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LETTERS TO
THE EDITOR

Short form 36
questionnaire

SIR In a recent article by Ziebland,' the
author attempted to assess the usefulness of
the short form 36 (SF 36) health status ques-
tionnaire in measuring health gain in popu-
lation surveys. This was done by using
recently published normative data from the
Oxford lifestyle survey to calculate effect sizes
for hypothesised changes in reported health
status. The author hypothesised: (i) an im-
provement in mean reported health status of
people in social class V to that of people in
social class I, and (ii) an improvement in
mean reported health status of 55-65 year
olds to that ofmen and women 10 years their
junior. She found that the size of the effect
measured by the SF 36 was small to moderate,
and concluded from this that the SF 36 was

an inadequate tool for assessing population
changes in health. This paper provides a clas-
sic example ofan inappropriately applied stat-
istical method leading a researcher to draw
a completely inappropriate conclusion. As I
hope to demonstrate, the correct statistical
analysis applied to the same data using the
same hypothesis leads to the opposite con-

clusion that is, that the SF 36 is extremely
sensitive to small changes in a population's
perceived health status, even using samples
of around 3-400, and is therefore useful in
monitoring health gains at population level.

Ziebland is quite correct when she de-
scribes the effect size as "a measure of the
relative magnitude of a change", and quotes
Cohen's rule of thumb of 0-2, 0-4, and 0-8 as

indicating small, moderate, and large clinical
effects respectively.2 However, to say that an

effect size is a measure of the magnitude of
a change is not the same as saying that it is
a measure of an instrument's responsiveness.
This is because the effect size is determined
by four factors: the actual change in health
status occurring in the population, the sample
size, the variation in health in the population,
and the responsiveness of the measure. The
reason Ziebland found small to moderate
effect sizes in her paper is obvious from the
data presented in her tables; the differences in
perceived health status between social classes,
and between 55-65 year olds and those 10
year younger are only small to moderate. For
example, in her paper Ziebland reports a
small effect size of 0-23 for the hypothetical
change in mean general health (as measured
by the SF 36) for men and women of social
class V to that of social class I. This is not
surprising given the small mean difference
(4-8%) between these groups.
A much more helpful method of assessing

the usefulness of the SF 36 in measuring
health gain in population surveys is to use

confidence interval analysis.3 The table pres-
ents 95 and 99% confidence intervals for the
hypothesised change in mean health status,
as measured by the SF 36, for men and
women in social class V to that of social class
I, using the data reported in Ziebland's paper.
The results indicate quite clearly that even

with the small to moderate differences in
perceived health status (as measured by the

SF 36) observed between social classes V and
I, and with samples of 230-380 people in
each group, there is a less than 1% probability
that these observed differences occurred by
chance.
The conclusion therefore is that the SF 36

is responsive enough to detect quite small
changes in health in a population. Whether
or not these small changes constitute "clin-
ically" or "socially" significant improvements
is a matter for health professionals, po-
liticians, and the public to decide.

DANNY RUTA
Tayside Health Board,

PO Box 75,
Dundee

1 Ziebland S. The short form 36 health status
questionnaire: clues from the Oxford region's
normative data about its usefulness in meas-
uring health gain in population surveys. J Ep-
idemiol Community Health 1995;49:102-5.

2 Cohen J. Statistical power analysis for the be-
havioural science. New York: Academic Press,
1977.

3 Gardner MJ, Alman DG. Statistics with confidence.
London: British Medical Joumal, 1989.

Reply

Danny Ruta is concerned that it is an in-
adequate grasp of statistics which has led me
to conclude that community surveys using
the SF 36 would lack the sensitivity to assess
the impact of health policies. While I am
quite happy to agree that the effect size may
not be the only statistic appropriate for as-
sessing changes within a population, it has
been identified as the one most often em-
ployed for this sort of analysis.' It is also
irresistible (because the error is presaged by
a touch of pomposity) to point out that he is
mistaken in asserting that sample size is
among the ingredients of the effect size cal-
culation, which includes only the mean and
standard deviation of the scores.
The hypothetical changes in reported

health status were selected as deliberately
extreme examples: whether simple mean
differences which range from 4-8% to 9-6%
should be considered small, moderate, or
dramatic is not something which can be con-
sidered in abstract.2 Certainly, the ability of
an instrument to detect a difference between
the health status of social classes I and V
cannot be taken as the final arbiter of re-
sponsiveness. It is therefore with some sur-
prise that I see such effort being taken to
demonstrate that these (observationally quite
uncontroversial) differences would occur by
chance less often than 1% of the time in
samples of 230-380 per group. This is hardly
the issue since policies which could be ex-
pected to have even a tenth of the impact
of such a change are extremely rare. My
contention is that if even such gross changes
would elude detection by the approach which
has been most frequently used for this pur-
pose, then perhaps other methods of iden-
tifying community health gain, such as
focused studies using non-survey methods,3
should be considered.

SUE ZIEBLAND
General Practice Research Group,

Gibson Building,
Radcliffe Infirmary,
Oxford OX2 6HE

1 Lydick E. Epstein RS Interpretations of quality
of life changes Quality of Life Research 1994;2:
221-6.

2 Jenkinson C. Evaluating the efficacy of medical

treatment: possibilities and limitations. Soc Sci
Med 1995; (in press).

3 Fitzpatrick R. Boulton M. Qualitative methods
for assessing health care. Quality in Health Care
1994;3: 107-13.

Smoking and health
promotion in Nazi
Germany
SIR Hermann Brenner's letter' seems to
consider that our article "Smoking and health
promotion in Nazi Germany"2 should have
contained a "careful review of more in-
formative individual-level studies" of in-
terventions aimed at reducing smoking. This
seems to rather spectacularly miss the central
point of our piece, which is that to understand
smoking behaviour in populations, some
knowledge of the historical and social back-
ground is required. By discussing the possible
reasons for the continuing high levels ofsmok-
ing in Germany, backed up by a cohort ana-
lysis stretching back to those who initiated
their smoking during or before the second
world war, and not referring to the possible
long term influence of one of the most
dramatic (and fortunately, in what it ac-
companied, historically unique) prohibition-
ist movements the world has seen, seems
bizarre. This is especially the case when the
reasons Brenner cites for the remaining high
rates ofsmoking - the lack of restrictive smok-
ing policies in workplaces and on transport,
together with a paucity of health education
activity among youngsters - are exactly those
which the Nazis implemented, with little suc-
cess.
Understanding behaviours as complex as

smoking requires a considerably more soph-
isticated view of how the world is than one
which sees individual-level motivation as
primary.3 The biological and psychological
dependence induced by sustained nicotine
use and the no less fundamental economic
dependence of capitalism on expanding po-
tential markets cannot be considered sep-
arately.4 The social function of smoking and
the contribution of the status as a smoker to
the construction of identities must also be
considered.5 Of relevance to our article, the
possible conscious adoption of smoking as a
form ofresistance cannot be easily dismissed.6
Thus smoking among adolescent women can
simultaneously represent and construct re-
sistance to gender stereotyping.7 In the Nazi
period, the Hitler Youth surveillance teams,
at least, understood this point. In a Hitler
Youth report on the anti-authoritarian Ham-
burg Swing Youth, the contribution of smok-
ing to general degeneracy was clear:

"The dance music was all English and
American. Only swing dancing and jit-
terbugging took place. At the entrance to
the hall stood a notice on which the words
"Swing prohibited" had been altered to
"Swing requested".... The dancers were
an appalling sight. None of the couples
danced normally, there was only swing of
the worst sort. Sometimes two boys danced
with one girl; sometimes several couples
formed a circle, linking arms and jumping,
slapping hands, even rubbing the back of
their heads together, and then, bent double,
with the top halfofthe body hanging loosely
down, long hair flopping into the face, they
dragged themselves round practically on
their knees. When the band played a
rumba, the dancers went into wild
ecstasy ... The band played wilder and
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Notices

wilder items; none of the players were sit-
ting down any longer, they all "jit-
terbugged" on the stage like wild creatures.
Several boys could be observed dancing
together, always with two cigarettes in the
mouth, one in each corner."8

A "careful review of more informative in-
dividual-level studies" of smoking cessation
which Brenner asks for, has, in fact, been
carried out".' It demonstrates rather small
effects of individual education. Interventions
in collective settings such as schools, even
when well developed, can have very dis-
appointing outcomes." Claims for dramatic
effects - such as the 80% reduction in female
smoking consequent on a prohibition ofwork-
place smoking in the study by Brenner," tend
to be based on investigations which are meth-
odologically very poor. Recently the results
of a series of methodologically high quality
evaluations of smoking cessation in-
terventions have appeared, showing es-
sentially no additional effect of well
developed, community-based interventions
over and above secular trends.'2 1' Changes
in smoking behaviour do occur, but they
cannot be attributed with any degree of cer-
tainty to Brenner's favoured explanations. A
deeper understanding of the social, cultural,
and economic foundations and con-
sequences - of public policy in relation to
smoking is needed. Indeed, an interest in
consequences may be of particular import-
ance, as the evidence grows that some ap-
parently reasonable policies may increase the
misery of those in the poorest sections of
society.'6 Rather than attempt to atomise so-
ciety for analytical and interventionist pur-
poses, a more considered approach to what
people do is required. This must involve re-
sisting the - sometimes understandable -
desire to forget history.

I Brenner H. Debating the efficacy of smoking
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NOTICES

The XIV International Scientific Meeting
of the International Epidemiological As-
sociation: Global Health in a Changing
Environment, 27-30 August, 1996, Nagoya
Congress Centre, Nagoya, Japan. For further
information: The XIV ISM Secretariat, c/o
Department of Preventive Medicine, Nagoya
University School of Medicine, 65 Tsurumai-
cho, Showa-ku, Nagoya 466, Japan. Tel: 81-
52-741-2111 ext 2074. Fax: 8 1-52-733-6729.
E-mail: i45457a(agnucc.cc.nagoya-u.ac.jp.

Documentation Centre Socio-Economic
inequalities in Health. At Erasmus Uni-
versity Rotterdam a specialised documenta-
tion centre on socioeconomic inequalities in
health has been operating since 1989. Anyone
interested in the relation between health and
socioeconomic position can use the centre.
For more information please contact: Docu-
mentation Centre Socio-Economic Inequalit-
ies in Health, Department of Public Health,
Hanneke van Trirum or Karien Stronks, Eras-
mus University Rotterdam, PO Box 1738,
3000 DR Rotterdam. Tel: (+-31 10) 408 77
14

First European Forum of Quality Im-
provement in Health Care: 7-9 March
1996, QEII Conference Centre, London. For
more information contact: Clare Moloney,
BMA Conference Unit, BMA House,
Tavistock Square, London WC IH 9JP.
Fax: 0171 383 6663, Tel: 0171 383 6478
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Notices

of health, such tools do not attain the degree
of rigour demanded of a precise scientific
instrument. More worryingly, the text could
also be criticised from the very perspective
that it intends to promote. It could be argued
that a fundamental tension exists between the
relatively enlightened thoughts on concepts
of health contained within the introductory
chapter and the highly formal and quantified
tools that subsequently follow. In reviewing
discrepancies between the SF-36 measure of
general health and associated qualitative as-
sessments ofhealth, Hill, Harries, and Popay'
have already suggested that irrespective of
any intended sensitivity, quantitative tools can
never match the subtlety gained from more
open ended methods. This tension is left
largely unresolved in the text.

Bowling herself points out that it is easy to
criticise established tools. It is also arguable
that in a policy context which demands quant-
itative data to inform decision making, such
tools are practical, pragmatic, and inherently
useful. If this is the case, Bowling's book
provides an important step towards the de-
velopment of measures of quality of life that
are both sensitive and rigorous.

SANDY WHITELAW
Lecturer in Health Promotion,

University of Manchester

1 Hill S, Harries U, Popay J. Patients' assessments
of the outcomes of their care. PHRRC report 3
July 1994.
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Corrigendum
Smoking and health promotion in Nazi
Germany
The letter which appeared in October 1995
(49(5):555) was submitted by George Davey
Smith and Matthias Egger. The letter is re-
printed on p 109.

Society for Social Medicine Abstracts
The abstracts which appeared in the October
1995 issue (vol 49(5):534-54) were from the
September 1995 scientific meeting of the
Society for Social Medicine, not the 1994
meeting.
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