162/1S ONEITEM ENOUGH TO MEASURE HEALTH STATUS?
Jose L. Pais-Ribeiro, Psychology, OPorto University, Porto, Portugal

A traditional way to measure health perceplion is “How is your health in
general?” with answer alternatives in a five point Likert response scale from
“very geod” 1o “very poor”. Many studies report that it *has proven 1o be a
powerful and consistent predictor of health outcames including measures of
mortality and morbidity", but others report that “single item measures of
health status may not provide a sufficiently accurate indicator of health
status...”. It is used in National surveys namely in Portugal. Within the
European Union the number of people considering their health “very good”
is reported by as much as 53% of the Danish and as litte as 8% of the
Porluguese. It is considered that self-reporied health status may bs
sensitive fo differences in lenguage and culiure. The objective of the present
study is to compare the answer o a one itern self-perception question with
the answers to the SF-38 and with measures of disease behavior like
number of sick days, days out of work due to disease, days in bed due to
disease, number of vis#ts 1o a physician. 2357 ouipatient and non patients,
42,72% males, aged between 15 and 93 years of age, participated in the
study. Health status was assessed with SF-36 which includes one item with
that form. Cormrelations between the one item self assessed healih and
dimensions of SF-36 were: Physica! Functioning (,60); Role Physical {.50);
Bodily Pain (.53); General Heaith (-65) (corrected for averlap; Vitality (.50);
Social Functioning (.42); Role-Emotional (.34); Mental Health (.48); age (-
51); schooling level (0.23). Al the correlations were slatistically significant,
A sample of 449 non diseased individuals showed a correlation between the
one ilem self assessed health measure and disease behavior between r=-
0.23 and r=-0.36. Al the correlations were significart but modest and they
are similar 1o the correlations of SF-36 dimensions and the same indicators
of disease behavior, Resulis suggest that one item self assessed health can
be a satisfactory measure of perceived health status in general.
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100, b) BDI c) BHS and d} The scale imporiance degree given for the
facets used for the field tria) of the irituality, Religiosity and Personal
Beliefs module of the WHOQOL WHOQOL-SAPBI). Patients had higher
BDI means than controls. BHS medhs also were higher in the patients
group when compared with control group . Significant depression levels
were measured in 46.3% of paliets and 16% of controls.in  most
WHOQOI-100 domains, controls had higher means than patients, except
for the domain related with religiosity. Using multiple regression analysis for
WHOQOL-100 domains we found that in the physical domain the beta for
the health state was -0,32 {p=0,0001) and —0.41 (P=0,0001) for depression
symptoms; in the psychologieal domain, beta for depression symptoms was
~0,58 {p=0,0001); in the independence level domain, beta for health stale
was -0,43 (p=0,00H) and —0.41 jor depression symptoms; the social
relations domain yielded beta of 0.1 (p=0,01) for sociveconomic level and
-0.43 (p=0,0001) for depression symploms; in the environment damain,
beta was 0,13 {p=0,02) for age, 0,33 (p=0,00001) for sociceconomic level, —
0,30 {p=0,00001) for depression symptoms and —0,15 (p=0,02) for health
condition; finally, the aspects of spirituality domain yielded beta of 14
{p=0,03) for age and -0,35 (p=0,00001) for depression symptoms. Although
health condition is correlated negatively to quality of life in the physical,
independence fevel and social relation domains, depression symptoms are
in all domains with stronger belas. We therefore conclude that health
condition have a negative influence con patients’ quafity of life, but
depression seems to bs more strongly correlated with quality of life than
health status.
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184/SENSITIVITY TO CHANGE OF THE SF-6D IN PATIENTS WITH
OSTEOARTHRITIS OF HIP QR KNEE
Sonja Boehmer, Department of Health Psychology, Freie Universitaet
Berlin, Berlin, Germany, Thomas Kohimann, Institule for Social Medicine,
Medica] University of Luebeck, Luebeck, Germany, John Brazier, Health
Group, University of Sheffield, Sheiffield, United Kingdom

The SF-6INBrazier ot al. 2002) is a new preference-based measure of
health that ®an be used in economic evaluation. As this instrument
aggregates iple information  abott the health status into an
unidimensional iMgex it could be hypothesized that & may be less sensitive
to change than a Pquitidimensional measure of HRQoL. 109 patients with
ostecarthritis of the Mg or knee answered a survey at the beginning (T1), at
the end (T2) and two Rgonths after a stay in a rehabifitation elinic (T3). The
survey comprised the SR:36, the Nottingham Health Profile {NHP), the Pain
Disability Index (PDD, R Center for Epidemiologic Studies Depression
Scale (CES-D) and the “Wannaver Functional Ability Questionnaire for
Osteoarthriis (HFAQ). Resflonses 1o the SF-36 were used o calculate the
index SF-8D. Patients’ heaihYmpraved over their stay and remained almost
stable for the next two months{Standardized response means (SRM) were
caleutaled to investigate the megsures’ sensitivity 1o change. The SF-6D
showed to be more sensitive to ange than most of the subscales of the
8F-386, and the other instruments, regpectively. For the SF-6D SAMs of 0.64
(T1-T2) and 0.34 (T 1-T3) were found.“he SRMs of the SF-36 subscales fell
in between 0.13 (Role Emotional, T1-- g and 0.84 (Bodily Pain, T1-T2),
those of the other instruments ranged frof 0.05 (NHP Emeotional Reaction,
T1-T3) to 0.71 (HFAQ, T1 -T3). In this sanfe correlation analysis showed
higher associations of the SF-8D with psycRosacial dimensions of health
than with physical dimensions. It can be cgncluded that the SF-6D is
capable of measuring changes of heatth in patrents with osteoarthritis of the
hip or knee. The results of our study suggest that the SF-6D is at least as
sensitive to change as most of the SF-ag subscales or other established
QoL measures. More research will be needed to confirm these findings in
other patient and population samples,
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operties become, also, reduced. 51-36 is
a short-form questionnaire from th General Health Rating Index, used to
evaluate heakh status. However ils m2ip use is 1o assess QOL. The aims of
the present study are to campare two Feguced forms of SF-38, the SF-12
and the SF-8. The sample includes pepaigtion outside the health care
system (N= 1434), 46.44% males, aged be n 15 and 95 years of age,
and patients with different chronic diseases {N3923}, 36.9% males, aged
between 15 and 98 years of age, outpatients finked through their diseases
1o the health care system, We used the Portuguese SF-36 form after formal
authorization from the MOT, SF-36 includes eight dimensions plus one
health transition item. The eight dimensicns can be grouped in two major
dimensions or components, the physical and the mental component, The
reduced forrs maintain the eight dimensions. Results show correlations
ranging from .52 to .93 between dimensions of SF-12 and SF-36, and .52 to
.82 between dimensions of SF-12 and SF-36. Factorial structure of both
forms are identical to the SF-38 structure, with the same dimension by
component {physical versus mental) and identical magnitude. Correlations
between the two components of $F-36 and SF 12 are .93 (mental) and .96
(physical), and .88 and .91 between the same cormponents of SF-8 and SF-
36. Comparing the tfifferences between patients and non-patients for the
two components, the differences are higher with SF-36, lower with SF-12
and lower with SF-8, We can say that if taking up lime is a Imitation for the
use of the SF-36 the use of reduced forms is an interesting alternative.
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