘sworduwiAs sureSe paiss)
Aliqelfa. J0 9A3] Y31y e pazedipul
8/°0 JO UOIE[31I0D SSE[IB.IUI
‘HPIM p—T JONE 159104159

uoneaNpa YaIm parejaliod Apysis
PUE S|9A3] [BUONEINPS |[& 40) Y3y
2Jom asuodsaul Jo sarey "poyrsw
9S ay3 Suisn st 3jqerdadde
WINWIXeW B PaJeWs? %86

©)§ UO apew juswwod oN

sasuodsau 3us3sisuodul
aAed 10 jse) g 919|dwod 01
3|qeun aJam syuspuodsad g/ Jo 7|

ddUeW.I0LIdg

MIIAIRIUI BIA
paJaisiuiwpy "O1 |

OlL

OlL

S918IS |Esy
21U0IYD) ‘M3IAIIUI

BIA PRJ33SIUIWPY
(sdoud yum) OLL

BN

2.n> [eanayrodAy
B SEM 91E)S U)[BaH
(dLMmPpue) O3

BN

BN

jusWINIISU|

115

uonowinsa apnyusow ‘y Ho-apoa uosiad g 9ypas andojpup pnsia A dJo-appay awun ¢ ‘Bjqups pappupIs °

Asaans uonenjea g-O3

sjuaned sisAelp
-owsaey ul 3j1] jo Aufenb jo sadipul
Jo uostiedwod — [ediSojopoyiajy

[e113 pajjoauod
pasiwopuey ‘0qade|d snsuaA
unieodouyaAia uewny JueuIquUIOddY

(¢suonenyea Jus.iayip ani8
syuapuodsad jo sdno.g Jua.aylp
op — Apnis [ed13ojopoyiatu)
J3UEBD 1583.Q O JUBWIEBA|

Apnis [euon23s-sso.?)
*24nssaJd Jje snonupuod [eseN

Apnas [eauswiiadxy (/4 = u) (24nd
10} 41 AA40) 3and [eanayrodAy e 3ul
-AJOAUI UORURAIRIUI AfsL 9e3apun

01 ssausuljjim Suisn a1e3s Yyijeay
SNIIYLIE PIOJBWINAY JO JUSWISSISSY

swwre.Soad Sujuaauds e Jo siyauaq
Sunenfeas — snooy ediSojopoyiaiy

uonuaAidjuldiy Apmsg

(s6ge = v)
Apmis uonejndod [esauan)

(L=vollipy=u)
aJn|rej [euads a8e3s-pug

(811 = u) siskreip
BulAl923. syuaped ejwaeUY

(el =u)

Je1s AisaaAlun ‘siauonnoeld
[esuad ‘suo3d0p [eaidsoy
‘as4nu ‘sjusiyed L4adued Jsealg

(61=1)
eaoude dsajs 9ANdNISqO

SILIYLIE PIOJBWNAYY

(uewom § = u‘uonejndod jesuald
3[eway) BulUAIDS [BIBUSIUY

9SeasIp |euad dluoayd

dnou3 juaneyq

(e9661)
‘Ip 19 uejoq

(1661)
1D 39 [y24ny>

(ve61)
10 18 Aqysy

(re61) 103
JueuBIsno|

(9861)
uosdwoy |

(9661) suared
pue A3pjeys

(z661) PPINSY
Apmg

W d A L

2nbiuysap



Appendix 2

panunuo>

smeas Yfeay

ur a3ueypd Juedyiudis pJodal
PIP 2ng "9€-4S A2 UBY a3uEYd
S1BUILLIISIP 03 3|q. SSI| SBM
OLL - saanseaws smeas yfeay
UBY) J9MO]| SI1094J3 JUDWIIEA]
-3sod pue -aud papJ4odal Qf |

saduaJaylp dnous usamiaq
93.e| 40 dWI} J2AO Sa3uRYd
3|eds-a3.e| 3unda3ap o}

|ngasn sI O 1 38Y3 puly sioyany

asuodsal O] | uo

129}J9 SWOS pulj pue‘ [0JIU0D
JO SNO|, YIIM UOIDRUUOD

ur Q1 | PaJapIsuod sioyany

Ya[eay ||ny Ul Apeauje aam
Aoy pazedpul %99 y3noyye
ise) O L1 a3 ul dw Aue

dn aA18 01 padJedaud J0u ausm
sjuapuodsad jo Jaquinu agJeT

Aouedadxe
91| Bulurewa. jo a8eyuad.ad
® se passatdxa synsad Q1 |

sjudaWIWoD)

Auanss woydwids
UM PaIE[R.I0D A[91RI9pow
3q 01 punoj sanjea O ] ‘dnous

uaned siy3 ul O | asn 03 J|qisea

"y3iy s1ed uonsdwod Q) |

SJOM JadUuBd
a1e3so.d Uayro ul punoy asoy 03

Jejlwis aJ4om (sani|nn) sa40ds O |

%001 O 1 40} @4 uonsjdwod

swajqo.d jo

Jaquinu a3.e| & Bupualiadxa
audsap Aouerdadxs oyl Aue yo
-apeJ1 01 pasnjau syuaned Jo /4

SIse3 Q11 J0 uonajdwiod %00

SUOIIBAISQO JAY10
ou ‘9 | ¢ 91ed uonajdwod O |

swiajqo.d y3yeay J13y3 Jo uoneIpaw

-4 IO} SJedA 31| OU dPEJ) P|NOM

SIUSPUOdSal JO %()G JIAO JSASMOH
Sisey 011 3y 239]dwiod 30U pIp gE

‘Auj1qeadsade Jo a5uspIAS poon)

ddueW.I0LIdg

OlL

MBIAIRIUI
BIA paJalsiulwpy
(sdoud ypim) OLL

(poyzaw parewolne
Jajques) OLL

MB3IAIDIUI BIA
paJaisiuiwpy ‘O1 |

OLL

MBIIAIRIUI
pazewolny ‘O |

(pa13|dwiod-j9s)
Oll

MBIAIDIUI BIA PRI3)
-siuiwpy *(uonenp
Aoueydadxe oy
‘sdoad yum) 011

jusWINIISU|

uoppwinsa apnyudpw Y Ho-sppay uosiad o ‘aypds andojpup jpnsia A JJo-appar dwin ‘| Squips pappupis ‘s

[spow dnAjeue
-uolsap A4aduns a3e3soud
33 JO UONDISA [BIYIDNSURI|

Juawade|dau aauy| [eI0]

Apnis anA[eue-uoisiag
J9oued 91e3504d Joj Sujusaudg

JusuIEa. JIAopIdURS
SNOUBAB.UI IO} S3dUBIDR.d
usned Apnas [Buond9s-ssolD)

Apnas JuswiaJnseaw aj1] Jo Aend

Apnis spoyisjy

Apnas 110403 — UoNDJBJUI [BIpJeI0AW

-150d syuade onkjoquioay |

ToOYH Pue smels yieay jo Apmg

uonuaAiajulediy Apmsg

(0z =)
eise|duadAy snelsoud usjuag

(£9 = u) uswadeidau aauy|

(sa1pawi (] = u:9|dures)
J22UBD 81831504

(08 = u) suaned
9AIISOd-A|H Ul SNJIAO[BSaWOIAD)

(1§ = u) aseasIp suyouD
PUE (€4 = U) SIOJOD SANBIID|N

(98 = u) ajdwres adusiUBAUOD

(biL=u)
Uo2.eul [eIPJBIOAW 2INdY

(9s€1 = u)

$.1010®} sl pue adusjeAaud asessip

343 jo Apnis paseq-uonejndoy

dnou3 juaneyq

(ss61)

D 19 sulwnJy|

(9661)
0 39 Yaiqraay

(re61)
Ib 19 uyesy

(9¢61)
‘I 13 uosuyof

(s661)
ID 19 SUIAJ|

(z661)
‘Ip 19 J9|pueH

(ve61)
‘Ip 19 noizse|o)

(€661)
‘I 19 doeqhuy

Apms

W d A LS

Snbiuyssp

116



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuos

aunseaw aj1 jo Ajenb uazaidg

a3 Ul %£6-88 YIm paedwod

‘asn 03 Asea sem QO | Jey) paiels
%9/ Auo ang suonsanb O | jo
8uipueissapun poo3 payiodad syusp
-uodsau Jo %06 "9383S Y3[Eay JIvyd
03 sapmie syuaiyed Jo aunseaw e
sopiaoad (Apnas siya ui o) jo Ajenb
01 pajejad Ajduoais Jou) O |

syuaned jo dnoug siya i
(Buiuonduny [ea1sAyd) sadueyd smeys
y3[eay uezaodwi d3BUIWILIISIP P|NOd

0L1(500>9) (150-€¥'0 = 4)
safeasqns [ed1sAyd 9¢-45 yam
pue (55°0— = 4) |easqns [edisAyd
dIS aY3 Yam pairejpulod O |

paiJodau [rersp sduew.opad oN

68'0 = 4 ( $9om 9) 159194359

swaned jo dnoud siyp
31| Jo Aupenb Surinsesw ui pijea aq
03 SWass, O | 3By 183S SIoyIny

paiiodau [rersp sduew.opad oN

suoneneA aanesado-1sod

pue -a.d Jo SW.I91 U JUASISUOD
3.J9M SOLIBUDIS [BINBYI0dAY

03 sasuodsay ‘ya[eay umo suaned
ur auswanoadwi Jeak 7 punoy O |

(4332 sypuow 47 pue g|)
punoy juedsue.n-1sod pue -aud

2403s O] | Ul @duaJayip uedyiudig

STENIT ) JdueWLIOLIdg

(paJaasiuipe-jjos)
OLL

OlL

OLL

MBIAJIUI BIA P3.3)
-sIuIWpY 's.eak Og
jo uohe.nq-Qll

OLL

OLL

OLL

OLL

oLl
juawinaysuj

117

uonowinsa apnyusow ‘y Ho-apoa uosiad g 3ypas andojpup pnsia A dJo-appay awun ¢ ‘Bjqups pappupIs °

saunseaw
31| Jo Auenb — [ea13ojopoyis)y

yonod [ea|! pue Awo133|02010.4

uone|iqeyaJ Jeipaed)

sjuaped aseasip
[eua. a3eas-pus ul aj1| Jo Ayenb
|dxa [apow — eai3ojopoyraly

$11|02 9AE.IID|N J0j A493.Nng

Apnis

[eUOND3s-s50.2 dunpado.d addiypp
[e14) P3][0J2u0d pasiwopue.
‘Aa1oeded asipJaxa pue dyl| Jo

Ajenb uo unsiodoayahis Jo 10943

[e143 p3jjoauod
PasiWOpUE. (JUSWID INOYIIM
J0 Yam) Juswadejdaa diy [ero)

Apnis 11040
sisAjelp sns.oA uoneuejdsuesy [eusy

uopuaAsajulpdiy Apnig

(g6 = u) 49oUBd padURAPY

(7T = v) smijooued suoay>

(107 = u) uoissaudap
pUE UODJBJUI [BIPJBIOAW BINDY

(517 = u) asess

[euas a3e3s-pug

(€11 = u) sn1jod sAnEID|N

(57 = u) wsedosu
JueuS|[ew Jo uduaq (payadsun)

(811 = u) sishlepowsey

(581 = u) snLyIEOANSO

(9€| = u) uoneiuedsuesy jeusy

dnou3 juaneyq

(z661)
ID 19 Z3J3d

(z661)
Ib 19 3|eZUBAOIY

(g661)
10 32 33plP|O

(9661)
‘Ip 33 UeYyZ|O|]

(1661)
ID 19 PO

(s661)
ID 19 PO

(1661)
I 39 sppedneq]

(€e61)
I 39 sppedneq

(9661)
I 19 sipedneq

Apmg

W dALS
2nbiuysap



Appendix 2

panupnuod

paiiodau |1e39p Jayliny oN

paliodau s|ie3ap oN

spoylaw Jo
UoISSNISIp [eJauas ON

spoylaw jo
uolssnasip [edauad oN

ayi| Jo Aupenb ur yuswiaroadut
YIM $129)49 JusWIER.)
9A123(qns Jo dUIPIAD

MOUS 03 3|qe 2JaM SAINSeall
31| Jo Auenb SyA ‘spoyrsw
SWYA3Y3 Jo UdAIS |1e39p ON
uaded [edjuypd Appueuiwopadd

>[Se3 uonEn[eA
Uo paJayjo |1eIap oN

sjuswuiwo)

(3urag-|jam |[ean0) By o
Aujenb ur quswaroadwi yuedsyudis
A||eonsnels e pajedipul $2403S SYA

a1l Jo Auenb
ul 3sea.dul JuawIea.l-1sod pue
-a4d juedyiusis & payiuapl SYA

(1000=4'90=1)

$3402S G\YA Pue pakojdwa aunsesaw
3j1| Jo Aupenb 2An3(qo sy usamiaq
UONE[3.403 JuBdIUSIS A|[BdnSneIS

® sem aJay) 3ey3 s3dodas Apmag
'sdoyane Aq paruodau s|ie3sp oN

(9200 = d‘g£0 = ) s2403s
X3pUl [3YlJeg YIIM UOIIE[R.LI0D
JuedlIud|s A|[ed1Isnels e SMoys

dduewIopad Jo uopesado
SVA SulpJe3as ani3 |re1op oN

paliodau syuaned o3 Ajiqeadadoe
J0 uons|dwod yum swajqoad oN

pajuasa.d |le1ep sduew.opad oN

uaAIg Jou
saundy — |qnpoudad A|yiy aq
01 punoy, ()M g—9) 159134-153]

JduBWLIOLId

(pa340dau
S|Ie33p OU) SYA

(4reuuonsanb
70004n3) SYA

(3say3iy ayp) 01
03 (3samo| 3y1)
wouy 3yl jo Auenb
SSISSE 03 SYA

(:uswssasse
3y jo Auenb
—w> Q1) SYA

(uswssasse
ay1| jo Anenb
- w2 0[) SYA

(sereas Yaeay

umo 3une. 9y1f Jo
Aupenb s)qissod 1s9q
01 9j1] Jo Aujenb
9|qissod 3sJom wo.y
aulj wo 1) SYA

OoLL

OlL

juawinysuj

uoppwinss apnyuspw Y Ho-sppasy uosiad ¢ ‘ajps andojpup jpnsia A JJo-appay dwi ‘| SIquips pappupls ‘s

dnou3 jusned aya uo (anaunip e)
spiwidepul jo 19949 ays Sunss
‘Apmis uado asyuadn|nw aAndadsouy

1sejdojBue [euiwn|sue.)
snoaueInduad Jaye pue aJojaq ayl| Jo
Aupenb 3ujwexs Apnis [euonealssqO

dnous jusned ul oy jo
Ajenb Buissasse Apnis [euoneatasqO

sasnods pue syuaned ayo.a1s ul djl| Jo
Aupenb Buissasse Apnis [euoneAtasqQ

ogade|d Jo
auUIWeIY) [eJO — [BLI) JUSUIEDIY
pul|g-s|qnop pasiwopuey

uSisap [eulpniiuo)
aAndadsoud anusdniniy

Adesaypowayp ueanlpy

uonejue|dsue.y [eusy

uonuaAiajuladiy Apnig

(z11 = u) uoisusniadAy
918J3pOW-03-p|IW [BIUISSD
yum AydoansadAy Jenoriusa ya

(67 = u) uonesipnep
[e4a3e]1un o} AisejdoiSue
[BUILIN|SUB.) SNOBUBINIISY

(2§ = u) uonianu [eua3uased swoH

(6 = u) (>j0as J34E syruOW 9)
sjusned jo.ns Jo sasnodg

(96 = u) (1ar0
Jo sseak g9) uonejndod Ajispe ue
ur AousIdlyep dulwely) [ed1UIPGNS

(5 = u) (pajre seauoued) seauoued
10 $50| Yaim uonejuedsue. Asupp)|

—seaJoued paulquiod snsJaA (/] = u)

uonejue|dsuesy Asupiy-seaJoued
paulquoy) "uonelue|dsue.d Asupp
—seaJoued 3uiodapun syusned
snjjjow sa1aqelp uspuadap-ulinsu)

(91 = u) D 28ms
S9N — ewouldJed dluojo)

(£7 = u) aseasip [euas a3es-pug

dnou3 juaneyq

(9661)
Ip 39 A1unD

(9661)
Ip 19 00D

(s661)
‘I 39 uos|IeD)

(9661)
Ip 33 Xnoylag

(z661)
D 13 UOSUBYIAA

(9661)
b 10 Buepy

(g661)
10 19 Yws
(ze61)

ID 39 |||9ssny

Apmg

W d A LS

Snbiuyssp

118



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuod

3[€S SIIYIJE ploJBWNAY
odads e ueyy sanipiqlow-0d
dn »p1d 03 A1 sJow

SEM YA Y3 JBY) uonuaw
SIoYINy 'saJ0ds SH 03 payul|
Ajaso)d s1 9eas A dY2 2By
15933ns 03 swaas Apnas siy |

Jsuuew pajeja.-woidwAs e ul
paqLidsap auam syuiod Joypuy

uonesanpa jo
|9A9] pue 33e 03 pajejaJ

SeM pUE (%07) 4n220 pIp
aJreuuonsanb Buiuamaua asoyy
Jo asuodsau s1eridoaddeur
9ASMOH "3]qIses) 3q 01
sJeadde aureuuonsanb [eysod
Aq SWYA® UO s31E3S |3[eay

40 Bunel, 3843 puy sioyny

RERIICYEIEN AN

UY3[BaY Yam pase[a.iod Ajasopd
1842 39 J0U Aew (SaJnsesw
[ea1u1) A14aass [euiSue

18y 35933ns synsau Apmg

dnoug Jodoung
WO SYA3Y2 JO UOISIDA Alie]

sjuswwio)

100005 ¢°7L0-=4‘cp = u
59194410005 9699 = u‘g9°0— =4
‘3|eds angojeue [eqo|3 pue Ja1aW
-owiay) 3uljaa4 parejaLuod Alyiy
AJan Ajsejiwis aJe s2402s a8ueyD)
"yS1y a4am 3yl jo Apenb Sunewnss
Jo} anbiuyda) Jsrswowasy) Suljssy
SVA PUE ‘a.J1euUOnSaNy) USWISSassy
U3|BSH Ul Pasn sk ‘3|eds JUBWISSISSE
[eqO|8 9Y1 USIMISQ SUONE[D.LI0D)
‘uonedijdde ‘8-s ‘pakojdwa spoyraw
SVAINOGE USAIZ |33 YdNW 10N

(8s0=4d

‘01°0 = 4) sa403s 3y1] Jo Auenb gy
pue s3402s dduewL.IokRd Ayjsjourey|
U99M19q pUNO) SEM UONE|2.I00 ON|
'suaned Jo %G/ Aq paroadul
paliodaa sem ay1| Jo Ajend

(yB1y 249m suone|.I0d

[eNpIAIpUI puE ‘3IM] pajuasald
sa1e1Ss OMI) ANI|IGEIa Ja)el-1a0ul
poo3 jo a5uapIAg 0§ Ueyd Jaydy
Jo 01 [enba peap, panjea syuap
-uodsau 7 *(ulw ¢°gg awi ueauw)
>SE3 3Y3 POOISIapUN J0U PRy |
pue saJreuuonsanb >ue|q pauanial
aAl} ‘aareuuonsanb ayy Sunsjdwod
swa|qoJd payuodau 7¢ Supuodsau
711 343 JO 's4apuodsau-uou gg

103)49d WO} JB) YI[eay JIay) dABD)|
|113s PINOM BUIBUE JO J3I[2] USAD
3243 9A9]|9q 03 paJeadde siusieq
‘A|9pim paLieA ured pajedpnuy

swajqo.d
asuodsau 939|dwodul swos pue
asuodsaJ Yyam adueIdNjal SWOg

duUeW.10j43d

syauow 9 3e
a|dwes dn-mojjo}
‘auljaseq ‘(JueLreA
JerPwow.ayy
10004n3) SYA

3o

Aupenb [[essrQ
*(saurod Joydue yum
aul| [eauoziioy

ww 001) SYA

(4eaf | uoneinp)
pan|eA sajels
resy y| (403
-dissp qodo.ng
AlJea uoisuswip
-XIs ‘a4reuuonsanb
[easod 9fas
-10004n3) SYA

(poo2 Ajeas Buijeay

pue swa|qo.d yyjeay

ou) 00| pue (yreap)
0 U2aMm313q Yijeay
3184 01 SMAIAIIU]|
‘(poyrsw speds
8uneJ [equaA) SYA
aJieuuopsanb
[e3s0d "(suoisuswip
xis JoQo.n3 ‘adky
J319WOoWIdYI) SYA

juswinJgjsuj

119

uonbwinss apnyusbw ‘y Ho-appny uosiad ¢ ‘ajpos andojpup jpnsia A JJo-app.ar awin ‘| Squips pappupis ‘s

(g = u‘ojdwies dn-mojj0}:£99 = u)
Apmas juawssasse al| Jo Ajend

Adeasyrowsyd
Jo s954n0d> om) 3uiodispun
sjusned SulAjoAul (el [ed1UlD)

Apnis uonenjeA 31els YieaH

97e1s 93.)

-eurSue () pue ‘euidue d1uo.yd 3|qels

91 ‘Ya[eay JuLIND (]) SUoMm seIs
U2|ESH "UONEN[EA PUE SNIEIS UI[eay
J0 Apnis M3IAIBIUI [BUOIDIS-SSOID)

S9E3S 3[Ry
JO 5395 240 PaIDLIISAI PUE 3407
"Apnas 10|1d ‘uoneneA 31els YieaH

uoiuaARjuladAy Apmg

SILIYLIE pIOJRWNAYY

(1€ = u) 49oued 8un)| |92
|[ews-uou 4oy} Adesayowayd

(Z11 = u‘ssspuodsas
‘007 = u) uonejndod |essusl
y23nQq 3ys jo s|dwies wopuey

(55 = u) uonesiuenaserad jo Aioisiy
ou yum ‘euiSue 3|qe3s d1uodyD

(L661) Kowey

pue salLi4

(6861) 10 12
Zapueu.aq

(0661) 1012
30g-|uiss]y

(9661)
Ip 38 UsYD

(dnouny

(s1eah yg-91) uoneindod ysipamg JoQo4NI) (1661)

3y Jo s|dwies aAneIuasaIdey

dnou3 juaned

'Ip 39 oo.g

Apmg

W d A LS
2nbiuysap



Appendix 2

panunuod

3qissod 1s9q,

pue 2|qissod 1si0Mm,
9J9M SIOYdUE BJ)|

4o Aufend “(ww 0|
‘3/eds |eauoziioy

‘ay1 Jo Aenb

Jaded eojuipd & ulyum paydodau [[e43A0 Jo}
S)|NS3Y "UONEN|eA 318IS Yl [EaY e3ep 3yl| jo Ajenb uonsjdwod sajeas an3ojeue
uo AJeluswwod yonw 10N pue suijaseq pey syusned gy | Jeaul]) SYA
SIOIM p—§

poLiad & Jan0 3|
Jo Aujenb Suimaiaau
‘asunu A3ojoduo ue
Aq paJarsiuwpy

SaN|eA 33eIpaWIL “(,Inyaopuom

yum asajdwirs se afeds 01 9|ql49),)
8une. 93s pue uonenjea saunseaw oy Jo Aenb pue poypew 3[eds Ww Q|
UO JUSWWOD SIOINY  UOMEN[BA US9MIDQ SINSaJ d5uR.IS [E3u0ZII0Y) SYA

9141039782 asuodsau

|[& Joj aseaudul ulqojowaey
3y Jo spmiudew ay) 01 parejad 29 p|nod
sem 31| Jo Aujenb ur aseaudul 3 se y3iy se, pue
ay3 jo apmiuSew ay | "usdel 3q p|N0d Sk MO Se,
~I3pUN SAUNSEAW SNJEIS JBYI0 18 paJoydue ‘3l| Jo
Aq pa1Joddns sem azis 1090 Aujenb |[esanQ “(auy)
33 ‘JUSWIIEA] JBYE PUE 210§q ww Q| ‘[euoziioy
31| Jo Anenb ui Juswaroudw ‘3eds angojeue
uedyiuis Aj[ednsiels paynusp| Jeaul]) SYA

¢

spoylaw uonenjeA Suipuno.ins
paiJodad |reIsp yonw 10N

suonisod [eanayrodAy

Buliayip ui sazess

ya[eay xis Suinfea

s9I®Is Yajeay ‘smalAlau] ((sy Joy

J0j s3uned UBSW 3SM) "UIW 9§ Ya[EdY ||Ng) 00| PuE

sduew.Iopad 4o uons|dwod Joj swi ues) *3|qises)  (Yaesp areipaww)

SPOYISW UOREN[BA UO [[B39p  pUE 9]qeadedde aq 03 MaIAJRIUl BYd 0 3e sJoydue
yonw 140dau 30U Op SIoyIny  PaIEDIPUl SIUBWIWOD Ssjuspuodsay yim (YD) SYA
sjusWwIwo)

duUeW.I0)49d juswingjsuj

(0€ = u) Adeasyrowsyd yum 4

uonbwinss apnyusbw ‘y Ho-appn uosiad ¢ ‘ajpos andojpup |pnsia A JJo-app.a awin ‘| quips pappupis ‘s

eydje upaoda 3uisn Juswieauy

ssasse 01 Apnis [aqej-uado

sjuaned Buisn ‘|0.J3u0d dnBWANUE
YuM pajejdosse sjuawarodul

31| jo Aujenb s3en[eAS 01 APMIs 10|14

31| Jo Aujenb uo eiwseue Joy Adessyy

eydpe unaods jo 1oedw) (/86 =
sJ919|dwod tsyuaned gey | = u)
Apnis [oqe|-uado ‘leuoneatssqO

(0§ = u) sixejdydoud
JIBY3 PUE SJUDAD [eUIIS3IUI0ISES

95J9ApE padeaJ s8nJp Alojewiwelul

-13UE [eplo.a1s-uou Suip.eda.
saouaJaya.d Jusned jo Apnis 10|14

uojuaARjuladAy Apmg

(sa400s 3y

4o Auijenb aae8 gy | ‘THET = U)
Adesayrowayd 21x03034> Sujos
~I3pun saRUBUSIEW YIM SIUBNE]

Adessyrowsyd
8uioduapun syusned up (aued
9AnJ0ddns) j03u0d JnBWRRUY

Adesayrowayd yam
pajeaJy 3uiaq sappueuS)ew
plojoAw-uou Jo A1aLIeA SPIAA

SnIIYLIE pIOJEWNaYY

dnou3 juaneyq

(L661)
‘Ip 10 Adse|9 .
(9¢61)
Ip 19 843qunJg) .
(L661) Adse1D .

ApPmIS W d A L S

Snbiuyssp

120



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuod

Kdoayy Aujnn
Jo suoneidadxs [euoned ApaLis ayy

$109§9 01 puodsa.iod sAemfe 10U op SYAAQ

1X9JU0D/BUIWE.Y JO SDUSPIAY

SUONEN[EA UO 1933
uedIudis & pey Uoneonpa
pue sse|> |e120s punoy Apmg

pasn spoyiaw
OM3 33 Jo uosliedwod

Aue uo 1.10daJ 30U Op sioyne
INQ PoYIBW G SN 0S|y

sjusuiwo)

Pa.NseaW $a1els Ya[eay JOj SaN|eA

suspuodsau Jo %G4 Aq pasn
Ajpaenbape syA2yL (1000 > 9)
(4o7% syauow (¢ Jo ueaw)
Ajoaneaado-isod a403s Jaydly e
pey sauaned Jo % | 4—:$2403S SYA

SIUSLILIOD JBYIO O "SIUBWNER.] Aq
pasnpoud sa3e3s Y3[eay Ul 3dUIYIP
uedlIuSIS ou pamoys YA YL

SVA 0} Asessadau aJe s||pjs uoned
-JUNWWOD pUB UORIUNY SARIUSOD

JO 9N [BWIUIW, B JBY) 9IBIS SIoYINy
*3J1] Jo Aenb syusned uo Jusw
-liedwy 9ARIUS0D jo 3oedwi 19339p
01 P3|1g} SYARY L 'SYA Y2 233|dwod
03 pageuew (67 |/L6) d|dwes Jo %5/

dnou3 jusied

SIYy3 ul 38UBYD O3 DADISUSS SI G\YA
ay2 3eyd aAnsa33ns *(100°0 > d) ured
dluo.yd atow yum ajdoad uj oy

Jo Ajenb uamo| pamoys SyA YL

967 38 pardodau

Aouaisisuodul Jo a3y ‘sisAjeue
WoJj PapN[IXa dJam sasuodsal
40 %7 € AuQ " suspuodsau

Jo 93uedJ apim & 01 3|qerdadde,
3q 01 pIes GYA'8/'0 UONEa.i0d
sse|pe.aul (AaAJns eniul Jange
HPIM (] | 7T = U) 159104189

aJaymas|d
pa1Jodau s|ieIap 03 pa.iasel
Japead ‘pardodau s|ie3ap oN

JdueWLIOLIdg

(s[eas an3ojeue
Jeaul]) SYA

aJreuuopsanb
[e350d "SVA

SVA

SVA

SVA

MBIAJIDIUI BIA PRU3Y
-SIUIWPY ‘s1ek ()]
uoneJnq (sarels
WPIERY § 1) SWA

(4or3WowIsyy
3u1133}) SYA

juawinaysuj

121

uonpwinss apnyusbw  Ho-sppsy uosiad ¢ ‘ajps andojpup |pnsia A JJo-appay awi ‘| Squips pappupis ‘s

Apmas [ed180jopouyis)y

UonEN[eA 1BIS
yyeay Suluieauod Apnis [edtuld

I3BYJIOUSW 1O} JUSWIIED.)
[e213.4NS [B143 P3]|0JIUOD PasiWOpuRY

sjuaied djo3s ul Juswiredul
9ANIUS0D JO 3]0J By JO UONEBNSAAU|

24005 3j1] Jo Aufenb
JaMO| pue ured paseaJoul
uaamiaq diysuonejas Supss|

Apnis uonenjea JoQ0.n3

[e143 [e21UI]> € SpIsSUOe UeIIBpUN
10N "dno.3 jusned sy o1 Sune.
SON|BA 313S YI[e3Y JO UOIIEIIDI]

uopuaAsajuladiy Apnag

saseasip Jueudijew jo AI31IeA € Jo}
Adesaypoiped Buiaiedad syusneding

(T =v)
sjuaned A193uns 1ueay uadp

(%6L = 961/55 1 ed
asuodsau {94 | = u) BiSeyiously

(671 = u) suened
pasijeadsoy 0.1s dIWSeyS|

(90 = u)
(sn1ayaae0a150) 93Uy JO diy BYI LI
ured yum Aspjd Buial-Aunwwo?

(56€¢€ = u) uonendod |essusn)

BLUIOISE|qOIN3U nown)
S, SWIAA ‘Blwaeyna| dnsejqoyduwiA|
a1nde ‘33 A3ojoduo dlireIpary

dnou3 juaneyq

(¢861) 101
puejiaying

(ve61)
‘D 39 USSSIIBA|IS

(9¢61)
‘Ip 19 Jaydjnog

(9661) 10 32 EMY

(Les1) 03
poy-uewdoH

(9661)
‘b 19 Xapno)

(S661) 10 39 reg
Apmg

W d A LS

2nbiuysap



Appendix 2

panupnuod

(€£61) 10 13 3d1ned Aq Apmas
J31|1e JO S3nsaJ pue synsaJ
U93MIq UOIE[R.I0D YSIH

sjuswnJasul Suljeds
31e3s 3[eay SJapIsuo?) Ajuo
UOIEBN|BA [BIDOS SSASSE ApNnig

2JNSE3W JO JUUN B SB JAYS Y3
$91BJ0APY/ ‘UONEN[EAS WeiZo.d
J0j siaquinu 3usjeAinbg

Aupenb 1say8iy, pue
JAujenb 1samo), Jo syutod-pus
YaIMm 3[BdS Ww Q| Pasn

sjuswiwo)

U320

UOIJB[3.110 SSE[IBJIUI ISIMO|

PeY OS[e DG "AdUAIAYIP AINjosqe
UBDW 1SIMO| PBY ©)S PIMOYS IOM
UOIIBN[EA [BIUI JI3JE SHIM §—|
433 (7§ = U YaIm duop) 15319y

pasnpoud
86'0-96'0 JO SIUB1IY20 ANjIqe!|a
J3JBJBIUI — JOULID JUBWIAINSED |

%88 Alliqela4 Jare-1anul
‘9T L6 (uswiaa.e a8eauaduad Aq
paJnseaw se) AjiqeljaJ 159194159

eljeasny Ul 9,/T pue

AeMION Ul 97 8T 9784 asuodsay
sJaquinu a3usjeAinba

POAJI9SQO PUE PIIBLINSS USIMID]
UoNE[3.I0d Suo.g 'sJaquInu
9duajeAInba asdaud asooyd 03
JN2YIP 31 PUNO} INg “|SEI ) POOIS
-1apun syuspuodsay ‘suosiiedwod
asimired | apew syuspuodsay

payiodau uonew.ojul aulpNo AjuQ
's3ySiom A111aAas Aaljiqesip paplAoad

dduewIopad uo usAIS JusWWod
ou Inq pa1Jodau nsad SYA

JduBWLIOLIdg

(sfensiA paeJauald
-13ndwod — elpaw
-AInW) OLL'DS

0 = 3ojwodsIp
pue uonaunysAp

Jo 2dUdsqy
"MBIAIRIUI BIA
paJa3siuiwpy |y

W
(s101duiosap
as-03 pasn)

aJreuuonsanb |easod

padJsasiuiwpe
3185 'Old

MBIAIRIUI BIA
paJassiuiwpy ‘O 1d

sanoy (| paise|
pue 9jdoad 7|-8

PAUIBIUOD SSIDUXD

dnoug *(suoi8au
$SO.JE) SIS|2I9XD

dnous jo salas & ul

PR.ISIUILIPY ‘OLd

MBIAIBIUI BIA
PaJR1sIUIWPY "SYA

juawina3suj

uonpwinsa apnyusbw y Ho-sppsy uosiad ¢ ‘ajpos andojpup |pnsia A JJo-appay awn ‘| Squips pappupis ‘s

3sBJ9N[S[B YIIM JusWIRRI|
sa1e3s Yajeay Sunuasaud Joj spoyraw
Jo uosiredwod — Apnis [euoneAIasqO

((g261) 10 32 1ineg
Aq Ajsnoias.d ano patLied suom

uo paseq) sisouso.d pue 210jwodsIp
‘UONIUNJSAP — SUOISUSWIIP D3I YIM
saje)s yafeay Suinjea ‘Apnis uonenjes

XIJJBW Ul pue I3ssoy 3y ul
S9IBIS 3[BIY 4T Y3 :ApNIs uonen|ep

O.Ld 8uisn syuswinaysur Buijeds anoy
Jo Aupifea Suissasse Apmis spoyIajy

[e2180jopoyasuw — Apnas 30|id

$9113UN0J G7
wouy syuedidnaed jo Bunsisuod
‘sfenpiAlpul jo sdnoud auiu pasn
'sa1eqap Ad1jod yajeay ui uoisnjoul
Joy Ajiqesip Aynuenb o3 Apmg

(saeak 77)
Apms dn-moj|o} aandadsouey

uonuaAiajulpdiy Apms

(601 = u) (uno>
|92 POO|q MO]) 35B3SIp S.JaydNED)

(651 = u) A428uns
[eJ3Ua8 Jo} paIIWpE SIUBIIRY

(0Z = u) s4e33unjoA

Ayajeay o7 pue s10320p (|

‘sasanu (g snid spem dLiaeIydAsd
J0 [ea1paw Jaya1e woly syusned (g

(frendsoy & pue AyisiaAlun & wody
Pa129|9s A|WOPURI ‘8¢ = U) sosinu
pue s3uapnis jo a|duies 3UIIUBAUOD
e pue (7| = u) uonendod
ueiSamJop Jo sjdwes wopuey

(01 = u) adwes aduajusAUOD)

uone|ndod [esauad
® Ul Al|IqesIp Jo saJnses|y

(8=u)
uonisod.anul Uojod JUSMISPUN OYM
eisae [eadeydosso yum siusned

dnous juaneyq

(z661)
ID 19 D

(9861) o 32 8reH

(8£61) pury
pue Jassoy

(g661)
Ip 19 pION

(age61) P1ON

(L661) 2odoq
pue Aeuanjy

(F661) 10 39 240
Apms

W d A LS

Snbiuyssp

122



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuod

$3102s D
01 |enba aJe sau03s O | paisnipe
-usjeAinbs Aurelusd) 'salods O |
ueyl Jay31y sa40ds ©g 'suonsanb
ay3 Jo aunjeu [eanayodAy o1 snp
uonajdwod yum swajqo.d swog

SMBIAIIUI PUOISS PUE ISl
Ul S pue QL1 [EnpIApUl UsdMISq
punoj UoNE|3JI0d POON) 780 = 4
‘DS p£0 = 4‘OLL:9|qeIs oM
sasuodsau [ENpIAIpU| *,SSIPNIS JBYIO
03 3|qeJedwod, SINSaU 153394-153

sanIun O | pue
DS U39MIDq U Juediuds

ON "(4olew/aiespou/pjiw) sanijin

0.5 Jo s8ujued [eulpJo padadxa

pa123))3. sanI|IN — AUSISISUOD JO

Japjoyaq ayl  aduapIAg ‘uona|dwiod %pg — (usw

Jo o3 ayy ur s1 Ayneaq dj)|  -nUIsul UB 03 J1Y1dads dUaM SISED JI
$S3UXIIS, — 3NN Ul suoneLieA AJ1dads Jou saop) suonsanb sy yam
98.e7"3U0 01 Jeau — saI|N SaNNDIYIP O3 ANP PAPN|IXd MIIA
uLlidse/ulIejIBAAUOIIBIIBA  ~U3)UI £8 JO €| "T6'0—L9°0 So1I|IIN
SPIM — SBNI|IN DjOJIS  ]0.IS JOJ I NS 3533241591 POOD)

AjpAndadsas

‘pan[eAun $81®3S JO %7 p PUe g'() 38
sdoud anoyum pue sdoad yum Q1 |
pue Aj2A1309dsaJ ‘panjeAun sajels jo
%'y PUe ¢'g 1e sdoud anoyam pue
sdoud yam Dg — spoyrsw Y30q Yam
uona|dwod o s|aAs| poos puno4

a[eds Ayjsjouey) ays Aq paanseaw
se smeas yayeay ul Suliayip

sjuaned usamiag 3y jo Aijenb
paAIadJad ul sadUBIBYIp PR3I3IDP
OLL Pue 5 Jadued 3un| yam
sjusned ul (9]qises) sI JuswaJNsesw

Ajjnn -a1) pasn aq ue> QL pue O

sjuaWIWo) JdueWLIOLIdg

123

uoppwinsa apnyuspw Y Ho-sppay uosiad ¢ aypds andojpup jpnsia A JJo-appa dwin ‘[ Squips pappupis ‘s

Ja2UBD JB|NDNS)
03 JUBAS[9. S9IEIS Y3[BaY N0}

OLL‘DS 3uinjea — Apnis [eaiojopoyraly
9S‘OLL Adeasyy Buliemol-jolsassjoyd)
poyaw

paseq-2andwiod
Suisn smaiazIu|

‘OLLDS Apnis 3y Jo Aujend

y20q jo suoistaA sdoud ou pue
OLL'D§ sdoud — Q[ | pue 5 jo uosiiedwo

M3IAIRIUI BIA

paJaIsIuIWpY (pay1ads J0u udisap)
‘'OLL'DS SjUBWIER) JaduEd SunT

juawinajsuj uopuaAsajuladiy Apnag

(0§ = u) suaned (be61) 101

93.J-9SBaSIp JIdUED IENINISI| noqe83ng
(€661)

(5¢ = u) eiwsejousIss|OYIRdAH Ip 19 pasy
(9661)

sixe|Aydo.d 045 pue jo.g I 15 9389
(a9661)

(sg€ = u) Apn1s uonendoy Ip 19 uejoq

(Ajuo 1ensqe

CRIICYCHTob)]

(5] = u) uswrean-3sod (s661)

syauow 7—¢ siuaned Jsdued Sun D 19 UAN-OP
dnou3 juaneyq Apmig

W d A L

2nbiuysap



Appendix 2

panunuo>

dno.3 ajeos

3unes sy ur asoys yum
Pa1.[2.4402 A|y31y 249M SaNjeA
0§ ‘San|eA 3[eds Jua[eAInba
sonpoud 10u pip Ajes|d
SPOYIaW OM3 33 ‘s3nsa.l
3|qeljaJ pap|RIA sanbiuyday
3uljeds yroq ySnoys usag

|re3ap Aue uj“23a

‘A31AIISUSS ‘AMIpI[EA SSNDSIP 30U
sa0p — |1e39p ul asedwod jou
so0p Apn1g 'pasn poyiaw 01
SAISUIS S| JUBWaAJNSEAW AN
1BY3 SpN|PUOY) *3JIBULONSINY)
JuBWRINSEI AN JRISeLd
Jo uoreidepe 3uisn ‘suoisuawip
xis Buisn paqLIosap sajelg

sjusawuiwo)

05 Aq paALIap asoy pue
SY UE Aq PaALISp SaN[eA U3aMIaq

9dUBJayIp |enauelsqns pue jua3sisuod

B Ing 'PasA[euE aJam sanjeA
1eadaJ uaym (Jaresenur) Ajiqeljaa
uo ||am pawiioad spoyiaw

20g ‘SaN[BA S UBY) JIMO|

sanea $Y°(1000°0 = 4°06°0 =
U31YR0d uew.eads) dnousd gy
ay) ul sanjeA aduaJjeud uesw ayy
Yum paieja.aod Aydiy asam dnous
DS 3y Ul sanjeA dduaJajR.d ues)

SON[eA DS PIP UBYI PIsn $2NSeSW
A31ADOE 3seasIp pue pasn saJnsesw

SNIEIS YI[BSY YIIM J9039q PaIE[9.LI0d
SON[BA Gy ‘POO3 aJaM SINSaU 159194

Jauow ¢ pue >jPam | ‘9|qelja] pue
3|qised) paJeadde uopenjea aieas

43[e3Y JO spoyIsw HS pue §y yaog

§6'0-0£°0 =4 'SVA

6°0—LL°0 = 4 ‘DS :SIUBDIY20d
UOI1B[3.110 SSB|IB.IIUI — SPOYIDW
y30q Ul poos AljiqeaYy "3|qIses)
pano.d spoyiaw 10g ‘SYA Y
Uy sanfeA Jaysly paonpoud g

JdueWLIOLIdg

(yareay 299y03d
=00] pue yesp
SleIpawIWI = () :3|BdS
[e3UOZIIOY) SYA
"MBIAJIUI BIA PJDY
-siuiwpy *(sdoud
PIM) DS ‘SYA

(r1'0=4) 98

UM |[9M 31E[34.10D
30U PIp SY “AjiqeR
Jood pamoys 15918
—159] "MSIAIRIUI BIA
paJaisiuIWpYy "(3us
-aJnsealy Aunn
WaLnseey ‘sdoad

3uisn) O ‘SYA

ya[eay umo snd
SOIEIS JBIBW 234D
193835 Y3[EaY INnO}
pan[eA suaney
*(sdoud yum
doas-oma) DS ‘Y

(95) 81835 4RSS
‘(Sy) =115 resapow
‘23835 Ya[eay

P|IW :Yy3[B3Y UMO IO}
SON|BA "9E3S UDjIBW
99A3S B SUIA|OAUI
ssad0.d a3els-oma

® pasn — yaeap asn
10U piq *(sdoud
Lpm) DS pue
(4or2WwowIayy) SYA

juawinysuj

uonpwisa apnyusow ‘y Jo-appar uosiad g 9jpas anojpup pnsia A JJo-appa3 dwn 4 ‘Sjquips pIppuDIS °§

Asdiinoyai| aaem dooys
[e240dJ02B11X3 — UOIUIAIIUI el
"SOWOJINO PUE SIUBWIEAIY
pajejaJ-auois||ed Joj sadualdjeud
uaned arewnss 01 Apmg

Suiuren
>orqpasjolq pue Sulule.d ssaullj
10edwi-mo] Jo 1983 dnnadeay

JO [BLI) P3J|02U0D pas|wopuey

3WOY B ISIDIAXD SNSIA
Adeasyp [ea1sAyd dnous pasiatadns
JO [el1) P3J|0.3U0D pasiwopuey

>oeqpasjolq pue Sujure.) ssauly

0 1094 3y jo Apmis :eiSeAwo.qly
's3nJp AJojewWWEUI-UE [BPIOJRIS
-uou SulIBPISUOD [BLIY PI[[OIIUOD
pasiwopue. :spijApuods Suisojhyuy

uopuaAsajulRdiy Apnig

pue (7 =u)s

souo3s|[e3 onewoldwAs

Joj Jusuwneas) 3uipaesal
sauo)s|[e3 3noyaim sauaned
[eDIpaW [BIBUDS (f PAMBIAIRIU]

(g2 = u) w3eAwouqy

(65 = u) snidpuods uisojbjuy

(98 = u) miBeAwouqy
Apuods 3uiso|ljue
— S3SBASIP dIBWINAY U0y

dnou3 juaneyq

(ve61)
Ip 19 sseg

(se61)
Ip 19 JdPjeg

(epe61)
1D 19 JdPjeg

(are61)
Ip 19 JdPjeg

Apms

W d A LS

Snbiuyssp

124



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuos

0S Wouj paureiqo
9503 4O} UBY3 $340IS SYA 40}
Jay31y 24om SUONBIASP pJEpuRIS

$9113UN0D UBAIMID]
s)nsaJ uj Adus3sisuod Jo da.48ap
ysiH 'suoneydadxa Loud b Yyum
JUBISISUOD Sem Supjued 33e3s YIesH

$2409s A)|iIn ul punoy AijiqeLIeA
JuapuodsaJ-Ja3ul [BRUBISGNS

pan|eA sa3e3s yajeay xis
33 USIMIDQ 3INUIBYIP O3 d|qe
3q 01 paJeadde syuswnuasul ay |

sjuaned djuoJypd Joj 3|qedns

10U 3J3Y Pasn Se HS JUSWIEa.)

UonIpuOd  paJaYo uaym Sulp Jo adueyd %0 |

siy3 u syuswaroadwi e 3dedde J0u pjnom Ay :a8.e| 003
3uumded jo sdueyd a3yl 9q Aew dnous usned siya Joy sdaas
sey pueddys Suled B %0 3ey3 35933ns suolany “sonjeA
01123[qns sny) SaN[eA DS DG UBYY JIMO| %GE—ST SAN[eA Sy

(1000 > 9)
SYA Uyl Jay3ly sanjea og

sjuaWINIsUl Jo AdurwLIokad

UO SpeW SIUBWWO ON ‘pa3odau
ejuaiydoziyds 2.49A3s pue djelapoul
‘Pliw Joj sai|aN 33e3s LeeH

(%S e 3uedyIUSIS suonea.I0d
|[e) A4o1oe)siaes sem AjiqNp
-o.day *(dn-mojjoy syauow 7| 01
$H99M T) PAUILIEXD I$312J-1S3]

sjuaWIWo) JdueWLIOLIdd

(sdoud yum)
OSSVA

(sdoud yum)
95 ‘SVA

(sdoud yum)
OS‘SYA

95 ‘SVA

(sunsea}y AN
WpLIsER))
95 ‘SVA

M3IAIBIUI BIA PRI}
-siujwpy *(sdoud
YIM) DS ‘SYA

(s|e2s an3ojeue
Jeaul) SYA'DS

MBIAIUI BIA
paJaasiuiwpy “(a]eds
an3ojeue Jeauj|
w2 01) SYA'DS

juawinysuj

125

uonpwinss apnyuspw  Ho-sppsy uosiad ¢ ‘ajps andojpup |pnsia A JJo-appay awn ‘| Siquips pappupis ‘s

(uonenfea

21835 Y3[eay Apnis spoyrsuu)
SIS9JUDOIUWE Sns.aA Suldwes
sluolIoyd — sisouselp [ejeudld

[opow dnAjeue
-uoisap (Adeay nup) paixe]

Adeaayy uonelpeu
pue AJ93.1ns SAIBAIISUOD)

(uonen|eAs d1wouods dAnRd3dsosIR)
Ja5Ued SUn| ||92 |[BWS 0§ SIUBWIEAL)
JO [ELJ) P3]|0JIUOD pasiwopuey

eI3[eAWOIq Ul
SUORURAISIUI UoRjuSod/[eUOIEINPS
[e113 P3]|0J3U0d pasiwopuey

wea| YdJeasay
3WoNQ JUsNEd BlUOWNSUY SN

(s9sanu drieiyaAsd o |

Aq pajed sa1els Ya[eay) auopliadsi
U2IM JUSWIER] [el) 242Ud1 N

— [eL13 P3]|0J3U0d pasiwopuRy

Adesoyy
uonelped 4o (Awoisojod) A1adins
JO uonasas Apms dnkjeue-uoisiaq

uopuaAiajulpdiy Apnig

(171 = u) uswom ueu3augd

(s3usned .oy Axoud se
3unoe sasunu A8ojoduo g wouy
SON[BA) JDUED ISBAIQ D1IBISEID|

(26 = u) J9dued IsBAIQ 35E1S AJJE]
(1 = u‘sauswaeany Yam Jeljiurey
s[euoissajo.d yieay i/ = u ‘el

03 Jejiwis Juawea.) SUlARdA
sjusned) usdued 3un| |92 |lewg

(1€1 = u) e8jeAwouqy

(651 = u) Buownaud
padJinbae-Ajunwwor)

(Sg1 = u) muaaydoziyds

(89 = u) Jadued [E1DRY

dnou3 juaneyq

(Les1) 03
uew.addny

(9661)
‘Ip 19 uONINH

(es1)
‘I 19 uewAeH

(8861) 03
:_>>_uoow

(9661) 3
wcwmmOOU

(9661)
Ip 19 A310D

(£661) W3LqIY
pue pJeuinoyd)

(0e61)
Ip 19 pAog

Apmg

W d A L

2nbiuysap



Appendix 2

panupnuod

Aduaisisuodul [eudaiul — | N3
JO SUOIB|OIA JO 9DUBPIAF Pasn
spoyiaw 3uned jo aduanbas
Aq pue ‘sanbiuyday uondiosap
211 Ya[EaY Aq ‘sanjeA 21212
01 pasn saunpadoud ayy Aq
pasusnjul q 03 paWass
$3J83S 3[E3Y 0§ SII0IG

sjusdwwo)

A1pI[eA 32n.13sUOD JO

SWLISY Ul DS UBY3 I9339q paw.opiad

SY 'SY pue uawn.sul dy1dads

-aseasip Aq paiedipul se Juawea)

2nup Suimojoj 31| jo Ajenb
up 98ueyp 13319p 03 pa|ie} OF

umoys gHN ayp pue 3

usamiaq A1IpifeA JuaBiaAu0D) 'S Jo

AIqeI[e. JO UOIEBDIPUI SWOS Shy3
VY Jo Apnis snoiaaud e uj punoy
3503 01 S)|NSa. Je|iwis aAed O

DS 4104 780 PUB SY 104 [9°0
UONE|.I0 SSE[IR.IUI (SHOM })

A3|IqeI[eJ 35939.4-153) "BaJE 95BISIP

siya ul pasn 3uraq jo ajqeded aue

sjuswnJasul 9say | 'sdnous Alisass
9SeasIp U9aMIDq JuaIpe.S Juedyiusis
PUE JB3]D & POMOYS SPOYIaW Y30q
1521005 SYA UBY) Jay31y $a10ds DS

S91E)S Yi|eay sawes 40} sanjeA O

UBY) JIMO| SANBA G\YA ADUBISISUOD

%9/ PIMOYS $3103S YA PUE DS

*3|qeadadae pue 3|qises) aq 03 punoy

9J9M SIUSWINISUI SYA PUB DS

SSOU||! [BIUSW SUIASS
yum sauaned wouy paamife aq
UBd DU ‘sIuspuodsau Aq
UdAIZ A|snolARUd JBPJO HURJ UM
JUSISISUODUI AIIM S3NJeA DS JBY)
92UBPIAS BWOS "$yjsel paja|dwod
A|Inysse2ns syuspuodsau ||y

SON[BA GYA UBYD
J91e3.8 sanjeA ©g ‘uona|dwod uo
aduewLIopad poor) Uap.o dued
pa123dxa Yaim aul| ul SulispJo
>Jued & aAeS syuspuodsau

19 JO G 4ouasISUOD JO [9A3)
poo2 € Jo 92UdPIAg '9|qeIdadde
pue 3|qEI|24 3G 03 PUNO} SPOYID|N

JdueWLIOLIdd

(sdoud yum)
9SSy

SVA'DS

(sdoud yum)
9S ‘SVA

(2661 ‘D1
1J3Ud7 OS|e 39S

— anbjuyda) eipaw
-njnw) 9 ‘SYA

(AoAans
pastiaandwod)

95 ‘SYA

SVA'DS
juawinaysuj

uoppwinsa apnyuspw Y Ho-sppay uosiad ¢ ‘ajpds andojpup jpnsia A JJo-appar dwi ‘[ Squips pappupls ‘s

(saunseaw jo Apijea

15nJ35U0d pue AIARISUSS Sunsel)
sjuaned ewyise ul 3yl jo Afenb uo
|oWeINg|es 40 |04IIWES JO S10Y]

3nup mau eonayrodAy

© U2IM 3SBISIP dNBWNAYL

0} 3uswaea 3 3n.p ul Avjeriow
Jo djsid 3dadde 01 ssaudul|im
sjuaned — sndoj [eaidojopoyraly

dimuo
SN20j urew — [e3130]0poYI|y

(suidezoyd) s8nap
anoydAsdiue jo s109y9-apis

s3n.p onoydAsdiue jo s139)49-3pIg

(A3ojopoyrsw uonenjea
anels Yjeay) Adesayrolpey

uonuaAiajuladiy Apnig

(S661) uvjol

(£0] = u) ewyase a1e49poly UBA-USNINY
(001 = u‘snkpuods

Buisojojue yum swuaned) (0661) 0 12

9SESSIP JBWNAYJ JIUOIYD) ualg.0

(v661)

SIUOWEIA

(z01 = u) ssessip 8un| aluoay> puUE U3GO

( = u) ssteIydAsd (ve61)

snid (g€ = u) muaaydoziydg I 18 SSJO|

(suseaunjon Apreay | (z661)

snjd gz = u) ewaaydoziydg ‘[D 39 343U

(z861)

‘Ip 33 sewoy |

($9 = u) syusned usdued -uA|lemar]
dnou3 juaneyq Apmig

W d A LS

Snbiuyssp

126



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuod

JUBILLII UE, SE SJ3YIO
Aq ‘peap se awes ay) Se SWOs
Aq uass swoldwiAs 249A9g

" poo3 001 J0U, SB / S99
Jayroue ‘ pood aunb, se 7 jo
9025 B $93s uos.ad suo ‘33
‘Apusasyip sduiyy mala sidoad
JeY3 93BLISN||| O SIUSWIWOD
8unsaJaul swog swajqo.d
asuodsad JO 9DUPIAS BWIOS

so|quied 9duaJ9jed diseq Woj
asoyy uey) Jaysiy Apuedipiudis
2Jom DS pauleyd Wouy sanIN
'S 40} 0£'0-€0 PUE ‘SYA

J0} /€070 Uone|aJI0d
SSE|IRJIUI 1359394 YIUow ¢

Aq paunseaw Ajiqelpy
'$24035 (YD) SVAUBRY2

Jay3iy Apus3sIsuod s8J03s S

sjuswuiwo)

A10121pe.IUOd 10U INq palefal
Al4ood auam 3ey3 synsad pasnpo.d
SPOYIaW OM3 33 ‘s9402s edde|
3uisn) "JuL1sISU0d Aj|euJalul 3G 03
punoy sasuodsay Apnis ay3 uiyim
Aupgnpoudad 1583 30U pInod/piq

S3SED |[e Ul SYA
UBY) J31B3.S SAN[EA DS S\YA PUB

0S Aq pan|eA s31e3s Yajeay Ino4

SVASY3 40§ %€"| Yam pateduwiod
351249%3 UoMEN[eA DS 3y 339|dwod
10U p|nod 9|dwes Jo %g| ey punoy
SBM 3| suoisnjsue3 Suipasu ejwaeue

9J9A3S PUE SISA[BIp Y)IMm 9SEISIP
[eu. 98e35-pUS J0j 531035 (YD) SYA
UBY) 43333 AJUSISISUOD $BI0IS S

“JUaWaJNSeaW

O JOJUD pJEpUBIS DY) UIYIM

134 8533 JO %0/ INOQE YUaA3MOY
‘asuodsa. JUSISISUOIU] BUO ISE| I8
aAeg sjuspuodsad Jo 9|7 ‘spoysw
ya1m AdUd1sISUOD JO [9A3] POOD)

$9400S YD) JIeYy3 ueyy Jaysiy

aJam saslnelydAsd wody paurerqo
31025 0§ ‘saduaJaead Jusned yum
Pa1E[2.4402 SN HS (YD) SYA
ay1 asn pjnod Asyp ‘soruaaydoziyds
U3Im pasn 8q 30U pjnod 5§
swoidwiAs [edtulp ul sadueyd
12319p PIP SY "(ssausaisuodsau
Jood) syuaned jo sdnoug sauyy
US3M13q SIBUILLILIISIP JOU PIP DS

JdueWLIOLIdg

MBIAIDIUI BIA PR3]
-SIUIWPY “Yajesy
[ew.IOU pue Yyieap
sutod-pus (9]0
‘3[eds [edLIaWINu)

(S4) SyA 2wy
awn ek g — QL

(sdoud yaum)
O ‘SVA

SVA
(sdoad yum) o5

(sdoad yum)
9S ‘SVA

SVA'DS

SY ‘DS
juawinIsuj

127

uoppwinsa apnyuspw Y Ho-sppay uosiad o ypds andojpup jpnsia A JJo-appa dwin ‘[ Squips pappupls ‘s

swoldwAs [esnedousw Aq pasned
$123))9 31| Jo Aenb jo Juswssassy

0gade|d snsJaA OdInH~ Jo
[e143 P3J|0JIu0d pasiwopuey

(3uswaunsesw Ayjin jusned

Jo sanss [e2180[0poYIAW SN0}

ulew) SUORIPUOD 10} JUBWIIBAL

JO S[ELI} P3)|0JIUOD PISILIOPUERY

YO pue
O Suisn sayeas pajed uepisAyd pue

(YD) soruaaydoziyas Aq pasuatiadxa
SB S9WOIINO JUIYIP Al Sulnjep
(Apnas

[eutpnaiduoy) sajeas Ajnn yafesy pue
saJnseaw Yeay dl3awoydAsd jo
uosLiedwod — sndoj [ed130jopoyIay

uopuaAsajulRdiy Apnig

(£9 = u) swordwAs [esnedousw
3upualiadxs aam oym Jo
9duaLIadX® 03 A[9yl] UBWOAA

II-INH Jo uonen|eA

(g£ = u) elwaEUE
Y3IM 9SEISIP [BUB DJUOIYD)

(pp| = u) sniApuods Suisojhojue
pue (g8 = u) eideAwouqly

SJ9AIS-a..d
snid (g = u) euaaydoziydg

(091 = u‘sauaned pardajui) AIH
dnou3 juaneyq

(c661) 10 12 4@

(9661)
Ib 19 ®dUBIIO|

(z661) PPINSY

(95661) U0l
UeA-USIINY

(9661)
1D 19 DPIASY

(s661)
1D 33 PPIAY

Apms

W d A L
2nbiuysap



Appendix 2

panunuod

Jap|o ueys 3|qisned
$S3| OIIBUIDS PEap UBY) ISIOM
aya puy (OLL ut) sauspuodsau

J93unoy 's8un3as [ea1ul]d ueltad
ul 3sn oy 3|qeaINs 3q J0u Aew
OLL‘sny] 'J|e 3e awiy Aue ape.s
03 Suljim 9q 03 sauspuodsall
10} ||} O3 DABY S3IEIS YIIYM
MoJ3q A11|IqeJs|03 pjoysaJyd,

® peYy SIS O | "9I8IS

y3|eaYy 3y3 Jo uoneInp ay)
aJoud| 01 papus) sjuspuodsad
‘SYA3y3 3uisn usypp

saduaJae.d any Jo
UONEIIPUI J9133q B JIM SON[BA
O.L1 3=y pasedipul sauspuodsay

SVA
papaadxa sanjea O | ‘sauaned 4q

pasualiadxa aJam saleIs Yieay
950U USYM 3|qeIs ulews. pip
$3102s G\/A PUB O | 343 punoy

$24035 S Uyl Jaydly
$3103s QL 1'SVA 404 680 pue

‘OLL 40} £9°0 JUSDIYS0D UOS.IEdd
:(dnou3 |jews Buisn maiasaul

[en1ul U3y SYEIM §) ANjIqeIRY

syuaned ul g|§'Q pue

dnoud uenisAyd ui §79°0 :SYA
pue O] | JO UONE[3.I0D) 'PaN[EA
SOLIBUBDS 33.U3 ||B 40§ S\YA B3
J3y81y sauods O | A|njssadons
e panajdwod syuspuodsad ||y

§9403S (O] | WOJj JuaJayIp Ajpued
-J1uSIS 30U UM S3I0DS S\YA 'Saudled
uonLianu [eajudled swoy WLy
-8uo| ui ay1| Jo Ajenb Sulinsesw

ur Ajjnyssadons pasn sem O |

‘OL.L 9391dwod 03 pajiey £¢/| AUO

sjuswwio) duUeW.I0)49d

MBIAJIIUI BIA
paJaasiuiWpy
‘OLL'SVA

SVA'OLL

SVA'OLL

MBIAIRIUI BIA
paJaasiuIwpy
‘SYA'OLL

OLL'SVA

juswingjsuj

uoppwinsa apnyuspw Y Ho-sppay uosiad ¢ ajpds andojpup jpnsia A JJo-appa dwin ‘[ Squips pappupis ‘s

elep aAnel[enb pue sAneInuenb

tsasuodsad O] | pue SYA Sulsayip
Bujuiwexs Jaded [edidojopoyia|y

{S31€3S 3[EaY dsoy3 dduaLIadxd
Jae sjuaned UBYM JUBISUOD
UIBWA. SUOIEN|BA 91BIS Y)[eay Op

— |ed130jopoya| Adesayy uonelpey

(A1nn—s03) [9pow dnAjeue-uoisdap
— AdeJay3 [o3s0udosiw asop-moT

Adeaay jo sayousq pue
sl d3en[eAs 01 yoeoudde Ayjan —
(ouosiupaud) Adessya proJsisodn.od

uonLianu [eaalua.ed swoy
W.93-8U0] JO [BAIAINS 3ul||DPO|\

uojuaARjuladAy Apmg

(ep = u) Apmas HAW
Jo ajdwesgns ‘ajdwes uonejndog

(99 = u) 4odued [EA3UAIET]

(£§ = u) snuyaIe piojewnayy

(57 = u) s3si8ojorewnayu snid
(§7 = u) snuyLIe plojewnayy

(£€ = u) uontnu
[e4a3uaJed swoy wul-3uoT

dnou3 juaneyq

(L661) I3
uosuiqoy

(g661)
Ip 19 sewoy |

-UA|lamaf

(ve61)
1D 39 [2lIqeD)

(g661)
ID 19 ZeJJd4

(9861)
b 19 Ays19Q

Apmg

W d A LS

Snbiuyssp

128



:No.9

Vol. 3

’

Health Technology Assessment 1999

panunuod

SATVO DS 9sh 03 Saysim duo
‘Bupjew-uos|dap [ed1paw pue
SOIWOUOI3 YI|BaY Ul JUBASJR
2J0W 3Je PIIYM ‘Suosed.
aAndiiasaidjaanewiou Joy
JeY3 q Aew 3| IEIS SIOYINY

Apmas spoyisw Aseuiwip.agd
"UOIIEN[EA JO [9POW JADIPPE
ue sasodoud pue yyjeay jo
SUOISUSWIP [BNPIAIPUI 3N[EA 0}

oM pawJopiad spoyrau ||y SATVO

DS PUE SYA U99MIB] PaAIasqo
2J9M S3DURIRYIP JuRdYIUSIS ON

'SKTVO DS PUB SYA-04 UBY3 O1 |
Joy 4ay3iy Apuedyiudis sem Supjued

123J1p pue Supjues padipa.d

U99MI3q UONE[2.10D 3Y3 ‘BulIUNOd
~SIp OU JO UONEBNIS dY) Ul JBY) MOYS

SpoyIaw OMm3 3yl
U99MI9q SDUSIRYIP JuBdIUSIS
Ajleonsnels oN *(eaep oiyidads
ou) a|qeadadde suonsanb ayy

sanbjuyda1 ay3 sasn Apmas sy  punoj syuspuodsad jo Alolew ay |

U2BSP BSU SBDS JO PUS ISMO|

03 passaldwod $3.403s J| "Xapul
SNJEIS Y383y e JOj JUBWAINSEIW ©
se ajeludoaddeur aq 03 padpnl 314

3[eds [eAJanul [enba  sanjea SyA aY3 Aq paljdwi suaquinu

ue se pasn Su1aq 10U Sem G\YA dudjeainba ay ueys JaySiy Apusisis
ay3 3ey3 35933ns 03 pajuasadd  -uod auam (QLd) S4equinu ddUIJeA
9DUSPIAS dANEI[END) VSEI JO -inba pandipe Apoauiq *(Butared
A nouyip paJsmoy (saLiaunod auo Jo uondsdxa aya yum) s3ul
JBYIO Ul SB 9| JO peaIsul)  ->jueJ Swes ay) pap|alA sanbiuydan
sa1e3s Yajeay 1y3ie Buinfep  (Jaquunu JusjeAInba) O d pPue SYA

dnou8 jusned

SIy3 40} 9|qeAINs 30U S| O] | B

uonsa33ns quedyiudis-uou O | ul

awn Aue apeay 03 a8ueyD) “suaped jo Sujuonduny uj

Buljmun suspuodsal Jo 9|4 98UBYD YIIM 3189100 30U PIP OL L

SVA POPa92Xa $3.1008
QL1 'saanseaw 3y jo Auenb Jayro
YaIm AR3elopou pajeR.lod Of |

saJnpado.d 3uidew up Aipigow
[ednpad0oud 3uissasse 4oy 3|qe
-3Ins aq pjnod O | uoneidepe
Y3IM B3 93835 SJoyiny AIIpIq
-I0W J8340Ys 10} O | PAYIPOI

sjuaWIWoD)

SYA3Y2 UO JUBWWOD
ON ‘sasuodsas O | ul wuasaud
Sem Al|IGeLIBA 9]qRIDPISUOD)

CRITITTRI RN

u) jo sdnous
$S0J2E MIIAJIIUI
PRATHIINESAN

peay Y813

"SVA'OLL'DS

SVAIW

SVAIW

spoylaw
UOIEIISIUIWPE JO
UNXIW V “SYA

MBIAIRIUI BIA
paJaisiuwpy

's1eak g 38 uoneung

‘SVAOLL

SVA'OLL

MIIAIRIUL
auoydajp)
‘OLL'SYA

jusaWINIISU|

129

uonpwinss apnyusbw ‘y Ho-appa1 uosiad ¢ ajpos andojpup jpnsia A JJo-appar awin ‘| quips pappupis ‘s

SAIVO SVAPuE

OL1‘DS jo duew.opad ayy
aujwexa 01 Apnis [eauswiadxy

JW Jo asn
a3 Sujuiwexs Yaded spoyiay

(€£61) 10 32 pLoeg
JO JIOM SpURIXa ApmS I JO

W0} papunoqun 3yl pue (YD) SYA
uaamiaq diysuonefas ay3 Surredwod

— Apnas uonenjea ‘spoyis|y

$9143UN03 J3Y20
924y2 Yym patedwod AemaopN
Ul s3uspuodsad wouy s3eIs
y3[eay o} senfea jo uosiiedwor)
‘uonen|eA yiuel jodo.ang

SyuoW g| J9AO
SJOAIAINS UONDIRYUI [BIPJEIOAW
0 snyeas yajesy uf asueyd

(syauow 9—() smeas
U3[e3y puE S3N[BA 3[B3Y UsamIaq
diysuoneau — [ea18ojo0poyialy

Ayde.3oidue
9dUBUOSAJ dBUSeW pue Aed-X

uonuaAiajulediy Apmsg

(76 = u) wepsanoy
‘snwseJ3 pue (08 = u) wjoyproIg
woJj sa|duwes adUaIUSAUOD)

(££ = u) suaned
[e218.4ns pue (g = U) sJ98IUN|OA
Ayajesy jo sjdwes dusIusAUOD)

(59 = u) s4em3un|oA JUBpNI§

uone|ndod jesauan)

(£9 = u) uonoueyur [e1psed0ALy

(6€1 = u) AIH

(g =u)
9s5eas|p Jejnasea [esaydiiay

dnou3 juaneyq

(ez661)
1D 39 3poaYdId|g

(1861) usuouig

(661)
Ip 19 uedey|

(1661) PION

(g661)
ID 39 JeARS |

(9661)
ID 39 JeARS |

(Les1)
ID 19 UBMG

Apms

W d A LS

2nbiuysap



Appendix 2

panupnuod

y3|eay |[edaAo jo Ayjian Buissasse .oy
3|qISes) S| JUSWNIISU| JUSWISSISSE
Ajnn pajewoiny ajdwes jo %0 |
Aq paonpo.d suamsue JuaIsisuodU|

Apuediyusis Jou

INQ ‘DS UBY) J31eBUS S3I0DS SYA
‘pareaasuowsp AljiqelieA a34e1°OL |
J0 DS PIP UBY3 SNIRIS L3[eaYy Yam
A|350J> 210W PaIe[a.I0d SYARYL

sjuapuodsau Aq sa3e3s yijeay

Jo 3upjued [eniul yam paJedwod
USYM 33835 Y3[eay SuinjeA ul
Aduaasisuodul paonpoud spoyzaw ||y
'$3J€IS 3[EaY dIBNUIYIP O3 AljIqe
ul OLL Pue 5§ paw.oyadino gy

DS Ul Yjsld fer ueys ‘O] | ul Aoue
-353dxa ai] dn aAIS 03 SuljIm dJow
3J9M SIUBNE] "SWASY2 PUE O |
‘DS Yum 31| jo Aufenb aunsesw

01 9|qIsea) SI 31 JeY) PAPNPUOD)

" sonI|aN [eaJ, ay1 pasnpoud

UDIYM JBI|D JON 'S3IEIS Y3[eay

Jo} sanfeA Jaysiy paonpoud og

$2403s AN
153y31Y papaIh g ‘suonsanb

DS pue QO | Jomsue 03 pasnja
%] | "Poo3 Aujiqelja4 15919.-353]

pa.Jsjead sso| pue

pa.Jajaud aue 1ey) satels yijeay
110ddns 01 82uspiAe OU  Jo Jaquinu 3y uo puadap sanfea

— 9due.LIO] AQ P21s988Nns WLIO}  SYA PUl AUSWNZJE UORDUNY BN[EA
[eUONOUN "' ‘UOIIEN[EA ©G  3|qeJNSEaW 133[aJ — ,UodUNY BN[EA

puE S\A Usamaaq diysuones. 9|qeInseaw, & uo paseq Suiaqg Se SYA
9|qe3s © JO 9DUDISIXD 9Y3 SSISSE B3 JO UoNeIRId.IRUI BY3 duIWEXd
01 JuswIdXd 1NpU0) 0159) [eauawIIadx® 1u0day

diysuonejpu a)qers

sjuaWwwWo) JdueWLIOLIdg

(uswssasse
Ajnn pajewoine)
OLL'DS ‘SVA

MBIAIIUI BIA
paJa3siulWpy
"SYA'OLL'DS

OLLDS‘SVA

MBIAIIUI BIA PRUD)
-sluIWpY ‘(se1eas
a[eay d1uo.yd)
OLLDS ‘SVA
MaIAIUl duoydaje
Aq pamoj|o}
aJreuuonsanb

[e350d 'SYA'OLL DS

MIIAIRIY|
"DS ‘SVA

juawinysuj

uoppwinss apnyuspw Y Ho-sposy uosiad y ‘ajps andojpup jpnsia A JJo-appar dwin ‘[ SIquips pappupls ‘S

y3|eay [eqo|3 JO JUBISSISSY

3u1ag-||om ssasse 03 spoylaw
Jo Apnis esridwa aanesedwor)

(Apnas festurp> & j0u) JsduURd
21e350.d PadueApE J0j JuaLIIED |

uoneiueldsue.d 3un| [ess1e|iq

J93J8 pUE 2J0J2q JUSWA.INSEIW

31| jo Auend) Apmis 10id uonenfea
a1eys yafeay [edridwia aApesedwor)

S3UNSEAW [BUOIIEN|BA PUE SIUNSEAW
sn1eas yajeay SAndiIdssp usamiag
diysuonejpu 3ulredwo?) ‘el
P3|043U0D PISIWOPUE. 343U NN|Y

SWA3L jo uonepunoy

[e219.1031)3 JO 5159 UO syuodau Jaded

siy "aroqe se Apnas [edlidwa aweg

uopuaasajuladiy Apnig

(£8 = u‘ojdwes
uone|ndod [esuad) yafeay [eqo|

(85 = u) ‘sisAfeipowaey
uo sjuapred ‘aseasip [eudy

(ts=u)
J9dued 93e3s04d paduBApY

(sauaned 1s1)
3uniem ¢ pue syusned juejdsue.y
2150d ¢ ‘9 = u) sisouqy dnsAD

(osessip |ers1.e [easydiiad)
UOIBIIPNE[D JUSNIULIDIU|

(z6 = u) wepsanoy
‘snwse.3 pue (08 = U) wjoyxols
woJj sa|duwes adUaIUSAUOD)

dnou3 juaneyq

(9661)
Ip 19 9sEAN

(ze61) 103
J9349quioH

(Auo 13ensqeR)

(9661)
ID 19 J3|S3I5)

(re61)
Ip 13 yaeqyassng

(9661) utuny
pue yasog

(ez661)
1D 39 3poaYdId|g

Apmg

W d A LS

Snbiuyssp

130



:No.9

Vol. 3

’

Health Technology Assessment 1999

panupuod

Suisiwoud 3sow

3Y3 Waas pjnom QO | ‘pasn
sanbjuya1 a1 usamiag
SpewW aq 01 pey 3JI0YD € JI
1BY3 SIUSWIWOY) "UOIS.IDAL
3uiiquied jo s1daye s15933ng

uonouny Jamod e 3uisn sa10ds
JO UOIBULIOJSUE.I) SISSNISIP
3dUBIO] "sanbluyda) oM Jayio
ay) wouy JudJayip Apuedyiusis
a.e JeY) san[eA SAI3 QYA SYL

sjusawuiwo)

uoneJjsjuiwpe Jo ase9 Jo

SWw.I9) Ul djqesedwod O] | PUe SYA
punoj pue Jaisiuiwpe o3 sanbiuyda
3y3 JO YNDIYIP ISOW 3q 03 S puno4
"D LI anbiuydal Jayaid pIp Uy
uone|a.10d JeaJs pey O | pue
SYARYL'SYAY3 Uey3 Jay31y Suam
YRIYM ‘O L | Uey3 I3y31Y sanjeA DS

OlLJo

DS UBY) JamO| $403s (SY) SYA
"Pasn spoyIaW ay3 Jo IsaIses ay) 3q
01 HG PaJ3PISUOD % | T ‘spoyraw
343 jonoyip sow sy se Q1 |
paied 90 ‘sanfeA 3uissiw pey 4¢
1o || ‘DS 404 "sy|se3 jo Ajiqerdadde
Yum swa|qoud swos pasusliadxy

6¥°0 =4'SYA'T90 =4‘OLL'€S0 =
‘DG ek | 1 Al|IqeIja. 159394159
uPInb pue A3s0d 53] YA IS|IYM
Buiwnsuod-swn pue sAlsuadxs Hg
pue O1 1°(4D) SYA3Ys ueys Jaised

DS pue ‘DS uey) Jaises Q] | punoy
$303[qng *a|qeadadde sanbiuyday ||y

UIBSp UBY) 3S.IOM S3)EIS SuInjeA
Jo uap.nq aAnu30d ay1 yum adod
ued S3Npe [[am punod (YD) SYA
33 UBY) SWOSUSP.ING d.Jow 3q

03 QL1 Ppue 5HS pulj0u pIp s3usp
-uodsay 'syuapisad swoy Buisinu
1s3uowe uops|dwod g/ ‘synpe
oM 1s3uowre uonajdwod 00|

‘euidue 9|qels
dluoayp ui 3|qissod S| JUBISSISSE
Aujnn 3eyy papnppuo?) ‘swoldwAs

euisue Joj seousuaye.d Jusned

JO SUNSEAW PI[EA PUE B|qEI|3.
A|qeuosead 3q 03 sanI|N punoy
‘(359304 >@am 7) paisal Aljiqeljey

JdueWLIOLIdg

MBIAIDIUI BIA
paJa1siuIWpy
"SYVAOLL'DS

(sdoud yum)
SVA'OLL'DS

MBIAIRIUI BIA
paJaasiuiwpy
‘SYA'OLLDS

(sdoud yum) og
‘OLL‘(4D) SYA

(poyrew aan
N, M3IAIRIU
pastiandwod)

OS‘OLL'SVA

juawinaysuj

131

uoppwinsa apnyuspw Y Ho-sppay uosiad ¢ aypds andojpup jpnsia A JJo-appa dwin ‘[ Squips pappupis ‘s

syuaped djoais 03 3|qe|eAe sweadoud

9Je) |euollnliisul pue awoy snolJeA

(09 = u) suaquiaw Ajiwey
‘syuaned ‘sasidessy ‘suenisyg

JO SSAUBAINDRYR-1S0D Passassy  "sauaned 0.3 o} dJed AJBpu0ddg

Adeasyy uoneiped uo Aisdung

[ea180jopoyrpw
— uoinenfeA d3e3s YI[eay Jo
spoylaw aJedwod 03 Apmg

IE3p UBY) 3SIOM
sayeas 3uinjea Apnis spoyrajy

euidue

8uneauy Joj suolisiap Juswadeuew
ul pasn aq 03 euidue jo swoldwAs
10} S3N[eA 338IS Y3|Bay — S3LIas ase)

uopuaasajuladiy Apnig

(6€ = u*ongnd pue suepul
‘susned) usdued [eaduh.e

o

(08¢ = u ‘[e103) sdnous
Janoy ‘adwres uonendod [eauad e
U] PISSISSE SIS YI[ESY SNOLIBA

(8€ = u) synpe |]om
pue (G| = u) s;uspisaJ swoy
3uisunu ‘ajdwes dusluaAUOY)

(07T = u) su0123d euiduy
dnou3 juaneyq

(zs61)
‘ID 33 UOS)|OAA

(Se61) 30
juoQ JSp Uep

(9261) @durLIO]

(ve61)
ID 33 >dlared

(s661)
Ip 19 3se8N

Apmg

W d A LS

2nbiuysap



Appendix 2

UOD 3J3A3S AY) Ul
ua1 3uneaun Jo jauaq ay3 [enbs 01
UO[IPUOD 3JIASS $S3] BY3 Ul pajea.y
9|doad jo Jaquinu anuyu ue ey
pInom 31 3y3noya s123lgns ‘sadioyd
Buluones Q14 757 Jo 1101 & JO

6¥ U] "sasuodsau uaisisuodul 03
anp Jses Ol Y1 Wodj papnjaxs
aJam syudpuodsal €6 Jo | | "sarers
Jo 3uiiapJo awes ayy pasnpo.d e

OLLPUe DS ‘SYA'S31035 SYA Uey3
Jay31y 24oMm $3J03S DS pue O |

suoIsIdap Buluoned o'l

‘Aa110d [e1p0s ojul pajejsuesy
Ajises J0u aJe sanjeA Ayjian
1BY) PApN[OUOY) 'synsal O d
1294Ip WOy PaJayp sdaquinu
0OLd pa!/dwi syuspuodsay

xa|dwod paroud (sdus|eAINba) 014
183 JUBWIWOY) *(6/£°0~G/'0 SB UIAIZ
sem AM|IGeI[D. J91BJ-JR0UI €80~/ 0 JO
SIUBIDIYR0D J3JeJe.IUI) J|qelja4 3G O3
UMOYS SIUSWNISUL “YD) PUe J|| USaml
-9q Pays!|qeass Api[eA JusBIaAu0D)

u3isop [e110198} 0} Bul||0.1IUOD

JR)E ‘S|ESIDARI UDABS PRy (YD) SYA

pue 3uiiapJo [ed180] JO S[esJardl XIS

PeY OLL (8T 4o) sBuriapo e13o)

JO s[esJaARl 334y pey J| ‘peiJodas

spoyiaw Jo Adud1sisuo?) ‘saels Jo Sul

SEIq JoMBIAIRIUI AQ Hjued B4 Ul OL | PUE ‘(YD) SYA'IW
Pa103yje 1SOW J[eds J| UIIMIDQ SNSUISUOD JO 33483p YSIH

DS pauLIoyadino uonensiulwpe

OLd jo poyaaul p.ia e 3sjiym

JE|IWIS 3J9M O JO SULIO} OM) pue

0§ uood 3q 03 §YA3Y3 punoy

pue ‘BurispJo pandadxs 1surede

Jamod aAnaipaud Jjo siseq ayy uo

JUBWISSaSSE ddudJapRld spoypaw Jo aduewiopad pasedwor)

[e120s jo spoyiaw sdojeasp ‘sonIolid paysi|qelss 4oy sadus
pue ‘sjuelieA 934y) Buisn‘Qld  -/9ja4d 129)§9d 10U PIp $3U0IS SYA
Jo A8ojopoyaw sdojarsq 'saduaJ9a4d [B120S paspIsuor)

uaJayIp Apuedyiudis Jou

OLLPuE DS's3NeA O | PUE 5
U2IM 91E[3.10D J0U PIp $30S Gy

sjuaWIWo) JduBWLIOLIdg

A3AJns uanIm
BIA paJaisiuiwpe ||y
"sad10Yd Sujuopel
x1s uissasse: Q] d
'$3JE1S JIUOIYD
99.3 panjeA
‘OLLDS ‘SYA

0001 = Aep |jam se
papunoq a|eds Jo
doj *(sousjeainbs)
OLd ‘(4D) SYAIW

MBIAIIUI BIA
paJaisiuiwpy
‘OLL'SVAIW

(as-03) seess
ya[eay d113ua3 unoy

pasn ‘MalAIaIUl
BIA Pa.RISIUIWPY
‘SYA'OLd DS
(®am .,
paseq-1aindwiod)
OS‘OLL'SY

juawinysuj

uoppwinss apnyuspw  Ho-sppsy uosiad ¢ ‘ajps andojpup |pnsia A JJo-appar dwi ‘| Siquips pappupls ‘S

3uluone auedyeay

Joj sanjeA d1jqnd aumded saninn
8unpife Joj spoyzaw Jayraym
51591 — Apnas [edi3ojopoyis}y

(EMD 2

SB umouy| Ja1e|) uiag-||9pA Jo
X3pu| 3Y3 JOj SAN[BA JBIS YI[eay
3uneJauan) uaded [eai3ojopoyialy

spoyaw 3uljeds
92443 Suruedwod pue xiaew
19550y ay3 3uinjess Apmg

211qnd aya wouy paaIfd Apdadip
SUOISII3P UOIIEIO|[E JO UOIIPAY
*SUOISID)9P UONBIO||B $324NOS3 e
03 A)[Iqe UO SYA 3l PUB DS JIAO
O.Ld 3unss) — saded [ea180jopoyis)y

Adesayy srexanoyis|y

uonuaaiajulediy Apmsg

$9183S |[3[B9Y 23R} PUE DIUOIYD
420q paJapisuo)) ‘(€5 = U ‘s;uspmas
$J1WOU09) 3|dwes 3dUaIUdAUOT)

(z€T = u) (uoissiuwo)
UI[eSH 383G SO\ MIN)) SJ3pE3)|
-yaeay snid (] €7 = u) sauapnig

aWOoY I8 PamalAJIU
211qnd jo suequiswi /7€

(o€ = u‘sauapnis)
a|dwes aduaIUBAUOD)

(28 = u) (siseriosd) aseasip unjs
dnous juaneyq

(9661) 10 12 12AN

(g261)
‘I 19 YdLidey

(g661)
Ib 19 Xapng)

(£661) sopeid

(Se61) 10 12 8nZ
Apms

W dALS
Snbiuyssp

132



Health Technology Assessment 1999; Vol. 3: No. 9

Discounted (10% rate per annum) and undiscounted TTO health

state value

Years in full health Undiscounted Discounted
(x) equivalent to TTO value years
10 years (t) in hi (i.e. (column I)/t)

I 0.1 I

2 02 091
3 03 0.83
4 0.4 0.75
5 0.5 0.68
6 0.6 0.62
7 0.7 0.56
8 08 051
9 0.9 0.47
10 | 0.42

Health state valuation,
review references

" Denotes reference identified by bibliographic/
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inpatients

Congestive heart 11

failure
AIDS 42
AIDS 31
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Yes -
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Yes Yes
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Hollingworth
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Mapping
HMQ only
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HMQ
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HMQ
HMQ

interview

HMQ by
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Self-
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and observer
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HMQ and
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HMQ
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Practicality

rate

92%

78%
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95.5%

Reliability Descriptive validity

Yes

Yes

Yes
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Barr et al.
(1994)

Barr et al.
(1993)

Billson and
Walker
(1994)

Boyle et al.
(1994)

Boyle et al.
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Feeny et dl.
(1993a)

Feeny et al.

(1993b)

Gold et al.
(1996)

Kanabar et al.
(1995)

Saigal et al.
(1995)
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Survivors of 10
therapy for
brain tumours

Survivors of 55
acute lympho-
blastic leukaemia

Survivors of 63
cancer

General 555
population

Low birth

weight babies

Childhood 28
cancer

High-risk acute 69
lymphoblastic
leukaemia

General > 10,000

population

Survivors 30
of cancer

Low birth 156
weight children

HUI

version

Il by
professionals
and parents

Il by
professionals

Il by pro-
fessionals,
parents
and child

Il by
telephone
interview

| by home
interview

Il by
professionals

Il by mapping

| by mapping

Modified
postal Il

I by mapping

| min

Doctors:
2 min
Patients:
5 min

Practicality

rate

100%

— (100%?)

79%

91.2%

100%

93%

Timing Response Completion

rate

100%

— (100%?)

96%

100%

100%

Reliability  Descriptive validity Empirical
validity

Inter- Retest Content Con- (hypothetical

rater and face  struct preferences)
Yes - - Yes -
Yes - - Yes -
Yes - - - -
- Yes - - -
- - - Yes Yes
Yes - - Yes -
- - - Yes -
- - - - Yes
- - - Yes -
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Study Patient group n Practicality Reliability Descriptive validity Empirical
validity
Timing Response Completion Content Construct
rate rate and face

Lonngvist et al. (1994) ~ Depression 209 - 96% response - - - Yes

and completion

combined
Lonngvist et al. (1995)  Depression 59 - - - - - - -
Rissanen et al. (1995) Hip and knee patients 355 - 100% in - - - Yes Yes
hospital; 87%
from post

Rissanen et al. (1996) Hip and knee patients 452 - 79.5% returned

and completed
at 2 year follow-up

Unpublished studies

Brommel (1990) Coronary artery 93 - - - Yes - - Yes
bypass graft

In: Sintonen (1995) Cancer patients 70 - - - Yes

Pekurinen et al. Attenders at primary 1815 - 72% - Yes - Yes Yes

(1991) care centres

In: Sintonen (1995) Valuation samples 2007 - 96-99%
for 15D (I and 2)

In: Sintonen (1995) Random general 500 - 72% 96-99% - - Yes -

population samples

Studies using the EQ-5D or EQ-6D

Study Patient group n Practicality Reliability Descriptive validity Valautions
(retest) (hypothetical
Timing Response Completion Content Construct preferences)
rate rate and face
Brazier et al. (1996a) Elderly 380 - 99% >90% Yes - Yes
(> 75 years old)
Brazier et al. (1993) General population 1980 - 83% >95% - - Yes Yes
(16-74 years old)
Harper et al. (1997) COPD 142 - 91% 92% Yes - - Yes
Caperna and HIV 588 - 63% 91.8% - - - -
Matthews (1996)
Essink-Bot et al. (1995)  Migraine 846 - 63% 90% - - Yes Yes
Humphreys et al. Limb-threatening 180 10 min (by - - - - - Yes
(1994) ischaemia interview)
Hurst et al. (1994) Rheumatoid arthritis 55 - - - - - - Yes
Hurst (1996) Rheumatoid arthritis 247 - 94.3% at baseline - Yes - - Yes
Hollingworth et al. Knee problem 102 - 89.2% 83.3% - - Yes Yes
(1996) at baseline  at baseline
Norum and Angelsenb  Gastric cancer 26 - - - - - - -
(1995)
Sculpherc (1993) Menorrhagia 200 - - - - - - -

° All used except Brazier et al. (1993).” Patients assigned to classification and scored by oncologists.  The VAS only
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