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Foreword

The 36 questions that comprise the RAND-36 Health Status Inventory are probably the most
commonly asked health status questions worldwide. Also known as the SF-36, this question-
naire is being used in countless health outcome studies, health care financing studies, and
clinical practice evaluations. Although there is an increasing volume of published data from
various diagnostic cohorts and defined populations, including the original Medical
Outcomes Study (MOS) standardization sample, there has not to date been a manual that
provides U.S. census-based norms stratified by sex, age, racial/ethnic group, and educational
level. These data could well become the benchmark for comparison of one's local, regional,
or national results.

The 36 questions in the RAND-36 HSI were selected from the larger pool of items used in
the MOS. Item selection was based on criteria that maximized item association with the
longer scales. These 36 items were also selected in part to ensure coverage of the full spec-
trum of physical and mental health. One consequence of the commitment to cover a full
range of functioning with relatively few items is the loss of precision and sensitivity to
change at any given level of health, compared to disease or condition-specific assessment.
However, a decided gain of this approach is the distribution of itemdifficulty across the
continuum of health, as measured by item response theory (IRT). Therefore, although this
questionnaire was not developed by IRT methodology, it is well suited to it. This Manual

- represents the first major effort to produce a scoring system for these 36 items that capital-
izes on the strengths of IRT. The IRT method of ordering all items, and response categories
within items, along a single continuum allows for the empirical weighting of responses to
questions of differing difficulty according to that underlying continuum. This approach is a
major advance in scoring of responses to the questionnaire and can, if developed, evolve
into a major advance in health status assessment.

This Manual provides an unparalleled matrix of normative data for group and individual
comparison purposes. The use of nonorthogonal factor rotations to derive separate physical
and mental health composite scores is sensible, given the known relationship between these
components of health, and distinguishes the RAND-36 HSI from the SF-36 scoring sys-
tem. In addition, the use of a Global Health Composite score is unique and (I daresay) long
awaited by the scientific community. Several health status questionnaires that tap physical
and mental health domains concurrently have managed to create workable, psychometrical-
ly sound total scores. In our work with cancer and HIV patients, we have computed an
IRT-based total score from the RAND-36 HSI, but this Manual marks the first time that a
formal scoring system will be disseminated along with population-based normative data for
adults. The Global Health Composite score has somehow previously eluded formal scoring
systems for such questionnaires, but it is successfully implemented here with use of IRT
methodology. This total score will have value not only at the group decision-making level
but also at the individual patient-management level, where physical and mental health con-
cerns must frequently be balanced with each other and combined into a single “bottom-
line” summary.
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This Manual includes over 50 tables, most of which provide T-score conversions for each of
the individual scale and composite scores. These conversions are helpful because they trans-
form IRT-based logistic data, which might be unfamiliar for some users, into a more famil-
jar, standardized metric. These tables will no doubt be helpful to the benchmarking of an
individual user's data, but perhaps the most useful aspects of this Manual are the sections
on determining statistical significance of change and evaluating the clinical meaningfulness
of change scores. Without this kind of information, interpretation of results is limited.
Information about the clinical, real-world relevance of a given score or an increment of
change in that score is vital to interpretation. This information, in turn, may move health
care providers toward better cost-effectiveness and cost-utility modeling as we understand
just what the meaning of an improvement in health afforded by a given intervention is.

In conclusion, there are thousands of people using these 36 questions in their clinical prac-
tice and clinical research. Most will benefit from having this Manual within reach when
making sense of their data. Pethaps this work, carried out so meticulously with the U.S.
English-speaking population, will next be expanded to include other languages and other
countries where these same 36 questions are used. ’

David Cella, PhD

Research Professor

Institute for Health Services Research and Policy Studies
Northwestern University

Director, Center on Outcomes Research and Education
Evanston Northwestern Healthcare
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