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Abstract

As part of the World Health Organization (WHO)
project focused on assessing the performance of
national health systems, the World Health Sur-
vey (WHS) was carried out in many member
countries. In order to enable comparison of self-
rated health between different cultures of the
same country or between different nations, the
WHS questionnaire included vignettes of sam-
ple cases, that is, hypothetical stories that de-
scribe the health problems of third parties. The
objective of the present study is to evaluate the
possibility of using vignette ratings to imple-
ment a socioeconomic calibration scale for self-
rated health in Brazil. Using Brazilian WHS da-
ta, perceptions of state of health, measured
through two different strategies (self-rating and
vignette-rating), were compared. The effects of
socioeconomic status (educational level and
number of household assets) on health domain
ratings were estimated via multiple regression
models, controlled for age and sex. The effects of
socioeconomic status were significant for the
majority of health domains in the case of self-
perception, but statistically null in the case of
third party ratings. It is concluded that the WHO
vignettes are not appropriate for calibrating
self-rated health measures in Brazil.

Health Status; Socioeconomic Status; Vignettes

Introduction

Population surveys are being used with in-
creasing frequency to understand health con-
ditions and access to and use of health ser-
vices. This type of study began in the 1920s, in
industrialized countries, and in the 1950s, in
developing countries. They are characterized
by household interviews to capture morbidity,
as reported by residents, as well as to evaluate
the performance of healthcare from the point
of view of the user 1.

The use of morbidity indicators reported in
health surveys has been justified because of
the difficulties involved in collecting diagnos-
tic information, which requires rigorous stan-
dardization and has greater costs. Various indi-
cators have been used to measure health needs
using information furnished by the interviewees
themselves or by other household members.
Among the most commonly used are self-rated
health, reporting of chronic disease or other
signs and symptoms, and the restriction of rou-
tine activities 2.

The assessment of individual perception of
one’s own state of health has assumed an im-
portant role in evaluating the state of health of
populations, due to the validity derived from
its relationship to clinical conditions and mor-
bidity and mortality indicators 3,4. Neverthe-
less, while diagnostic information is objective
from the medical point of view, self-rated health
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is subjective, combining both physical and emo-
tional components and reflecting the percep-
tion of wellbeing and satisfaction with life 5.

In the recent international literature, there
is evidence that self-rated health varies accord-
ing to the individual’s socioeconomic status.
The results indicate, in general, that the greater
the level of poverty, the worse the perception of
one’s own health 6,7,8. Similarly, in Brazil, stud-
ies based on the health study National Survey
by Household Sample, from 1998, show a so-
cioeconomic gradient in self-rated health 9,10.

By comparing the results of studies from
different countries, cultural differences in the
mode of evaluation of state of health have also
been documented 11. Explanatory hypotheses
fall to the complexity of patterns of behavior,
beliefs, education, and other spiritual and ma-
terial values that collectively influence the dis-
tinct perceptions of feelings of suffering, pain,
or discomfort 5.

In the year 2001, the World Health Organi-
zation (WHO) proposed the elaboration of the
World Health Survey (WHS) in various member
countries, as part of a project to evaluate the
performance of national healthcare systems 12.
In order to enable comparison of the data col-
lected between different cultures of a single
country or between different countries, the
WHO included in the questionnaire vignettes
of sample cases, hypothetical stories that de-
scribe the health problems of third parties, in
various health domains. Whether applied in
different societies or individuals of the same
population, the vignettes would permit the cre-
ation of a calibration scale for the above-refer-
enced measures of morbidity by means of com-
paring the responses furnished for model cases
with those obtained through self-evaluation.

According to the WHO, the necessity for
calibrating self-rated health derives from the
methodological difficulty in handling ordinal
responses assigned to health domains, which
would not be comparable between distinct so-
ciodemographic groups. Or, in other words,
there would be the need to calibrate the break-
ing points of the ordinal variable used to mea-
sure self-rated health, given that distinct popu-
lations apply the categories “very bad”, “bad”,
“moderate”, “good”, and “very good” in differ-
ent ways 13.

The strategy for using sample-case vignettes
involves creating a concrete description of a
problem related to one health domain and ob-
taining responses that reflect the health pat-
terns and expectations of distinct population
groups. By addressing other people’s circum-
stances, the vignettes allow for capturing indi-

vidual perceptions without the subjectivity of
self-reporting, and, consequently, the differ-
ences in evaluations provide a basis for adjust-
ing the scale of self-perception of health prob-
lems 14.

The WHS was conducted in Brazil in 2003,
and included in the questionnaire a module
addressing state of health in various domains,
with direct questions about the individual’s
own state of health (self-evaluation) and simi-
lar questions aimed at evaluating the health of
other people, referring to vignettes of sample
cases. Preliminary results of the WHS show im-
portant socioeconomic disparities in health
self-evaluation, using the degree of education
or the possession of household assets as indi-
cators of social condition 15. However, the in-
terpretation of these results in terms of objec-
tive measures of state of health may be preju-
diced by lack of comparability between differ-
ent understandings and distinct manners of re-
sponding to the questions.

Under the hypothesis that there exist varia-
tion by socioeconomic level in how people un-
derstand the health domain questions, there
would be the need for an adjustment (calibra-
tion) of the ordinal classification scale of the
self-reporting instrument for a more appropri-
ate analysis of the results. The present study
seeks to evaluate the use of vignettes for cali-
brating the self-evaluation measures of health
in Brazil by comparing the effects of socioeco-
nomic level on the evaluations of state of health
of third parties, obtained via vignettes.

Materials and methods

The WHS sample was conducted in three stages.
In the first, 250 census sectors were selected,
with probability proportional to size. Situation
(urban or rural) and municipal size (< 50,000;
50,000 to 399,999; 400,000 + inhabitants) ex-
plicitly stratified the primary selection units.
Each sector’s average head of household in-
come was used for implicit stratification by so-
cioeconomic level. In the second stage, for each
sector selected, twenty household were inter-
viewed, these being selected with equiprobabili-
ty and by inverse sampling. In each household,
one resident was identified to respond to the
questions relative to the characteristics and
composition of the household, which served as
a basis, in the third stage, for the equiprobable
selection of an adult resident (18 years of age
or more) to respond to the individual question-
naire. In conducting this study, the five thou-
sand questionnaires from the WHS were used.
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To analyze state of health perception in the
Brazilian population, the questionnaire module
addressing “health state description” was used.
In this module, interviewees responded to ques-
tions about diverse domains of health, such as
state of animus, mobility, pain and discomfort,
interpersonal activities, vision, sleep and energy,
cognition and self care, being based in the Inter-
national Classification of Functioning, Disability
and Health 16. Such questions were made using
two strategies suggested by the WHS: (1) self-rat-
ed health, and (2) sample-case vignettes called
“vignettes to describe health state”.

In the self-evaluation, interviewees respond-
ed to direct questions about their own health
state, aimed at capturing their perceptions re-
garding each state of health domain, formulat-
ed as, “Overall, in the last 30 days, how much
difficulty did you have in carrying out such ac-
tivity?”, the responses of which were obtained
on a scale of 1 to 5 (1 = none; 2 = mild; 3 = mod-
erate; 4 = severe; 5 = extreme/cannot do).

On the other hand, sample-case vignettes
were used to obtain the interviewee’s percep-
tion of state of health based on hypothetical
scenarios, containing questions formulated
similarly to those applied in the self-evalua-
tion, but referring instead to the health of the
individual described in the story (third person)
rather than to the health of the interviewee
himself. For example, presented below is a vi-
gnette from the pain domain:
• Case vignette for pain (hypothetical story):
“Marcelo has pain in his knees, elbows, wrists,
and fingers, and the pain is present almost all of
the time. It gets worse during the first half of the
day. Although medication helps, he feels un-
comfortable when moving around, holding and
lifting things”.

Question 1: “Overall in the last 30 days, how
much of bodily aches or pains did Marcelo
have?”. Response options: 1. None; 2. Mild; 3.
Moderate; 4. Severe; 5. Extreme.

Question 2: “In the last 30 days, how much
bodily discomfort did Marcelo have?”. Response
options: 1. None; 2. Mild; 3. Moderate; 4. Severe;
5. Extreme.

In order to cover all the domains dealing
with self-rated health questions without exces-
sively increasing the questionnaire length, the
vignettes were divided into four groups, identi-
fied as rotation A, B, C, and D. The distribution
of vignette rotation among interviewees was
accomplished according to circumstances,
such that, approximately one-quarter of inter-
viewees responded to each rotation.

The study of each health state domain
through vignettes was based on five stories,
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each of which was subdivided into two associat-
ed problems (Figure 1).

Self-evaluation analysis for each of the
health domains related to “state of animus”,
“pain or discomfort”, “vision”, “cognition”, and
“self care” utilized the average of the responses
to the two questions (one direct question for
each of the two problems associated with a par-
ticular domain). Vignette evaluation involved
averaging responses to ten questions (one ques-
tion for each of the two problems per story, to-
taling ten questions per household).

For the three health domains “mobility”,
“interpersonal”, and “sleep and energy”, analy-
sis was based upon only one associated prob-
lem: “locomotion”, “personal relationships”,
and “sleeping well”, respectively, because there
were in general, difficulties responding to the
second question. In these cases, self-evaluation
analysis was accomplished using the direct re-
sponse given for the one question pertaining to
each problem. Vignettes analysis was based on
the average of responses to the five questions
(each problem involved one question per story,
totaling five questions per household).

Comparison of the perspectives obtained
through self-evaluation with those obtained
through vignettes was accomplished by sex,
age, and two variables representing socioeco-
nomic status: degree of education (primary ed-
ucation incomplete; primary education or
more complete); and number of assets (1-4 as-
sets; 5 or more assets), which correspond to the
total of assets in the household (television, re-
frigerator, stereo, microwave, telephone, cellu-
lar telephone, washing machine, dishwasher,
computer, or car).

In the statistical analysis, evaluation aver-
ages were calculated for each domain and for
each evaluation strategy (self-evaluation and
vignettes), according to sex, age group (18 to
39; 40 or more), level of education, and num-
ber of goods.

The effects of socioeconomic status, as mea-
sured by level of education or by number of
household assets, on perception of state of
health were compared between evaluations
strategies, for each domain, with linear regres-
sion models, in which the dependent variable
was alternated, first with self-evaluation re-
sponses and second with vignette responses.
Sex and age were included as covariables in the
models.

By treating an assemblage of data obtained
with a complex sample, which combines cen-
sus sector stratification, conglomeration, and
unequal selection probabilities, information
regarding the selection stratum and the sam-
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Rotation

Figure 1

Distribution of health domains by rotation type and organization of associated problems.
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pling weight were incorporated in data analy-
sis, which was accomplished with the SUDAAN
software.

Results

Of the five thousand interviewees, 24.96% re-
sponded to rotation code A, covering questions
about “state of animus”, and “locomotion”;
25.06% responded to rotation code B, covering
“pain” and “personal relationships”; 25.16% re-
sponded to rotation code C, covering “vision” and
“sleeping well”; and 24.82% responded to rota-
tion code D, covering “cognition” and “self care”.

Table 1 shows that, in general, averages for
self-evaluation are lower than for health evalu-
ations of third parties (vignettes). The influ-
ence of level of education, sex, and age group
is greater in the evaluation of one’s own health,
since the evaluation averages obtained from vi-
gnettes were nearly constant at a moderate
grade of around three.

In general, the results presented in Table 1
indicate that, with respect to self-rated health,
females have worse perceptions than do men,
older people report more problems, and those
with incomplete education have worse percep-
tions than those with more education. In con-
trast, the evaluation averages obtained by vi-
gnette questions represent little variation by
sex, age group, and education level, for any of
the health domains considered.

In the case of “pain or physical ill-being”,
the mean self-evaluation varied from 1.81,
among females, to 2.23, among males; from
1.82, among individuals from 18 to 39 years of
age, to 2.28, among older individuals; from 1.85,
among those with primary education com-
plete, to 2.20, among those with incomplete
education. For the same domain, evaluation of
sample-cases remained practically invariable,
with values close to the overall mean of 2.95 for
both sexes, age groups, and levels of education
(Table 1).

With regard to “state of animus”, self-rated
mean scores varied from 1.91 (males, 18 to 39
years of age, primary education or more com-
plete) to 2.72 (females, 40 or more years of age,
primary education incomplete), with range of
0.81, whereas vignette evaluations for the same
domain varied from 3.05 (males, 18 to 39 years
of age, primary education incomplete) to 3.22
(females, 18 to 39 years of age, primary educa-
tion or more complete), with total range of 0.17
(Table 1).

The same pattern can be observed when
comparing the results by number of assets

(Table 2). For “pain or discomfort”, for example,
the variation amplitude of health self-evalua-
tion is 1.09, with the best perception corre-
sponding to males, 18 to 39 years of age, with
five or more household goods. The worst per-
ception corresponds to females of greater age
and lower socioeconomic level. The mean of
the vignettes evaluation scores has a much low-
er range, close to zero (0.09), remaining practi-
cally constant, independent of sex, age group,
or number of household goods.

The results of multiple linear regression
(Table 3) show significant effects of sex and age
for self-rated health, in the great majority of
state of health domains considered here. The
negative coefficients for males indicate better
health self-evaluations among males, while the
positive correlations with age indicate worse
self-evaluation with increased age.

As concerns the effects of level of educa-
tion, controlled for sex and age, the results of
multiple regression, presented in Table 3, indi-
cate that self-evaluation was significantly worse
among those with less education, for the fol-
lowing domains: “state of animus”, “locomo-
tion”, “pain or discomfort”, “personal relation-
ships”, “vision”, and “cognition”. There was no
significant contribution by educational level
for the domains referring to “self care” and
“sleeping well”. With regard to vignette evalua-
tions, “self care” and “state of animus” were the
only aspects to show statistically significant
differences for educational level. However,
these effects were in the opposite direction to
those observed for self-evaluation.

The results of multiple linear regression,
presented in Table 4, show that the differences
in self-evaluation by number of goods are still
more accentuated than those obtained for lev-
el of education. The only domain that did not
show statistically significant effect for number
of assets was “sleeping well”. Inversely, in rela-
tion to the vignette evaluations, no other do-
main showed significant contribution by num-
ber of household assets.

Discussion

Given the hypothesis that there exist varia-
tions, according to socioeconomic status, in
understanding the questions relative to health
domains, the analysis conducted in the present
study sought to verify the possibility of imple-
menting a calibration scale for ordinal respons-
es to these questions, based on evaluations of
third party vignettes. Observed differences in
the perception of state of health domains were
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Table 1

Mean of self-rated health scores and vignette evaluations according to sex, age, and level of education. Brazil, 2003.

Sex/Age Level of State of Locomotion Pain Personal Vision Sleeping Cognition Self 
group education animus relationships well care
(years) Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self-

evalu- evalu- evalu- evalu- evalu- evalu- evalu- evalu-
ation ation ation ation ation ation ation ation

Females

18-39 PE incomplete 3.15 2.45 3.09 1.44 2.95 2.12 3.12 1.51 3.14 1.29 3.09 1.76 2.72 1.84 2.95 1.12

PE complete 3.22 2.17 3.02 1.15 2.99 1.88 3.09 1.28 3.11 1.27 3.12 1.73 2.77 1.45 3.08 1.04
or +

Total 3.19 2.29 3.05 1.27 2.97 1.96 3.10 1.36 3.12 1.28 3.11 1.74 2.75 1.63 3.02 1.08

40 or + PE incomplete 3.21 2.72 3.08 1.93 2.93 2.57 3.14 1.49 3.17 1.91 3.09 2.46 2.81 2.20 3.03 1.30

PE complete 3.21 2.43 3.20 1.41 2.99 2.30 3.22 1.17 3.19 1.42 3.18 2.00 2.87 1.79 3.05 1.17
ou +

Total 3.21 2.62 3.12 1.75 2.94 2.50 3.16 1.41 3.17 1.75 3.12 2.31 2.82 2.11 3.04 1.27

Total PE incomplete 3.18 2.60 3.09 1.71 2.93 2.42 3.13 1.50 3.16 1.66 3.09 2.18 2.78 2.06 3.00 1.23

PE complete 3.22 2.25 3.08 1.23 2.99 2.00 3.13 1.25 3.14 1.32 3.14 1.83 2.79 1.54 3.07 1.08
or +

Total 3.20 2.43 3.08 1.48 2.96 2.23 3.13 1.38 3.15 1.52 3.12 2.03 2.78 1.86 3.03 1.17

Males

18-39 PE incomplete 3.05 2.05 2.95 1.22 2.90 1.74 2.93 1.20 3.09 1.24 3.11 1.67 2.76 1.66 2.90 1.12

PE complete 3.17 1.91 3.01 1.18 2.92 1.60 3.00 1.22 3.07 1.12 3.15 1.66 2.73 1.37 3.05 1.06
or +

Total 3.12 1.97 2.99 1.20 2.91 1.67 2.97 1.21 3.08 1.17 3.13 1.66 2.74 1.49 2.98 1.09

40 or + PE incomplete 3.16 2.16 3.11 1.61 2.98 2.09 3.14 1.22 3.08 1.88 3.02 1.97 2.85 1.74 2.94 1.26

PE complete 3.20 1.95 3.15 1.35 3.00 1.75 3.08 1.29 3.05 1.30 3.11 1.70 2.75 1.63 2.99 1.15
or +

Total 3.17 2.09 3.12 1.52 2.98 1.99 3.12 1.24 3.07 1.70 3.05 1.89 2.82 1.70 2.96 1.22

Total PE incomplete 3.11 2.11 3.04 1.45 2.94 1.94 3.04 1.21 3.08 1.61 3.06 1.85 2.82 1.71 2.93 1.20

PE complete 3.18 1.93 3.06 1.23 2.95 1.65 3.03 1.24 3.06 1.17 3.14 1.67 2.74 1.46 3.03 1.09
or +

Total 3.14 2.03 3.05 1.35 2.95 1.81 3.04 1.23 3.07 1.41 3.10 1.77 2.78 1.60 2.97 1.15

Total

18-39 PE incomplete 3.10 2.27 3.03 1.34 2.92 1.92 3.02 1.34 3.12 1.27 3.10 1.72 2.74 1.76 2.93 1.12

PE complete 3.20 2.06 3.02 1.16 2.96 1.76 3.05 1.26 3.09 1.19 3.14 1.70 2.75 1.41 3.07 1.05
or +

Total 3.16 2.15 3.02 1.24 2.94 1.82 3.04 1.29 3.10 1.23 3.12 1.71 2.74 1.57 3.01 1.08

40 or + PE incomplete 3.19 2.46 3.10 1.78 2.95 2.37 3.14 1.38 3.13 1.90 3.06 2.24 2.83 2.00 3.00 1.28

PE complete 3.21 2.22 3.18 1.38 2.99 2.05 3.16 1.22 3.13 1.36 3.15 1.87 2.80 1.70 3.01 1.16
or +

Total 3.19 2.38 3.12 1.65 2.96 2.28 3.14 1.33 3.13 1.73 3.09 2.12 2.82 1.91 3.00 1.25

Total PE incomplete 3.15 2.38 3.07 1.59 2.94 2.20 3.09 1.36 3.12 1.64 3.08 2.03 2.79 1.90 2.97 1.22

PE complete 3.20 2.11 3.07 1.23 2.97 1.85 3.08 1.25 3.10 1.25 3.14 1.76 2.76 1.50 3.05 1.09
or +

Total 3.17 2.25 3.07 1.42 2.95 2.04 3.09 1.31 3.11 1.47 3.11 1.91 2.78 1.73 3.00 1.16

PE = Primary education.
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Table 2

Mean of self-rated health scores and vignette evaluations according to sex, age, and number of household assets. Brazil, 2003.

Sex/Age Number State of Locomotion Pain Personal Vision Sleeping Cognition Self 
group of assets animus relationships well care
(years) Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self- Vignette Self-

evalu- evalu- evalu- evalu- evalu- evalu- evalu- evalu-
ation ation ation ation ation ation ation ation

Females

18-39 0-4 3.17 2.31 3.07 1.40 2.96 2.03 3.13 1.45 3.15 1.32 3.08 1.73 2.76 1.77 3.02 1.10

5 + 3.20 2.25 3.02 1.16 2.97 1.91 3.07 1.28 3.11 1.25 3.13 1.77 2.72 1.48 3.03 1.05

Total 3.19 2.28 3.05 1.27 2.97 1.97 3.10 1.36 3.13 1.28 3.11 1.75 2.74 1.64 3.02 1.08

40 + 0-4 3.20 2.65 3.08 1.79 2.98 2.72 3.10 1.57 3.15 2.12 3.05 2.45 2.85 2.39 3.06 1.33

5 + 3.22 2.60 3.15 1.73 2.91 2.30 3.21 1.25 3.19 1.47 3.16 2.20 2.81 1.87 3.01 1.23

Total 3.21 2.62 3.12 1.75 2.94 2.50 3.16 1.40 3.17 1.74 3.12 2.31 2.83 2.12 3.03 1.28

Total 0-4 3.18 2.45 3.08 1.56 2.97 2.38 3.12 1.51 3.15 1.69 3.07 2.06 2.80 2.05 3.04 1.20

5 + 3.21 2.41 3.08 1.43 2.94 2.10 3.14 1.27 3.15 1.37 3.15 2.00 2.77 1.67 3.02 1.14

Total 3.20 2.43 3.08 1.48 2.96 2.23 3.13 1.38 3.15 1.52 3.11 2.03 2.78 1.87 3.03 1.17

Males

18-39 0-4 3.09 2.05 2.97 1.21 2.90 1.67 2.93 1.26 3.03 1.19 3.09 1.67 2.78 1.59 2.98 1.12

5 + 3.15 1.88 3.01 1.19 2.91 1.63 3.00 1.18 3.12 1.15 3.17 1.64 2.71 1.41 2.99 1.06

Total 3.12 1.97 2.99 1.20 2.91 1.65 2.97 1.22 3.08 1.17 3.13 1.66 2.74 1.49 2.98 1.09

40 + 0-4 3.19 2.15 3.14 1.57 2.96 2.24 3.17 1.25 3.06 1.99 3.03 1.95 2.90 1.72 2.94 1.23

5 + 3.16 2.04 3.11 1.48 3.00 1.77 3.08 1.24 3.07 1.48 3.08 1.84 2.75 1.70 2.98 1.22

Total 3.17 2.09 3.12 1.52 2.98 1.99 3.12 1.24 3.07 1.70 3.05 1.89 2.82 1.71 2.96 1.22

Total 0-4 3.13 2.09 3.04 1.36 2.93 1.93 3.04 1.25 3.05 1.55 3.06 1.80 2.85 1.65 2.96 1.18

5 + 3.16 1.96 3.06 1.33 2.95 1.70 3.03 1.21 3.09 1.30 3.13 1.74 2.73 1.55 2.98 1.13

Total 3.15 2.02 3.05 1.35 2.94 1.80 3.04 1.23 3.07 1.41 3.10 1.77 2.78 1.60 2.97 1.15

Total

18-39 0-4 3.14 2.20 3.03 1.31 2.94 1.87 3.04 1.36 3.09 1.26 3.08 1.70 2.77 1.70 3.00 1.11

5 + 3.18 2.09 3.02 1.17 2.94 1.78 3.04 1.24 3.11 1.20 3.15 1.71 2.72 1.45 3.01 1.05

Total 3.16 2.14 3.02 1.24 2.94 1.82 3.04 1.29 3.10 1.23 3.12 1.70 2.74 1.57 3.01 1.08

40 + 0-4 3.19 2.42 3.11 1.69 2.97 2.52 3.13 1.43 3.11 2.06 3.04 2.22 2.88 2.08 3.00 1.28

5 + 3.19 2.35 3.14 1.62 2.95 2.06 3.15 1.25 3.14 1.47 3.12 2.04 2.78 1.78 2.99 1.23

Total 3.19 2.38 3.12 1.65 2.96 2.28 3.14 1.33 3.12 1.72 3.09 2.12 2.83 1.92 3.00 1.25

Total 0-4 3.16 2.29 3.06 1.47 2.95 2.18 3.08 1.39 3.10 1.62 3.06 1.94 2.82 1.88 3.00 1.19

5 + 3.19 2.22 3.07 1.38 2.95 1.91 3.09 1.24 3.12 1.34 3.14 1.88 2.75 1.61 3.00 1.14

Total 3.18 2.25 3.07 1.42 2.95 2.04 3.09 1.31 3.11 1.47 3.10 1.91 2.78 1.74 3.00 1.16

compared according to level of education and
number of household goods, measured using
two distinct strategies: perception of one’s own
health and evaluation of the health of third
parties (vignettes).

The results show the small influence so-
cioeconomic level has on health state evalua-
tions based on third-party stories. This con-
trasts with the pattern observed for health
self-evaluation, in which socioeconomic sta-
tus had an important effect, as has been docu-
mented in studies in other countries 17. The ef-
fects of education level on the evaluation of
health state of third parties, when they exist,

are contrary to those observed for self-evalua-
tion, and appear to derive from poor compre-
hension of the vignettes by interviewees with
incomplete education, which, at times, could
not grasp the severity of the problems related
in the stories.

The results of the present study indicate,
therefore, that the methodology proposed by
the WHO, of using evaluations of vignettes to
calibrate the breaking points of the self-report-
ing categories, does not appear to be appropri-
ate in the case of the WHS in Brazil. These
Brazilian findings were similar to those ob-
tained for Mexico, where the evaluations of vi-
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Table 3

Regression results for different evaluation strategies of health domains: effects of educational level 

adjusted for sex and age. Brazil, 2003.

Health domains Type of approach Variables Model p-value 
coefficient (β) (t test β = 0)

State of animus Vignette Intercept 3.0046 0.0000

Male sex -0.0551 0.0422

Age 0.0021 0.0327

Level of education 0.0741 0.0109

Self-evaluation Intercept 2.4406 0.0000

Male sex -0.4173 0.0000

Age 0.0073 0.0005

Level of education -0.2013 0.0091

Locomotion Vignette Intercept 2.8916 0.0000

Male sex -0.0329 0.3685

Age 0.0034 0.0009

Level of education 0.0362 0.2806

Self-evaluation Intercept 1.2552 0.0000

Male sex -0.1477 0.0030

Age 0.0139 0.0000

Level of education -0.2189 0.0000

Pain or discomfort Vignette Intercept 2.8680 0.0000

Male sex -0.0104 0.7383

Age 0.0007 0.4615

Level of education 0.0406 0.1874

Self-evaluation Intercept 1.9238 0.0000

Male sex -0.4007 0.0000

Age 0.0143 0.0000

Level of education -0.1966 0.0037

Personal relationships Vignette Intercept 2.9719 0.0000

Male sex -0.0880 0.0207

Age 0.0029 0.0129

Level of education 0.0256 0.5230

Self-evaluation Intercept 1.6004 0.0000

Male sex -0.1632 0.0025

Age -0.0007 0.7155

Level of education -0.1299 0.0234

Vision Vignette Intercept 3.1485 0.0000

Male sex -0.0755 0.0445

Age 0.0005 0.7115

Level of education -0.0132 0.7644

Self-evaluation Intercept 1.1923 0.0000

Male sex -0.1021 0.0382

Age 0.0157 0.0000

Level of education -0.2175 0.0000

(continues)
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Table 3 (continued)

State of health domains Type of approach Variables of the model Coefficient β p-value 
(test |t| β =0)

Sleeping well Vignette Intercept 3.0222 0.0000

Male sex -0.0317 0.3699

Age -0.0003 0.8039

Level of education 0.0696 0.0632

Self-evaluation Intercept 1.6330 0.0000

Male sex -0.2626 0.0009

Age 0.0138 0.0000

Level of education -0.1165 0.1860

Cognition Vignette Intercept 2.6892 0.0000

Male sex -0.0035 0.8939

Age 0.0024 0.0190

Level of education -0.0027 0.9316

Self-evaluation Intercept 1.7658 0.0000

Male sex -0.2483 0.0000

Age 0.0113 0.0000

Level of education -0.2649 0.0000

Self care Vignette Intercept 2.8025 0.0000

Male sex -0.0662 0.0163

Age 0.0020 0.0693

Level of education 0.1061 0.0010

Self-evaluation Intercept 0.9889 0.0000

Male sex -0.0177 0.6292

Age 0.0066 0.0000

Level of education -0.0616 0.0981

gnettes also showed small variation and was
situated, in general, around the expected re-
sponse value for each vignette question 18.

It is necessary to add that the vignettes
were introduced to the WHS in the expectation
that individuals, when evaluating the health
state of others, would put themselves in the hy-
pothetical situations as if the problems were
their own and, consequently, would reproduce
their perceptions of health. As in Mexico, the
Brazilian results show that this transposition
(of the individual for the other person) did not
occur, since the perception of health state in
the various domains, as made through the vi-
gnettes, was fixed at the level “moderate”, with,
in general, non significant effects of the indi-
vidual’s social condition. Deserving of atten-
tion is the finding that as regards feelings of
pain, the multivariate model shows a lack of
variation in the evaluation of others by sex, age,
level of education, and number of assets, al-
though self-perception shows significant ef-
fects for all these variables.

Besides the possibility that the model-case
scenarios were formulated inappropriately,

which would prevent individuals from repro-
ducing their perceptions of health, another
reason for the inadequate performance of the
methodology proposed by the WHS is the need
for adapting the calibration instrument to the
local cultural context, a need that is becoming
ever more acknowledged in the specialized lit-
erature 19. The complexity or length of some vi-
gnettes may have affected their comprehen-
sion among those individuals with incomplete
primary education, especially the elderly.

Despite increasing evidence of the validity
of self-evaluation for measuring health state,
not only for its association with objective con-
ditions (ascertained through clinical diagnos-
tics and exams), but also, for its relevance for
predicting future mortality and morbidity 3,20

and utilization of health services 21,22, some
authors have hypothesized that distinct social
groups can interpret the notion of health dif-
ferently, systematically affecting the responses
obtained from self-reporting instruments. For
example, psychosomatic illness may be more
common in some sociocultural groups than in
others 23.
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Table 4

Regression results for different evaluation strategies of health domains: effects of number of household 

assets adjusted for sex and age. Brazil, 2003.

Health domains Type of approach Variables Model p-value 
coefficient (β) (t test β = 0)

State of animus Vignette Intercept 3.1339 0.0000

Male sex -0.0538 0.0476

Age 0.0015 0.1279

Number of assets 0.0015 0.7860

Self-evaluation Intercept 2.2502 0.0000

Male sex -0.4202 0.0000

Age 0.0094 0.0000

Number of assets -0.0373 0.0031

Locomotion Vignette Intercept 2.9220 0.0000

Male sex -0.0294 0.4251

Age 0.0031 0.0029

Number of assets 0.0071 0.2574

Self-evaluation Intercept 1.0342 0.0000

Male sex -0.1556 0.0022

Age 0.0160 0.0000

Number of  assets -0.0363 0.0005

Pain or discomfort Vignette Intercept 2.9311 0.0000

Male sex -0.0137 0.6599

Age 0.0005 0.6232

Number of assets 0.0008 0.8893

Self-evaluation Intercept 1.7628 0.0000

Male sex -0.4044 0.0000

Age 0.0162 0.0000

Number of assets -0.0414 0.0013

Personal relationships Vignette Intercept 2.9669 0.0000

Male sex -0.0873 0.215

Age 0.0028 0.0142

Number of assets 0.0089 0.2388

Self-evaluation Intercept 1.4881 0.0000

Male sex -0.1512 0.0046

Age 0.0005 0.7548

Number of assets -0.0260 0.0219

Vision Vignette Intercept 3.1121 0.0000

Male sex -0.0756 0.0446

Age 0.0006 0.6069

Number of assets 0.0021 0.8047

Self-evaluation Intercept 1.0863 0.0000

Male sex -0.1112 0.0238

Age 0.0177 0.0000

Number of assets -0.0586 0.0000

(continues)
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Table 4 (continued)

Health domains Type of approach Variables Model p-value 
coefficient (β) (t test β = 0)

Sleeping well Vignette Intercept 3.0188 0.0000

Male sex -0.0233 0.5083

Age -0.0010 0.3690

Number of assets 0.0257 0.0018

Self-evaluation Intercept 1.5189 0.0000

Male sex -0.2719 0.0007

Age 0.0151 0.0000

Number of assets -0.0207 0.1801

Cognition Vignette Intercept 2.7388 0.0000

Male sex -0.0021 0.9368

Age 0.0024 0.0102

Number of assets -0.0112 0.0840

Self-evaluation Intercept 1.5558 0.0000

Male sex -0.2605 0.0000

Age 0.0141 0.0000

Number of assets -0.0549 0.0000

Self care Vignette Intercept 2.9579 0.0000

Male sex -0.0598 0.0316

Age 0.0008 0.4194

Number of assets 0.0079 0.2350

Self-evaluation Intercept 0.9453 0.0000

Male sex -0.0173 0.6386

Age 0.0073 0.0000

Number of assets -0.0153 0.0353

In contrast, studies have shown that the
comparability of self-rated health measure-
ments remains valid, even when compared in
distinct social contexts. Chandola & Jenkinson
24 show that there was no significant difference
in the association between self-rated health
and other more objective measures of morbidi-
ty among distinct ethnic groups in England.
Similarly, a study in Sweden demonstrated that
the relative risks of mortality among individuals
with good self-rated health in relation to those
with poor perceptions were similar in all so-
cioeconomic groups 25.

In the present study, differentiation in self-
rated health by socioeconomic status, invari-
ably unfavorable among individuals of lower
social status for the majority of health state do-
mains, appears to be explained, at least in part,

by adverse living conditions. Nevertheless, the
results presented here show the influence of
the subjective character of self-evaluation in
certain domains that exceed the scope of the
health system, such as difficulties in relating to
other people.

The findings presented here suggest that it
is necessary to better understand systematic
variation in measurements of self-rated health
and to comprehend how different population
subgroups see and evaluate their health in its
different domains. The challenge is to develop
alternative strategies to reduce the subjective
variation in health perception in its various do-
mains and to make possible greater compara-
bility between distinct social groups, so that the
self-reporting measures characterize reliably
the health needs of the Brazilian population.
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Resumo

Como parte do projeto da Organização Mundial da
Saúde (OMS) de avaliação de desempenho dos sis-
temas de saúde das nações, a Pesquisa Mundial de
Saúde (PMS) foi realizada em vários países membros.
Para possibilitar a comparação de estimativas de au-
to-avaliação do estado de saúde coletadas entre cul-
turas distintas, a OMS utilizou a estratégia de incluir
vinhetas de casos-padrão, estórias hipotéticas que des-
crevem problemas de saúde de terceiros. Utilizando os
dados da PMS brasileira, objetivou-se, neste trabalho,
avaliar a utilização de vinhetas de casos-padrão para
calibração da percepção de saúde por nível sócio-eco-
nômico. Na análise estatística foram comparadas as
médias de avaliação de cada domínio por estratégia
de mensuração (auto-avaliação e vinhetas) segundo
sexo, faixa etária, e nível sócio-econômico (grau de es-
colaridade e número de bens no domicílio). Os efeitos
do nível sócio-econômico sobre as avaliações dos do-
mínios de saúde foram estimados por regressão múlti-
pla, controlando-se por idade e sexo. No caso da auto-
avaliação, os efeitos do nível sócio-econômico foram
significativos para a maioria dos domínios, mas esta-
tisticamente nulos, no caso de vinhetas. Conclui-se que
a utilização das vinhetas propostas pela OMS para
calibração das medidas de auto-reporte não se mos-
trou apropriada no caso do Brasil.

Nível de Saúde; Posição Sócio-econômica; Vinhetas
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