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Comparison of the measurement properties of the
AQoL and SF-6D in critical illness
Elizabeth H Skinner, Linda Denehy, Stephen Warrillow
and Graeme Hawthorne
Measurement of health utility has traditionally been used in
cost–utility analysis (CUA), and CUA is considered to be the
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designed multiattribute utility (MAU) instruments, such as
the assessment of quality of life (AQoL),3 health utilities
index (HUI),4 EuroQoL 5D (EQ-5D)5 or Medical Outcomes
Study Short Form 6D (SF-6D) instruments.6 MAU instruments are shorter and easier to use than other generic
measures, a characteristic which is particularly useful in the
intensive care unit. MAU instruments allow the weighting of
patient health states using previously described preferences
for particular health states, and utilities can be used to
assess clinical outcomes and treatment cost-effectiveness.
Measurement of the health utility of patient premorbid
health states and health-related quality of life (HRQoL) on
admission to the ICU may be useful in clinical decision
making and the prediction of clinical outcomes.7 Understanding premorbid health-related quality of life is essential
to understanding the illness and recovery trajectories after
ICU discharge.8 Use of MAU instruments in the clinical
setting may become increasingly important in the ICU for
resource allocation decisions at the patient level, in addition
to the economic evaluation of intensive care treatment,
which is already subject to considerable attention9 in the
context of burgeoning ICU costs.10 However, accurate
measurement of utilities relies on robust instrument properties such as reliability, validity and responsiveness. Direct
head-to-head comparisons of MAU instruments have consistently shown that psychometric differences lead to differences in interpretation of measured change in clinical
outcomes and estimates of treatment cost-effectiveness.11-13
These differences may affect clinical decision making,
resource allocation and health policy.9,14,15 Few reports have
examined the reliability and validity of MAU instruments in
people with critical illness,14 and only one report has
compared measurement properties in this population.16
The objective of our study was to compare the measurement properties (reliability, validity, sensitivity, responsiveness and predictive power) of two MAU instruments, the
AQoL and SF-6D. The secondary aim was to report health
utilities and quality-adjusted life years (QALYs) in an Australian population sample with critical illness.

ABSTRACT
Objective: Multiattribute utility (MAU) instruments are
short instruments measuring quality of life, health utility
scores and treatment cost-effectiveness. Many studies have
compared MAU instruments, but few have involved
intensive care unit patients. Our aim was to compare the
measurement properties of two MAUs, the assessment of
quality of life (AQoL) and Medical Outcomes Study Short
Form 6D (SF-6D), in a sample of patients with critical illness.
Methods: Prospective observational study conducted in
an 18-bed mixed tertiary Australian ICU. Eligibility criteria
were: admitted to the ICU > 48 hours, aged > 18 years, and
not imminently at risk of death. Participants completed the
AQoL and SF-6D on admission to the ICU as a “then-test”
of pre-ICU status, and 6 months after ICU discharge. We
assessed the reliability, validity, sensitivity and
responsiveness of the instruments.
Results: Median age was 61 years (interquartile range
[IQR], 49–73 years)], 60% were men, and the median Acute
Physiology and Chronic Health Evaluation II score was 17
(IQR, 13–21). Cronbach’s  was acceptable for the AQoL
( = 0.81) but not for the SF-6D ( = 0.65). The AQoL and
SF-6D showed evidence of validity but, despite moderate
agreement between their utilities, their scores were not
interchangeable. This was likely due to the SF-6D’s
truncated scoring range. The AQoL was predictive of
hospital readmission but the responsiveness and sensitivity
of the instruments varied by clinical condition.
Conclusions: The AQoL and SF-6D demonstrated
acceptable measurement properties in the ICU population,
but the findings raised questions about the reliability and
predictive power of the SF-6D. Further research is required
to determine the most appropriate instrument for use in
measuring health utility in the ICU population.
Crit Care Resusc 2013; 15: 205–212

Methods
Setting and participants
Our prospective cohort study was conducted in an Australian general 18-bed tertiary ICU during October 2006 to
March 2007. The inclusion criteria were age ⭓ 18 years, ICU
length of stay > 48 hours, and the patient or an immediate
family member having adequate English skills to complete
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the questionnaires, verbally or in writing. Exclusion criteria
were likely imminent death within 48 hours of ICU admission, admitted with new neurological insult (eg, intracerebral haemorrhage or spinal cord injury) or an acute
psychiatric disorder. Further key methodological details are
described elsewhere.17 The institutional human research
ethics committee approved the study and informed consent
was obtained.
Procedure
Participants completed HRQoL questionnaires as soon as
they were able after ICU admission. This was completed as
a “then-test” (ie, assessment of their status before the
health crisis leading to admission to the ICU) and at 6
months after ICU discharge. The baseline questionnaires
were completed during face-to-face interviews unless participants preferred to complete them alone. Follow-up
questionnaires were completed by telephone interview
unless a mailed copy was requested. When participants
were unable to be contacted by telephone, five further
attempts were made.
Measures
Demographic information was collected as it was in the
index cohort study.17 Participants were asked at both time
points whether they were living at home, in paid employment, or receiving any organised community services (eg,
council home help). Their discharge destination was
recorded, ie, home with no additional support, home with
extra support (eg, in-home physiotherapy), inpatient rehabilitation, or other (eg, interhospital transfer). Data that we
were unable to obtain from participants were extracted
from the medical record, where available.
General health was assessed with the 36-item Medical
Outcomes Study Short Form 36 Version 1 (SF-36).18 For the
purpose of this study, the response categories “excellent”,
“very good” and “good” on the general health status
item (question 1) were collapsed into “good”, and the
response categories “fair” and “poor” were collapsed into
“poor”. To assess health utility, the SF-6D19 and AQoL3
were completed.
The AQoL instrument
The AQoL instrument is an MAU which assesses handicap
arising from health states.3 It performs well in comparison to
other MAU instruments,20 although it has not been validated
in the critical care setting. The descriptive system consists of
15 items organised into five dimensions (illness, independent living, social relationships, physical senses and psychological wellbeing). The preference weights were obtained
from a representative sample of the Australian population
using the time trade-off (TTO) method.21 Utility scores cover
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Table 1. Demographic data and severity of illness of
study participants (n = 67)
Variable
Mean age, years (SD)
Male, %
Median APACHE II score (IQR)

No (%)*
59.8 (14.5)
60
17 (13–21)

Diagnosis
Cardiac; cardiological (combined %)

16; 5 (31)†

General medical; sepsis (combined %)

13; 8 (31)

General surgical (%)

7 (10)

Respiratory (%)

6 (9)

Thoracic, vascular or orthopaedic surgical (%)

9 (13)

Liver transplant (%)

3 (4)

Medical procedure (%)

30 (45)

Surgical procedure (%)

37 (55)

MV required (%)

48 (72)

Median time on MV, hours (IQR)

42 (16–87)

Median time in ICU, hours (IQR)

101 (68–149)

Readmitted to ICU (%)

12 (18)

Length of stay in ICU ⭓ 5 days (%)

33 (49)

Median length of stay in hospital, days (IQR)

17 (11–32)

APACHE = acute physiology and chronic health evaluation. IQR =
interquartile range. MV = mechanical ventilation. ICU = intensive care
unit. * Unless otherwise stated. † 24% were for open heart surgery.

the spectrum from 1.00 (best HRQoL state) to –0.04 (worst
HRQoL state) where 0.00 is a death-equivalent state.
The SF-6D instrument
Based on the descriptive system of the SF-36,18 the SF-6D
was developed for use in situations where the SF-36 had
been administered and an economic evaluation was
desired.19 The reason for selection of the SF-6D in this study
is that the SF-36 is recommended for use in the ICU
population.22 If it performed as well as a specialist MAU
instrument, it could be recommended, thus obviating the
need for including another MAU instrument for economic
evaluation. The SF-6D uses 11 items from the SF-36,
combined to categorise patients in six domains (physical
functioning, role limitations, social functioning, pain, mental health and vitality), and scored using utility weights
obtained from a representative sample of the United Kingdom population, using the standard gamble method.19
Utility scores range from 1.00 (best HRQoL state) to 0.30
(worst HRQoL state).19 Although the SF-6D has been directly
compared against other MAU instruments, such as the EQ-
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5D, it has not been validated in a
critical illness population.

Table 2. Validity and sensitivity of the AQoL and SF-6D
Variable

Status (n)

AQoL*

SF-6D

Mean

SD

Mean

SD

Good (31)

0.64

0.29

0.64

0.13

Poor (36)

0.35

0.28

0.51

0.12

Statistics

t = 4.27***

–

t = 4.41***

–

RE

1.00

–

1.07

–

Male (40)

0.53

0.34

0.58

0.15

Female (27)

0.43

0.28

0.57

0.13

Statistics

t = 1.35

–

t = 0.21

–

RE

NA

–

–

–

27–55 (23)

0.43

0.32

0.56

0.14

56–70 (26)

0.49

0.32

0.58

0.15

71–82 (18)

0.55

0.32

0.58

0.14

Statistics

F = 0.74

–

F = 0.25

–

RE

NA

–

–

–

Yes (31)

0.66

0.33

0.69

0.15

No (36)

0.43

0.29

0.58

0.11

Statistics

t = 2.98***

–

t = 3.39***

–

RE

1.00

–

1.29

–

Before ICU admission
(n = 89)†
Health status

‡

Sex

‡

Age group (years)

§

ICU outcomes and utilities
6 months after admission
Rehabilitation

‡

Home discharge

¶

Increased requirement for
community services††

6-month general health
status‡‡

Home, no support (24)

0.60

0.33

0.63

0.13

Home, supported (20)

0.45

0.31

0.63

0.13

Statistics‡

t = 1.57

–

t = 0.05

–

RE

N/A

–

–

–

Yes (10)

0.32

0.29

0.59

0.14

No (50)

0.60

0.32

0.64

0.14

Statistics‡

t = 2.33**

–

t = 1.03

–

RE

1.00

–

0.20

–

Good (36)

0.74

0.21

0.71

0.11

Poor (31)

0.29

0.27

0.54

0.12

Statistics‡

t = 7.68***

–

t = 5.96***

–

RE

1.00

–

0.60

–

AQoL = Assessment of Quality of Life. SF-6D = Short Form 6D. ICU = intensive care unit. RE = relative
efficiency. NA = not applicable. * AQoL was set as the denominator for all tests, for ease of understanding.
† Construct validity calculated on baseline data using preadmission AQoL and SF-6D utilities, sex and age.
‡ Independent t test, df = 65. § Analysis of variance, df = 3,85. ¶ Excludes those not discharged from hospital
or residential care. †† Data missing from 10 cases. ‡‡ Criterion validity (calculated on follow-up utility
scores), health status association with AQoL/SF-6D. ** P = < 0.05. *** P = < 0.001.

Data analysis
We used descriptive statistics to
present the study findings. Scales for
the AQoL and SF-6D were scored
using the standard algorithms of the
instrument developers. We report
means and standard deviations or
95% confidence intervals for data
which were normally distributed;
otherwise we report the median
with the interquartile range (IQR).
We used the intraclass correlation
co-efficient (ICC) (two-way mixedmodel set for absolute agreement)
to analyse agreement between the
AQoL and SF-6D.
We assessed reliability with Cronbach’s , which should not fall
below 0.70 and should exceed
0.80,23 and we assessed sensitivity
through comparisons between
known groups, using independent
t tests or analysis of variance
(ANOVA). We assessed responsiveness by examining the change in
MAU over time (before ICU to after
ICU) using the dependent t test.
Effect sizes (ESs) over time were
defined according to Kazis et al24
and interpreted after Cohen (small,
⭐ 0.4; moderate, 0.5; large, 0.8).25
To compare measurement sensitivity or responsiveness, we used the
relative efficiency (RE) statistic.26 We
constructed predictive models using
logistic regression and odds ratios
(ORs) reported with 95% CIs. QALYs
were calculated using the areaunder-the-curve method.27 We used
SPSS version 15.0 (SPSS Inc) for statistical analysis, and P < 0.05 was
accepted for statistical significance.

Results
One hundred patients (82% of eligible participants) were initially
recruited (Figure 1). Fifteen patients
(15%) had died 6 months after ICU
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Table 3. Responsiveness of the AQoL and SF-6D to changes in self-reported
health status
Pre-ICU and 6-month follow-up
utility scores
AQoL*
Panel 1. Change scores, baseline
to follow-up after ICU stay†

SF-6D

Mean

SD

Mean

SD

Baseline data collection (n = 67)

0.49

0.32

0.57

0.14

Follow-up data collection (n = 67)

0.53

0.33

0.63

0.14

Utility change

0.05

0.29

0.06

0.15

t test (paired)

t = –1.30

–

t = –3.09**

–

1.00

Relative efficiency

–

5.65

–

Mean
change
score

95%
CI

Mean
change
score

95%
CI

No change (n = 22)

0.04

0.19

0.02

0.11

1-point absolute change in health status (n = 34)

0.20

0.18

0.11

0.09

t = –3.27**

–

t = –2.96**

–

1.00

–

0.82

–

Panel 2. Estimated responsiveness by
change in health status, baseline to
follow-up after ICU stay‡

t test (independent)
Relative efficiency

and for the SF-6D at baseline and
follow-up were 0.65 and 0.70
respectively.
Sensitivity
Both instruments were sensitive at
both time points for general health
status and rehabilitation status at follow-up (Table 2). The AQoL was sensitive to an increased requirement for
community health services, but the
SF-6D was not. Neither instrument
varied by sex, age, or discharge destination. Of the four available RE tests,
the SF-6D was more efficient than
the AQoL for 6-month rehabilitation
status. The AQoL was more efficient
for home discharge status and for 6month follow-up general health status. There was no difference by
health status at baseline (Table 2).

Responsiveness
Forty-eight per cent of participants
reported deterioration in utility
using the AQoL (measured by
change scores between baseline and follow-up), compared with 34% using the SF-6D. The difference
between pre-ICU and post-ICU scores was modest, at
0.05 utilities for the AQoL and 0.06 for the SF-6D (Table
3). When expressed as Kazis’s ES,24 small ESs were
observed (AQoL ES, 0.13 [95% CI, 0.05–0.20]; SF-6D ES,
0.43 [95% CI, 0.40–0.46]). The difference in the statistical tests was due to the differences in the SDs, with the
SF-6D having an SD about half that of the AQoL. The RE
statistic suggests that the SF-6D was five times more
responsive than the AQoL in this sample.
Finally, the baseline AQoL and SF-6D utilities were used
to predict postdischarge readmission to hospital or the
ICU, or attendance at the emergency department
(categorised as “readmitted”). AQoL and SF-6D utility
scores were dichotomised at 1 SD below the population
norm; for the AQoL this was at 0.58 and for the SF-6D
was at 0.64. Logistic regression was used to examine
whether participants with AQoL or SF-6D utility scores
below these cut-off points were more likely to have been
readmitted. Two potential confounders were included in
the model: sex of the participant and whether the
reasons for ICU admission were primarily medical or
surgical (in the models, neither of these potential confounders was statistically significant). The results showed
that participants obtaining AQoL scores more than 1 SD

AQoL = Assessment of Quality of Life. SF-6D = Short Form 6D. ICU = intensive care unit.
* AQoL was set as the denominator for all tests, for ease of understanding. † Pooled analyses.
‡ Absolute analyses (regardless of improvement/deterioration state). ** P < 0.01.

discharge, leaving 85 participants eligible for follow-up.
Six participants (6%) were lost to follow-up and two (2%)
refused follow-up. Ten remaining participants had proxycompleted questionnaires and were excluded from data
analysis, leaving 67 patients in the study (Table 1). At 6month follow-up, 64/67 of these (96%) had returned to
their preadmission place of residence, and 5/17 patients
(29%) who had been in paid employment before their
admission to the ICU had returned to work.
Utility distribution and reliability
The mean health utility scores of the sample at baseline
were 0.49 (SD, 0.32) as measured by the AQoL, and 0.57
(SD, 0.14) as measured by the SF-6D. At 6-month followup they were 0.53 (SD, 0.33) and 0.63 (SD, 0.14),
respectively. The median QALYs at 6 months, as measured
by the AQoL and SF-6D respectively, were 0.27 (IQR,
0.14–0.38) and 0.31 (IQR, 0.27–0.35). There was moderate agreement at baseline between AQoL and SF-6D
utilities (ICC2,1 = 0.71; 95% CI, 0.50–0.83). There was no
significant ceiling or floor effect for either instrument.
Figure 2 shows the AQoL and SF-6D frequency distributions at baseline. However, at both baseline and followup, one item of the SF-6D (role function) was observed to
have no variance. The Cronbach s for the AQoL at
baseline and follow-up were 0.81 and 0.82 respectively,
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Figure 1. Patient movement through the study period
Excluded = 310
Admission < 48 hours = 190
Neurological deﬁcit = 56
Imminent/likely death = 52
NESB patient/family = 8
Acute psychiatric disorder = 2
Patients < 18 years = 2

Patients admitted to ICU = 432

Patients eligible for recruitment = 122

Unable to recruit = 22
Patient/proxy refused consent = 14/1
Unable to consent/no NOK = 4
Missed recruitment = 3

Patients recruited = 100
(Proxy = 11)

Patients readmitted to ICU = 18
Recruited 1st admission = 8
Recruited subsequently = 10

Patients alive on ICU discharge = 100

Patients alive and still in study at 6 months = 79

Attrition = 21
Died in hospital = 5 (Proxy = 2)
Died following hospital = 10
Lost to follow-up = 6 (Proxy = 1)

Patients completed baseline and follow-up questionnaires = 77

Patients not completing
follow-up = 2
Patient refused = 2

Patient-only questionnaires included = 67

Patient or patient-proxy completion
of questionnaires = 10
Proxy only = 8
Patient-proxy = 2

ICU = intensive care unit. NESB = non-English speaking background. NOK = next of kin.

below the population norm had three times the OR of
being readmitted, compared with those with AQoL
scores less than 1 SD below the population norm (OR,
3.05; 95% CI, 1.00–9.28; P = 0.049) (correct classification, 70.1%; Hosmer–Lemeshow goodness-of-fit test
2 = 10.16; P = 0.04; Nagelkerke’s R2 = 13.3%). For the
SF-6D, there was no statistically significant prediction
between scores and readmission (OR, 1.61; 95% CI,
0.55–4.74; P = 0.41) (correct classification, 62.7%; Hosmer–Lemeshow goodness-of-fit test 2 = 3.69, P = 0.72;
Nagelkerke’s R2 = 7.0%).

Discussion
The demographic and clinical features of the sample were
broadly representative of a typical mixed medical and
surgical ICU population,28,29 although the median Acute
Physiology and Chronic Health Evaluation II score reflected
the fact that the sample was of a relatively low acuity.
Previous research suggests that women and older adults
report worse HRQoL scores,19,30,31 but no differences were

found in utility scores by sex or age, and it is possible that
the impact of critical illness (or the contributing factors to
critical illness) dominates sex and age differences in the ICU
population. Therefore, caution should be exercised when
testing instrument validity against demographic factors in
the critical illness population.32,33
The key difference between the AQoL and SF-6D utilities
was the difference in distribution. The AQoL demonstrated an even distribution across the utility scale of 0.00
to 1.00, compared with the SF-6D, which showed a bellshaped curve around 0.60. This clustering of SF-6D utility
scores has been noted in other study populations, with the
lower boundary score (0.30) a factor.34 These findings have
implications for the use of the SF-6D in this population
and may lead to an underestimation of the QALYs gained
for use in CUAs. This is particularly so for populations in
which patients have poor outcomes, worse pre-existing
disease or poorer preadmission HRQoL scores. QALYs are
an outcome measurement unit which combines quality of
life and duration of survival. In CUA, “QALY gain” refers
to the increase in QALYs per dollar cost of treatment, and
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Figure 2. AQoL and SF-6D frequency distribution (n = 67)
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AQoL = assessment of quality of life. SF-6D = Medical Outcomes Study Short Form 6D.

treatment and policy decisions are based on the QALY gain
per dollar.
In our study, both the AQoL and SF-6D instruments
showed mean scores that were well under population
norms. For the AQoL, the Australian population norm is
0.81 (SD, 0.22),35 suggesting that participants experienced
a HRQoL that was 0.32 utility points worse than the general
population. Similarly for the SF-6D, the Australian population norm (G H, own unpublished data) is 0.78 (SD, 0.14),
suggesting that participants experienced a HRQoL that was
0.21 utility points worse than the general population. When
used in CUA, these figures imply that for a 1-QALY gain,
studies using the AQoL would require only three patients to
return to the population norm, compared with studies
using the SF-6D which would require five patients to return
to the population norm for the equivalent QALY gain. The
QALYs of this cohort 6 months after admission to the ICU
were higher than survivors of acute respiratory distress
syndrome,36 which is to be expected, given the higher
severity of illness of that cohort.
Another key difference between the AQoL and SF-6D
utilities was that the AQoL SDs were more than double the
SF-6D SDs, and that participants in our study reported an
SD of 0.32 in AQoL utility (compared with the population
norm SD of 0.2235). These differences may be a function of
the richer descriptive system of the AQoL. Additionally, the
finding of an SD of 0.32 in AQoL utility may reflect the fact
that patients have a broad experience of, and react differently to, life-threatening illness. In contrast, the SF-6D SD
was the same as the population SD (0.14). It is possible that
210

this partly reflects the lack of variance in the role function
composite item of the SF-6D, as well as the more compressed utility range of the SF-6D. These observations
suggest that the SF-6D may provide incorrect estimates of
benefit from health care, and hence may also provide
misleading cost–utility ratios, as has been reported previously.34 Despite the moderate agreement between the two
utility scores, the absolute utility differences (by health
status at baseline and follow-up) were large, with differences on the AQoL being about 50% greater than those
reported on the SF-6D. These differences are clinically
significant. This finding suggests that when comparing
different measures, correlational analysis is an inadequate
procedure by itself, as has been previously suggested by
Bland and Altman.37 These key differences and the differences in psychometric properties observed support the
conclusion that utilities from different instruments are not
directly comparable, equivalent or able to be used interchangeably.11,34,38 This has significant implications for MAU
instrument selection for CUA in clinical studies in the critical
illness population.
At preadmission and follow-up, the AQoL was a reliable
measure, and this is consistent with reports in other
populations.3,20 However, important reliability issues were
observed for the SF-6D where one item had no variance,
suggesting that the SF-6D did not meet the standards for
reliability and should be used with caution in this population. The sensitivity of the AQoL and SF-6D varied according to the scenario being considered. The AQoL
outperformed the SF-6D in terms of sensitivity to activities
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that are clinically important to patients and health care
systems, such as the requirement for community services.
The AQoL also outperformed the SF-6D for people with
poor general health and for people who required support
at home. Conversely, where the SF-6D outperformed the
AQoL, the differences were largely due to the smaller SD
of the SF-6D. These findings may also reflect differences in
instrument structure, with the AQoL measuring handicap
arising from an intrinsic health state,3 while the SF-6D was
designed to assess actual health states.6
Although both instruments were responsive, only small
changes in mean utility scores were observed (AQoL
change, 0.05; SF-6D change, 0.06) (Table 3). These small
aggregate changes might suggest that participants may
have to experience significant improvement (or decrement) in health utility before changes are considered
clinically worthwhile or significant. There are several possible reasons for this. There is no gold standard with which
to compare change after critical illness. It is also possible
that the small utility changes were a function of the wide
variability in outcome, where almost half the participants
deteriorated during the study period and subgroups of
patients had variable outcomes.17
The test of predictive validity suggested that those
obtaining AQoL scores lower than 1 SD below the population norm were over three times more likely to re-present
at hospital, be readmitted to the ICU, or present at the
emergency department. The clear clinical implication from
this finding is that patients with AQoL scores lower than 1
SD below the population norm should be carefully
screened or monitored over time for deterioration in their
symptoms. The fact that there was no statistically significant prediction for readmission using the SF-6D adds to
the weight of evidence suggesting that it may not be
particularly suitable for use in studies of people in intensive care.
Our study was limited by the small sample size and an
inability to generalise results, as only 23% of all admitted
ICU patients were eligible and recruited for it. Interpreting
the results of our study requires an acceptance that no
consensus exists about the best method of deriving utility
scores (eg, scaling preference-based instruments, or mapping or calculating scoring algorithms from health profile
data).39 However, instrument validity is vitally important, as
the differences in utility scores may influence clinical
decision making, resource allocation and CUA. Only two
MAU instruments were used in the current study, for
pragmatic reasons; future studies could include other
MAU instruments such as the HUI and EQ-5D. Future
validation of MAU instruments could also consider validating perception of patient change against family or caregiver burden, which has been described in the critical

illness literature40 and may represent an important part of
the paradigm of ICU outcome.

Conclusions
The AQoL showed better psychometric properties than the
SF-6D in this sample of Australian ICU survivors, and also
showed acceptable internal reliability. The SF-6D may not
meet contemporary standards of reliability, and the lower
boundary score of 0.30 may limit the use of the SF-6D in
this population. The current advantage of the SF-6D is that
it is derived from the SF-36, which has a wide utilisation.
Moderate agreement was observed between the utility
scores of the AQoL and SF-6D, but their utilities were not
interchangeable. The AQoL is recommended for use in the
critical illness population.
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