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ABSTRACT. Objective.The Qualityof Well-beingScale (QWB)is a geneticmeasure of health related qualityof life
that can be used for population monitoring, measurement of clinical outcomes, or cost effectiveness
analysis. We report data on the validity of the QWB for patients with fibromyalgia (FM) and compare
the effect of FM to that of other chronic diseases.
Methods. The participants were 594 people recruited from a private health maintenance organization
with a confirmed diagnosis of FM. The QWB was administered, along with measures of self-rated
health status, physical functioning, pain, stiffness, anxiety, sleep, and depression. The QWB places lev-
els of wellness on a continuum ranging from 0.0 (for death or the equivalent of being dead) to 1.0 (for
optimum functioning without symptoms).
Results. Patients with FM had mean QWB scores of 0.559 (SD 0.074), which is lower than scores
reported for patients in most other chronic disease categories. QWB was significantly correlated with
measures of physical functioning, stiffness, anxiety, depression, pain, and sleep quality.
Conclusion. Evidence supports the validity of the QWBfor patientswith FM. Patients with FM obtain "_
lower scores on the QWB than patients with diagnoses of chronic obstructive pulmonary disease,
rheumatoid arthritis, atrial fibrillation, advanced cancer, and several other chronic diseases. Although
FM is generally considered a syndrome rather than a disease, substantial disability is experienced by
people with this diagnosis. (J Rheumatol 2000;27:785-9)

Key Indexing Terms:
FIBROMYALGIA QUALITYOFLIFE
QUALITYOF WELLBEINGSCALE OUTCOMESMEASUREMENT

Quality of life has become an important outcome in studies of Human Services appointed a multidisciplinary group of
rheumatic disease. Most studies in rheumatology use disease- methodologists to recommend standardized strategies for the
specific measures of quality of life such as the Arthritis Impact evaluation of health care. The panel concluded that standard-
Measurement Scale (AIMS) 1 or the Health Assessment ized outcomes analyses be conducted to evaluate the cost
Questionnaire (HAQ) 2.These measures have the advantage of effectiveness of medical care 4. These analyses require prefer-
asking questions specific to musculoskeletal problems, ence weighted measures of health related quality of life.
However, some studies have failed to show that they are more Although there has been considerable interest in measuring
sensitive to medical interventions for arthritis than are more the cost effectiveness of treatments for fibromyalgia (FM), lit-

general generic measures 3. The generic measures may be less tle is known about the validity of general outcomes measures
sensitive, but are required for some policy analyses, for these patients.

Policy analysis requires that a broad range of policy We use a method known as the Quality of Well-being Scale
options be considered. The options must be compared because (QWB), which is one of the general methods that can be used
very different programs compete for the same funds. The to estimate quality adjusted life years (QALY) for policy
options are usually diverse, ranging from prevention to acute analysis. There has been a trend toward the use of measures
care, to chronic care, rehabilitation, and longterm care. For that are unique to a given illness. These disease-specific mea-
these very different options to be compared directly, they must sures have limited usefulness when making comparisons
be evaluated using a common set of rules and measures, between different disease states. The QWB is a general mea-
Investigators in both the public and private sectors have strug- sure that may conceivably be used in any disease population.
gled to find appropriate methodologies to evaluate health care Generic measures can be used to compare the value of treat-
technologies. In 1993, the US Department of Health and ments for different conditions. However, it is important to

determine the validity of generic measures, such as the QWB,
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PittsburghSleep Quality Index (PSQI). The PSQI assessessleep quality over Table3. Meansand standarddeviations for self-ratedhealth,FIQ, CES-D,and
the past month. Questions cover a variety of factors including estimates of PSQI.
sleep duration, latency, frequency of disturbance, and severity of sleep relat-
ed problemsto generatea globalsleepqualityscore.ThePSQIhas good Variable Mean SD
test-retest reliability (r = 0.85) and internal consistency (alpha = 0.83), and
effectivelydistinguishes "good" sleepersfrom "bad" sleepers27. Self-rated health status 3.22 0.928
Self-rated health. In addition to the standardized scales,patients rated their Physical functioning (FIQ) 1.31 0.711
own healthusing the categoriesexcellent, verygood,good, fair, andpoor. The How firedhave you been (FIQ VAS) 76.54 21.43
measure was scored as an ordinal scale with excellent assigned the value 5 How have you felt when you wake up (FIQ VAS) 76.95 22.43
andpoorassigned0. Howbadhasyourstiffnessbeen(FIQVAS) 70.11 24.19

How tense, nervous, or anxious (FIQ VAS) 49.65 29.84

RESULTS How depressedor blue (FIQ VAS) 40.95 30.22
Howbad hasyour painbeen(FIQVAS) 63.99 22.42

As a general measure of health status, the QWB scale gener- Total FIQ 61.23 16.08
ares a single number for each patient. This number can be used CES-D 19.82 11.39_
in several ways. Data from the QWB are often used in a PSQIglobal 11.274 3.96

methodology known as quality adjusted survival analysis.

Using this method, survival time is adjusted by health related
quality of life. In traditional survival analysis an individual is Table4. Correlationsof QWB and self-ratedhealth statuswith FIQ and men-

scored 1.0 if alive and 0.0 if dead. Adjusted survival analysis talhealth measures.
assigns wellness scores between 0.0 and 1.0 based on health

Variable QWB Self-rated
related quality of life. The mean QWB score for the patients HealthStatus
was 0.559 (SD 0.074). This suggests that for each year the

average patient has FM, he or she loses the equivalent of Physicalfunctioning(FIQ) -0.571 -0.425

0.441 (calculated as 1.00 - 0.559 = 0.441) QALY. Howtiredhaveyoubeen(FIQVAS) -0.300 -0.313
How have you felt when you wake up (FIQ VAS) -0.260 -0.268

Table 2 shows QWB scores for patients with FM in re/a- How bad has your stiffness been (FIQ VAS) -0.288 -0.281
tion to other groups that have been studied using the QWB. Howtense,nervous,or anxious(FIQVAS) -0.274 -0.274
The table shows that the effect of FM is quite profound. Howdepressedorblue(FIQVAS) -0.280 -0.274

Scores for patients with FM are lower than for patients with How badhas yourpain been(FIQVAS) -0.361 -0.327
endstage cancer, human immunodeficiency virus disease, and TotalFIQ -0.488 -0.444

CES-D -0.449 -0.420
chronic obstructive pulmonary disease. They are comparable PSQI global -0.339 -0.292
to patients with age related macular degeneration.

Table 3 summarizes mean FIQ scores along with self-rated All correlations are significant at p < 0.001.
health, CES-D, and PSQI. CES-D scores for this group tend-

ed to be high (mean 19.82, SD 11.39). The CES-D scores can D suggest suspected clinical depression, and 50% of the

range from 0 to 60, and nearly the entire range was observed patients in this sample scored at or above this threshold.

in this patient sample (range 0-57). Scores > 18 on the CES- Table 4 shows correlations between the QWB and other

Table2. Mean QWB score by patient group.

Condition MeanQWB Reference

Wellchildren 0.89 Kaplan,et al, 19765
Generalpopulation, San Diego 0.81 Kaplan,et al, 19765
Elderlymen, Beaver Dam, Wisconsin 0.68 Fryback,et al, 199328
Elderlywomen, Beaver Dam, Wisconsin 0.67 Fryback,et al, 199328
Adults withCOPD 0.66 Kaplan,et al, 198429
Osteoarthritis 0.64 Cronan, et al, 19973o
Depression (inpatients) 0.64 Pyne, et al, 19973_
Advanced cancer (site varied) 0.63 Anderson, et al, 199832
AIDS patients in clinical trial of AZT 0.61 Kaplan, et al, 19898
Macular degeneration 0.58 Williams,et al, t99833
Fibromyalgia 0.56 Thisstudy
Alzheimer's disease 0.51 Kerner, et al, 199834
Major non-head trauma 0.46 Holbrook, et al, 199435

COPD: chronic obstructive pulmonary disease.
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