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Abstract
Purpose  Patients’ individual understanding of health-related quality of life (HRQoL) varies widely, making the measurement 
of this complex and subjective construct challenging. Anchoring vignettes, i.e., descriptions of fictive patients may provide 
insights into patients’ individual questionnaire reference frames, assessment processes, and understanding of HRQoL. This 
study analyzes how patients assess HRQoL of vignettes.
Methods  This exploratory mixed-method study included 100 patients with a chronic disease (50 multiple sclerosis (MS); 
50 psoriasis). Sixteen vignettes, two for each domain of the SF-12v2, were developed based on literature recommendations 
and pretested in a convenience sample of seven healthy individuals. Patients assessed their own HRQoL and HRQoL of the 
vignettes on the SF-12v2. In semi-structured interviews, they justified their assessments. We quantitatively analyzed asso-
ciations of vignette assessments with individual characteristics using linear regression models and qualitatively analyzed 
assessment justifications.
Results  Patients’ age and disease were significant (p < 0.05) predictors for ten and seven vignette assessments, respectively. 
Older patients assessed vignettes being less extreme; patients diagnosed with MS rated them more positively. Overall, 
adjusted R2 values ranged from 0.033 to 0.172. Qualitatively, most of the ratings were based on the evaluation of symptoms 
or impairments in daily life. Fewer participants ranked different dimensions of HRQoL in a personal hierarchy or assumed 
impairments beyond the vignette description.
Conclusions  The understanding of HRQoL may vary substantially and is associated with individual characteristics, individual 
assessment strategies, and probably other intrinsic factors as explained variance was quite low. Therefore, usage of generic 
instruments only allows for limited comparison across groups.
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Psoriasis
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Background/aim

Health-related quality of life (HRQoL) is an essential out-
come for determining treatment success from the patient’s 
perspective. It is of special interest in the field of chronic 
incurable diseases, where the improvement and preserva-
tion of HRQoL are primary treatment goals [1]. Conse-
quently, it is indispensable to measure HRQoL for clinical 
decision making based on reliable and valid instruments 
[2–4]. To date, a plethora of validated HRQoL measures, 
among them the SF-36 and the SF-12 questionnaire, exist. 
Nonetheless, HRQoL measurement faces some obstacles 
in practice [2].

These obstacles result from the complexity and dynam-
ics of the target construct [4]. HRQoL has diverse defini-
tions that can be understood differently by diverse groups 
of individuals, it is closely related to other constructs (e.g., 
self-assessed state of health) and cannot always be clearly 
differentiated from them [2, 5, 6]. Especially, the distinc-
tion from self-assessed state of health is challenging. 
Some studies do not distinguish between these constructs 
[7], which shows the ambiguity of HRQoL. The assess-
ment of such a complex subjective construct is prone to 
biases caused by different understandings of the construct 
and the questionnaire [5]. HRQoL assessments may differ 
from one person to another depending on how they inter-
pret the measured construct as well as single questions and 
response options in a questionnaire, even though objec-
tively they have a similar state of health [8, 9].

Several personal factors may play a role in the individ-
ual understanding of HRQoL, the questionnaires, and their 
response scales. These include cognitive abilities, sociode-
mographic factors, and health determinants, especially the 
presence of a chronic condition. The resulting systematic 
differences in assessments are described as reporting het-
erogeneity or differential item functioning (DIF) [10, 11]. 
DIF can cause difficulties in cross-country comparisons 
of self-reported HRQoL. Yet comparisons across differ-
ent groups within one country might also be biased by 
such factors [12], as individuals within one country can 
be very heterogeneous [13]. In particular, the presence of 
a chronic disease can alter the reference frame and assess-
ment process of HRQoL and complicates comparison 
between individuals with different chronic diseases [11]. 
Various studies examined the influence of this phenom-
enon on the self-assessment of health states [7, 14, 15], but 
there is little research on the self-assessment of HRQoL. 
Therefore, the present study aims to contribute to a bet-
ter understanding of the individual reference frame and 
assessment process of HRQoL.

To better understand reporting behavior in self-assess-
ment of health and HRQoL, anchoring vignettes are a 

recommended method [9, 16, 17]. Vignettes are short 
descriptions of hypothetical individuals relating to the 
construct of interest [18]. The vignettes used in this study 
describe fictive persons with more or less severe impair-
ments in a particular HRQoL domain of the SF-12v2 
questionnaire. Using this approach, patients rate their own 
status and additionally, the status of the vignettes on the 
same scale. The latter function as reference values, mak-
ing the measurement more objective [11]. This approach 
supports the understanding and interpretation of the indi-
vidual assessment process of HRQoL by adding another 
individual reference frame.

This study investigates (1) quantitatively how patients 
with a chronic disease assess vignettes in terms of HRQoL 
on the SF-12v2 questionnaire and (2) qualitatively their rea-
soning for the assessment of vignettes.

Methods

Study design, participants, and setting

We carried out an exploratory cross-sectional study based on 
a mixed-method design. Participant inclusion criteria were 
being diagnosed with a chronic condition, either psoriasis 
or multiple sclerosis (MS), and being at least 18 years of 
age. Severe cognitive impairments were grounds for exclu-
sion. The recruitment of patients took place at two disease-
specific outpatient centers, both located at the University 
Medical Center Hamburg-Eppendorf (UKE), Germany. 
Inclusion criteria were checked by medical doctors and 
interested patients were referred to a scientist on site. Given 
the exploratory character of this study, we aimed to recruit 
100 patients, 50 diagnosed with MS and 50 diagnosed with 
psoriasis.

Development of the method

Vignettes were developed in a multistage procedure, 
informed by international recommendations and previous 
research [6, 10, 16, 18]. Semi-structured interviews with 
nine patients were conducted to determine typical HRQoL 
impairments. These impairments were utilized to construct 
the vignettes to ensure that participants could empathize 
with the examples. This was important for response consist-
ency, i.e., that participants use the same rating standard for 
self-assessment and vignette assessment [10]. Pre-tests with 
a convenience sample of seven healthy individuals optimized 
the wording of the vignettes in order to maximize vignette 
equivalence, i.e., that all participants understand the descrip-
tions in the same way [10]. The vignettes were specifically 
developed for the German SF-12v2, two vignettes for each 
domain of the questionnaire. In each domain, one vignette 
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represented being affected more severely than the other. This 
was achieved by using substantially different concrete depic-
tions of duration and severity of symptoms, i.e., number of 
days and extent of impairment in daily life. The content of 
vignettes corresponded to the respective questions of the 
SF-12v2, i.e., vignettes included concrete information on 
frequency and duration of impairment when this was asked 
for in the respective question. To facilitate empathy, the 
vignettes were worded to describe women for female par-
ticipants and conversely for male participants. Examples of 
vignettes, translated into English, are presented online in 
Appendix I.

Data collection

Data was collected between July and December 2017. We 
conducted semi-structured, guideline-based interviews 
including answering of questionnaires. The interviews were 
structured as follows: First, participants filled in the SF-12v2 
questionnaire to assess their own HRQoL. Second, partici-
pants assessed HRQoL of vignettes on the SF-12v2. Partici-
pants were instructed to associate the examples with their 
own disease and situation. To reduce bias, the order in which 
participants received the less or more affected vignette per 
domain was randomized. For each vignette assessment we 
used the think-aloud method [19] to gain insights into the 
underlying decision process of the participant. Third, par-
ticipants were asked to describe their overall assessment 
strategies. Finally, a sociodemographic questionnaire was 
completed. There was no missing data in the questionnaires, 
because data was collected in face-to-face interviews. All 
interviews were audio-recorded.

Measurements

SF‑12v2

The SF-12v2 is a shorter form of the SF-36 questionnaire 
in its second version. The validated instrument is available 
in many languages and measures HRQoL from the patients’ 
perspective. It consists of 12 items covering the following 
eight domains: general health (GH), physical functioning 
(PF), social functioning (SF), role-physical (RP), role-emo-
tional (RE), mental health (MH), bodily pain (BP) and vital-
ity (VT). The raw scores of each domain range from 0-100, 
where higher scores indicate better HRQoL. Domain scores 
can be summarized into a physical component summary 
(PCS) and a mental component summary (MCS) [20, 21].

Sociodemographic questions

For the assessment of sociodemographic characteristics, the 
following variables were collected in written form: gender, 

year of birth, family status, level of education, housing situ-
ation, year of diagnosis, diagnosed depression, and the pres-
ence of other secondary diagnoses.

Statistical analysis

Sociodemographic characteristics and vignette ratings per 
item and domain were summarized using descriptive sta-
tistics. PCS and MCS were calculated for the participants’ 
self-reported HRQoL according to the manual by QualityM-
etric [22] based on 1998 normative data of the U.S. general 
population. To analyze the association between sociodemo-
graphic characteristics and vignette assessments, stepwise 
backward linear regression models, with probability to enter 
p = 0.05 and probability to remove p = 0.10, were conducted. 
As the vignettes describe fictive examples of different indi-
viduals in each domain, no component scores could be 
derived for the vignettes, and vignette assessments were ana-
lyzed separately on domain level. In addition, we were inter-
ested in the difference of the vignette assessments for each 
domain and determined the assessment difference (“score 
vignette 1—score vignette 2″) as further outcome variables. 
Therefore, 24 separate regression models were conducted. 
All independent variables including sociodemographic fac-
tors, MCS and PCS (4 continuous, 8 dichotomous) remained 
the same in every regression model (see Fig. 1). The order 
of being presented with vignettes (vignette describing a less 
or more severely affected status first) was considered as a 
confounder. Assumptions of linear regression analyses were 
tested in advance. Homoscedasticity and normal distribu-
tion of residuals were checked graphically. The latter was 
additionally verified using Kolmogorov–Smirnov tests. The 
absence of multicollinearity was verified by VIF and toler-
ance. For the interpretation of results, Bonferroni correction 
of p-values was applied to account for inflation of nominal 
α-level for multiple significance. Therefore, the significance 
levels of the regression models were adjusted to the number 
of tests. Statistical analyses were performed with IBM SPSS 
Statistics V23 (IBM Inc, Armonk, NY, USA).

Qualitative analysis

Qualitative analysis examined patients’ justifications of their 
vignette rating. Patients’ justification strategies allow us to 
make inferences about patients’ individual reference frame 
and assessment process of HRQoL and about aspects and 
dimensions of relevance. For this analysis an explanatory 
sequential design was chosen [23], i.e., qualitative analysis 
was performed based on the results of the quantitative analy-
ses. For practical reasons, we focused on the four vignette 
assessment regression models with highest explained vari-
ance. The case sampling for the qualitative analysis was 
purposeful [24]. Concentrating on the quantitatively most 
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highly associated variable, extreme or deviant case sampling 
was performed, selecting participants at the extremes of this 
variable and covering a broad spectrum of individuals in 
between [25]. Interviews of selected cases were transcribed 
verbatim.

The reasoning of vignette ratings was examined to ascer-
tain why the selected participants rated the same vignettes 
differently. We explored why patients chose a particular 
response option and not an adjacent one. For the qualitative 
data analysis, an integrated approach was chosen, combin-
ing inductive and deductive coding [26]. With this method, 
a theoretical framework was built deductively beforehand 
and was then complemented with inductive coding. This 
procedure enhances the objectivity of the study and helps 
to develop a theory about the object of investigation [24]. 
Assessment justifications and subordinated themes were 
then generated inductively. In addition, the overall assess-
ment strategy was analyzed separately. The analysis started 
with 12 interviews and was then gradually added to until 
theoretical saturation in the overall reasoning for vignette 
assessment was achieved [27]. For qualitative analysis, 
MAXQDA Analytics Pro (Verbi GmbH, Berlin, Germany) 
was used.

Ethics

The study was carried out in accordance with the Code of 
Ethics of the Declaration of Helsinki and was approved by 
the ethics committee of the Hamburg Medical Chamber 
(reference number PV5561). Participants provided written 
informed consent before participation. No intervention was 
undertaken.

Results

Study participants

In total, 100 patients participated; 50 diagnosed with MS 
and 50 diagnosed with psoriasis. Age ranged from 21 to 
83 years, with a mean of 45.73 (± 14.63) years. Fifty-two 
participants were female. Educational level was evenly dis-
tributed, with 48 participants with a higher level (at least 
12 school years) and 52 with a lower level of education. 
HRQoL (PCS and MCS) was lower than in the general 
population [22]. Mean PCS was 43.90 (± 11.07), with MS 
patients scoring slightly lower (42.68 ± 10.7) than pso-
riasis patients (45.13 ± 11.33). MCS had a mean of 45.63 
(± 12.39), with MS patients (45.48 ± 11.68) and psoriasis 
patients (45.77 ± 13.18) scoring similarly (Table 1).

Vignette assessment

For each domain of the SF-12, participants rated two dif-
ferent vignettes. These assessments were transformed into 
scores, ranging from 0–100. As intended, Vignette 1 of each 
domain, describing a less severely affected patient, was rated 
with higher mean values of HRQoL than Vignette 2 describ-
ing a more severely affected. Mean scores of Vignettes 1 
ranged from 51.13 (± 21.03) for RP to 72.25 (± 19.30) for 
BP. Mean scores of Vignette 2, describing more severely 
affected patients, ranged from 21.13 (± 15.04) for RP to 
43.75 for GH (± 20.75). Mean difference of the two vignette 
assessments of the respective domain was the lowest for 
the MH domain (25.00 ± 19.05) and the highest for the BP 
domain (49.00 ± 25.85) (Table 2). The frequencies of cho-
sen response categories for the vignette ratings are online 
in Appendix II.

Regression analyses

Testing the assumptions for linear regression revealed sat-
isfactory results. Stepwise backward regression analyses 
showed that ten of the 16 vignette assessments were sig-
nificantly associated with participant’s age. Being older 
negatively influenced the assessment of seven vignettes 
describing, in the main, less severely affected patients and 
positively influenced the assessment of three vignettes 
describing more severely affected patients. The partici-
pant’s disease predicted seven vignette assessments. In 
comparison to a diagnosis of psoriasis, a diagnosis of MS 
altered vignette assessments towards more positive ratings. 
Being diagnosed with depression as secondary diagnosis, 
in turn, led to more negative vignette assessments. After 
adjusting significance thresholds according to Bonfer-
roni, age remained significant in three models, disease, 
and MCS in one model each (Table 3).

Regression models explaining the difference between 
vignette assessments per domain had less explanatory vari-
ance than models explaining single vignette assessments. 
Yet, age still influenced the assessment differences in six 
domains. Being older lowered the differences between 
Vignettes 1 and 2 in those six domains, which means that 
with the increasing age the less severely affected examples 
in Vignettes 1 were rated as worse, and the more severely 
affected cases in Vignettes 2 were rated as better. Further 
details can be seen in Table 4.

Qualitative analysis

Based on the results of the regression analyses, the four 
vignette assessments with the highest explained vari-
ance were chosen for additional qualitative analysis: GH 
Vignette 1 (adj. R2  = 0.172), PF Vignette 2 (adj. R2 = 0.167), 
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RE Vignette 1 (adj. R2 = 0.141), and BP Vignette 1 (adj. 
R2 = 0.148). Translations of the four selected vignettes 
can be found online in Appendix I. In addition to the four 
vignette assessments, the overall assessment strategy was 
analyzed.

As participants’ age was the strongest predictor of 
vignette assessment, cases for qualitative analysis were 
selected based on patients’ age. We included extreme cases 
(21 years, 83 years), complemented with 15 cases that were 
widely distributed in between. Mean age was 49.76 years 

(± 18.77). Of the 17 participants included in the qualitative 
analysis, eight were female and seven were diagnosed with 
MS (Table 1).

The analysis of patients’ descriptions of their overall 
assessment strategy revealed that three (sometimes com-
bined) overall assessment patterns were used to assess the 
vignettes on the scales of the questionnaire. The most com-
mon strategy, used by all 17 participants, was to compare 
the examples with their own situation. Most participants 
said they tried to imagine how they would feel in the same 

Table 1   Descriptive statistics of the study sample (N = 100)

N number of patients; SD standard deviation; PCS physical component summary
MCS mental component summary; MS multiple sclerosis

Variable N (%) Mean (SD)

Disease
 MS 50 –
 Psoriasis 50 –

Gender
 Female 52 –
 Male 48 –

Educational level
 High 48 –
 Low 52 –

In a relationship
 Yes 40 –
 No 60 –

Working
 Yes 67 –
 No 33 –

Comorbidities
 Yes 63 –
 No 37 –

Diagnosed with depression
 Yes 12 –
 No 88 –

SF-12 scores
 PCS – 43.90 (11.07)
 MCS – 45.63 (12.39)

Age (years) – 45.73 (14.63)
Time since diagnosis (years) – 15.25 (13.90)

Subsample for qualitative analysis (N = 17)

Variable N (%)

Disease
 MS 7 (41.2)
 Psoriasis 10 (58.8)

Gender
 Female 8 (47.1)
 Male 9 (52.9)

Age (years) – 49.77 (18.77)
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situation and to what extent the situation would impair them. 
Eight stated they could relate to the described examples 
because they had experienced similar situations. Two par-
ticipants said relating to the situation was difficult because 
they would cope differently than the patient described in 
the example, but still tried it. In addition, most participants 
described using a logical reasoning process in assessing the 
vignettes: first reading questions and examples, then select-
ing the most important information. Some participants men-
tioned the time frame, e.g., the time span of the impairment, 
as the key factor, while others focused on the type and level 
of impairment. Several participants stated that they com-
pared the two example patients in each domain with each 
other to rate which of the two was more impaired.

For single vignette assessments, we analyzed the verbal-
ized decision process and explored why participants decided 
for a particular response option and not an adjacent one. 
We found that the selection between adjacent response cat-
egories (e.g., “some of the time” vs. “a little of the time” 
or “good” and “very good”) was not justified in a way 
that allowed for distinction between them. Therefore, we 
explored why some participants rated a vignette as positive 
while others rated it as negative. In the following, we display 
the most frequently used response categories to the respec-
tive justification in brackets. The justifications for single 
vignette ratings were assigned to four different strategies: 
(1) evaluation of symptom quality and severity, (2) evalua-
tion of impairments in daily life, (3) ranking different dimen-
sions of HRQoL in a personal hierarchy, and (4) assuming 
impairments beyond the described vignettes (Table 5). The 
most commonly applied strategies were the evaluation of 
symptoms and impairments in daily life. The strategies were 
not associated with sociodemographic factors.

Concerning the less severely affected GH Vignette 1, 
rather negative assessment (mostly “fair”) was most often 
justified through the evaluation of the symptoms, for exam-
ple being sad or thoughtful. Some participants assumed 
the presence of impairments beyond the mere description, 

such as a suspected long-term condition. In contrast, rather 
positive assessments (mostly “very good” and “good”) were 
most often justified via the nonexistence or short duration 
of impairments in daily life. In addition, some participants 
ranked mental health problems as less important than physi-
cal health problems.

In the assessment of the more severely affected PF 
Vignette 2, only the evaluation of symptoms and the evalu-
ation of impairments in daily life figured in justifications. 
Focusing on the described symptoms led to a rather negative 
rating (mostly “Yes, limited a lot”) of the vignette. Patients 
mainly considered the type of pain (e.g., knee pain) and the 
duration of pain in their negative assessment. The impair-
ments in daily life were evaluated both negatively and posi-
tively. A negative rating was justified by citing the need for 
support, the use of the elevator, and the abandonment of a 
hobby. A more positive rating (mostly “Yes, limited a little”) 
was justified by stating that the impairment could be worse, 
e.g., needing a wheelchair. In addition, some participants 
rated receiving support from family and friends as positive 
and as not an impairment.

For the less severely affected RE Vignette 1, a rather 
positive rating (mostly “a little of the time” and “some of 
the time”) was most often justified via the evaluation of 
impairments in daily life. Participants focused on the short 
time span, the ability to work and the support of family and 
friends. One patient rated support negatively. In a negative 
assessment, the evaluation of symptoms was a driving fac-
tor. Especially, psychological stress, sadness, and lethargy 
were mentioned as justifications for a negative rating (mostly 
“all of the time” and “most of the time”). One participant 
assumed the existence of a justification beyond the textual 
description of the vignette by interpreting a joylessness at 
work and argued that work should be fun.

Positive ratings (mostly “Not at all” or “A little bit”) of 
BP Vignette 1 describing a less severely affected status was 
either justified via the evaluation of the symptoms or the 
evaluation of the impairments in daily life. Participants said 

Table 2   Results of vignette assessments per domain

Min minimum; Max maximum; SD standard deviation

Domain Vignette 1 Vignette 2 Vignette difference

Min Max Mean SD Min Max Mean SD Min Max Mean SD

General health 0.00 100.00 62.10 25.76 0.00 100.00 43.75 20.75 – 40.00 100.00 27.35 27.72
Physical functioning 0.00 100.00 69.75 23.91 0.00 75.00 21.75 21.22 – 50.00 100.00 48.00 26.99
Social functioning 0.00 87.50 51.13 21.03 0.00 62.50 21.13 15.04 – 25.00 75.00 30.00 21.02
Role-physical 0.00 87.50 54.63 22.66 0.00 87.50 22.75 19.25 – 62.50 87.50 32.88 30.59
Role-emotional 0.00 100.00 72.25 19.30 0.00 75.00 26.25 22.30 – 75.00 100.00 49.00 25.85
Mental health 12.50 75.00 55.63 14.69 0.00 62.50 30.63 14.03 – 50.00 75.00 25.00 19.05
Bodily pain 0.00 100.00 69.75 18.90 0.00 100.00 21.75 16.53 – 50.00 100.00 48.00 25.54
Vitality 0.00 100.00 64.75 18.50 0.00 100.00 25.25 18.63 – 100.00 100.00 39.50 27.33
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that pain was short-term, not severe, and painkiller treat-
ment was successful, consequently working was possible. 
Negative rating (mostly “moderate”) was rarer and justified 
by either inferring the existence of impairments beyond the 
vignettes, such as psychological stress, or by ranking pain 
as a very important component of HRQoL.

Discussion

This study has shown that vignette assessments on the SF-12 
were related to sociodemographic factors and to individual 
reasoning strategies during the assessment process. The 
results provide insights into the HRQoL construct but the 
understanding of the construct is still limited and further 
research is needed.

Individual characteristics predicting vignette 
assessments

The quantitative analysis indicates that different individual 
factors were related to the assessment of the same vignettes. 
Especially, participants’ age- and disease-specific factors 
had an impact on individual assessments. Contrary to find-
ings of other studies, related constructs such as self-rated 
health or pain assessment, participants’ gender [7, 28, 29] 
and educational level [15, 29] did not influence assessments.

In detail, we found that younger patients rated vignettes 
describing more severely affected patients more negatively 
and vignettes describing less severely affected patients more 
positively. In other words, the difference between vignette 
ratings in each domain decreased with age. These results 
dovetail with a previous research finding that older people 

show a higher steadiness of emotional experiences, while 
younger people are more reactive to unforeseen events in 
daily life when assessing their own well-being [30, 31]. Our 
results suggest that this might not only be in self-assess-
ment but also in assessment of external references such as 
vignettes which implies that individual understandings of 
the construct differ.

Participants diagnosed with MS had slightly worse self-
rated HRQoL, which is consistent with the slightly higher 
disability weights in the global burden of disease study for 
patients with MS compared to psoriasis [32]. While report-
ing worse HRQoL for themselves, MS patients rated the 
HRQoL of the patients described in the vignettes as bet-
ter on average than psoriasis patients. This may be because 
they take their own HRQoL as a reference value, thus con-
trasting their own and HRQoL states in the vignettes. The 
differences between disease groups suggest that different 
reference frames are used by those groups, leading to dif-
ficulties in comparing their assessments. Disease and age 
remained significant predictors in some models after Bon-
ferroni adjustment. Notably, age remained significant in all 
models investigating vignette difference. Yet, it needs to be 
considered that statistical power of all models decreased due 
to Bonferroni adjustment. Given the exploratory character 
of this study, findings need to be verified in confirmatory 
studies. Accordingly, results can serve as a basis for deriv-
ing hypotheses on patients’ individual reference frame of 
HRQoL.

Reasoning for vignette assessments

To be able to integrate and connect quantitative and quali-
tative analyses, the qualitative sampling was based on the 

Table 4   Standardized regression coefficients in stepwise linear regression predicting the vignette difference per domain (N = 100)

MCS mental component summary; R2 coefficient of determination; adj. adjusted; SE: standard error
bold beta values: statistical significant
*p-value: < 0.05, **p-value: < 0.01; † Remains significant at nominal p-value ≤ .05 after Bonferroni correction for 8 significance tests; nonin-
cluded predictors are denoted by “-“; predictors not included in any model are not displayed (relationship status, physical component summary, 
comorbidities, working)

Vignette difference Age Disease Vignette order Depression Time 
since diag-
nosis

MCS Working Gender Overall model sum-
mary

R2 Adj. R2 SE
Ref. cat. (Years] Psoriasis Less severe first No [Years] [Score] No Female

General health – – – 0.275*† – – – – 0.076 0.066 26.78
Physical functioning – 0.401**† – – – – – – – 0.161 0.152 42.85
Social functioning – 0.355**† – – 0.192* – – – – – 0.151 0.134 25.44
Role-physical – 0.415**† 0.192 0.189 – 0.204 – – – 0.163 0.128 19.63
Role-emotional – 0.291**† 0.210* – – – 0.188* – – 0.167 0.141 28.34
Mental health – 0.174 – – – – 0.256* 0.218* 0.110 0.082 18.25
Bodily pain – 0.329**† – – – 0.302* – 0.227* – – 0.126 0.099 24.54
Vitality – 0.262** – – – – – – – 0.069 0.059 24.78
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quantitative results. As age and disease had the highest pre-
dictive value, we assumed that the justification of assessment 
strategies would differ between young and old and between 
MS and psoriasis patients. However, we could not detect 
these predictors in qualitative reasoning giving expression 
to the assessments, but instead found justification strategies 
to differ between domains.

Depending on the SF-12 domain and on whether the rat-
ing of the single vignettes was overall positive or negative, 
four different strategies were used to assess the vignettes. 
However, these strategies were not related to whether the 
rating was extreme or moderate. So, these strategies did not 
explain why participants chose one response option rather 
than an adjacent one (e.g., “good”, “very good”, “excel-
lent”), as adjacent response options were justified in a very 
similar or even identical manner. However, quantitative 
analysis showed that in cases where younger participants 
rated “good” overall health, older ones rated “excellent”, 
even though the qualitative assessment strategy did not dif-
fer. This leads one to conclude that not only are assessments 
affected by the combination of sociodemographic factors 
and justification strategies, but also by additional factors that 
predict why participants chose one answer rather than an 
adjacent one. In this context, the stableness of personal emo-
tional experience [30, 31] might have influenced the assess-
ment and could explain assessment differences with age.

The analyses demonstrated that justification patterns were 
not uniform but changed with HRQoL domains of the SF-12 
and each domain exhibited different patterns. Individual par-
ticipants also changed strategy between domains. Therefore, 
the interaction between sociodemographic characteristics 
and justification strategies becomes even more complex with 
different HRQoL domains.

This study shows that the individual assessment process 
of patients with chronic conditions is complex. On the one 
hand, it is influenced by the participants’ sociodemographic 
and health-related characteristics, especially age and disease. 
On the other hand, different domains of HRQoL are evalu-
ated by recourse to different assessment strategies, the use 
of which does not depend on sociodemographic character-
istics. We assume that additional determinants influence the 
assessment process of HRQoL. These determinants could be 
personality traits, like openness and emotional coping style, 
which have been found to predict HRQoL, too [33].

Strengths and limitations

The major strength of this study is its mixed-method design. 
The combination of sociodemographic aspects and per-
sonal assessment strategies provided a broader picture and 
improved understanding of the individual assessment pro-
cess of HRQoL. In addition, face-to-face interviews pro-
vided a dataset without missing values.

As the tasks for participants were rather complex, patients 
with severe cognitive impairments were excluded. As these 
patients may also have lower HRQoL, the difference between 
disease groups in our study may have been smaller than that 
in a representative sample.

Due to ethical considerations, no data on income were 
collected, although other studies have found that income 
was a key factor behind reporting heterogeneity [8, 29], 
and therefore, for different individual reference frames 
of HRQoL. Further research on this topic should include 
income as an independent variable.

A further strength of this study is its extensive and com-
prehensive development of the vignettes for the SF-12. 
Vignette equivalence, i.e., the assumption that all partici-
pants understand the descriptions therein in the same way, 
was recognized in qualitative analysis and was only violated 
when patients inferred information beyond the descriptive 
text, which was rare. Response consistency, i.e., using the 
same rating standard for self-assessment and vignette assess-
ment, could be assumed for nearly every patient, as partici-
pants were told to associate the examples with themselves 
and confirmed this when reporting on their assessment 
strategies.

Conclusion

This exploratory research revealed that individual under-
standing and assessment processes of HRQoL may substan-
tially vary and is predicted by sociodemographic factors, 
individual assessment strategies, and probably other intrinsic 
factors. It provides a useful basis for further research on 
those predictors as it shows that the assessment of vignettes 
is a reasonable approach for improving our understanding 
of HRQoL.

Generic instruments aim to overcome the limitations of 
disease-specific instruments and make comparisons across 
different diseases possible. However, this study shows that 
generic instruments, too, only allow for limited comparison, 
because the HRQoL construct is understood differently by 
different disease groups.
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