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Abstract

Background The rising prevalence of chronic diseases in China has made health-
related quality of life a critical indicator for evaluating prevention and treatment
outcomes, underscoring the importance of selecting appropriate measurement
instruments for health-related quality of life in chronic disease patients.

Objective To compare the scores of three generic health utility instruments—the
Chinese Quality of Life Instrument (CQ-11D), the Short Form Six-Dimension
version 1 (SF-6Dv1), and the EuroQol Five-Dimension Three-Level (EQ-5D-3L)
—in chronic disease patients, and to assess the validity, consistency, and corre-
lation of these three instruments in measuring health utility values in chronic
disease patients.

Methods Using quota sampling based on the gender and age distribution of the
Chinese population, face-to-face interviews were conducted to collect basic de-
mographic information and sequential self-reported responses to the three instru-
ments (CQ-11D, SF-6Dv1, and EQ-5D-3L). Chronic disease patients were iden-
tified from the sample for analysis of their utility value measurements. Bland-
Altman plots and Intraclass Correlation Coefficient (ICC) were employed to
assess consistency and correlation among the three instruments, while Kruskal-
Wallis tests were used for univariate analysis of gender and age.

Results A total of 692 chronic disease patients were included in the study. The
mean (standard deviation) utility values for CQ-11D, SF-6Dvl, and EQ-5D-
3L were 0.855 (0.168), 0.793 (0.132), and 0.876 (0.136), respectively. The
three most prevalent chronic conditions were hypertension (N=275), arthritis
(N=128), and hyperlipidemia (N=124). Histograms revealed a pronounced ceil-
ing effect for EQ-5D-3L, while CQ-11D showed a broader distribution range.
Bland-Altman plots demonstrated relatively good agreement among the three
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instruments, with approximately 95% of points falling within the 95% limits
of agreement (LOA). CQ-11D showed the highest correlation with the Visual
Analogue Scale (VAS). The ICC range among the three instruments was 0.528-
0.625, indicating moderate correlation; both Bland-Altman plots and ICC anal-
ysis indicated that SF-6Dv1 and EQ-5D-3L had the best agreement. Subgroup
analyses of the three different chronic conditions yielded similar results to those
of the overall sample. Univariate analysis revealed that male patients had higher
utility values than female patients among those with hypertension and hyper-
lipidemia; among hyperlipidemia patients, those aged 60 years and above had
the lowest utility values.

Conclusion In chronic disease populations, the EQ-5D-3L instrument exhibited
a pronounced ceiling effect. CQ-11D demonstrated a broader distribution range
of utility values for the three chronic conditions without observable ceiling ef-
fects and showed the highest correlation with VAS, making it relatively more
suitable for measuring health-related quality of life in Chinese chronic disease
populations.
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Abstract

Background The number of patients with chronic diseases is increasing annu-
ally in China. Health-related quality of life (HRQoL) represents an important
indicator for evaluating the effectiveness of chronic disease prevention and treat-
ment, making the selection of appropriate HRQoL measurement tools for chronic
disease patients highly significant.

Objective This study compares contemporaneous utility scores from three
generic health utility scales—the Chinese Quality of Life Assessment Scale of
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Traditional Chinese Medicine (CQ-11D), the Six-Dimensional Health Survey
Short Form version 1 (SF-6Dv1), and the Three-Level Five-Dimensional Health
Scale (EQ-5D-3L)—in chronic disease patients, and evaluates the validity, con-
sistency, and correlation of these three instruments for measuring health utility
values.

Methods Quota sampling was conducted according to the sex and age distri-
bution of the Chinese population. Basic respondent information was collected
through face-to-face surveys, followed by sequential collection of self-reported
results from the CQ-11D, SF-6Dv1, and EQ-5D-3L scales. Patients with chronic
diseases were selected from this sample, and their utility values from the three
scales were analyzed. Bland-Altman plots and Intraclass Correlation Coeffi-
cients (ICC) were used to analyze consistency and correlation among the three
scales, while Kruskal-Wallis tests performed univariate analyses by sex and age.

Results A total of 692 chronic disease patients were included. The mean (stan-
dard deviation) utility values were 0.855 (0.168) for CQ-11D, 0.793 (0.132) for
SF-6Dv1, and 0.876 (0.136) for EQ-5D-3L. The three most prevalent chronic
conditions were hypertension (N=275), arthritis (N=128), and hyperlipidemia
(N=124). Histograms revealed a pronounced ceiling effect for EQ-5D-3L, while
CQ-11D showed a broader distribution range. Bland-Altman plots demon-
strated relatively good consistency among the three scales, with approximately
95% of points falling within the 95% limits of agreement (LOA). CQ-11D showed
the highest correlation with Visual Analogue Scale (VAS) scores. ICC val-
ues among the three scales ranged from 0.528 to 0.625, indicating moderate
correlation, with SF-6Dv1 and EQ-5D-3L demonstrating the best consistency.
Subgroup analyses for the three chronic diseases yielded similar results to the
overall sample. Univariate analysis showed that among hypertension and hyper-
lipidemia patients, males had higher utility values than females; among hyper-
lipidemia patients, those aged 60 and above had the lowest utility values.

Conclusion In chronic disease populations, the EQ-5D-3L exhibits a notable
ceiling effect. The CQ-11D demonstrates a broader utility value distribution
without ceiling effects and shows the highest correlation with VAS, making
it relatively more suitable for measuring HRQoL in Chinese chronic disease
populations.

Keywords Chronic disease; Health utility scores; CQ-11D; SF-6Dv1; EQ-5D-
3L

Introduction

As population aging becomes increasingly prominent, chronic non-communicable
diseases have gradually emerged as the primary factor affecting residents’ health.
Data from China’ s Health Statistics Yearbook show that the prevalence of
chronic diseases has risen substantially in recent years, increasing from 24.5% in
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2013 to 34.3% in 2018. Chronic disease patients experience long disease courses
with complex etiologies. In response to these characteristics, patient-reported
outcomes (PROs) such as health-related quality of life (HRQoL) have become
important complementary indicators for evaluating chronic disease prevention
and treatment effectiveness alongside objective clinical measures.

Accurate measurement of health utility values is essential for calculating quality-
adjusted life years (QALYs) and conducting pharmacoeconomic evaluations.
Health utility values represent preferences for specific health states, typically
ranging from 0 to 1, where O denotes death and 1 represents perfect health;
negative values are permitted to indicate health states worse than death. Cur-
rently, the European Quality of Life Five-Dimensional Questionnaire (EQ-5D)
and the Six-Dimensional Health Survey Short Form (SF-6D) are the most widely
used health utility measurement scales globally, and both are recommended in
the China Guidelines for Pharmacoeconomic Evaluations (2020 Edition). How-
ever, recent studies indicate that the three-level version of EQ-5D (EQ-5D-3L)
exhibits a ceiling effect when measuring HRQoL, showing poor sensitivity to
minor health state changes, while the SF-6D demonstrates a floor effect in
certain dimensions. More importantly, although both EQ-5D-3L and SF-6D
have demonstrated good reliability and validity across various chronic disease
populations, they were developed based on Western populations and may not
accurately reflect health preferences and characteristics of Chinese populations.

The CQ-11D utility scale was recently developed based on Chinese population
health preferences and grounded in Traditional Chinese Medicine (TCM) the-
ory and health concepts, aiming to provide a more culturally appropriate and
accurate measurement tool for Chinese populations. Given the substantial dif-
ferences in dimensional structure between CQ-11D and the widely used SF-6Dv1
and EQ-5D-3L scales, measurement results may differ when applied to the same
population. However, the existence, magnitude, and direction of these differ-
ences remain unclear. Therefore, comparing the utility value measurements
from these three scales has important practical significance. This study simul-
taneously measured utility values in Chinese chronic disease patients using CQ-
11D, SF-6Dv1, and EQ-5D-3L, compared their distributions, consistency, and
correlation, and examined differences through univariate analysis to identify the
most suitable scale for utility measurement in chronic disease populations, pro-
viding references for future HRQoL research and tools for pharmacoeconomic
evaluation.

1.1 Study Population

Data for this study were derived from the research project constructing a Chi-
nese population utility scoring system for CQ-11D, with data collection con-
ducted from February to April 2021. During the initial phase of generating
discrete choice experiment questionnaires, the Balanced Overlap method in
Lighthouse Studio 9.9.2 software was used to extract balanced experimental
samples from all possible health states generated by the CQ-11D scale. Based
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on expert consultation, 700 pairs of health states were selected and allocated to
70 questionnaire sets. According to recommendations for discrete choice experi-
ment research, each questionnaire set should have more than 20 respondents to
ensure relatively reliable and robust model estimation. Therefore, the CQ-11D
Chinese population utility scoring system construction study required a sam-
ple size greater than 1,400. Based on budget constraints, the effective sample
size was expanded to 2,400, yielding approximately 34 respondents per discrete
choice questionnaire to ensure adequate study quality.

The survey targeted Chinese adults aged 18 and above. Using quota sampling
according to the sex and age distribution of the Chinese population from the
China Statistical Yearbook 2019, the survey was conducted across seven geo-
graphic regions: North China, Northeast China, East China, Central China,
Southwest China, Northwest China, and South China. Each region selected
2-6 representative provinces, autonomous regions, or municipalities directly un-
der the central government (28 total), from which survey locations were chosen.
Surveyors recruited respondents through convenience sampling in public areas
(streets, communities, schools, etc.) within their jurisdiction. With respon-
dents’ consent, surveyors audio-recorded the interview process. This study was
approved by the Ethics Committee of Beijing University of Chinese Medicine
(Approval No. 2021BZYLL03012).

Inclusion criteria for survey participants were: (1) age $ $18 years; (2) Chinese
citizens with Chinese nationality; (3) continuous residence in mainland China
for the past five years; and (4) agreement to participate. Exclusion criteria were:
(1) hearing, speaking, reading, or writing disabilities, or inability to understand
survey content; and (2) abnormal mental status. The study population for this
analysis comprised respondents who self-reported having physician-diagnosed
chronic diseases, with chronic disease categories determined based on reference
literature.

1.2 Survey Methods and Content

The survey employed face-to-face questionnaire administration. Surveyors col-
lected sociodemographic information (sex, age, ethnicity, education level, house-
hold registration type, employment status, etc.) and chronic disease status,
followed by sequential collection of self-reported results from the CQ-11D, EQ-
5D-3L, and SF-6Dv1 scales. To ensure survey quality, high-quality surveyors
were recruited and received unified training, with a Surveyor Training Man-
ual distributed for study. The manual included specific operational procedures,
questionnaire completion examples, and quality control requirements. After sur-
vey completion, team leaders and project members verified data and reviewed
audio recordings, excluding questionnaires with missing data or those not ad-
ministered according to the training manual to ensure data quality.
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1.3 Measurement Instruments and Scoring Methods

The CQ-11D comprises 11 dimensions: mobility and self-care, appetite, bowel
movements, sleep quality, mental vitality (energy, spirit, concentration), dizzi-
ness (subjective vertigo, mild cases resolving with eye closure, severe cases with
sensation of self or surroundings spinning, inability to stand), palpitations (sub-
jective awareness of heart beating), pain, fatigue/weakness, irritability, and anx-
iety (worry, urgency, tension, concern, unease) or depression (discouragement,
loss of interest in activities, lack of pleasure, low spirits). Each dimension has
four levels describing different severity levels, capable of describing 4,194,304
health states. Utility values were calculated using the utility scoring system
developed by Zhu Wentao et al. based on a Chinese general population discrete
choice experiment with time trade-off (DCETTO) design, with a measurable
utility range of -0.868 (44444444444) to 1 (11111111111).

The EQ-5D, developed by the EuroQoL Group, is one of the most widely
used generic utility scales worldwide. It includes five dimensions: mobility,
self-care, usual activities, pain/discomfort, and anxiety/depression. The 3-level
version (EQ-5D-3L) contains three severity levels per dimension (no problems,
some/moderate problems, extreme problems), generating 243 health states with
a measurable utility range of -0.149 (33333) to 1 (11111). EQ-5D-3L includes a
Visual Analogue Scale (EuroQol VAS) to directly measure respondents’ quality
of life. The EQ VAS is a 20cm vertical scale with 100 at the top and 0 at the
bottom, representing the best and worst imaginable health states, respectively.
EQ-5D-3L utility values were calculated using a Chinese population-based util-
ity scoring system.

The SF-6D was developed by Brazier et al. based on the SF-12 and SF-36 health
surveys, including six dimensions: physical functioning, role limitation, social
functioning, pain, mental health, and vitality. Its reliability and validity have
been verified across different disease areas in various countries. Each dimension
has 4-6 levels, describing 18,000 health states, with the worst state being 645655
and the best state 111111. As a mainland China population-based utility scor-
ing system for SF-6Dv1 has not yet been developed, the Hong Kong Chinese
population-based utility scoring system was used.

1.4 Data Analysis

This study conducted two-part data analysis. The first part analyzed the over-
all chronic disease population measurements from CQ-11D, EQ-5D-3L, and SF-
6Dv1, including descriptive analysis, consistency analysis, and correlation anal-
ysis. The second part focused on the three most prevalent chronic diseases
(hypertension, arthritis, and hyperlipidemia), conducting more detailed anal-
yses including descriptive analysis of utility values, ceiling/floor effects, and
univariate analysis. Additionally, we examined whether the distribution char-
acteristics, consistency, and correlation of utility values measured by the three
scales differed from those in the overall chronic disease population.
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Descriptive analysis used means and standard deviations to describe utility val-
ues, with histograms used to observe distribution characteristics. Ceiling/floor
effects were evaluated based on literature indicating that proportions exceeding
15% at the maximum or minimum dimension or total scores constitute ceiling or
floor effects. This study used the proportion of samples achieving the best/worst
possible health state as the evaluation indicator for ceiling/floor effects.

Consistency analysis employed Intraclass Correlation Coefficients (ICC) and
Bland-Altman plots. Bland-Altman consistency evaluation criteria followed lit-
erature guidelines stating that points within the 95% limits of agreement (LOA)
on the plot should comprise approximately 95% of the total, while also consid-
ering whether LOA fall within professionally acceptable ranges. This study did
not consider professional acceptability ranges. Generally, ICC values between
0.75-1 indicate high correlation, 0.40-0.75 indicate moderate correlation, and be-
low 0.4 indicate low correlation. Kruskal-Wallis nonparametric tests performed
univariate analyses of sociodemographic characteristics to assess the impact of
sex and age on utility value measurements from the three scales for the three
chronic diseases.

A two-sided p-value <0.05 was considered statistically significant. Descriptive
and univariate analyses were completed using SAS 9.2 software, histograms and
ICC calculations were performed using STATA 15.0, and Bland-Altman plots
were generated using MedCalc software.

Results
2.1 Sample Characteristics

Among 2,586 participants, 88 questionnaires were excluded following quality
control principles: (1) 57 incomplete questionnaires; (2) 5 questionnaires not
meeting inclusion/exclusion criteria; (3) 9 questionnaires with logical inconsis-
tencies; and (4) 17 questionnaires completed in less than 5 minutes. The fi-
nal analysis included 2,498 valid questionnaires, yielding an effective response
rate of 96.60%. Screening these valid questionnaires for self-reported physician-
diagnosed chronic diseases resulted in 692 chronic disease patients, representing
27.70% of the sample. The mean age of chronic disease patients was 54 years,
with 365 males (52.75%) and 327 females (47.25%). The proportions of patients
with one, two, and three or more chronic conditions were 71.24% (493/692),
18.50% (128/692), and 10.26% (71/692), respectively. The three most preva-
lent chronic diseases were hypertension (39.74%, 275/692), arthritis (18.50%,
128/692), and hyperlipidemia (17.92%, 124/692). Basic information for the
included chronic disease patients is presented in Table 1 .

2.2 Distribution of Utility Values in the Overall Chronic Disease Pop-
ulation

The mean (standard deviation) utility values for the overall chronic disease pop-
ulation were 0.855 (0.168) for CQ-11D, 0.793 (0.132) for SF-6Dv1, and 0.876
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(0.136) for EQ-5D-3L. The utility value distributions are shown in Figure 1 [Fig-
ure 1: see original paper|. All three scales exhibited non-normal distributions,
with overall utility values skewed toward higher values (negative skewness). The
CQ-11D distribution was relatively broad, spanning both positive and negative
values with a range of (-0.147, 1) and good continuity. The SF-6Dv1 distribu-
tion was concentrated in the region above 0.5, with a range of (0.346, 1). The
EQ-5D-3L distribution showed a pronounced ceiling effect with a discontinu-
ous pattern, ranging from (0.336, 1). Ceiling effects were 5.64% (39/692) for
CQ-11D, 4.05% (28/692) for SF-6Dv1, and 41.76% (289/692) for EQ-5D-3L. No
floor effects were observed for any of the three scales.

2.3 Consistency Analysis Results in the Overall Chronic Disease Pop-
ulation

Bland-Altman plots revealed relatively good consistency among the three scales,
with approximately 95% of points falling within the LOA, though consistency
varied between different scale pairs. The 95% CI for differences between EQ-5D-
3L and SF-6Dv1 was (-0.14, 0.31), with 4.77% (33/692) of points beyond the 95%
LOA, indicating the best consistency (LOA=0.952). The 95% CI for differences
between CQ-11D and EQ-5D-3L was (-0.31, 0.27), with 5.06% (35/692) beyond
the LOA, indicating good consistency (LOA=0.949). The 95% CT for differences
between CQ-11D and SF-6Dv1 was (-0.23, 0.35), with 5.64% (39/692) beyond
the LOA, indicating good consistency (LOA=0.944). These results are shown
in Figures 2 [Figure 2: see original paper], 3 [Figure 3: see original paper], and
4 [Figure 4: see original paper].

ICC analysis showed moderate correlations among the three scales, with SF-
6Dv1 and EQ-5D-3L showing the highest correlation, consistent with Bland-
Altman plot results. Additionally, CQ-11D demonstrated moderate correlation
with VAS, while SF-6Dv1 and EQ-5D-3L showed low correlations with VAS.
Results are presented in Table 2 .

2.4 Utility Value Results for Three Specific Chronic Disease Groups

For hypertension patients, mean (SD) utility values were 0.846 (0.182) for CQ-
11D, 0.796 (0.137) for SF-6Dv1, and 0.875 (0.143) for EQ-5D-3L. For hyper-
lipidemia patients, values were 0.852 (0.179), 0.781 (0.135), and 0.870 (0.139),
respectively. For arthritis patients, values were 0.832 (0.173), 0.747 (0.127), and
0.844 (0.137), respectively. Distribution patterns were consistent with the over-
all chronic disease population. All three scales showed the lowest mean utility
values for arthritis patients.

Ceiling effects were 5.45% (15/275), 4.36% (12/275), and 43.64% (120/275)
for hypertension patients; 6.45% (8/124), 4.84% (6/124), and 39.52% (49/124)
for hyperlipidemia patients; and 2.34% (3/128), 1.56% (2/128), and 27.34%
(35/128) for arthritis patients, respectively. No floor effects were observed for
any scale in any disease group.
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Bland-Altman plots showed that consistency among the three scales in hyper-
tension patients remained similar to the overall chronic disease population.
However, in hyperlipidemia and arthritis patients, consistency was lower
(LOA<0.95). ICC analysis revealed moderate correlations among the three
scales in hypertension patients (ICCS$ $0.6), consistent with overall results.
Compared to the overall population, correlation between CQ-11D and EQ-5D-
3L was higher in hyperlipidemia patients, while correlation between SF-6Dv1
and EQ-5D-3L was lower in arthritis patients. Regarding correlation with
VAS, CQ-11D showed the highest correlation across all three chronic diseases,
consistent with overall results.

Univariate analysis showed that in hypertension patients, utility values differed
by sex and age, with males having higher values than females across all three
scales. Maximum utility values were observed in the 30-39 age group for all
three scales, while minimum values were in the $ $60 age group for CQ-11D and
SF-6Dv1, and in the 18-29 age group for EQ-5D-3L. In hyperlipidemia patients,
utility values differed by sex, with males showing higher values across all three
scales. Maximum utility values were in the 30-39 age group for CQ-11D and
EQ-5D-3L, and in the 18-29 age group for SF-6Dv1, while minimum values were
in the $ $60 age group for all three scales. In arthritis patients, no statistically
significant differences in utility values were observed by sex or age across any of
the three scales. Results are presented in Table 3 .

Discussion

3.1 CQ-11D Demonstrates Certain Advantages in Measurement Va-
lidity

The results indicate that EQ-5D-3L measured the highest mean utility values,
followed by CQ-11D, with SF-6Dv1 measuring the lowest. Regarding distribu-
tion, CQ-11D showed the broadest range for the overall chronic disease popula-
tion, including some negative values, indicating its ability to reflect utility values
for chronic disease patients across different health states. The SF-6Dv1 distri-
bution was relatively continuous and uniform but concentrated in the region
above 0.5. The EQ-5D-3L distribution was concentrated in higher utility re-
gions with discontinuities. Only EQ-5D-3L exhibited a ceiling effect, consistent
with previous domestic studies, likely due to its insensitivity to minor health
state changes, resulting in overestimation of utility values in chronic disease pa-
tients. Previous research has indicated that SF-6Dv1 has lower sensitivity when
applied to poorer health states, showing substantial floor effects. However, this
study found no floor effects for any scale, possibly because chronic disease pa-
tients do not represent extremely poor health states, or because SF-6Dv1, being
developed in foreign populations, may not manifest floor effects when applied to
Chinese populations due to ethnic and cultural differences. Separate analyses of
hypertension, hyperlipidemia, and arthritis patients yielded consistent results.
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3.2 Consistency Results Indicate Differences Between CQ-11D and
Other Scales

Consistency analysis revealed ICC values between 0.528-0.625 across the three
scales, indicating moderate but not high correlation, with the highest correla-
tion between SF-6Dv1 and EQ-5D-3L. Both SF-6Dv1 and EQ-5D-3L showed low
correlations with VAS, while CQ-11D demonstrated moderate correlation with
VAS. Bland-Altman plots showed consistency exceeding 0.95 between SF-6Dv1
and EQ-5D-3L, while consistency between CQ-11D and the other two scales
was below 0.95 (0.944-0.949). Two possible explanations exist: First, CQ-11D
includes more dimensions, enabling more specific health state description than
SF-6Dv1 and EQ-5D-3L, which may contribute to slightly lower consistency.
Second, as CQ-11D was designed specifically for Chinese populations and in-
corporates TCM theory and health concepts with more comprehensible items,
it may better reflect patients’ direct perceptions of their health status. Since
VAS directly measures health status, CQ-11D shows the highest correlation with
VAS among the three scales. Similar patterns were observed in hypertension,
hyperlipidemia, and arthritis subgroups.

3.3 Consistency Patterns Vary Across Different Chronic Diseases

Compared to the overall chronic disease population, hypertension patients
showed moderate correlations among the three scales with consistency around
0.95, suggesting the three scales may be somewhat interchangeable for mea-
suring hypertension populations. In contrast, hyperlipidemia patients showed
higher correlation between CQ-11D and EQ-5D-3L, while arthritis patients
showed lower correlation between SF-6Dv1 and EQ-5D-3L. Consistency among
the three scales was below 0.95 in both hyperlipidemia and arthritis patients,
indicating substantial differences in utility value measurement across scales for
these conditions and suggesting that scale selection should be based on specific
measurement characteristics and health dimensions.

3.4 Sex and Age Influence Utility Values in Hypertension and Hyper-
lipidemia Populations

In hypertension and hyperlipidemia patients, all three scales consistently showed
higher utility values in males than females. Across age groups, CQ-11D and SF-
6Dv1 showed lowest utility values in patients aged 60 and above. These findings
suggest that female and elderly patients with hypertension and hyperlipidemia
warrant particular attention in treatment and daily health management.

This study has several limitations. First, the number and types of chronic dis-
eases included were limited; future research should incorporate more diverse
chronic disease populations. Second, due to study design, EQ-5D-5L was not
used, which might have mitigated the ceiling effect observed with EQ-5D-3L and
could have influenced our ceiling effect findings. Third, disease severity was not
considered; subsequent studies should stratify chronic diseases by severity stage
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to analyze scale sensitivity to disease changes and performance across disease
stages, providing references for appropriate scale selection and enabling precise
utility measurement and improved HRQoL research in chronic disease patients.
Fourth, CQ-11D items were designed from a TCM perspective, requiring survey-
ors to have accurate and comprehensive understanding of each item’ s meaning.
This creates a knowledge barrier for widespread application of CQ-11D. Survey-
ors should receive training on basic TCM theory and scale item interpretation
before using the instrument to avoid inaccurate measurement resulting from
improper understanding or explanation.

In summary, compared to EQ-5D-3L, neither CQ-11D nor SF-6Dv1 showed
ceiling effects, suggesting these scales may be more sensitive for measuring minor
health state changes and more suitable for slowly progressing chronic diseases,
while EQ-5D-3L may be more appropriate for measuring relatively poor health
states. Moreover, compared to SF-6Dv1 and EQ-5D-3L, CQ-11D demonstrated
higher correlation with VAS and a broader utility value distribution, better
reflecting patients’ self-perceived health status across different levels. Therefore,
CQ-11D may be more suitable for measuring utility values in chronic disease
patients.
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