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of Illness on Health State Valuations

Paul Dolan

DEPARTMENT OF ECONOMICS, UNIVERSITY OF NEWCASTLE-UPON-TYNE,
NEWCASTLE-UPON-TYNE NEl 7RU, ENGLAND

ABSTRACT. There is increasing interest in health status measurement and the relative weights that patients
and the general public attach to different states of health and illness. One important question that has been
raised is whether preferences differ according to the characteristics of the respondents, such as their experi-
ence of illness. The results presented in this article suggest that current health status has an important effect
on the valuations attached to different health states, with those in poorer health generally giving higher
valuations. Past experience of illness, on the other hand, appears to have a negligible effect on valuations.
These findings pose real problems for policy makers. To the problem of whose values should count can be
added the problem of when these values should count, since the results imply that different valuations may
be given by the same respondent depending on how recent their experience of illness was. J CLIN EPIDEMIOL

49;5:551-564, 1996.
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INTRODUCTION

[t is becoming increasingly common for preference-based health sta-
tus measures to be used in the evaluation of the outcomes of particu-
lar policies, programs, and interventions. This has led to a number
of questions concerning how health-related quality of life should
be described and subsequently valued. It has also led to questions
concerning the aggregation of individual responses, including the
question of whose values should be incorporated into an index. If
it can be shown that different groups have similar preference func-
tions, then it may not matter whose preferences are used. However,
if major differences exist between groups of raters, then this poses
the problem for policy makers of whose values are to be given the
greatest weight when it comes to assessing the outcomes of health
care.

The evidence that is currently available suggests that variation
among population subgroups is not explained by the different demo-
graphic characteristics of respondents, such as age, sex, or socioeco-
nomic status [1-3]. There is, however, some evidence to suggest that
experience of illness may influence respondent valuations of health
states. For example, Rosser and Kind [2], from pairwise comparisons
of patients, nurses, physicians, and the general public, found signifi-
cant differences between medical patients and physicians and be-
tween medical patients and psychiatric patients, and Sackett and
Torrance [4] reported that home dialysis patients assigned higher
values to kidney dialysis than did the general public. However, Llew-
ellyn-Thomas et al. [5] reported that the health status of respondents
did not influence their own health state valuations, and, in a more
recent study, Daly et al. [6] found that valuations given to mild and
severe menopausal symptoms did not differ across subgroups of
women who were divided on the basis of their use of hormone re-
placement therapy and whether they had experienced mild or severe
menopausal symptoms.

Address correspondence to: Paul Dolan, Department of Economics, Univer-
sity of Newcastle-Upon-Tyne, Newcastle-Upon-Tyne NE1 7RU, England.
Accepted for publication on 6 April 1995.

The possibility that valuations differ according to illness experi-
ence has been noted by Froberg and Kane [7], who suggest that valu-
ations from patients with a particular illness are often higher than
those from patients without the illness. They go on to state that,
“It appears that people with a disability manage to compensate in
a way which causes them to deny its disutility.” The suggestion that
those in poor health successfully compensate for it may result from
an adjustment or response to “cognitive dissonance,” whereby peo-
ple adjust their expectations in the light of changes in their circum-
stances [8]. It seems plausible that this adjustment would take place
after a period of time during which individuals make the necessary
adjustments to their expectations. This period of time would vary
according to the individual and the type and severity of illness. It
would also depend on the extent to which the individual has control
over his or her own health; if this is low, an individual may reduce
dissonance and feelings of distress by concluding that it is not all
that important to be in good health [9].

Therefore, higher valuations might only be expected from those
respondents who have a chronic condition and who have known
about the nature of that condition for some time. Valuations similar
to those of the general public might be expected from those with
acute conditions since they have neither the time nor the inclina-
tion to make the necessary cognitive adjustments. Although a de-
tailed discussion of why valuations may differ is beyond the scope
of this article, it seems plausible that explanations such as those
outlined above would be more applicable to severe states of illness,
for which the “incentives” for cognitive adjustments would appear
to be greatest.

The evidence currently available on the issue of whether health
state valuations are influenced by illness experience is at best patchy.
The results that do exist are based largely on (1) small numbers of
observations, which may obscure differences between subgroups, and
(2) condition-specific measures, results that may not be reproduced
if a generic measure of health status is used. This article is an attempt
to redress the imbalance in the literature and to shed light on an
issue of great relevance to policy makers. The null hypothesis tested



552

is that those respondents with present! or past experience of illness
give valuations to health states that are no different from those
given by respondents without such experience.

METHODS
The EuroQol Instrument

The analysis in this article uses data from two studies undertaken
by the Measurement and Valuation of Health (MVH) Group at the
Centre for Health Economics, University of York, York, England.
The group has been actively involved in the development of the
EuroQol classification, a multidimensional measure of health-re-
lated quality of life [10]. As part of that developmental work, the
MVH Group set up a series of studies to examine specific method-
ological issues. The EuroQol has been deployed in all these studies.

The Lay Concepts Study

The first data set was obtained as part of a wider study of how the
general public view health and illness and what to them constitutes
the salient features of health-related quality of life. Self-completion
questionnaires were administered during face-to-face interviews
conducted with a quota sample of disabled adults aged 18 to 25 years
and their carers, recruited through support agencies. A correspond-
ing group of individuals matched by age and sex (referred to hereaf-
ter as the disabled control group and carer control group, respec-
tively) was also selected. In addition, a random sample was drawn
from the community using electoral registers, thus yielding a total
of five subgroups. The field work was carried out in Dudley, Walsall,
and Wolverhampton, England in 1988. The questionnaire utilized
the original six-dimensional form of the EuroQol classification (see
Appendix A). Health states are described by combining one state-
ment from each of these dimensions to produce a state of health
identified by a six-digit code, e.g., 211111 describes the state in
which a person is unable to walk without a stick, crutch, or walking
frame but has no problems on any of the other dimensions.

The Frome Study

The second data set consisted of responses to a postal survey of pa-
tients registered with a large general practice in Frome, Somerset,
England. The study, carried out in 1991, was designed to address a
number of methodological issues, including the relative importance
attached to energy and tiredness and the effect of changing the way
in which EuroQol states are described, hence a number of different
questionnaire variants were administered. The computerized prac-
tice list provided a means of identifying individuals by name and
address. Each selected patient received a copy of one of the question-
naire variants together with an introductory letter from the senior
partner in the practice. A reply-paid envelope was also included to
facilitate the return of completed questionnaires. The questionnaire
was similar to that used in the Lay Concepts study but utilized a
revised five-dimensional version of the EuroQol classification,

'Essentially, it is possible to measure present health status in two ways. One
way is to ask respondents to indicate their level of dysfunction across a num-
ber of different aspects, or dimensions, of health. There are now many instru-
ments for describing health, which differ greatly in terms of complexity and
the dimensions that they cover. The other way is to ask respondents to attach
a numerical score to their health so that a lower score indicates worse health.
There are a number of different methods that can be used to elicit this valua-
tion.
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which combines main and leisure activities into usual activities and
makes all dimensions comprise three levels (see Appendix A).
Health states are again described by combining one statement from
each of these dimensions, in this case to produce a state of health
identified by a five-digit code, e.g., 11123 describes the state in
which a person has no problems with walking about, self-care, or
usual activities but is in moderate pain or discomfort and is ex-
tremely anxious or depressed.

The differences within Frome were that two of the questionnaires
(D and E) had an additional energy/tiredness dimension comprising
two levels: “not tired or lacking in energy” (level 1) and “tired or
lacking in energy” (level 2). In addition, in questionnaires A, B,
and D level 2 of the mobility dimension was described as “unable
to walk without a stick, crutch, or walking frame” whereas in C and
E it was described as “some problems in walking about.”

The Questionnaires

A standard format is used for all forms of the EuroQol questionnaire
and is based on two main sections. The first of these is designed to
record self-rated health status. This is achieved by asking respon-
dents to describe their own health by indicating their level of prob-
lem on each of the EuroQol dimensions, and to value their own
health on a 20-cm visual analog scale (VAS) with 100 (“best imag-
inable health state”) and O (“worst imaginable health state”) as end
points {see Appendix A). The second section of the questionnaire
is concerned with the valuation of a set of 16 composite EuroQol
health states on an identical VAS. This set covers a broad range of
health states and always contains the logically “best” health state
(with no problems on any dimension) and logically “worst” health
state (with extreme problems on all dimensions). Respondents are
asked to imagine themselves being in each health state for 1 year
(they are rold what happens thereafter is not known and should not
be taken into account) and to draw a line from the box containing
the state to the point (i.e., score) on the VAS that indicates how
good or bad they consider the state to be. Appendix B contains one
(of two) pages of the valuation task together with the instructions
given to respondents. Finally, respondents are asked a number of
background questions, including whether they had ever experienced
serious illness; in themselves, in their family, or in caring for others.
Thus, a rich data source existed, providing the opportunity to inves-
tigate the effects of a respondent’s experience of illness on their
health state valuations.

Data Analysis

Each group of respondents in the Lay Concepts data was analyzed
separately since the five subsamples differed with respect to their
background characteristics, not least in their experience of illness.
The Frome study used five variants of the EuroQol questionnaire
and, since each questionnaire differed slightly, each questionnaire
was also analyzed separately.

For all subsamples respondents with experience of illness were
separated from those without such experience. Respondent experi-
ence of illness could be identified in five different ways: (1) those
who describe their own health as anything other than good on at
least one of the dimensions, (2) those who value their own health
on the VAS below the median,’ (3) those who report experience

?All Frome subsamples had a median of 85 and although some subsamples
of the Lay Concepts data had medians marginally below this score, separating
all the respondents on this basis introduced no bias.
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TABLE 1. Lay Concepts: Percentage of respondents
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General Disabled Carer
population Disabled control Carer control

Criterion (n = 197) (n = 87) (n = 92) (n=93) (n=111)
Description of current health:

111111 68.6 12.0 82.2 61.8 69.7

Other 314 88.0 17.8 39.2 303
Valuation of current health:

=85 44.1 43.4 46.7 54.3 51.4

=85 55.9 56.6 53.3 45.7 48.6
Serious illness in self:

No 75.7 31.0 89.5 72.8 76.6

Yes 24.3 69.0 10.5 17.2 23.4
Serious illness in family:

No 429 43.2 50.0 89.7 59.8

Yes 57.1 56.8 50.0 103 40.2
Serious illness in others:

No 60.0 93.2 79.1 14.8 472

Yes 40.0 6.8 20.9 85.2 52.8
Any serious illness:

No 344 19.4 46.0 5.3 26.0

Yes 65.6 80.6 54.0 94.7 74.0
TABLE 2. Frome: Percentage of respondents

Questionnaire variant
A B C D E

Criterion (n=122) (n = 126) (n=122) (n = 105) (n=126)
Description of current health:

111111 58.0 58.8 48.3 475 419

Other 42.0 41.2 51.7 52.5 58.1
Valuation of current health:

=85 56.2 55.3 51.3 48.5 51.6

=85 43.8 44.7 48.7 51.5 48.4
Serious illness in self:

No 73.8 71.2 70.5 74.5 67.6

Yes 26.2 28.8 29.5 25.5 324
Serious illness in family:

No 27.9 38.0 28.7 28.7 29.6

Yes 72.1 62.0 71.3 713 70.4
Serious illness in others:

No 72.1 62.0 62.1 60.3 60.4

Yes 21.9 38.0 379 39.7 39.6
Any serious illness:

No 229 379 237 24.0 28.4

Yes 77.1 64.1 76.3 76.0 71.6

of serious illness in themselves, (4) those who report experience of
serious illness in their family, and (5) those who report experience
of serious illness in caring for others. Tables 1 and 2 show the per-
centage of respondents that fall into each of these categories,’ to-
gether with the percentage of respondents who have any past experi-

"It will be evident from Tables 1 and 2 that the number of respondents in
the disabled (carer) control group is not identical to the number of respon-
dents in the disabled (carer) group. This is because controls were matched
with potential (as opposed to actual) respondents. Thus, differences in the
numbers of respondents in comparable subgroups results from differential
response rates in the subgroups.

ence of illness (i.e., those reporting experience of illness in one or
more of the categories labelled (3), (4) and (5) above.

Because the distribution of health state valuations was highly
skewed (as evidenced by the results of Kolmogorov—Smirnov tests),
the nonparametric Mann—Whitney U test was used to test whether
the valuations of those with illness experience are significantly* dif-

*Throughout this article significance is measured at the 1% level. Given the
sample sizes in the Lay Concepts and Frome studies, this level of significance
implies that the median value of one group is at least five points on the
VAS above or below that of the other group.
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FIGURE 1. Effect of description of health (Lay Concepts study).

ferent from those without illness experience. Because of the nonnor-
mality of the distributions and to reduce the impact of outliers on
aggregate values, the median was chosen as the most appropriate
measure of central tendency.

In addition, an assessment is made of whether the range® of health
state valuations a respondent gives can also be related to their illness
experience. In other words, experience of illness may systematically
affect the scores given to the “best” and “worst” health states and, by
implication, may affect perceptions of the best and worst imaginable
health states. Finally, chi-square tests are used to determine whether
those with experience of illness differ with respect to other charac-
teristics.

The results are presented graphically as the difference (for each
state) between the values of those with and without experience of
illness. This is calculated as the median value of those without ill-
ness experience minus the median value of those with illness experi-
ence. Thus, a difference of zero (or close to zero) for the majority
of states is required for the null hypothesis to be accepted. To assess
the “overall” impact of illness experience on valuations, the results
when all questionnaire variants within each study are pooled are
also shown.

RESULTS
The Influence of Illness Experience on Valuations

Figures 1 and 2 show the effect that respondents’ description of their
own health has on the valuations of hypothetical health states. Al-
though there are few significant differences, the general pattern to
emerge, particularly from the Frome data, is that those describing
their health as “poor” have higher health state valuations than those

5This is calculated for each respondent as the highest value they give minus
the lowest value they give. For the vast majority of respondents this will be
the value they give to the 11111 state minus the value they give to the
332232 state or the 33333 state, depending on whether they were a respon-
dent to the Lay Concepts or Frome Study, respectively.

describing their health as “good” (i.e., most differences are nega-
tive). The biggest differences between these groups of respondents
in the Lay Concepts data are observed in the disabled group. Figures
3 and 4 show the effect of respondents’ valuation of their own health
on valuations. For the more severe states, in the Lay Concepts data
there is little difference in valuations according to how respondents
value their health but in the Frome data, those valuing their health
as “poor” assign higher valuations to such states. For the less severe
states, data from both studies (particularly the Frome data) show
that those valuing their health as “poor” assign lower valuations to
these states. In other words, it appears that the impact on the valua-
tions of less severe states is different when respondents are divided
according to the description of their health than when they are di-
vided according to the valuation of their health.

Analysis of whether differences exist between the valuations of
those with and without experience of illness in themselves, their
family, or in others showed that in only 9 of a possible 435 cases
was a significant difference found. Even when respondents were sep-
arated according to whether they had any past experience of illness,
a significant difference is found in only 5% of comparisons.

The Influence of Illness Experience
on the Range of Valuations Used

The results presented above indicate that, at least for the Frome
data, those valuing their own health as “poor” assign higher values
to the severe states and lower values to the mild states than those
valuing their own health as “good.” This indicates that the range
of values used by those with a low self-rated health status is less
than the range of values used by those with a high self-rated health
status.

Figures 5 and 6 show the median range of values used according
to how respondents describe and value their health. It appears that
how respondents describe their health has little effect on the range
of values they use but those valuing their health as “poor” have a
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FIGURE 2. Effect of description of health (Frome study).

111111 X a x *
111121 X ¥ o a
111112 if] X [ 3
112121 - X 2y 8] E 3
111122 - x & B ] x ¥
112131 & 1 ¥ z
FuroQol 112222 - b S = R X
health 112222 ¥ © ] x & *
state 112232 - L a X
212232 - « [T 2 X
222232 X [a] & X
232232 N X
322232 A i x
332232 - a i :
-5 0 5 10
difference
A general population X disabled *  disabled control

O carer X

] overail

carer control

The difference is the median of those valuing their heaith above 85 minus those below 85

FIGURE 3. Effect of valuation of health (Lay Concepts study).

significantly narrower spread of values than those valuing their
health as “good.” Although this “bunching” is caused by those with
a low self-rated health status giving lower valuations to the top state
and higher valuations to the bottom state, the difference is most
marked at the top end. In other words, there is more of a reluctance
for those who perceive themselves to be in poor health to use the
top end of the scale.

Controlling for Related Variables

There are likely to be some background characteristics that are re-
lated to experience of illness; most obviously, that experience of

illness is a function of age. It is possible that some of these interac-
tions are leading to incorrect conclusions about the effect of illness
experience alone. After dividing the Lay Concepts and Frome data
into three age groups® {those aged 35 years or under, those aged 36—
59, and those aged 60 or over), the results of {(Pearson) chi-square
tests show that those who are currently in good health (as described

®Because of the smaller number of respondents in each group (particularly
in the Lay Concepts data, where there were no respondents aged over 25
in the disabled and disabled control groups and no respondents aged under
40 in the carer and carer control groups), the data in both studies were
pooled for this analysis.
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FIGURE 4. Effect of valuation of health (Frome study).
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on the EuroQol descriptive system or as valued on the VAS) and/
or those with no past experience of serious illness are more likely
to be younger.

To control for the effect of age, the same Mann—Whitney U tests
were carried out on each of the three age groups separately. After
controlling for age, past experience of serious illness (as defined ac-
cording to self, family, others, or any) still has a negligible effect on
health state valuations. The findings with respect to the impact of
experience of illness on the range of valuations used also remain
unchanged; a narrower range is used by those valuing their health

as “poor,” and again the bunching is predominantly caused by a
reluctance of such people to use the top of the scale.

Figure 7 shows the effect that respondents’ description of their
health has on valuations within each age group. It can be seen that
for 16-to 59-year-olds, those describing their health as “poor” have
higher valuations, particularly in the Frome data, i.e., the same find-
ings as before. However, a different pattern is observed in the oldest
age group, where those describing their health as “poor” give lower
valuations to the less severe states in both studies (although, like
the other age groups, they give lower valuations to the more severe
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states). Figure 8 shows the effect of respondents’ valuation of their
health on valuations after controlling for age. The earlier finding
that those valuing their health as “poor” give higher valuations to
less severe states and lower valuations to more severe states still

holds.

Different Measures of Current Health Status

The results presented above suggest that those who describe their
health as “good” and those who value their health as “good” are
not exactly the same people. Tables 3 and 4 show the numbers of
respondents who fall into two “extreme” groups: (1) those that de-

scribe their health as “poor” yet have a self-rated health score that
is in the upper quartile of valuations and (2) those that describe
their health as “good” yet have a self-rated health score that is in
the lower quartile of valuations. From the Lay Concepts data in
Table 3, it can be seen that those in the former group are predomi-
nantly in the disabled group while those in the latter are predomi-
nantly in the disabled control group.

DISCUSSION

This article has been primarily concerned with testing the null hy-
pothesis that experience of illness has no effect on health state valu-
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ations when using the visual analog scale method. This hypothesis
is rejected for current experience of illness as defined by the respon-
dents’ description of their health and instead support is lent to the
alternative hypothesis that current poor health results in higher
health state valuations. This might be termed valuation shift. Past
experience of serious illness is found to have a less powerful effect,
leading to the conclusion that as experience of illness becomes more
remote, its effect on health state valuations becomes less. This con-
clusion would lend support to the notion that people respond to
“cognitive dissonance”; once an individual experiences illness they
adjust to it after some delay and hence perceive that illness to be
less severe than others might, and if this illness is one from which
they recover, they, again after some delay, revert back to having
preferences similar to those that they held before.

However, when current health status is defined according to the
respondents’ valuation of their health, different patterns emerge.
Low self-rated health status, on average, results in higher valuations
of the more severe states but lower valuations of the less severe
states. The results from the analysis of ranges reinforced this effect.
It is not clear what causes this valuation compression but two possible
explanations are suggested. The first, the “real” argument, that those

TABLE 3. Lay Concepts: Outliers in distribution of respon-
dents by own health?®

with a low self-rated health score genuinely compress their valua-
tions, is based on the premise that the valuation of their own health
is also genuine. In other words, those with a low value for their
health are currently in poor health. Given this assumption, it may
be that respondents use their own health as a “reference point” for
subsequent valuations, hence the compression from the top. The
second, the “artifactual” argument, is based on the premise that
some respondents are reluctant to use the entire VAS when valuing
their own and other health states. Thus, there may be little differ-
ence in actual current health status between those valuing their own
health as “poor” or as “good”; the difference is caused primarily by
respondents’ differential use of the anchor points on the VAS. It is
impossible to tell from these data what the relative weights attached
to each of these explanations should be and there is certainly a need
for more qualitative research here.

Most of the results discussed here remain after controlling for age;
the interesting exception is that when respondents in the 60 years
and over age group are divided according to their description of their
health, those in “poor” health give lower valuations to less severe
states while, in accordance with other age groups, giving higher val-

TABLE 4. Frome: Qutliers in distribution of respondents by
own health*

Questionnaire variant

General Disabled Carer

Criterion population Disabled control Carer control Criterion A B C D E
Health description: Health description:

Not 111111 Not 111111
Health valuation: Health valuation:

>90 8 (4) 22 (25) 1(1) 6(6) 8(7 >90 7(6) 14 (11) 17(14) 15(14) 20 (16)
Health description: Health description:

111111 111111
Health valuation: Health valuation:

<75 14 (7) 0 1921 4 4) 0 <75 5 (4) 5(4) 1(1) 3(3) 4 (3)

“Figures in parentheses are the percentage of respondents from that particular
subgroup.

*Figures in parentheses are the percentage of respondents from that particular
subgroup.
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uations to more severe states. In other words, the effect of respon-
dents’ description of their health in the oldest age group is the same
as the effect of respondents’ valuation of their health in all age
groups. Reasons for this are unclear.

This article has shown that those people who describe their
health as “poor” are not exactly the same people who value it as
such. Looking at where the differences between description and val-
uation are most marked lends further support to the “alternative”
hypothesis that those in what others may perceive to be “poor”
health place a relatively high value on their own health since they
have adjusted their life styles and expectations to take account of
their condition. This may be particularly true of young disabled men
and women, since one-quarter of this group of respondents describe
their health as “poor” yet value it as “good.” Conversely, young
people who describe themselves as “healthy” on the EuroQol may
be reluctant to value their health near the top of the VAS because
they have high expectations about what being in the “best imagin-
able health state” involves. This may be evidenced by the fact that
more than one-fifth of respondents in the disabled control group
describe their health as “good” yet value it as “poor.”

This article can also contribute to the debate concerning the va-
lidity of the different methods used to value health states. In essence,
a measure is valid if it accurately reflects the concept or phenome-
non it claims to measure. Strictly speaking, this does not apply to
health state valuations since there is no independent “objective”
way to establish what such values are supposed to be. However, the
validity of valuation methods can be assessed by examining the ex-
tent to which predicted relationships between valuations and re-
spondents’ background characteristics are upheld. This is referred
to as discriminant validity [11]. If a relationship between experience
of illness and health state valuations can be established, then it will
be possible to use this in assessing the discriminant validity of the
different valuation methods.

The conclusion of this article, that experience of illness affects
health state valuations, runs counter to that of Froberg and Kane
[12], who in their review of the literature to 1988 state that “at this
time, reports of no differences among rater groups outweigh those
showing significant differences,” although they readily admit that
“problems due to variability within groups and low statistical power
may be obscuring differences.” The large samples relative to some
earlier studies may indeed be the reason why differences between
population subgroups have been detected in this study. Of course,
it should be stressed that there is still much variability within the
subgroups analyzed in this article but it is important that such differ-
ences do not detract from the variability between subgroups that is
reported. There is little doubt that there is need for future research
to address both of these issues.

There is increasing recognition of the importance of health status
measures in the evaluation of health outcomes. However, since
health state valuations are shown to differ according to experience
of illness, the issue that arises is whose preferences should be used.
It could be argued that it is appropriate to weight more heavily the
preferences of those most directly affected by a particular policy or
intervention. However, there are also grounds for supporting the
notion that, since the general public pay for health care, their prefer-
ences should be given greatest weight in the resource allocation pro-
cess. Clearly this is a political, not a scientific, decision but empirical
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evidence of the kind presented in this article can highlight the im-
plications of the choices made. For example, if the values of healthy
members of the public are used, then the severity of dysfunctional
health states may be overestimated. Conversely, if values elicited
from those who are currently in poor health, such as patients under-
going treatment, are used, then less importance may be attached to
the degree of severity.

How the impact of valuation shift will manifest itself when an
instrument is used consecutively to quantify the relative changes in
health status is unclear. For example, transition from a low-rated
severe state to a low-rated mild state (as based on the values of
“healthy” people) may be no different from the transition from a
high-rated severe state to a high-rated mild state (as based on the
values of “ill” people). The impact of valuation compression, how-
ever, is clearer. If the views of “healthy” people are used, the transi-
tion from a low-rated severe state to a high-rated mild state will be
greater than if the views of “ill” people are used, where the transition
is from a high-rated severe state to a low-rated mild state. This may
have important implications for resource allocation decisions. The
decision-maker’s problems are not made any easier by the fact that
this article shows it to be entirely plausible for respondents’ health
state valuations to change as their experience of illness becomes
more remote. Therefore, to the problem of whose values should
count can be added the problem of when these values should count.
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1 The 6-dimension EuroQol Classification used in the Lay Concepts Study

APPENDIX A

By placing a tick (thus v ) in at least one box in each group below, please indicate
which statements best describe your own health state today.

Group 1

Group 2

Group 3

Group 4

Group §

Group 6

For convenience each composite health state has a six-digit code number relating to the relevant
level of each dimension, with the dimensions always listed in the order given above. Thus,

: I have no problems in walking about
. T am unable to walk without a stick, crutch or walking frame
: T 'am confined to bed

: T have no problems with self-care
: I am unable to dress myself

: I am unable to feed myself

: I am able to perform my main activity (e.g. work, study, housework)
: I am unable to perform my main activity

: T am able to pursue family and leisure activities

: I am unable to pursue family and leisure activities

: I have no pain or discomfort
: I have moderate pain or discomfort

: I have extreme pain or discomfort

: I am not anxious or depressed

: T am anxious or depressed

211111 means

Unable to walk without a stick, crutch or walking frame
No problems with self-care

Able to perform main activity

Able to pursue family and leisure activities

No pain or discomfort

Not anxious or depressed

e e BN

1
2

P. Dolan
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APPENDIX A CONTINUED.

2 The 5-dimension EurQol Classification used in the Frome Study

By placing a tick (thus v ) in one box in each group below, please indicate which
statements best describe your own health state today.

Mobility
: I have no problems in walking about
: I have some problems in walking ahout 2
: I am confined to bed

Self-Care
: 1 have no problems with seif-care 1
: I have some problems washing or dressing myself 2
: I am unable to wash or dress myself

Usual Activities

: I have no problems with perfoming my usual activities (e.g. work, study, 1
housework, family or leisure activities)
: I have some problems with performing my usual activities 2
: Iam unable to perform my usual activities 3
Pain/Discomfort

: T have no pain or discomfort

: I have moderate pain or discomfort

: T have extreme pain or discomfort

Anxiety/Depression
: I am not anxious or depressed 1
: I am moderately anxious or depressed 2
: T am extremely anxious or depressed 3

For convenience, each composite health state has a five-digit code number relating to
the relevant level of each dimension, with the dimensions always listed in the order
given above. Thus, 11123 means

No problems in walking about

No problems with self-care

No problems with performing usual activities
Moderate pain or discomfort

Extremely anxious or depressed

W N et i
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APPENDIX A CONTINUED.
3. Valuation of Current Health State - Lay Concepts and Frome

Best imaginable
health state
To help people say how good or bad a health state is,
we have drawn a scale (rather like a thermometer) on
which the best state you can imagine is marked by 100
and the worst state you can imagine is marked by 0.

Pt
Hﬂ-*—fH—flo
o

We would like you to indicate on this scale how good

or bad is your own health today, in your opinion. Please
do this by drawing a line from the box below to whichever
point on the scale indicates how good or bad your current
health state is.
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Your own health state today
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Worst Imaginable
health state
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APPENDIX B

Instructions given to respondents on how to value composite health states.

We now want to consider some other health states.

Remember, we want you to indicate how good or
bad each of these states would be for a person like you.

They are described, on either side of the scale
on the page opposite

When thinking about each health state imagine that
it will last for one year. What happens after that is not
known and should not be taken into account.

Please draw one line from each box to whichever point
on the scale indicates how good or bad the state described

in that box is.

It does not matter if your lines cross each other.
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APPENDIX B CONTINUED.
2 One of the pages of states valued in the Frome study

o problems in walking about
o problems with self-care
Some problems with performing usual
tivities (eg. work, study,
ousework, family or leisure
activities)
[No pain or discomfort
Not anxious or depressed

o problems in walking about

INo problems with self-care

[No probiems with performing usual
activities (eg. work, study,
housework, family or leisure
activities)

o pain or discomfort

ot anxious or depressed

Some problems in walking about

[No problems with self-care

Some problems with performing usual
activities (eg. work, study,
housework, family or leisure
[activities)

Extreme pain or discomfort
Moderately anxious or depressed

[No problems in walking about

INo problems with self-care

[No problems with performing usual

tivities (eg. work, study,

ousework, family or leisure

activities)

Moderate pain or discomfort

Moderately anxious or depressed

Best imaginable
health state
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Worst imaginable
health state

No problems in walking about

No problems with self-care

No problems with performing usual
activities (eg. work, study,
housework, family or leisure
activities)

Moderate pain or discomfort

Not anxious or depressed

Some problems in walking about
Some problems with washing or
dressing self

Some problems with performing usual
activities (eg. work, study,
housework, family or leisure
activities)

Extreme pain or discomfort
Extremely anxious or depressed

Confined to bed

Unable to wash or dress self
Unable to perform usual activities
(eg. work, study, housework, family
or leisure activities)

Extreme pain or discomfort
Extremely anxious or depressed

Confined to bed

Unable to wash or dress self
Unable to perform usual activities
(eg. work, study, housework, family
or leisure activities)

Moderate pain or discomfort

Not anxious or depressed
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