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Uses and applications of health-related
quality of life measures
The state of play in Spain

The purpose of this paper is to critically review the health-related quality
of life (HRQoL) studies conducted in Spain. An electronic bibliographic
search was used to investigate the psychometric properties of the HRQoL
studies. The data bases explored were the following: Medline, HealthStar,
and IME. A specifically developed index was used the GRAQoL index, aiming
at the evaluation of 11 psychometric and non-psychometric properties of
the study designs. The values of the GRAQoL index range from 0 to 100. The
authors conclude that the level of research in HRQoL index range from 0 to
100. The authors conclude that the level of research in HRQOL in Spain is
high with a number of research teams being actively involved in many ar-
eas of generic and specific quality of life instruments. Further research in
HRQoL would provide interesting results for ment assessment of clinical ef-
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1. INTRODUCTION

Traditionally, the evaluation of the health status of
patients has centred around the use of objective meth-
ods based on clinical observation or intervention, such
as biological, physiological or anatomic measures. In-
creasingly, these types of measures are being comple-
mented by the use of Health Related Quality of Life
(HRQoL) instruments, which aim to reflect patients’
views of their own health status. HRQoL measurement
attempts to capture the psychosocial features of the
patients’ conditions, symptoms of the disease that may
be distressing, and/or (physical) functional status of
patients.

HRQoL measurements have the advantage, in com-
parison to clinical variables, of measuring the burden of
illness in terms of quality of life, which often may be a
variable more relevant for patients than the objective
clinical measures. When measuring treatment outcomes,
improvements in function, whether physical, mental or
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social, are also likely to be more meaningful to patients
(and arguably should be more meaningful to clinicians)
than measures such as blood pressure, bone densitome-
try or forced expiratory volume. Interestingly, many stu-
dies have shown very little relationship between the two
kinds of health measures.’?

It is important that HRQoL measures however should
conform to acceptable standards of reliability, validity
and sensitivity to change.? When a HRQoL questionnai-
re is developed as a new measure, or when it is trans-
lated to another language, its psychometric properties
must be tested in order to ensure that the questionnaire
is measuring what it is intended to measure (validity),
that the scores are reproducible when the questionnaire
is administered under the same circumstances (repro-
ducibility) and that it is sensitive to real changes in health
status (responsiveness).

In this paper, the degree to which these properties have
been tested in HRQoL measures developed or adapted
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for use in Spain is reviewed, together with the ways in
which these questionnaires have been used to date.

2. THE CURRENT STATE OF VALIDATIONS

In 1999, Badia et al? performed a bibliographic search
for quality of life measures which had been adapted or
developed for use in Spain, and reviewed the extent to
which those measures had been validated and applied
in Spanish populations. The search was performed in
three electronic data bases (Medline, HealthStar and
IME), and hand searches were performed of conference
abstracts, references in articles located and doctoral the-
ses at the University of Barcelona. No constraints were
used as regards the date of publication. For all question-
naires located the investigators responsible for the deve-
lopment or adaptation of the Spanish versions of HRQoL
questionnaires were contacted in order to obtain addi-
tional information about the validation and adaptation
process.

For all the identified questionnaires the process of
development, adaptation and validation was evaluated
using a specially developed index (the GRAQoL index).
The GRAQoL index evaluates 11 psychometric and non-
psychometric aspects of the questionnaires (tabl. 1),
including the process by which the instrument was ada-

Table 1. Description of the GRAQoL index.

Translation and back-translation
Pilot test of the adaptation
Weights validity/adaptation
Structural validity

Convergent validity

Cut-points adaptation/validity
Sensitivity in different populations (discriminant validity)
Internal consistency (reliability)
Test-retest reliability

Between observers reliability
Sensitivity to change

Some of real scores in applicable items
Maximum scores in applicable items

GRAQoL score = x100
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pted in the case of instruments developed outside Spain
and translated for use in this country. This is an im-
portant aspect of instrument development, in which a
fairly rigorous translation process needs to be used,® once
it has been decided that the instrument is appropriate
for use in a given cultural context.® Each aspect was rated
as not applicable (NA), not performed or not known
whether performed (rated as 0), or performed (rated as
2). The global score of the index is obtained by sum-
ming the scores assigned to the 11 times, dividing by
the maximum score obtained for the applicable items
and multiplying by 100. This gives a global score rang-
ing from O (no development) to 100 (maximum devel-
opment).

Table 2 shows the GRAQoL index scores for the 61
questionnaires identified in Spain, classified as generic,
specific and other related instruments (functional dis-
ability, psychological well-being, social health or pain).
The best developed questionnaires are the generic mea-
sures with a median index of 77.7 (defined as good
development), followed by the specific measures with a
median index of 64.5 (defined as acceptable develop-
ment). The less well developed instruments are those
related to HRQoL with a median index of 50 (defined
as between poor and acceptable development). The
level of development reflects the history of the various
kinds of measurements, the first questionnaires devel-
oped being the generic instruments, followed by the dis-
ease-specific instruments.

Figure 1 shows the number of HRQoL measures devel-
oped for use in Spain depending on the area of measure-
ment. More than half (52.5%) are specific questionnaires,
18% are generic questionnaires and 29.5% measure spe-
cific aspects related to HRQoL.

3. USES AND APPLICATIONS OF HRQolL MEASURES

HRQoL measures are applied in several situations,
including daily clinical practice, clinical research, epide-
miological surveys and economic evaluation of health
technology.

Table 2. Description of GRAQoL index scores in HRQoL existing in Spanish depending on the kind of the questionnaire.

Kind of instrument n Min-max Median Mean (SD)
Generic measures of HRQoL 11 25-100 77.7 72.9 (26.4)
Specific measures of HRQoL 32 0-100 64.5 62.3 (22.2)
Other measures (functional disability,

psychological well-being, social health, pain) 18 11-80 50.0 50.4 (20.6)
Total 61 0-100 62.5 60.7 (23.5)
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Figure 1. Number of HRQoL measures developed in Spain depending
on the kind of measurement.

3.1. Using HRQoL measures in clinical practice

In daily practice, HRQoL instruments can be used to
analyse needs, to define intervention objectives, to mon-
itor the patients’ HRQoL or to improve patient-doctor
communication. Although HRQoL instruments are not
yet widely used in Spain in this context, to a large extent
this is probably because many existing measures are
too long to be feasible for use in the clinical setting.
Thus, it becomes important to take into account not
only the psychometric properties mentioned above, but
also the notion of “feasibility”, which can be defined in
terms of how long it takes to administer a measure and
the ease with which it can be administered (i.e. whether
it can be self completed without help by the majority
of respondents, or whether it requires interviewer admi-
nistration, etc.).

Identifying the HRQoL measurements with a devel-
opment level (GRAQoL index) higher than or equal to
70% and limiting the maximum administration time to
15 minutes, only 3 generic measures are identified as
potentially applicable in usual Spanish clinical practice:
the SF-36,7% the COOP-WONCA?®!° and the EQ-5D'%#?
with 36, 7 and 6 items respectively. All three question-
naires are self-administered, and none takes over 10 min-
utes to complete. They are probably also the most fre-
quently used generic questionnaires in clinical practice
in Spain. In terms of disease-specific instruments, a num-
ber have been produced in short version, but the major-
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ity of them have not yet been adapted for use in
Spain.”

3.2. Using HRQoL measures in clinical investigation

In Spain, as in most countries, HRQoL measurement
has probably been most widely used in clinical research.
Determining the degree to which alternative treatments
differ in terms of their impact on HRQoL and assessing
the extent to which a given treatment improves HRQoL
over time require that instruments be particularly sensi-
tive to between group differences and to changes over
time, respectively. Most of the longer instruments used
to date have shown acceptable discriminant validity and
sensibility to change. It was observed, however that, with
regard to the instruments developed or adapted for use
in Spain, this was the least widely tested of instrument
properties.

When several instruments exist to measure ERQoL in
the same pathology or patient group, it becomes necessary
to compare instruments so that researchers are aware of
which is likely to be the “best” instrument for their par-
ticular purposes. Studies carried out recently by Spanish
researchers in this line have included comparisons of
instruments for use in HIV and AIDS patients,? and instru-
ments developed to measure HRQoL in patients with ver-
tebral fractures due to osteoporosis.”* In both of these
studies, it was possible to show differences between instru-
ments in terms of their capacity to detect differences in
HRQoL between different patient groups and/or their
capacity to detect changes in HRQoL over time.

3.3. Using HRQoL measures in epidemiological surveys

HRQoL instruments have been used in at least one
large-scale epidemiological survey performed in Spain.
In 1996, the EQ-5D was included in the Catalan Health
Interview Survey, a cross-sectional study of a random
sample of the non-institutionalised general population
in Catalonia. The EQ-5D was administered in 12,245
direct interviews. The EQ-5D proved useful in this con-
text precisely because it is a short instrument which is
usually completed in three to four minutes. It is also
proved to be a highly reliable and valid instrument, which
detected differences in HRQoL according to age, sex,
educational level and health care region.”” As in other
surveys of this nature, HRQoL was seen to worsen with
age, particularly in the dimensions of pain/discomfort
and mobility, and women scored consistently worse than
men on most of the EQ-5D dimensions.
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3.4. Using HRQoL measures in economic evaluation

Some HRQoL instruments such as the EQ-5D or the
Health Utilities Index (HUI)’¢ have been designed in order
to facilitate their incorporation in the economic analysis
of health care. The advantage of these instruments is
that they generate standardised health states which facil-
itate the “valuation” of health states by raters. The EQ-
5D for example generated 243 health states which can
be valued by raters using econometric techniques such
as the Time Trade-Off (TTO) or the Standard Gamble
(SG).”8 The values obtained in this way can be com-
bined with life expectancy data after a given interven-
tion to generate quality-adjusted life years (QALYs). An
alternative to the econometric methods is the Visual Ana-
logue Scale (VAS), which consists of a linear scale di-
vided into intervals with fixed limit points (usually O and
100) which represent the worst imaginable health state
and perfect health respectively. Individuals then locate
a given health state on the VAS to reflect their prefer-
ence for that state.

In Spain, general population preference values for
EQ-5D health states have been obtained using the VAS
and the TTO.?#? The EQ-5D health states are derived
from the descriptive system (valuing 5 dimensions of
quality of life in 3 different problem levels), obtaining
243 health states. In both methods the states were rated
as hypothetical health states for a sample of general pop-
ulation. A recent comparison of Spanish and UK gen-
eral population values for EQ-5D health states obtained
using a standard TTO methodology showed certainly
differences in terms of preferences for health states, with
Spanish raters showing a greater aversion to health states
with poor mobility and self-care and UK raters showing
greater aversion to health states with high levels of
pain/discomfort and anxiety/depression.?’ This indicates
that care may need to be taken when applying prefer-
ence values obtained for use for economic evaluation
in one country to studies in other countries, as there is
no guarantee that the value structures of the different
populations will be similar. Research in Spain has also
shown that patient and general population preference
values tend to differ, at least in the critical care setting.”!

4. INTERPRETING HRQoL OUTCOMES

The traditional clinical variables used in daily clinical
practice or health research have been widely analysed
in terms of reference scores, so that their interpretation
is easy and comprehensible for clinicians and rese-
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Figure 2. Percentage of individuals from different populations with
problems in each of the EQ-5D dimensions.

archers. For example, when a clinician identifies a pa-
tient with a systolic blood pressure of 190 mmHg the
clinician knows that this patient’s hypertension is poorly
controlled. The fact that HRQoL measures are fairly
recent developments makes it somewhat more difficult
to interpret scores or score changes of these measures.
For example, in terms of quality of life, the clinician may
ask what does a scores of 56 on the general health dimen-
sion of the SF-36 actually mean?

Given the difficulties inherent in interpreting scores on
HRQoL measures it has been necessary to develop inter-
pretation methods, one of which is that of developing
population standards of reference for each question-
naire.?”?* Comparing scores obtained from the sample
of patients under study with scores obtained from an
equivalent sample of the general population, the impact
of a given disease on the HRQoL of patients can be
identified. In Spain, population standards of reference
have been obtained for the SF-36* and the ED-5D.*
Figure 2 shows an example of the application of the EQ-
5D reference scores in order to evaluate the impact of
different diseases on HRQoL.

5. CONCLUSION

Reseach on HRQoL in Spain is at quite an advanced
level with a number of research teams active in various
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contexts. The quality of the research performed is gen-
erally high, although the level of development of some
of the measures used is perhaps not all that could be
wished for. HRQoL measures are becoming increasingly
widely accepted, and interest among health care pro-
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fessionals is high. Future research should probably con-
centrate on areas in HRQoL research which remain
understudied in many countries, particularly the syste-
matic incorporation of such instruments into clinical

practice.

MEPIAHWYH

...............................................................................................................................................................

Xprogig Kal EQAPROVYES TOV £PYANEI®V PEIPNONG ING NOI0INIAS ZWNG oINV LYEia.
H vndpxovoa kardotaon omnv lonavia
M. ROSET,! M. HERDMAN,? X. BADIA,® E. BARO!
IHealth Outcomes Research Europe, ?Agéncia d’Avaluacio de Tecnologia v Recerca Médiques,
3Department of Clinical Epidemiology, Hospital de la Santa
Creu y Sant Pau, Barcelona, Spain

Apxeia EAdnviknig latpikrig¢ 2001, 18(2):131-136

2 Kondég Ing HEAEING AVTAG gival n KPITIKH £€€Taon Tmv EpELVEV Mov €xouvv yivel otnv lonavia pe 6épa tn pérpnon

ng moidtntag zomng omnv vyeia. Hiskrpovikég Bdoeig epevvdv €xovv Xpnoiponombsi yia tnv avazitnon 1oV
HEAETOV oL €xovv 8npooisvBei otov Topa g noidintag zong ornv vysia. O1 Bdoeig 6sSougvav sival o1 Med-
line, HealthStar ka1 IME. INa tg avdykeg tng €pevvag kpibnke okdmipo va avanrtuxBsi §vag Ssiking nov Aap-

Bdvel tipgg 0 €wg 100 ka1 aionoyel TN moidtnta TV SNPOCIEVUEV®OV EPELVAV e €181KN avapopd ornv 1Ka-

vornoinon 11 puxouerpir@dv Kpitnpiov. O1 cuyypageis tTng HENEING avtriig cvpnepaivouvy 61l To eninedo tg €pev-
vag orov Topéa tng noidtntag zeorig ornv lonavia Bpiokerar os nont kand sninedo. "Evag peydnog apibudg epev-
VNTOV ACXOAEITal PE TN Xprion Tov epyansiov pP€ipnong g noldtntag zmng, 1600 OE YEVIKEG UEIPNOEIS MOV

A£OopATIRATNTIAG.

ava@épovial orov nAnBuopd, 600 Kal oe €181KEG, Mov €XO0LV KAIVIKG XAPAKINpA KAl ava@Eépovidl o €161KEG
rartnyopisg acBeveidv. [Nepartépw €psvva orov topga avté Ba cvpBdnel omnv afiondynon Tng KAIVIKAG AMOTe-

...............................................................................................................................................................

A€8e1g gvpenpiov: Afiondynon, Epappoyég omv lonavia, [Toidinta zwrig

References

1.

DIEZ-PEREZ A, BADIA X, ALVAREZ C, GONZALEZ-MAXIAS J, DIAZ-CURIEL
M, GUILLEN F ET AL. Correlation between bone mineral density
and quality of life in women with osteoporosis vertebral frac-
ture. Osteopor Int 1998, 8(Suppl 3):31

. BADIA X, PODZAMCZER D, GARCIA M, LOPEZ-LAVID C, CONSIGLIO E,

AND THE SPANISH MOS-HIV AND MQOL-HIV VALIDATION GROUP. A
randomised study comparing instruments for measuring
health-related quality of life in HIV-infected patients. AIDS
1999, 13:1727-1735

. HAYS RD, ANDERSON R, REVICKI D. Psychometric considerations in

evaluation of health-related quality of life measures. Qual Life
Res 1993, 2:441-449

. BADIA X, SALAMERO M, ALONSO ). The measurement of health.

Guide of measurement scales in Spanish. 2nd ed. Barcelona,
Edimac, 1998

. GUILLEMIN F, BOMBARDIER C, BEATON D. Cross-cultural adaptation

of health-related quality of life measures: literature review

10.

and proposed guidelines. J Clin Epidemiol 1993, 46:1417-
1432

. HERDMAN M, FOX-RUSHBY J, BADIA X. A model of equivalence in

the cultural adaptation of HRQoL instruments: the univer-
salist approach. Qual Life Res 1998, 7:323-335

. WARE JE, SHERBOURNE CD. The MOS 36-item short form health

survey (SF-36). Med Care 1992, 30:473-483

. ALONSO J, PRIETO L, ANTO JM. The Spanish version of the SF-36

Health Survey (the SF-36 health questionnaire): an instru-
ment for measuring clinical results. Med Clin Barcelona 1995,
104:771-776

. SCHOLTEN JHG, VAN WEEL C. Functional status assessment in

Family Practice. The Darmouth COOP functional health
assessment Charts/WONCA. Lelystad, Medittekst

LIZAN L, REIG A, AYALA MA Y COLS. The Spanish version of the
health questionnaire COOP/WONCA: muiltitrait-multime-
thod matrix. Aten Primaria 1997, 20:291S



136

11.

12.

13.

14.

15.

16.

17.

18.

BROOKS R, WITH THE EUROQOL GROUP. EuroQol: the current state
of play. Health Policy 1996, 37:53-72

BADIA X, ROSET M, MONSERRAT S, HERDMAN M, SEGURA A. The Span-
ish version of EuroQol: description and applications. Med
Clin Barcelona 1999, 112(Suppl 1):79-85

HERDMAN M. The measurement of health related quality of life.
Med Clin Barcelona 2000, 114(Suppl 3):22-25

BADIA X, DIEZ-PEREZ A, ALVAREZ C, GONZALEZ-MACIAS J, DIAZ-CURIEL
M, GUILLEN F ET AL. Comparison of psychometric properties
between WUALEFFO and OQLQ in the assessment of qual-
ity of life of women with vertebral fracture due to osteo-
pororis. Osteopor Int 1998, 8(Suppl 3):30

BADIA X, SCHIAFFINO A, ALONSO J, HERDMAN M. Using the EuroQol
5-D in the Catalan general population: feasibility and con-
struct validity. Qual Life Res 1998, 7:311-322

FURLONG W, FEENY D, TORRANCE GW. Health Utilities Index
(HUD: Algorithm for determining HUI Mark 3 (HUI3) health
status classification levels, health states, single-attribute level
utility scores and health-related quality of life. Utility scores
from selected National Population Health Survey (NPHS)
1994-1999. Health Status Questionnaires Data. Health Util-
ities Inc (HUInc)

KAPLANA RM, FEENY D, REVICHI DA. Methods for assessing relative
importance in preference based in outcome measures. Qual
Life Res 1993, 6:467-475

TORRANCE GW. Measurement of health state utilities for eco-
nomic appraisal. Health Economics 1986, 5:1-30

19.

20.

21.

22.

23.

24,

M. ROSET ET AL

BADIA X, ROSET M, MONSERRAT S, HERDMAN M. The Spanish VAS
tariff based on valuations of EQ-5D health states from the
general population. In: Radin RE, Busschbach JJV, Essink-Bot
ML, Bonsel GJ (eds) EuroQol Plenary Meeting. Discussion
papers, Rotterdam, 1997:93-114

BADIA X, ROSET M, HERDMAN M, KIND P. A comparison of United
Kingdom and Spanish general population time trade-off
values for EQ-5D health states. Med Decis Making 2001, 21:
7-16

BADIA X, DIAZ-PRIETO A, RUE M, PATRICK DL. Measuring health and
health state preference among critically ill patients. Intens
Care Med 1996, 22:1379-1384

LYDICK E. Approaches to the interpretation of quality-of-life
scales. Med Care 2000, 38(Suppl 11):180-183

TESTA MA. Interpretations of quality-of-life outcomes: Issues
that affect magnitude and meaning. Med Care 2000, 38
(Suppl):166-174

ALONSO J, REGIDOR E, BARRIO G, PRIETO L, RODRIGUEZ C, DE LA FUEN-
TE L. Population-based norms for the Spanish Version of the
health Survey SF-36. Med Clin Barcelona 1998, 111:410-
416

Corresponding author:

M. Roset, Health Outcomes Research Europe, C/Platd 6, First
Floor, SApt. 08021 Barcelona, Spain
e-mail: mroset@hor-europe.com

...............................................................................................................................................................



