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Abstract 

Background The increased prevalence of myopia creates and earlier age of onset has created public health con-
cerns for the long-term eye health, vision impairment and carries with it a significant economic burden. The qual-
ity of the economic evaluation is dependent on the sensitivity and validity of the approaches. Nowadays, there are 
many approaches to measure patients’ health state utility (HSU). However, little is known regarding the performance 
of direct approach and indirect approach in people with myopia. This study is aimed to compare the psychometric 
properties of four HSU approaches among patients with myopia in mainland China, including two direct approaches 
(TTO and SG), the generic preference-based measures (PBM) (AQoL-7D) and the disease-specific PBM (VFQ-UI).

Methods A convenience sampling framework was used to recruit patients with myopia who attended a large 
ophthalmic hospital in Jinan, China. Spearman’s rank correlations coefficient was used to assess concurrent validity. 
Known-group validity was analyzed by: (1) whether the patients wear corrective devices; (2) severity of myopia as low 
or moderate to high of the better eye; (3) duration of myopia as ≤ 10 years or > 10 years. Effect size (ES), relative effi-
ciency (RE) statistic and the largest area under the receiver operating characteristic curve (AUC) were used to assess 
sensitivity. The intra-class correlation coefficient (ICC) and Bland–Altman plots were used to assess agreement.

Results A valid sample size of 477 myopia patients was analyzed (median duration: 10 years). The mean HSU scores 
between TTO and SG were similar (0.95) and higher than AQoL-7D (0.89) and VFQ-UI (0.83). Overall, the VFQ-UI 
had the best performance based on the psychometric analysis. The agreement indicated that there was no pair of 
approaches that could be used interchangeably.

Conclusions The VFQ-UI showed better psychometric properties than other three approaches for providing health 
state utility in Chinese myopia patients. Given the widespread use and its generic nature of the AQoL-7D, it could be 
used alongside with VFQ-UI to provide complementary health state utility from a generic and disease-specific per-
spective for economic evaluation. More evidence on the responsiveness of four health utility approaches in myopia 
patients is required.
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Introduction
Myopia is the most common ocular abnormality in the 
world [1, 2]. It is estimated that the number of people 
around the world with myopia in 2016 is 1.406 billion 
(22.9% of the population), and it will increase to 4.758 bil-
lion people (49.8% of the world population) by 2050 [3]. 
The most rapid increases and highest prevalence have 
been recorded in East Asian countries, including China 
[4]. The estimated prevalence of myopia was about 80% 
in 18-year-old school children and 17% in adults aged 
40 years and older in China [5]. Myopia, especially high 
myopia increases the risk of pathologic ocular changes 
such as cataract, glaucoma, retinal detachment, and 
myopic macular degeneration, all of which can cause 
irreversible vision loss [6]. The increased prevalence of 
myopia creates and earlier age of onset carries with sig-
nificant economic burden [7, 8].

Cost-effectiveness analysis, especially cost-utility 
analysis (CUA), has been increasingly conducted to aid 
decision-makers concerning the allocation of scarce 
resources within healthcare [9]. The most widely used 
effectiveness measure in CUA is the quality-adjusted life 
years (QALYs) [10], and the key component of QALYs is 
the health states utility (HSU), which reflects the strength 
of an individual’s preference over the different quality 
of life dimensions [11]. The HSU, anchored on 0 (being 
dead) and 1 (full health), can be either measured directly 
approaches or indirectly approaches [9].

Standard gamble (SG) and time trade-off (TTO) are 
two popular direct approaches to measure HSU [11]. 
The indirect approach mainly refers to using preference-
based measures (PBMs), which provide a standardized 
health state classification system and a tariff of quality 
weights for all health states described by the classifica-
tion system [12]. Previous studies have shown that some-
times generic PBMs may not be sufficiently sensitive to 
vision-related quality of life [13, 14]. For example, the 
EQ-5D, lacks a vision-related domain and was insensitive 
to vision impairment and ocular disease [15–17]. Fur-
thermore, evidence has shown that the PBMs that con-
tain a vision dimension are more sensitive to measure the 
effects of visual impairment [18]. Therefore, the AQoL-
7D which consisted six items for the vision dimension 
becomes the alternative choice [19]. In addition, given 
the generic PBMs have been shown to perform poorly in 
terms of sensitivity or responsiveness in vision impair-
ment, disease-specific PBMs, the VFQ Utility Index 
(VFQ-UI) was developed to provide more sensitive 
preference-based estimates of health utilities for patients 
with varying levels of vision loss [20].

It has been proved that the different approaches of util-
ity estimation yield different values, due to the difference 
in the dimensions described, the number of levels, and 

the severity range [21]. The quality of the economic eval-
uation is dependent on the sensitivity and validity of the 
approaches. Therefore, it is important to assess the valid-
ity of any health outcome instrument [13]. There have 
been some studies that compared validation between 
direct approaches (TTO and SG) [22], and among 
generic PBMs [13] in visual disorders. However, little is 
known regarding the performance of direct approach and 
indirect approach in people with myopia. The main aim 
of this study was to compare the psychometric proper-
ties of two direct approaches (TTO and SG), the generic 
PBM (AQoL-7D) and the disease-specific PBM (VFQ-
UI) among myopia patients.

Methods
Study design and population
A cross-sectional survey was conducted with myopia 
patients from the Affiliated Eye Hospital of Shandong 
University of Traditional Chinese Medicine in China 
between September 2014 and March 2016. A conveni-
ence sampling framework was used to recruit myopia 
patients who were scheduled to undergo the LASIK 
(Laser- In  Situ Keratomileusis) surgery. Patients whom 
spherical equivalent (SE) in both eyes of at least − 0.5 
diopters (D) and did not have any other ocular disease 
were eligible to participate in this study. Patients were 
excluded if they were (a) unwilling to give informed 
consent, or (b) have a cognitive or intellectual impair-
ment that could affect oral communication. This study 
was approved by the Ethics Review Board of the School 
of Public Health, Shandong University (Reference 
No.20141002), and the research adhered to the tenets of 
the Declaration of Helsinki.

After giving informed consent, a trained nurse admin-
istered the measures via face-to-face interviews in the 
waiting period between the routine eye examination 
and the refractive surgery-specific examination. During 
the interview, patients’ socio-demographic characteris-
tics and HSU were obtained using a hardcopy question-
naire, while their clinical information was collected by 
the trained nurses from their visual tests and medical 
records.

Measures
The questionnaire consisted of three sections.  The 
first section included socio-demographic characteris-
tics of patients. The second section included two direct 
approaches (TTO, SG), the generic PBMs (AQoL-7D), 
the disease-specific PBM (VFQ-UI) and the disease 
HRQoL instrument (NEI-VFQ-25). The third section 
included clinical characteristics of the respondents (e.g., 
spherical equivalent of better eye, duration of myopia and 
type of corrective devices).
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TTO method
The TTO method measures the number of years the 
patient is willing to sacrifice for a new technology that 
restores prefect health [23, 24]. In this study, a direct 
TTO question previously used in China was adopted 
[25]. Participants were asked to predict their expected 
life expectancy and the maximum number of remaining 
years of life they would be willing to give up if they could 
receive an imaginary technology and have perfect vision 
in both eyes for the rest of their lives. The TTO utility 
score was calculated based on the time traded in years 
over the expected number of years of the respondent’s 
remaining life that (s)he is willing to give up for a hypo-
thetical technology to restore perfect vision, that is:

SG method
The SG is a method that has its theoretical basis in the 
von Neumann–Morgenstern axioms of expected util-
ity theory. It aims at measuring the ‘disutility’ of a health 
state by observing the willingness to accept a certain risk 
of death in order to avoid the state [26]. In the study, par-
ticipants were asked to consider a hypothetical scenario 
where a new treatment was developed that could give 
them perfect vision in both eyes for the rest of their life, 
but in this case there was an immediate risk of blindness 
if the treatment was unsuccessful. They were then asked 
what the maximum percentage risk of death, if any, they 
would be willing to accept. The SG utility score was cal-
culated as the amount of risk (in percentage) of blindness 
that a participant is willing to take for the hypothetical 
technology that may restore perfect vision, that is:

AQoL‑7D
The AQoL-7D is a comprehensive instrument created to 
increase the sensitivity of the measurement of quality of 
life amongst people with impaired vision. The descriptive 
system for the AQoL-7D was created by combining the 
descriptive systems of two extant generic instruments, 
the VisQoL and the AQoL-6D. It consists of 26 items 
which can be grouped into seven dimensions: independ-
ent living, relationships, mental health, coping, pain, 
senses and visual impairment [19]. The Chinese ver-
sion of the AQoL-7D was adopted in this study and was 
scored using the original (and currently the only avail-
able) Australian tariff, with a theoretical utility ranged 
from 0 to 1 [19].

TTO utility = 1− time traded in years / life expectancy minus current age

SG utility = 1− [amount of risk of blindness in percentage that the participant is willing to take/100]

NEI VFQ‑25
The National Eye Institute Visual Functioning Question-
naire-25 (NEI VFQ-25)  is one of the most widely used 
of the visual function questionnaires [27]. It is a multi-
dimensional questionnaire designed to assess visual dis-
ability and health related quality of life using 25 items 
across 12 subscales [28]. There are 12 subscales: 1 gen-
eral health subscale and 11 visual functioning subscales, 
including general vision, ocular pain, color vision, near 
activities, distance activities, social function, mental 
health, role difficulties, dependency, driving and periph-
eral vision [29]. Items within each subscale are converted 
to a subscale score ranging from 0 to 100 and the overall 
composite score is calculated by averaging the 11 vision 
functioning subscale scores. A higher score indicates bet-

ter vision-specific quality of life [30].

VFQ‑UI
The Visual Function Questionnaire–Utility Index (VFQ-
UI) is a vision-specific utility instrument that was calcu-
lated from the NEI VFQ-25 through application of the 
algorithm of Rentz et al. [31]. One item from each of six 
NEI VFQ-25 subscales (near activities, distance activi-
ties, social function, mental health, role difficulties, and 
dependency) was selected to develop a simplified eight 
vision-related health states classification (from best to 
worst function) using clinical input and Rasch analysis. 
Item response theory was used to derive the severity 
score (theta) for each state, and regression was used to 
map the severity score to a utility weight [20].

Statistical analysis
Descriptive statistics
Descriptive statistics were performed on patients’ char-
acteristics and the distribution of HRQoL scores. Cat-
egorical variables were calculated as frequencies and 
percentages, and continuous variables as means, standard 
deviation (SD) and median. Histograms were plotted for 
the four HSU values distribution. Continuous variables 
were tested for normality using the Shapiro–Wilk W test. 
All statistical analyses were performed using Stata soft-
ware version 14.0 (StataCorp LP, College Station, Texas, 
USA) and MedCalc software version 16.8 (MedCalc Soft-
ware, Ostend, Belgium). The level of significance was set 
at p-value ≤ 0.05 (two-tailed).
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Concurrent validity
Concurrent validity assesses the strength of the rela-
tionship between measures of the same concept. In this 
study, concurrent validity was analyzed between four 
HSU measures and the disease-specific instrument NEI 
VFQ-25. Spearman’s rank correlations coefficient were 
calculated and correlation coefficients of ≤ 0.30 (weak), 
0.30—0.49 (moderate), 0.50–0.69 (high), 0.70–0.89 (very 
high), ≥ 0.90 (nearly perfect) [32]. We formulated the fol-
lowing hypotheses based on the correspondence between 
the type of instruments and dimensions of respective 
instruments. First, there would be a weak correlation 
between the utility scores of the two direct approaches 
(TTO and SG) and two indirect instruments (AQoL-7D 
and VFQ-UI), as differ in questionnaires, respondents 
and hypothetical choice [33]. Second, compared with 
TTO and SG, we expected that AQoL-7D and VFQ-UI 
were moderate to strong correlate to NEI VFQ-25 com-
posite score and subscales scores because both them 
included visual dimensions. Third, it was anticipated that 
VFQ-UI were more strongly correlate to NEI VFQ-25 
than AQoL-7D, especially in six dimension (near activi-
ties, distance activities, social function, role difficulties, 
dependency, and mental health).

Known‑group validity
Known-group validity assesses the extent to which scores 
on an instrument differ across groups in which they are 
expected to differ. In general, it is hypothesized that sta-
tistically significant difference in HSU scores would be 
detected between patients with different visual function-
ing status. Three groups’ comparisons were chosen based 
on previous research and clinical evidence. These were 
(1) whether the patients wear corrective devices (patients 
wear spectacles or contact lenses expected to have higher 
HSU scores than those without corrective devices) [25]. 
(2) severity of myopia as low ( SE ≤ -3.0D) or moderate to 
high ( SE > -3.0D) of the better eye (patients with poorer 
visual acuity expected to have worse HSU scores) [34]. (3) 
duration of myopia as ≤ 10  years or > 10  years (patients 
with longer duration expected to have worse HSU scores) 
[35]. Known-group validity was analyzed using the non-
parametric Mann–Whitney U tests.

Sensitivity
The efficiency of the four health utility methods to detect 
clinically relevant differences of myopia patients were 
compared using effect size (ES), relative efficiency (RE) 
statistic and the largest area under the receiver operat-
ing characteristic curve (AUC) [36]. Cohen’s d was used 
to calculate standardized effect sizes. The Effect sizes 
was defined ≤ 0.5, 0.5 to 0.8 and ≥ 0.8 were small, moder-
ate and large [32]. The RE was used to evaluate whether 

one instrument is more sensitive than another between 
groups of respondents known to differ and can be calcu-
lated using the ratio of F statistics between two instru-
ments [36]. The coefficient higher than 1.0 indicates that 
the comparator measure is more sensitive than the refer-
ence measure at detecting clinically relevant differences 
and vice versa. The receiver operating characteristic 
(ROC) curve is a widely used method of evaluating the 
performance of measures against external indicators of 
health status. The AUC is regarded as the most sensitive 
as an instrument with ideal discriminative ability has an 
AUC of 1.0, and an AUC less than 0.5 means no discrimi-
native power [37].

Since AUC analysis requires external criteria to be 
dichotomous, a focused literature search was performed 
to identify already established clinically meaningful 
severity cutoff points for the NEI-VFQ-25 instrument. 
Without an existing cutoff in the literature, we use the 
median scores to separate the patient sample into differ-
ent severities in the main analysis. Across the head-to-
head assessments, the frequency of having the strongest 
correlation coefficients, the largest AUC scores, and the 
largest absolute value of effect size were used to deter-
mine the best overall validity and sensitivity among four 
instruments. In addition, we also examined the ceiling 
and floor effect of the approaches, and it was considered 
to be present if more than 15% of respondents achieved 
the lowest or the highest possible score [38].

Agreement
Agreement between four HSU instruments was exam-
ined using intra-class correlation coefficient (ICC) and 
Bland–Altman plots. The ICC was computed with a 
two-way mixed effects model based on absolute agree-
ment. Strength of agreement was based on the follow-
ing thresholds: ICC = 0–0.2 (poor), ICC = 0.2–0.4 (fair), 
ICC = 0.4–0.6 (moderate), ICC = 0.6–0.8 (strong) and 
ICC > 0.8 (almost perfect) [39, 40]. The Bland–Altman 
plots illustrated the mean score between the two meas-
urements [41]. The 95% limits of agreement (LOA) were 
bordered by ± 1.96 SD of the difference in the mean score 
between the two comparison instruments [42]. If there 
was good agreement between four approaches, then only 
5% of points would lie outside of the LOA.

Results
Participants’ characteristics
Five hundred patients were invited to the interview. 
Among them, twenty-three participants who had missing 
values on key questions were excluded from this analy-
sis, leaving a valid sample size of 477 patients (Table 1). 
The mean age was 25.2  years (range 16–48), males and 
females were equally divided. Of the participants, 35.4% 
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were students and 94.3% completed high school and 
above education, and most of them (75.9%) lived in urban 
area. In terms of myopia, the refractive error of the myo-
pia for both eyes ranged from -0.50 to -12.50D, and the 
mean refractive error of the myopia for better eye was 
-4.25 ± 1.85D (range -0.50 to -12.50D), and the mean 
duration of myopia was 10.6 ± 5.4  years. There were 

81.4% participants wear corrective devices, including 
wear spectacles and contact lenses.

Descriptive statistic of approaches
The summary statistics of HSU scores and quality of life 
scores were presented in Table 2. The mean HSU scores 
between TTO and SG were similar (0.95) and higher 
than AQoL-7D (0.89) and VFQ-UI (0.83). The mean NEI-
VFQ-25 composite score was 82.96. The distributions of 
HSU scores were shown in Fig. 1 which plots the histo-
grams for each approach. The HSU scores of TTO, SG 
and VFQ-UI were all left-skewed, while the AQoL-7D 
was relatively close to a normal distribution. The partici-
pants’ HRQoL scores by each characteristic were shown 
in Supplementary Table 1.

Concurrent validity
Table  3 showed the correlations between four health 
utility approaches and NEI VFQ-25. All the hypoth-
eses were accepted. The weak to high correlations were 
observed between the NEI VFQ-25 composite score 
and four HSU scores, ranging from 0.029 (SG) to 0.785 
(VFQ-UI). As expected, the weak correlations between 
two direct approaches (TTO and SG) and NEI VFQ-25, 
while moderate to high correlations between two indirect 
approaches (AQoL-7D and VFQ-UI) and NEI VFQ-25. 
The strengths of correlations were stronger with VFQ-
UI than AQoL-7D in general, and the strongest correla-
tions were in the six dimensions (ranged from 0.556 to 
0.716) of VFQ-UI. In summary, among four health utility 
approaches, the VFQ-UI exhibited the strongest correla-
tions against the NEI-VFQ-25.

Known‑group validity
Table 4 reported the known-group validity from the uni-
variate analyses. Significant differences among known 
groups were found on severity of myopia and duration of 
myopia for VFQ-UI. As expected, patients with low myo-
pia had significantly higher HSU (P = 0.001), and patients 
with shorter duration of myopia had significantly higher 
HSU (P = 0.000). There were no significant differences in 
whether wear corrective devices in all approaches.

Sensitivity
Table  5 presents the ESs, RE statistics, and AUC scores 
for the four utility approaches. All the ESs of TTO and 
SG were less than 0.5, indicating the small discrimina-
tion ability. Most ESs of AQoL-7D were considered to 
be moderate except in the OP, RD, driving and CV sub-
scales, while most ESs of VFQ-UI were considered to be 
large except in the GH, GV, OP and driving subscales. 
The calculated RE statistic showed that VFQ-UI had bet-
ter sensitive than AQoL-7D, whereas TTO and SG is less 

Table 1 Characteristics of participants (N = 477)

Better eye, one eye with a lower degree of myopia for both eyes of participants

SD Standard deviation

Characteristic N(%) or mean ± SD

Panel A–‑Socio‑demographic
 Age, years
  Mean ± SD 25.2 ± 6.0

  Range 16–48

 Gender
  Male 240 (50.3)

  Female 237 (49.7)

 Occupation
  Students 169 (35.4)

  Others 308 (64.6)

 Educational level
  Primary or secondary school 27 (5.7)

  High school or technical secondary school 107 (22.4)

  Junior college 103 (21.6)

  University degree and above 240 (50.3)

 Marital status
  Married 167 (35.0)

  Single 310 (65.0)

 Residence
  Rural 115 (24.1)

  Urban 362 (75.9)

Panel B–‑ clinical
 Myopia in both eyes, D
  Mean ± SD -4.50 ± 1.88

  Median -4.25

  Range -0.50 to -12.50

 Myopia in better eye, D
  Mean ± SD -4.25 ± 1.85

  Median -4.00

  Range -0.50 to -12.50

 Duration of myopia, years
  Mean ± SD 10.6 ± 5.4

  Median 10

  Range 1–30

 Type of corrective devices
  Wearing spectacles 380 (79.7)

  Contact lense 31 (6.5)

  Both 25 (5.2)

  Not wearing devices 41 (8.6)
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Table 2 Descriptive statistics for five approaches scores in myopia patients

Ceiling effect, % of respondents scored the highest possible health state; floor effect, % of respondents scored the lowest possible health state

SD Standard deviation

Approaches Theoretical range Observed range Mean (SD) Median Ceiling effect, 
N (%)

Floor 
effect, N 
(%)

TTO (0, 1.00) (0.41, 1.00) 0.95(0.06) 0.98 36(7.5) 0(0)

SG (0, 1.00) (0.20, 1.00) 0.95(0.10) 0.99 98(20.5) 0(0)

AQoL-7D (0, 1.00) (0.44, 1.00) 0.80(0.11) 0.81 1(0.2) 0(0)

VFQ-UI (0, 1.00) (0.40, 0.94) 0.83(0.10) 0.88 0(0) 0(0)

NEI-VFQ-25 (0, 100.00) (20.23, 100.00) 82.96(11.62) 85.11 3(0.6) 0(0)

Fig. 1 Distribution of health state utility scores elicited from four utility approaches. a Distribution of TTO health state utility score. b Distribution of 
SG health state utility score. c Distribution of AQoL-7D health state utility score. d Distribution of VFQ-UI health state utility score
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sensitive than AQoL-7D. Furthermore, the AUC scores 
of AQoL-7D and VFQ-UI above 0.5 with statistical sig-
nificance, which suggested that they are able to detect the 
difference between patients with severity of myopia. In 
the assessment of ceiling and floor effects (Table 2), the 
SG method showed a higher ceiling effect with 20.5%, 
and the TTO and AQoL-7D yield a small ceiling effect 
(7.5% and 0.2%), no floor effects were observed in all 
approaches.

Agreement
The ICC value for pairwise comparisons ranged from 
-0.008 (AQoL-7D & SG) to 0.557 (AQoL-7D & VFQ-UI) 
(Table  6), indicating poor absolute agreements between 
each pair of utility approaches. The Bland–Altman plots 
of each pair of the approaches were presented in Fig. 2. 
As shown, the 95% limits of agreement among six pairs 

of comparison ranged from 0.42 to 0.58, which further 
indicated the poor agreements. Nevertheless, agreement 
between two direct approaches (TTO &SG) and two 
indirect approaches (AQoL-7D & VFQ-UI) were good.

Discussion
To the best of our knowledge, this is the first empirical 
study to comprehensively assess and compare the psy-
chometric properties of two direct approaches (TTO, 
SG) and two indirect approaches (AQoL-7D, VFQ-UI) 
among myopia patients. In most scenarios, the explored 
psychometric properties of the four health utility 
approaches were supported. As expected, the moderate 
to high correlations have been observed between disease-
specific measures and the AQoL-7D and the VFQ-UI, 
while the weak correlations were observed with TTO and 
SG. Exceptions also exist, including (1) all the measures 
failed to distinguish differences between whether wear 
corrective devices in known-group validity (2) AQoL-7D 
cannot adequately reflect severity and duration of myo-
pia. Based on the psychometric properties examined in 
this study, the indirect approaches outperformed direct 
approaches. Furthermore, the VFQ-UI demonstrated the 
best performance among four health utility approaches.

The descriptive analysis found that the mean HSU 
derived from TTO and SG (0.95) were higher than those 
derived from the AQoL-7D (0.80) and VFQ-UI (0.83), 
which is consistent with previous studies that direct 
approaches tend to result in higher health utilities (reflect-
ing better reported health) than indirect approaches for 
a wide range of diseases, and the difference can be sub-
stantial [33, 43]. The reason may be explained by meth-
odological differences between the two approaches. Direct 
approaches need interviewers exchange some life years or 
take a risk for perfect health states, and capture the values 
that patients assign to their own health state. In contrast, 

Table 3 Correlation between NEI VFQ-25 and four health utility 
approaches

SD Standard deviation; ** p < 0.01; * p < 0.05

NEI‑VFQ‑25 TTO SG AQoL‑7D VFQ‑UI

Composite score 0.124** 0.029 0.493** 0.785**

General Health 0.073 0.029 0.328** 0.167**

General Vision 0.049 0.023 0.326** 0.338**

Ocular Pain 0.028 0.006 0.249** 0.266**

Near Activities 0.119** -0.027 0.343** 0.716**

Distance Activities 0.136** 0.052 0.427** 0.641**

Social Function 0.151** 0.032 0.367** 0.665**

Mental Health 0.153** 0.099* 0.447** 0.642**

Role Difficulties 0.036 -0.008 0.283** 0.556**

Dependency 0.066 0.088 0.417** 0.647**

Driving 0.082 0.037 0.337** 0.468**

Color Vision 0.063 -0.017 0.203** 0.498**

Peripheral Vision 0.119** 0.043 0.322** 0.564**

Table 4 Known-group validity of four health utility approaches

SD Standard deviation

Groups N (%) TTO SG AQoL‑7D VFQ‑UI

Mean (SD) P‑value Mean (SD) P‑value Mean (SD) P‑value Mean (SD) P‑value

Severity of myopia
 Low 138 (28.9) 0.95 (0.05) 0.761 0.94 (0.12) 0.278 0.81 (0.11) 0.200 0.85 (0.09) 0.001
 Moderate to High 339 (71.1) 0.95 (0.06) 0.95 (0.09) 0.80 (0.11) 0.83 (0.10)

Duration of myopia (Years)
  ≤ 10 301 (63.1) 0.95 (0.05) 0.053 0.95 (0.10) 0.423 0.81 (0.10) 0.269 0.83 (0.10) 0.000
  > 10 176 (36.9) 0.94 (0.07) 0.95 (0.10) 0.79 (0.12) 0.79 (0.12)

Wear corrective devices
 Yes 436 (91.4) 0.95 (0.06) 0.796 0.95 (0.10) 0.169 0.80 (0.11) 0.810 0.84 (0.10) 0.617

 No 41 (8.6) 0.95 (0.06) 0.94 (0.09) 0.80 (0.12) 0.82 (0.12)
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Table 5 Efficiency of the four utility approaches to detect clinically relevant differences

Groups TTO SG AQoL‑7D VFQ‑UI

Mean (SD) ES Mean (SD) ES Mean (SD) ES Mean (SD) ES

NEI‑VFQ‑25 Total
  < 85 0.95 (0.06) 0.042 0.95 (0.09) 0.064 0.76 (0.11) 0.850 0.77 (0.10) 1.806

  ≥ 85 0.95 (0.06) 0.95 (0.11) 0.84 (0.10) 0.90 (0.03)

 RE 0.002 0.006 1 4.496

 AUC 0.531 0.509 0.734* 0.924*

NEI‑VFQ‑25 GH
  < 75 0.94 (0.06) 0.217 0.94 (0.10) 0.084 0.75 (0.11) 0.706 0.81 (0.11) 0.376

  ≥ 75 0.95 (0.06) 0.95 (0.10) 0.82 (0.10) 0.84 (0.09)

 RE 0.088 0.014 1 0.254

 AUC 0.564* 0.531 0.689* 0.605*

NEI‑VFQ‑25 GV
  < 60 0.94 (0.09) 0.238 0.95 (0.09) 0.021 0.74 (0.11) 0.696 0.77 (0.10) 0.784

  ≥ 60 0.95 (0.05) 0.95 (0.11) 0.81 (0.11) 0.85 (0.09)

 RE 0.062 0.001 1 1.267

 AUC 0.534 0.517 0.701* 0.735*

NEI‑VFQ‑25 OP
  < 87 0.95 (0.06) 0.025 0.95 (0.10) 0.039 0.77 (0.11) 0.473 0.80 (0.11) 0.587

  ≥ 87 0.95 (0.06) 0.95 (0.10) 0.82 (0.10) 0.85 (0.09)

 RE 0.003 0.007 1 1.281

 AUC 0.493 0.495 0.632* 0.654*

NEI‑VFQ‑25 NA
  < 91 0.94 (0.07) 0.213 0.96 (0.08) 0.117 0.75 (0.11) 0.649 0.73 (0.10) 2.022

  ≥ 91 0.95 (0.05) 0.95 (0.11) 0.82 (0.11) 0.88 (0.05)

 RE 0.085 0.032 1 6.379

 AUC 0.565* 0.496 0.681* 0.894*

NEI‑VFQ‑25 DA
  < 83 0.95 (0.06) 0.065 0.95 (0.09) 0.046 0.76 (0.10) 0.800 0.77 (0.11) 1.478

  ≥ 83 0.95 (0.06) 0.95 (0.11) 0.84 (0.10) 0.89 (0.05)

 RE 0.007 0.003 1 3.191

 AUC 0.529 0.511 0.722* 0.847*

NEI‑VFQ‑25 SF
  < 100 0.94 (0.06) 0.160 0.95 (0.09) 0.007 0.76 (0.10) 0.747 0.76 (0.11) 1.580

  ≥ 100 0.95 (0.06) 0.95 (0.10) 0.83 (0.10) 0.89 (0.05)

 RE 0.046 0.000 1 3.753

 AUC 0.576* 0.517 0.710* 0.859*

NEI‑VFQ‑25 MH
  < 81 0.94 (0.06) 0.174 0.95 (0.08) 0.006 0.75 (0.10) 0.928 0.76 (0.11) 1.495

  ≥ 81 0.95 (0.06) 0.95 (0.11) 0.84 (0.10) 0.88 (0.06)

 RE 0.035 0.000 1 2.054

 AUC 0.581* 0.557* 0.748* 0.851*

NEI‑VFQ‑25 RD
  < 87 0.95 (0.06) 0.006 0.96 (0.08) 0.172 0.77 (0.11) 0.484 0.78 (0.11) 1.196

  ≥ 87 0.95 (0.06) 0.94 (0.11) 0.83 (0.10) 0.88 (0.05)

 RE 0.000 0.130 1 5.854

 AUC 0.501 0.475 0.642* 0.794*

NEI‑VFQ‑25 Dependency
  < 91 0.95 (0.06) 0.098 0.95 (0.10) 0.047 0.75 (0.11) 0.782 0.77 (0.11) 1.429

  ≥ 91 0.95 (0.06) 0.95 (0.10) 0.83 (0.10) 0.88 (0.05)



Page 9 of 13Dou et al. Health and Quality of Life Outcomes           (2023) 21:66  

indirect approaches are derived from algorithms that 
attribute a utility score to one’s health state based on the 
values of the general public [44]. Furthermore, it’s worth 
noting that both two direct approaches exhibited signifi-
cant ceiling effect (TTO 7.5% & SG 20.5%), which means 
patients in the study were risk averse and unwilling to gam-
ble and also unwilling to trade many life years. Patients’ 

preferences for health outcomes are affected by framing 
effects, contexts, anchoring points, duration of conditions, 
time preferences, attitudes towards risk and how life and 
health are valued by the respondent [45, 46]. Compared 
with other disease, patients with myopia may gradually 
learn to adapt to their situation and subjectively experience 
a relatively high HRQoL.

Two indirect approaches are moderate correlated in the 
analysis based on the Spearman’s ICC (> 0.5) and Bland–
Altman plot. Although both them were demonstrated to 
be valid and sensitive in myopia patients, there were some 
important differences between two approaches. In terms 
of the concurrent validity, the VFQ-UI had stronger cor-
relations than AQoL-7D with disease-specific instrument 
NEI VFQ-25, and “known-group” validation and sensitivity 
analysis further support the VFQ-UI had better discrimi-
native ability than AQoL-7D. This is arguably due to dif-
fer in the dimensions described, the number of level, the 

For the RE analysis, reference is AQoL-7D

RE Relative efficiency, AUC  Area under the ROC curve, ES Effect size

GH General health, GV General vision, OP Ocular pain, NA Near activities, DA Distance activities, SF Social function, MH Mental health, RD Role difficulties, CV Color 
vision, PV Peripheral vision
*  P < 0.001

Table 5 (continued)

Groups TTO SG AQoL‑7D VFQ‑UI

Mean (SD) ES Mean (SD) ES Mean (SD) ES Mean (SD) ES

 RE 0.016 0.004 1 2.662

 AUC 0.541 0.551 0.716* 0.825*

NEI‑VFQ‑25 Driving
  < 75 0.95 (0.06) 0.103 0.95 (0.10) 0.009 0.78 (0.12) 0.391 0.80 (0.11) 0.694

  ≥ 75 0.95 (0.06) 0.95 (0.09) 0.82 (0.10) 0.87 (0.07)

 RE 0.070 0.001 1 3.077

 AUC 0.543 0.507 0.608* 0.692*

NEI‑VFQ‑25 CV
  < 100 0.94 (0.06) 0.129 0.96 (0.09) 0.094 0.76 (0.11) 0.464 0.73 (0.11) 1.577

  ≥ 100 0.95 (0.06) 0.95 (0.10) 0.81 (0.11) 0.86 (0.07)

 RE 0.077 0.041 1 7.561

 AUC 0.540 0.486 0.635* 0.839*

NEI‑VFQ‑25 PV
  < 100 0.94 (0.06) 0.167 0.95 (0.09) 0.028 0.77 (0.11) 0.627 0.77 (0.11) 1.356

  ≥ 100 0.95 (0.05) 0.95 (0.10) 0.83 (0.10) 0.89 (0.05)

 RE 0.071 0.002 1 4.252

 AUC 0.562* 0.519 0.674* 0.812*

Table 6 Agreements among four health utility approaches in 
myopia patients

** p < 0.01

Approaches TTO SG AQoL‑7D VFQ‑UI

TTO 1 0.111** 0.140 0.161

SG 1 -0.008 -0.003

AQoL-7D 1 0.557

VFQ-UI 1

(See figure on next page.)
Fig. 2 Bland–Altman plots between four health utility approaches. a Agreement between health state utility scores derived from TTO and SG. b 
Agreement between health state utility scores derived from TTO and AQoL-7D. c Agreement between health state utility scores derived from SG 
and AQoL-7D. d Agreement between health state utility scores derived from TTO and VEQ-UI. e Agreement between health state utility scores 
derived from SG and VEQ-UI. f Agreement between health state utility scores derived from AQoL-7D and VEQ-UI. The 95% limits of agreement are 
shown with a dashed line, and the mean difference between both measurements is shown with a solid line
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Fig. 2 (See legend on previous page.)
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severity range covered, and the concepts measured by the 
descriptive systems. The AQoL-7D, as a generic PBM, per-
ceived general health rather than disease-specific quality of 
life, although it has 1 of its 7 dimensions and 10 of 26 items 
dedicated to ‘VisQoL’, which used to increase sensitivity for 
health states involving the loss of visual acuity and vision 
related handicap [19]. Nevertheless, vision function is only 
a subset of overall health state, any impact of visual impair-
ment on generic HRQoL will be lost in the ‘noise’ of other 
nonvision-related impacts on HRQoL in the overall score. 
In contrast, the VFQ-UI is a very comprehensive measure 
of vision-related functioning and has the potential advan-
tage of using a more sensitive descriptive system to classify 
people into health states [20].

The magnitude of ICC values ranging from -0.008 to 
0.557, and the ICC between TTO and SG (0.111) is lower 
than that of AQoL-7D and VFQ-UI (0.557), which indi-
cated there was a substantial lack of agreement between 
four health utility approaches in myopia. That may partly 
be due to the difference between the health state classi-
fication systems and the health state valuation methods 
[47]. In the indirect approaches, the HSU score was cal-
culated based on a pre-defined value set derived from 
the general population. On the other hand, the direct 
approaches task elicited HSU score directly from indi-
vidual patient’s perspective [48]. The overall poor agree-
ments indicate that the choice of the approaches will 
have non-negligible effect on the HSU scores been elic-
ited, and these four health utility approaches cannot be 
used interchangeably. In addition, the ICC can theoreti-
cally vary between 0 and 1.0, where an ICC of 0 indicates 
no reliability, whereas an ICC of 1.0 indicates perfect reli-
ability [49]. Nevertheless, previous study has been con-
firmed that large negative values (less than -1) and large 
positive values (greater than + 1) are possible [50], which 
provide some explanations for the negative value of ICC 
(SG & AQoL-7D were -0.008, SG & VFQ-UI were -0.003) 
in our study.

The choice of health utility measures for the calculation 
of QALYs depends on many aspects, including but not 
limited to the psychometric properties of the measures, 
brevity and ease of use, the availability of country-spe-
cific tariff and the comparability across different diseases 
[51]. From an economics perspective, the SG and TTO 
are the most accepted approaches because they are based 
implicitly on utility theory and involve an inherent gam-
ble or trade-off [52]. However, these approaches are rela-
tively time-consuming and some patients have difficulties 
understanding the concept of probabilities. Meanwhile, 
the performance of SG and TTO were not as good as the 
AQoL-7D and VFQ-UI in the study. By comparison, the 
indirect approaches, especially PBMs are used more fre-
quently, owing to their simple, require little explanation, 

less likely to suffer from ceiling effects, stratify data into a 
number of different dimensions, and stronger correlation 
with patient’s health states [33]. Considering the psycho-
metric performance of four health utility approaches in 
myopic patients, the VFQ-UI, as a disease-specific PBM, 
has been validated in patients with glaucoma [53], dia-
betic macular edema [54], and other vision disorder con-
ditions. It may be more suitable for application in clinical 
practice, given that it has only 6 items, easier and faster to 
complete, and comprehensively represents the patient’s 
perspective on the impact of ocular conditions on func-
tioning and wellbeing [20]. Nevertheless, there are some 
disadvantages in the VFQ-UI, such as not be able to 
capture the impact of all side effects and comorbidities, 
and the values they generate are not directly comparable 
across different conditions [55]. Given the generic nature 
of the AQoL-7D, it is very important to use alongside the 
VFQ-UI to measure the generic dimensions of HRQoL 
for economic evaluations and health policy decisions.

There were some limitations to this study. Firstly, the 
study population of myopic patients was recruited at 
one tertiary hospital in eastern China. It may be inter-
preted as selective and not representative of all myopic 
patients in mainland China. Secondly, given there has 
not Chinese-specific tariff of AQoL-7D and VFQ-UI, we 
have used the only available official tariffs for calculat-
ing the health state utilities. Therefore, the results may 
differ from the health preferences of Chinese popula-
tion. Thirdly, the cross-sectional design limits the ability 
to examine the responsiveness of the approaches. Fur-
ther evidence on responsiveness for all four approaches 
in myopia patients should be explored. Forth, patients in 
this study were administered the four approaches simul-
taneously, and fatigue or boredom may have affected the 
quality of responses. The robustness of the results can be 
verified by reducing the number, or switching the order 
of the approaches in the future.

Conclusions
Among the four health utility approaches investigated 
in this study, the VFQ-UI showed better psychometric 
properties than other three approaches for providing 
health state utility in myopia patients. Given the wide-
spread use and its generic nature of the AQoL-7D, it 
could be used alongside with VFQ-UI to provide comple-
mentary health state utility from a generic and disease-
specific perspective and a comprehensive measurement 
of HRQoL for economic evaluation and in subsequent 
decision making. More evidence on the responsiveness 
of four health utility approaches in myopia patients is 
required.



Page 12 of 13Dou et al. Health and Quality of Life Outcomes           (2023) 21:66 

Abbreviations
HRQoL  Health-related quality of life
CUA   Cost-utility analysis
QALYs  Quality-adjusted life years
HSU  Health states utility
SG  Standard gamble
TTO  Time trade-off
PBMs  Preference-based measures
HUI  Health Utility Index
AQoL  Assessment of Quality of Life
15D  15 Dimensions
VFQ-UI  Visual Function Questionnaire–Utility Index
SE  Spherical equivalent
NEI VFQ-25  National Eye Institute Visual Functioning Questionnaire-25
SD  Standard deviation
ES  Effect size
RE  Relative efficiency
AUC   Area under the receiver operating characteristic curve
ICC  Intra-class correlation coefficient
LOA  Limits of agreement

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12955- 023- 02150-w.

Additional file 1: Supplementary Table 1. Participants’ HRQoL scores by 
each characteristic.

Acknowledgements
We acknowledge the Affiliated Eye Hospital of Shandong University of 
Traditional Chinese Medicine for supporting this study. Thanks to all the 
participants for the contribution to this study.

Authors’ contributions
GC and SL designed the study. YX and SL performed the data collection. LD 
and SL performed data analyses, and all authors contributed to interpreting 
the data. LD drafted the manuscript, which was critically revised by all others. 
All authors read and approved the final manuscript.

Availability of data and materials
The datasets used and/or analysed during the current study available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Ethics Review Board of the School of Public 
Health, Shandong University (Reference No.20141002). The patients/partici-
pants were voluntary and provided written informed consent to participate in 
this study.

Consent for publication
The authors understand and agree to publish.

Competing interests
The authors declare no competing interests.

Author details
1 Center for Health Management and Policy Research, School of Public Health, 
Cheeloo College of Medicine, Shandong University, Jinan, China. 2 NHC Key 
Lab of Health Economics and Policy Research, Shandong University, Jinan, 
China. 3 Center for Health Preference Research, Shandong University, Jinan, 
China. 4 Afliated Eye Hospital of Shandong University of Traditional Chinese 
Medicine, Jinan, China. 5 Center for Health Economics, Monash Business 
School, Monash University, Melbourne, Australia. 6 Center for Health Manage-
ment and Policy Research, School of Public Health, Shandong University, 
Wenhua Xi Rd 44, Shandong Province 250012 Jinan, China. 

Received: 21 July 2022   Accepted: 14 June 2023

References
 1. Chua J, Wong TY. Myopia-the silent epidemic that should not be ignored. 

JAMA Ophthalmol. 2016;134(12):1363–4.
 2. Morgan IG, Ohno-Matsui K, Saw SM. Myopia Lancet. 

2012;379(9827):1739–48.
 3. Holden BA, Fricke TR, Wilson DA, Jong M, Naidoo KS, Sankaridurg P, Wong 

TY, Naduvilath TJ, Resnikoff S. Global Prevalence of myopia and high 
Myopia and temporal trends from 2000 through 2050. Ophthalmology. 
2016;123(5):1036–42.

 4. Sankaridurg P, Tahhan N, Kandel H, Naduvilath T, Zou H, Frick KD, Marma-
mula S, Friedman DS, Lamoureux E, Keeffe J, et al. IMI impact of Myopia. 
Invest Ophthalmol Vis Sci. 2021;62(5):2.

 5. Jonas JBL, Wei WB, Wang YX, Jiang WJ H. S. Myopia in China: a population-
based cross-sectional, histological, and experimental study. Lancet. 
2016;388:S20.

 6. Wong TY, Ferreira A, Hughes R, Carter G, Mitchell P. Epidemiology and 
disease burden of pathologic myopia and myopic choroidal neovas-
cularization: an evidence-based systematic review. AM J Ophthalmol. 
2014;157(1):9–25.

 7. Lipson MJ, Boland B, McAlinden C. Vision-related quality of life with 
Myopia management: a review. Cont Lens Anterior Eye. 2021;101:538.

 8. Modjtahedi BS, Ferris FR, Hunter DG, Fong DS. Public health burden and 
potential interventions for Myopia. Ophthalmology. 2018;125(5):628–30.

 9. Brazier J, Ratcliffe J, Salomon JA, Tsuchiya A. Measuring and Valuing 
Health Benefits for Economic Evaluation. New York: Oxford University 
Press; 2007.

 10. Patrick DL, Deyo RA. Generic and disease-specific measures in assessing 
health status and quality of life. MED CARE. 1989;27(Supplement):S217.

 11. Drummond MF, Sculpher MJ, Torrance GW, O’Brien BJ, Stoddart GL. Meth-
ods for The Economic Evaluation of Health Care Programmes. New York: 
Oxford University Press; 2015.

 12. Goodwin E, Green C. A systematic review of the literature on the devel-
opment of condition-specific preference-based measures of health. Appl 
Health Econ Health Policy. 2016;14(2):161–83.

 13. Tosh J, Brazier J, Evans P, Longworth L. A review of generic preference-
based measures of health-related quality of life in visual disorders. Value 
Health. 2012;15(1):118–27.

 14. Versteegh MM, Leunis A, Uyl-de GC, Stolk EA. Condition-specific 
preference-based measures: benefit or burden? Value Health. 
2012;15(3):504–13.

 15. Fenwick EK, Xie J, Ratcliffe J, Pesudovs K, Finger RP, Wong TY, Lamoureux 
EL. The impact of diabetic retinopathy and diabetic macular edema on 
health-related quality of life in type 1 and type 2 diabetes. Invest Oph-
thalmol Vis Sci. 2012;53(2):677–84.

 16. Bozzani FM, Alavi Y, Jofre-Bonet M, Kuper H. A comparison of the sen-
sitivity of EQ-5D, SF-6D and TTO utility values to changes in vision and 
perceived visual function in patients with primary open-angle glaucoma. 
BMC Ophthalmol. 2012;12:43.

 17. Butt T, Dunbar HM, Morris S, Orr S, Rubin GS. Patient and public 
preferences for health states associated with AMD. Optom Vis Sci. 
2013;90(8):855–60.

 18. Lloyd A, Nafees B, Gavriel S, Rousculp MD, Boye KS, Ahmad A. Health 
utility values associated with diabetic retinopathy. Diabet Med. 
2008;25(5):618–24.

 19. Richardson J, Iezzi A, Peacock S, Sinha K, Khan M, Misajon R, Keeffe J. Util-
ity weights for the vision-related Assessment of Quality of Life (AQoL)-7D 
instrument. Ophthalmic Epidemiol. 2012;19(3):172–82.

 20. Rentz AM, Kowalski JW, Walt JG, Hays RD, Brazier JE, Yu R, Lee P, Bressler N, 
Revicki DA. Development of a preference-based index from the National 
Eye Institute Visual Function Questionnaire-25. JAMA Ophthalmol. 
2014;132(3):310–8.

 21. Richardson J, Iezzi A, Khan MA, Chen G, Maxwell A. Measuring the Sen-
sitivity and Construct Validity of 6 Utility Instruments in 7 Disease Areas. 
Med Decis Making. 2016;36(2):147–59.

 22. Malkin AG, Goldstein JE, Massof RW. Interpretation of health and vision 
utilities in low vision patients. Optom Vis Sci. 2012;89(3):288–95.

https://doi.org/10.1186/s12955-023-02150-w
https://doi.org/10.1186/s12955-023-02150-w


Page 13 of 13Dou et al. Health and Quality of Life Outcomes           (2023) 21:66  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 23. Brown MM, Brown GC, Sharma S, Shah G. Utility values and diabetic 
retinopathy. 1999.

 24. Brown GC, Sharma S, Brown MM, Kistler J. Utility values and age-related 
macular degeneration. Arch Ophthalmol. 2000;118(1):47–51.

 25. Li S, Wang G, Xu Y, Gray A, Chen G. Utility values among myopic patients 
in mainland China. Optom Vis Sci. 2014;91(7):723–9.

 26. Brown MM, Brown GC, Sharma S, Kistler J, Brown H. Utility values 
associated with blindness in an adult population. Brit J ophthalmol. 
2001;85(3):327–31.

 27. Selivanova A, Fenwick E, Man R, Seiple W, Jackson ML. Outcomes After 
Comprehensive Vision Rehabilitation Using Vision-related Quality of Life 
Questionnaires: Impact of Vision Impairment and National Eye Institute 
Visual Functioning Questionnaire. Optom Vis Sci. 2019;96(2):87–94.

 28. Marella M, Pesudovs K, Keeffe JE, O’Connor PM, Rees G, Lamoureux EL. 
The psychometric validity of the NEI VFQ-25 for use in a low-vision popu-
lation. Invest Ophthalmol Vis Sci. 2010;51(6):2878–84.

 29. Sivaprasad S, Tschosik E, Kapre A, Varma R, Bressler NM, Kimel M, Dolan 
C, Silverman D. Reliability and Construct Validity of the NEI VFQ-25 in a 
Subset of Patients With Geographic Atrophy From the Phase 2 Mahalo 
Study. Am J Ophthalmol. 2018;190:1–8.

 30. Mangione CM, Lee PP, Gutierrez PR, Spritzer K, Berry S, Hays RD. Develop-
ment of the 25-item National Eye Institute Visual Function Questionnaire. 
Arch Ophthalmol. 2001;119(7):1050–8.

 31. Kowalski JW, Rentz AM, Walt JG, Lloyd A, Lee J, Young TA, Chen WH, 
Bressler NM, Lee P, Brazier JE. Rasch analysis in the development of a 
simplified version of the national eye institute visual-function question-
naire-25 for utility estimation. Qual Life Res. 2012;21(2):323–34.

 32. Cohen J. A power primer. Psychol Bull. 1992;112(1):155–9.
 33. Arnold D, Girling A, Stevens A, Lilford R. Comparison of direct and indirect 

methods of estimating health state utilities for resource allocation: review 
and empirical analysis. BMJ. 2009;339:b2688.

 34. Saw SM, Gazzard G, Au EK, Koh D. Utility values and myopia in teenage 
school students. Br J Ophthalmol. 2003;87(3):341–5.

 35. Thorn F, Gwiazda J, Held R. Myopia progression is specified by a double 
exponential growth function. Optom Vis Sci. 2005;82(4):286–97.

 36. Luo N, Johnson JA, Shaw JW, Coons SJ. Relative efficiency of the EQ-5D, 
HUI2, and HUI3 index scores in measuring health burden of chronic 
medical conditions in a population health survey in the United States. 
Med Care. 2009;47(1):53–60.

 37. Swets JA. Measuring the accuracy of diagnostic systems. Science. 
1988;240(4857):1285–93.

 38. Terwee CB, Bot SD, de Boer MR, van der Windt DA, Knol DL, Dekker 
J, Bouter LM, de Vet HC. Quality criteria were proposed for measure-
ment properties of health status questionnaires. J Clin Epidemiol. 
2007;60(1):34–42.

 39. Cicchetti Domenic V. Guidelines, Criteria, and Rules of Thumb for Evaluat-
ing Normed and Standardized Assessment Instruments in Psychology. 
Psychol Assessment. 1994;6(4):284–90.

 40. Rosner BA. The intraclass correlation coefficient. In: Fundamentals of 
biostatistics. Boston: Harvard University; 2011.

 41. Gerstman BB. Basic Biostatistics: Statistics for Public Health Practice. In: 
Basic Biostatistics Statistics for Public Health Practice. 2nd ed. 2008.

 42. Bland JM, Altman DG. Statistical methods for assessing agree-
ment between two methods of clinical measurement. Lancet. 
1986;1(8476):307–10.

 43. Morimoto T, Fukui T. Utilities measured by rating scale, time trade-off, and 
standard gamble: review and reference for health care professionals. J 
Epidemiol. 2002;12(2):160–78.

 44. Noel CW, Lee DJ, Kong Q, Xu W, Simpson C, Brown D, Gilbert RW, Gullane 
PJ, Irish JC, Huang SH, et al. Comparison of health state utility measures in 
patients with head and neck cancer. JAMA Otolaryngol Head Neck Surg. 
2015;141(8):696–703.

 45. Hanita M. Self-report measures of patient utility: should we trust them? J 
Clin Epidemiol. 2000;53(5):469–76.

 46. Tsevat J. What do utilities measure? Med Care. 2000;38(9 Suppl):I160–4.
 47. Finger RP, Hoffmann AE, Fenwick EK, Wolf A, Kampik A, Kernt M, Neu-

bauer AS, Hirneiss C. Patients’ preferences in treatment for neovascular 
age-related macular degeneration in clinical routine. Br J Ophthalmol. 
2012;96(7):997–1002.

 48. Liu L, Li S, Zhao Y, Zhang J, Chen G. Health state utilities and subjective 
well-being among psoriasis vulgaris patients in mainland China. Qual Life 
Res. 2018;27(5):1323–33.

 49. Weir JP. Quantifying test-retest reliability using the intraclass correlation 
coefficient and the SEM. J Strength Cond Res. 2005;19(1):231–40.

 50. Lahey MA, Downey RG, Saal FE. Intraclass correlations: There’s more there 
than meets the eye. Psychol Bull. 1983;93(3):586–95.

 51. Si Y, Li S, Xu Y, Chen G. Validation and comparison of five preference-
based measures among age-related macular degeneration patients: 
evidence from mainland China. Qual Life Res. 2022;31(5):1561–72.

 52. Conner-Spady B, Suarez-Almazor ME. Variation in the estimation of 
quality-adjusted life-years by different preference-based instruments. 
Med Care. 2003;41(7):791–801.

 53. Goh RL, Fenwick E, Skalicky SE. The visual function questionnaire: utility 
index: does it measure glaucoma-related preference-based status? J 
Glaucoma. 2016;25(10):822–9.

 54. Brazier J, Muston D, Konwea H, Power GS, Barzey V, Lloyd A, Sowade 
O, Vitti B, Gerlinger C, Roberts J. Evaluating the relationship between 
visual acuity and utilities in patients with diabetic macular edema 
enrolled in intravitreal aflibercept studies. Invest Ophthalmol Vis Sci. 
2017;58(11):4818–25.

 55. Rowen D, Brazier J, Ara R, Azzabi ZI. The role of condition-specific 
preference-based measures in health technology assessment. Pharmaco-
economics. 2017;35(Suppl 1):33–41.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Psychometric properties and comparison of four health utility approaches among myopia patients in China
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Study design and population
	Measures
	TTO method
	SG method
	AQoL-7D
	NEI VFQ-25
	VFQ-UI

	Statistical analysis
	Descriptive statistics
	Concurrent validity
	Known-group validity
	Sensitivity
	Agreement


	Results
	Participants’ characteristics
	Descriptive statistic of approaches
	Concurrent validity
	Known-group validity
	Sensitivity
	Agreement

	Discussion
	Conclusions
	Anchor 31
	Acknowledgements
	References


