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Supplement

Additional information on EQ-5D index and EVS

The EQ-5D index is constructed by applying weights to each of the levels within each dimension in
the descriptive system and adding these together for 243 (3°) possible health states. A set of
weights, the EQ-5D European value set (EVS), has been elicited in Western European countries,’
which we applied to derive the EQ-5D index because the EVS provides a potentially useful
platform for this large cross-European comparative study. Another advantage of adopting the EVS
is that it can be applied in the six countries in this study (Austria, Czech Republic, Israel, Poland,
Romania, and Serbia) for which there is absence of locally appropriate value sets.’

Additional information on the comparison of patients with MDS and the reference population

The objective of this paper was to compare the QoL of Patients with MDS with general population
with a similar age and gender distribution, rather than the QoL of patients with other diseases
including cancer. Population norms can be used as reference data to compare profiles for patients
with specific conditions with data for the average person in the general population in a similar age
group and/or gender. They aim to be a representative sample of the general population of a
country or region and do not make any exclusions based on an individual’s comorbidities or
previous diseases. EQ-5D population norms are provided from representative national surveys of
20 countries and additional regional surveys conducted. Data collection for the majority of surveys
took place during or after 2000, however, some surveys were older with the UK and Swedish
national datasets being the earliest from 1993 to 1994, respectively. These surveys differ in
sample size and in the method of data collection. The Danish dataset had the largest sample with
over 16,000 respondents, while the Greek and the Swedish national surveys had the smallest
sample of around 500 respondents.

Additional information on multivariate analysis

Two separate multivariate analyses were performed to assess whether each of the two overall
HRQoL measures (EQ-5D index or EQ-VAS) could discriminate between risk groups with different
demographic and clinical parameters. Evidence of the ability to discriminate between different risk
groups was considered to be provided when there was a significant difference between the HRQoL
of different risk groups of patients, where this would be the case for regression coefficients which
are significantly different from zero. The significance level was set at p<0.01.



Since individual patients (level 1) are nested within centers (level 2) that can also be nested within
in countries (level 3), a hierarchical regression model with a three-level nested structure was fitted
in the multivariate analyses, in which the individual-level factors are the first level of the analysis,
with centres and countries constituting the second and third levels of the analysis, respectively. As
such, our models adjust for the unmeasured variation in the confounding characteristics of centres
and countries, which may be more or less related to health outcomes.

Additional information on MID

The MID is viewed as the smallest difference in score in the domain of interest that is perceived by
patients as beneficial or that would result in a change in treatment.® The MID for the EQ-5D index
was estimated between -0.011 and 0.140 (mean=0.074) in a literature review of eight longitudinal
studies,” and was reported as 0.033 in chronic conditions.” We aimed for a conservative threshold
in this study and inferred that a difference in HRQolL of >0.03 constituted an MID for the EQ-5D
index. As we are unaware of any studies which have estimated the MID for the EQ-VAS, we simply
assumed a similarity difference of >3.0 on the EQ-VAS constituted an MID.
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