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ABSTRACT

Background: The 6-dimensional health state short form (SF-6D) is a
health preference measure used in economic evaluations of many
treatments. Objectives: To compare the results provided by the SF-6D
index, when applied to a representative sample of the Brazilian pop-
ulation, using Brazilian and UK preference weights. Methods: Five
thousand individuals were assessed in the 5 regions of Brazil. Pref-
erence measures in healthcare were assessed using the SF-6D Brazil,
version 2002. To calculate the single utility score, 2 preference weights
were used: one established for the Brazilian population (SF-6D Brazil)
and the other for the UK population (SF-6D UK). Agreement between
the SF-6D Brazil and the SF-6D UK was assessed using the intraclass
correlation coefficient, the Wilcoxon signed rank test, confidence in-
tervals (CIs), and the Bland-Altman method. Results: The mean values
of the SF-6D Brazil and the SF-6D UK were 0.83 + 0.15 and 0.84 + 0.15,
respectively. The intraclass correlation coefficient was 0.952 (CI 0.942-

0.960; P<.010). The Wilcoxon signed rank test and CI showed a sta-
tistically significant difference between the 2 measures; this differ-
ence was, however, very small and considered clinically irrelevant (CI
0.011-0.013; P<.010). Using the Bland-Altman method resulted in a
mean difference of 0.012 and the limits of agreement were between
—0.077 and 0.101. Conclusions: The present study identified very
small quantitative differences between UK- and Brazilian-derived SF-
6D scores. Tests of agreement, however, showed that the impact of
using different sets of preference weights in the construction of
quality-adjusted life-year might be considered irrelevant.

Keywords: Brazil, health status, quality-adjusted life-years, quality of
life, SF-6D
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Introduction

One of the primary goals of the healthcare system is to maximize
health benefits given that resources are scarce. Economic evalu-
ations can provide vital information on how to efficiently allocate
these resources."

Cost-effectiveness analysis using cost per quality-adjusted
life-year (QALY), also known as cost-utility analysis, is increas-
ingly being used to inform resource allocation in healthcare.
QALYs are defined as the benefit of a health intervention in terms
of time in a series of quality-weighted health states, in which the
quality weights reflect the desirability (or preference) of living in
the particular health state, typically anchored at “perfect health”
(weighted 1.0) and “dead” (weighted 0.0).”

The use of QALY is recommended in economic evaluation an-
alyses of medical interventions by both the National Institute for

Health and Care Excellence in the United Kingdom® and the Panel
on Cost-Effectiveness in Health and Medicine of the US Public
Health Service,* because it enables comparisons across a wide
range of diseases and treatments using a common measurement.

The “quality” part of the QALY is estimated using a preference-
based measure of health, such as the EuroQol 5-dimensional
questionnaire (EQ-5D), the Health Utilities Index, and the 6-
dimensional short form health survey (SF-6D).° These are all
instruments to provide utilities (values representing preferences)
for healthcare priority settings typically obtained indirectly by
asking patients to fill in a health-related quality of life (HRQOL)
questionnaire and then converting the results to a utility scale
using population values.’

The SF-6D is a popular health preference measure that is used
in economic evaluations of many treatments. It is a 6-dimensional
health state classification system that describes a total of 18000
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distinct health states. Dimensions include physical functioning,
role limitations, social functioning, pain, mental health, and vi-
tality. Each dimension has between 4 and 6 levels. The SF-6D
produces a preference-based single index utility value for each
health state anchored on the full health to death 1 to O scale,
which can be seen as a continuous value ranging from 0.29 to 1.00
(UK value set).®’

Each instrument of this kind consists of a multiattribute clas-
sification system for distinguishing health states and a scoring
function that assigns a value to each health state distinguished
within the classification system.® In valuation studies, the method
to estimate a value set, to translate health outcomes into a
preference-based measure, involves the following steps: (1)
systematic description of health states, by dimensions and levels;
(2) selection of a subset of health states from all the possible
health states; (3) quantification of public preferences regarding
the subset states; and (4) modeling the obtained preference data
to predict the preference regarding the remaining health states.’
The size of the identified benefit in economic evaluations
depends on the normative choices of the patients and the general
public regarding their preferences for health states.”

This approach is sometimes referred to as the statistical
approach and has been applied to determine scoring functions for
the SF-6D.° It assumes that the social value or “utility” of a health
state is the same as the value of the quality of life of those
individuals/general public who are in it, and that the description
of the health state of a subject may be summarized, in theory at
least, as a health index that reflects the social preferences of the
population. Nevertheless, the crucial question in seeking social
preference weights for items is how much difference it makes to
use these differential weights to calculate the composite utility
score for a given health state.

In a previous valuation study, the association between
weighted and unweighted EQ-5D scores was extremely high
(Pearson r = 0.91), as was the association between their ranks
(Spearman p = 0.93). The intraclass correlation coefficient (ICC)
obtained (0.89) also suggested that the concordance between the
score distributions was prominent. According to the authors, the
differential contribution of weights based on population prefer-
ence values would therefore be minimal between countries.™

Nevertheless, there has been increasing interest in developing
country-specific preference weights for widely used measures of
HRQOL." ' Studies evaluating the EQ-5D and the SF-6D in
diverse cultures have shown that health state preferences are
different from the preferences derived in the country where the
measure was originally created.”****%’

The objective of this study was to compare the generated
utility values provided by the SF-6D index, when applied to a
representative sample of the Brazilian population, using the Bra-
zilian and the UK preference weights.

Methods

This study was a cross-sectional population-based study. It was
part of the Brazilian Copcord Study, conducted between April and
May 2013. We surveyed 5000 participants who were older than 15
years from 16 capitals in the 5 regions of Brazil: North (Belém and
Manaus), Northeast (Fortaleza, Joao Pessoa, Maceid, Natal, Recife,
and Salvador), Southeast (Belo Horizonte, Rio de Janeiro, and Sao
Paulo), South (Curitiba, Florianépolis, and Porto Alegre), and
Midwest (Brasilia and Goiania).

The sample comprised representative quotas of the Brazilian
population, proportional to the population densities of the capi-
tals in each region of the country, on the basis of the Census
conducted in 2010 by the Brazilian Institute of Geography and
Statistics (Instituto Brasileiro de Geografia e Estatistica). The quotas of
sex and age in each capital were based on the Census, and

participants of all socioeconomic status, educational levels, and
occupations were included.

The households were randomly selected, with a systematic
selection of streets and subjects by randomly choosing the Census
tract with a quota control for the seasonality factor. Regarding the
list of households, 1 household was evaluated per street, with a
total of up to 10 households in the sector. If an entire sector was
covered but not enough households were found to complete the
required number, the process was carried out again in the sector,
beginning in the first street, 5 houses after the house where the
first interview took place. In each household, up to 3 visits were
made on different days and at different times. In cases in which
the interview was not carried out after these 3 attempts, the
household was replaced by another in the same Census sector. If
the resident of the selected household could not be interviewed,
that household was replaced by another in the same Census
sector, seeking to ensure a respondent of the same sex and age
group.

A success rate of 70% was established, so 42.9% more house-
holds than planned were randomly selected to ensure substitu-
tion. Ineligible households, such as collective households (vacant
households, hotels, lodges, nursing homes, etc), agricultural,
educational, and healthcare establishments, and buildings under
construction, were replaced by another household in the same
Census sector. The maximum sampling error was +1.39% for the
country as a whole, with a 95% confidence level.

Residents who did not speak Portuguese and people with a
cognitive disability thus incapable of reliably and consistently
answering the questionnaire were excluded. Because of the small
proportion of people living in rural areas (15.6%) and the difficulty
in accessing this scattered population, only households in urban
areas were considered.

The questionnaires were reviewed by an independent super-
visor and submitted to a process to evaluate consistency, where
50% of the questionnaires were double-checked through phone
calls.

The survey instrument was a household questionnaire
administered face-to-face by a specialized team. It consisted of
open- and closed-ended questions about socioeconomic and de-
mographic aspects. Race (white, black, mixed race, Asian, or
indigenous) was declared by the respondents themselves. Family
income was expressed as multiples of minimum wages, where the
values of the Brazilian minimum wage, originally in Brazilian real
(Brazilian currency), were converted into US dollars according to
the exchange rate in 2013 using data from the Institute of Applied
Economic Research (Instituto de Pesquisa Economica Aplicada).

Preference measures in healthcare were assessed using the SF-
6D Brazil questionnaire from 2002, a translated and validated
version for the Portuguese language.'® The dimensions assessed
were functional capacity (6 levels), general limitation (4 levels),
social aspects (5 levels), pain (6 levels), mental health (5 levels),
and vitality (5 levels). To calculate the single utility score, 2
preference weights were used: the weight established for the
Brazilian population and described by Cruz et al’® and the
weight established for the UK population and described by
Brazier et al.’® The utility values measured using the Brazilian
preference weight (SF-6D Brazil) range from 0.289 (worst health
state) to 1 (best health state) and those measured using the UK
preference weight (SF-6D UK) range from 0.296 to 1.%

The variables were descriptively analyzed, and data were
presented as mean, SD, and percentage. Agreement between the
SF-6D Brazil and the SF-6D UK was assessed using ICC, the Wil-
coxon signed rank test, and confidence intervals (CIs) for the dif-
ferences between means of utility scores. Both preference weights
were considered to agree when ICC was more than 0.75 (P>.050;
Wilcoxon test) and if the 95% CI contained 0."° The Bland-Altman
method was used as statistical criteria to establish disagreement
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Table 1-Demographic and socioeconomic characteristics

of the surveyed population (n = 5000) and the Brazilian
population (Census 2010).

Characteristic Brazilian Participants
population®’
N % n %
Sample total 190755799 100 5000 100
Sex
Male 93406 990 49.0 2433 487
Female 97 348809 51.0 2567 513
Age’ (y)
15-24 34236064 17.9 1270 25.4
25-34 32848926 17.2 1160 232
35-44 26897 943 14.1 915 18.3
45-54 21973754 11.5 692 13.8
55-64 14785341 7.8 490 9.8
>65 14081477 7.4 473 9.5
Marital status
Single 89653403 55.3 2053 411
Married/lives with partner 56435253 348 2442 488
Widowed 8063404 50 240 4.8
Divorced/separated 7829238 4.8 233 4.7
Not reported = = 32 0.6

" >10y (n = 161 981 299).

between the SF-6D Brazil and the SF-6D UK.* This method
quantifies the gap between the x-axis corresponding to zero
difference and the x-axis corresponding to mean difference of
the 2 SF-6D utility scores and range of agreement (the range of
values where 95% of differences between the 2 SF-6D utility
scores are included).”

Statistical analyses were performed using the STATISTICA
software for Windows version 12.0 (StatSoft, Inc, Tulsa, OK, USA),
and statistical significance was assumed for P values of .050 or less.

All subjects were informed about the study and agreed to
participate by signing a written term of free and informed con-
sent. The research protocol was examined and approved by the
Ethics and Research Committee of UNIFESP/EPM (no. 2013/
473524).

Results

Table 1 presents the main demographic and socioeconomic
characteristics of the surveyed population. Of the 5000
participants, 51.3% were women, 32% married, and 48.6%
between 15 and 34 years old. The sample distribution by region
of the country was proportional to the population densities of
the capitals in each region of the country, on the basis of the
Census conducted in 2010. The highest prevalence of the
surveyed population was in the Southeast (42.1%) (Table 1).

The utility values measured by the SF-6D in the study popu-
lation are presented in Table 2. The mean values of the SF-6D
Brazil and the SF-6D UK for the entire population were 0.83 +
0.15 and 0.84 + 0.15, respectively. Regarding characteristics of
the surveyed population, the lowest utility values were for
females, the elderly, and widows (Table 2).

Both preference weights were considered to agree, because the
ICC was 0.952 (CI 0.942-0.960; P<.010) (Fig. 1). The Wilcoxon signed
rank test and CI for the differences between means of utility
scores showed a statistically significant difference between the 2
measures (CI 0.011-0.013; P<.010). Nevertheless, the mean

difference was minimal and clinically irrelevant (Table 2).
Regarding characteristics of the surveyed population, minimum
differences were also obtained between the means across sex,
age, and marital status (Table 2).

The Bland-Altman method demonstrated that the mean dif-
ference between the paired data was 0.012 (CI 0.011-0.013). This
marginal CI does not include the x-axis corresponding to zero
difference, which means that there was a significant difference
between both preference weights, albeit very small (Fig. 2).

Table 3 presents individual SF-6D values for a sample of 30
health states of different levels of severity (out of 1357 possible
health states).

Discussion

Discrepancies between utilities predicted by HRQOL measures,
using different sets of preference weights, have been observed in
other studies.”” ** This is in agreement with previous research
that suggests that systematic differences exist in health state
valuations across countries when using the SF-6D index.”'* 7226

The present study, however, identified only minimal quanti-
tative differences, suggesting that mean SF-6D values for a sample
of the Brazilian population may not be largely affected by the use
of different preference weights. Our data highlight a possible
agreement between SF-6D scores, because high intraclass corre-
lation and “fair” Bland-Altman agreement might suggest a simi-
larity between values produced by different sets of preference
weights.

In Japan, 1 study has also replicated the methods developed for
estimating a preference-based measure for health in the United
Kingdom."* The results showed differences between the UK and
the Japanese samples. The Japanese valuation of the worst state
was significantly higher than that for the United Kingdom (0.29
vs 0.21). According to the authors, because of these differences it
is important to use the Japanese valuation data set estimated
using the nonparametric Bayesian technique presented in the
article.

Comparisons between the Portuguese and UK preference
weights suggested that the SF-6D values for a sample of the Por-
tuguese working-age population are also affected by the use of
sets of preference weights.”® Furthermore, the results of this
valuation study suggested higher similarity between preference
weights derived using rank data than using standard gamble."

To ensure that the SF-6D can be appropriately used in eco-
nomic evaluations and outcome studies, researchers have also
sought to demonstrate test-retest reliability. In different pop-
ulations, ICC has ranged from 0.66 to 0.94."*”73° In a Canadian
population, health state values were very similar between the first
and second assessments; the mean difference was 0.01 (0.02-
0.04).” Likewise, in China, the difference between the mean
scores of the groups was —0.026 (95% CI —0.069 to 0.017), which
was not shown to be statistically significant by the paired t test
(t = —1.174; P=.242)."” In most of these studies, reliability for the
SF-6D was high, allowing for group comparison.””?”

Similarly, in the present study, the difference in SF-6D utility
scores for different age groups also showed small differences
depending on the set of preference weights used, with differences
in each age category ranging from 0.01 to 0.03 (Table 2). These
findings suggest only small differences between scores, because
the minimally important difference (MID) for the SF-6D ranged
from 0.010 to 0.048 (weighted mean 0.033; 95% CI 0.029-0.037) in
a previous review of 9 studies.’’ It is important, however, to
consider that the MID is crucial when the instrument is used to
examine within-patient changes, but this does not necessarily
mean that this is significant when the instrument is used to
discriminate between patients.**


https://doi.org/10.1016/j.vhri.2018.10.009
https://doi.org/10.1016/j.vhri.2018.10.009

24 VALUE IN HEALTH REGIONAL ISSUES 20 (2019) 21-27

Table 2 - Comparison of the results provided by the SF-6D index using the system weights for Brazil (SF-6D Brazil) and for

the United Kingdom (SF-6D UK).

Characteristic N SF-6D Brazil SF-6D UK P CI [psr-6D
. ] . . value* yk pisr-6p Brazill
Mean + SD Minimum Maximum Mean + SD Minimum Maximum
Sample total 5000 0.83 + 0.15 0.30 1.00 0.84 + 0.15 0.30 1.00 <.010 0.011 to 0.013
Sex
Male 2433 0.86 + 0.14 0.30 1.00 0.88 + 0.13 0.30 1.00 <.010 0.009 to 0.012
Female 2567 0.79 +£ 0.16 0.30 1.00 0.81 + 0.15 0.30 1.00 <.010 0.012 to 0.015
Age (y)
15-24 1270 0.88 + 0.12 0.49 1.00 0.89 + 0.12 0.43 1.00 <.010 0.002 to 0.006
25-34 1160 0.84 +0.13 0.43 1.00 0.86 + 0.13 0.46 1.00 <.010 0.007 to 0.012
35-44 915 0.82 + 0.15 0.36 1.00 0.84 + 0.15 0.37 1.00 <.010 0.009 to 0.015
45-54 692 0.79 + 0.16 0.30 1.00 0.80 + 0.16 0.30 1.00 <.010 0.012 to 0.019
55-64 490 0.76 + 0.17 0.33 1.00 0.79 + 0.16 0.32 1.00 <.010 0.021 to 0.029
>65 473 0.75 +0.17 0.30 1.00 0.78 + 0.17 0.30 1.00 <.010 0.017 to 0.025
Marital status
Single 2053 0.86 + 0.14 0.30 1.00 0.87 +0.14 0.30 1.00 <.010 0.005 to 0.009
Married/lives with 2442 0.81 + 0.15 0.30 1.00 0.83 + 0.15 0.30 1.00 <.010 0.013 to 0.017
partner
Widowed 240 0.74 + 0.17 0.30 1.00 0.77 £ 0.17 0.30 1.00 <.010 0.018 to 0.031
Divorced/separated 233 0.78 + 0.16 0.36 1.00 0.79 £ 0.16 0.35 1.00 <.010 0.005 to 0.018
Not reported 32 0.86 + 0.15 0.52 1.00 0.87 +0.14 0.51 1.00 112 —0.003 to 0.028

CI indicates confidence interval; SF-6D, 6-dimensional health state short form.

" P values were obtained by the Wilcoxon signed rank test.
t Cls for the differences between means of utility scores.

First, the degree of agreement (equivalence) between UK-
and Brazilian-derived SF-6D values was determined using ICC
(0.992). Second, assessment of agreement was based on the
Bland-Altman plot.>” Despite the relatively large limits of
agreement in the Bland-Altman plot (—0.077 to 0.101), it is still
lower than that found by Slobogean et al*’ in a study of test-
retest reliability using the SF-6D (—0.17 to 0.19). Moreover, the
statistical difference found in the Bland-Altman plot may be
considered clinically irrelevant and can be explained by the
large sample used in this study. The results, therefore, showed
that there was a high degree of agreement between both
derived SF-6D scores.

Other research has suggested that health state utilities
measured by the major multiattribute utility instruments dif-
fer.** * The reasons for discrepancies between utilities predicted
by different preference-based instruments may be studied in
terms of (1) their implicit measurement scales, (2) the structure of
their descriptive systems, and (3) “micro-utility effects,” scale-
adjusted differences attributable to their utility formula.***°

In a recent study, comparing the EQ-5D, the SF-6D, the Health
Utilities Index, the 15D measure of quality of life, and the
Assessment of Quality of Life, 66% of the differences between the
predicted utilities was attributable to the descriptive systems,
30.3% to scale effects, and 3.7% to micro-utility effects.’® The small
micro-utility effects found in this study suggest that differences in
utilities attributed to national preferences should be considered
with great caution, at least until new results can be attributed to
unique preferences, because the effects could also be related to
differences in the methodologies used to derive the utility
formula.* This means that a descriptive system is enough to
explain a high proportion of variance in scores obtained through
the use of preference-based measures and that weighting
answers to the items in the instruments does not imply a
significant difference. Thus, the final scores of these measures
are fundamentally a direct reflection of the answers provided by
the individuals to the items in the questionnaire.**

Considering that the ability of the models to adequately pre-
dict health state values®?>*’ is more important than the magni-
tude of the differences in preference weights generated by
different valuation methods, the recommended UK consistent
model is different from the Brazilian one (Table 4). Statistically,
these are not comparable models, because the UK model was
estimated by ordinary least squares using data at a mean level,
including the interaction term.®'? The recommended Brazilian
model, however, was the consistent random-effects model with
constant forced to unity."?

It seems that these modeling considerations have central im-
plications for scoring functions when utilities are determined
from standard gamble, time trade-off, or rating scale values using
the statistical approach. It would therefore be possible to argue
that only additive models with a freely estimated additive
parameter should be applied.® Furthermore, similarity was also
attributed to methodological aspects of the valuation process in
the Portuguese (preference weights derived using rank data) and
Japanese (nonparametric Bayesian technique) studies previously
cited."*?*

The impact of these different sets of preference weights on
incremental QALYs and incremental cost-utility ratios appears to
be of major importance.*® Nevertheless, some consider that “a
systematic difference in the probability of accepting the cost-
utility of interventions as a result of the choice of utility
instrument would seriously bias the comparability of the results
of economic evaluations.””

In this sense, in a previous study, the choice of a preference-
based utility instrument among a population of community-
dwelling older women would be relevant when comparing the
cost-utility of 2 doses of resistance training.*® Nevertheless, the
US and UK QALY predictions for SF-6D states when compared
visually and formally (Lin coefficient of agreement was 0.941
and mean absolute difference was 0.043) using the SF-6D
responses from the United States (N = 259 243) were considered
equivalent. The scatterplot in the study illustrated the
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Fig. 1 - Scatter plot: SF-6D UK versus SF-6D Brazil.

commonality between the predictions even though the studies
were conducted with different valuation tasks and sampling.’®
The measurement of utilities is a complicated and controver-
sial area,” and how these differences in the SF-6D scores could be
attributed to preference weights is still unclear. Future research
should (1) compare different SF-6D country-specific preference
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weighs (in different contexts); (2) take into account the small
residual micro-utility effect, and explore its contribution to an
explanation of differences, considering the variation in
modeling and other methodological techniques; (3) evaluate the
impact of different sets of SF-6D preference weights in the
construct validity and responsiveness of the QALY metric, when
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Fig. 2 - The Bland-Altman method: plot of the difference between SF-6D Brazil and SF-6D UK against the mean of the two
SF-6D utility scores. The bias of 0.012 is represented by the gap between the X axis corresponding to zero difference and the
X axis at 0.012 units. Limits of agreement (the range of values where 95% of differences between the two SF-6D utility scores
are expected to be: —0.077 [CI: —0.079 to —0.075] to 0.101 [CI: 0.099 to 0.103]).
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Table 3 - SF-6D values for a sample of 30 health states
using Brazilian and UK preference weights.

Table 4 - Brazilian and UK consistent models.

Domain/ Brazilian UK

Health state SF-6D Brazil SF-6D UK level consistent consistent
utilities utilities model model

111111 1.000 1.000 C 1.000 1.000
111112 0.950 0.967 PF2 —0.080 —0.053
211111 0.920 0.949 PF3 —0.080 —0.011
113112 0.917 0.927 PF4 —0.080 —0.040
111121 0.913 0.953 PF5 —0.080 —0.054
111211 0.911 0.94 PF6 -0.183 -0.111
111511 0.884 0.926 RL2 —0.073 —0.053
114115 0.848 0.888 RL3 —-0.073 —0.055
221111 0.847 0.901 RL4 —0.087 —0.050
132121 0.840 0.867 SF2 —0.033 —0.055
122411 0.838 0.854 SF3 —0.033 —0.067
111512 0.834 0.893 SF4 —0.066 —0.070
211311 0.831 0.889 SF5 -0.078 —0.087
111221 0.824 0.893 PAIN2 —0.089 —0.047
611111 0.817 0.904 PAIN3 —0.089 —0.025
222112 0.797 0.830 PAIN4 —0.089 —0.056
211123 0.783 0.869 PAINS —-0.116 —0.091
111243 0.773 0.860 PAING6 —0.146 -0.167
133144 0.756 0.832 MH2 —0.087 —0.049
112624 0.717 0.795 MH3 —0.087 —0.042
611123 0.680 0.824 MH4 —0.088 —0.109
442344 0.606 0.723 MH5 —0.131 —0.128
333323 0.588 0.721 VIT2 —0.050 —0.086
344344 0.540 0.701 VIT3 —0.050 —0.061
424452 0.511 0.681 VIT4 —0.050 —0.054
444554 0.470 0.667 VIT5 —0.086 —0.091
445655 0.392 0.627 Most — -0.070
634555 0.345 0.603 Least = =
645653 0.325 0.601
645655 0.289 0.582 C indicates constant; MH, mental health; PF, physical functioning;

SF-6D indicates 6-dimensional health state short form.

used as a health index; (4) explore the variability in health
preferences according to social and cultural characteristics of
the population; and (5) test whether the respective magnitudes
of different SF-6D scoring formulas would result in a greater
likelihood of accepting or not the incremental cost-utility ratio.
It is also important to consider that the use of national prefer-
ence weights from HRQOL studies seems to be more relevant and
appropriate than the use of UK preference weights, because they
reflect cultural and country-specific preferences for health
states.">'*? In this sense, the description of the results in terms of
overall means does not allow the discrimination of the importance
that each culture considers for multiple health dimensions. So, even
though there were no differences between the values of health
states using the Brazilian or UK algorithm, based exclusively on
means according to sociodemographic variables, the SF-6D weights
(model coefficients) can differ, as presented in Table 3. Nevertheless,
data presented in the present work, showing high correlations and
agreement between the current Brazilian and UK SF-6D weight
system, raise doubts about the importance of these efforts.

Study Limitations

This study had limitations. The sample was not representative of
rural areas and the findings may not be applicable to subjects
younger than 15 years, who were excluded from the study.
Furthermore, the association between cross-cultural variables and
preference measurement, and how this could have an impact on
the micro-utility effects, was not explored. We also did not consider

RL, role limitation; SF, social functioning; VIT, vitality.

that within-country variations may be as large as or larger than
between-country variations in preference structures. Furthermore,
we also did not consider that we would potentially expect greater
differences to occur between Brazilian and UK value sets for people
with more severe health rather than at the upper end of health,
where utilities will be close to 1. In addition, health states defined
by the Brazilian SF-6D system were valued only by a sample of the
Southern Brazilian population. It is also important to consider that
this may not reflect the preferences of the Brazilian population as a
whole. This would be of great significance in Brazil, a country of
continental dimensions with socioeconomic differences in their
various regions, thus highlighting the importance of an assessment
that is representative of the different regions of the country.*®

Methodological aspects were also not considered, such as
order and framing effects of descriptions in valuation tasks in
Brazil and in the United Kingdom, the influence of different
regression models, variability in health preferences by respondent
characteristics, and time of survey completion.

Although in theory the development of country-specific sys-
tem weights for SF-6D (or other preference-based measures of
health) makes sense, in spite of being time-consuming and
resource-intensive, this study raises certain questions to be
further evaluated in futures studies: (1) Is one sample alone of a
defined population (that may not represent the whole country
population) an adequate sample to express and reflect the popu-
lation preference? (2) Can the differences observed when using
different country-specific system weights be considered better
than the MID to justify and recognize the value of a healthcare
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intervention? (3) Are the differences observed using different
country-specific system weights greater than the differences re-
ported by test-retest reliability studies of preference-based
outcome measures? and (4) Do the development and use of
country-specific system weights (as an outcome measure itself, or
as part of economic evaluation) influence and generate distinct
individual and collective healthcare decisions?

Conclusions

The present study identified quantitatively small differences be-
tween UK- and Brazilian-derived SF-6D scores. The relevance of
these differences may, however, be questioned on the basis of
tests of agreement. Nevertheless, comparisons between the re-
sults of different countries’ national weights are important to
enable users to fully understand the impact of using different sets
of preference weights so that QALY can be used as a scientifically
sound metric to guide healthcare decisions.
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