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Abstract of clinically meaningful change, compared with 51.3% los-
KOLOTKIN, RONETTE L., ROSS D. CROSBY, G. RHYS  ing 10% to 14.9%, 55.3% losing 15% to 19.95%, and 76.3%
WILLIAMS, GUILFORD G. HARTLEY, AND SUSAN losing >20%. For total score and for three of the five
NICOL. The relationship between health-related quality of IWQOL-Lite scales (Physical Function, Self-Esteem, and
life and weight lossObes Res2001;9:564-571. Sexual Life), the relationship between weight loss and clin-
Objective: This is a report of health-related quality of life ically meaningful change was linear and was significant at
(HRQOL) changes in obese patients completing at least 1p < 0.05. Physical Function and Self-Esteem were most
year of outpatient treatment in a weight reduction program strongly affected by weight loss.

combining phentermine-fenfluramine and dietary counseling. Discussion:HRQOL changes, as measured by an obesity-
Research Methods and ProcedureBarticipants were 141  specific instrument (IWQOL-Lite), are strongly related to
women (87.6%) and 20 men (12.4%) who had an averageweight reduction.

body mass index at intake of 41.1 kg/niSD = 7.0,

range= 29.5 to 67.0 kg/) and an average age of 44.9 Key words: quality of life, health-related quality of life,
years (SD= 9.3, range= 23 to 65 years). HRQOL was Impact of Weight on Quality of Life-Lite questionnaire,
assessed at intake and at 1-year follow-up using the Impactweight loss, clinically meaningful change

of Weight on Quality of Life (IWQOL)-Lite questionnaire.

The relationship between HRQOL changes and weight loss

was examined using Pearson correlations. Clinically mean- Introduction
ingful change in HRQOL was defined as a 1.96 SEM |t has been shown consistently that obesity may impact
reduction in IWQOL-Lite total score. important aspects of health-related quality of life (HRQOL),

Results:On average, participants lost 20.2 kg or 17.6% of gych as physical health, emotional well-being, and psycho-

their weight over the 1-year period. Of the participants, socjal functioning (1-4). Recently, researchers have be-
15.5% lost<10% of their weight, 24.2% lost 10% t0 14.9%, come interested in using standardized assessment instru-

23.6% lost 15% t0 19.9%, and 36.6% lost 20% or more. All ments to directly assess the effects of obesity on health-
five INQOL-Lite scales and total score showed statistically related quality of life. Using a well-known generic measure
significant improvement over the 1-year period. Changes in of HRQOL, the Short Form of the Medical Outcomes Study
IWQOL-Lite scores from intake to 1 year showed statisti- (SF-36) (5), researchers have shown that HRQOL varies
cally significant correlations with percentage of weight loss gjrectly with the severity of obesity among individuals
for all subscales and total score. Subscale correlations withseeking weight loss treatment; the most obese individuals
weight loss ranged from 0.166 (Public Distress) to 0.396 have the poorest quality of life (6). Furthermore, it has been
(Physical Function) and was 0.370 for the total score. Forty- found that obese persons reporting pain show the greatest
four percent of participants losing10% met the criterion  jmpairments in HRQOL (7) and that obese persons seeking
treatment are significantly more physically impaired than
those who are not trying to lose weight (8). In addition,
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*Department of Psychiatry, Duke University Medical Center, Durham, North Carolina; ical, but not emotional, weII-belng (9,10).
TNeuropsychiatric Research Institute, Fargo, North Dakota; fUniversity of North Dakota The relationship between Weight loss and HRQOL has
School of Medicine and Health Sciences, Fargo, North Dakota; §Knoll Pharmaceutical . . .
Company, Mount Olive, New Jersey; and the Departments of {Medicine and **Psychiatry, been mvestlgated recently in several treatment outcome
Hennepin County Medical Center, Minneapolis, Minnesota. studies using the SF-36. HRQOL has been shown to im-
Address correspondence to Dr. Ronette L. Kolotkin, 1004 Norwood Avenue, Durham, NC prove after Weight reduction treatment (11 12) and after

27707. E-mail: kolot001@mc.duke.edu X N i 4
Copyright © 2001 NAASO cardiac rehabilitation for obese cardiac patients (13).

564 OBESITY RESEARCH Vol. 9 No. 9 September 2001



Health-Related Quality of Life and Weight Loss, Kolotkin et al.

Weight loss has also been associated with improved phys-tribution of patient populations is known. Examples of
ical, rather than mental, HRQOL as measured by the SF-36distribution-based approaches include the use of effect size
in a prospective study of weight change and HRQOL in (22,23) and SEM (24). Distribution-based methods for de-
women (10). In an analysis of data from four randomized fining clinically meaningful change may not correspond to
trials of sibutramine vs. placebo, weight loss was associatedanchor-based methods and are not a substitute for anchor-
with improvements in HRQOL as measured by the SF-36, based methods of defining clinically meaningful change.
as well as with improvements on an obesity-specific quality Another method of determining clinically meaningful dif-
of life instrument (14). ferences is the population-based method that relates changes
Whereas generic instruments such as the SF-36 provideon a quality of life measure to known population norms
useful information on broad aspects of quality of life, they (25). However, it is rare that such population-based infor-
are not designed to assess the specific range of healthmation is available. Therefore, population-based methods
related problems experienced by individuals with a specific have limited applicability.
disease. Disease-specific instruments are designed to focus One advantage of the SEM is that it is, at least theoreti-
on the domains, characteristics, and complaints most rele-cally, a fixed characteristic of the measure, regardless of the
vant to a particular disease. Disease-specific instruments aresample being studied (26). Whereas the SD and the reliabil-
usually more sensitive to changes in quality of life that ity of a measure (which are used to calculate SEM) are
result from treatment (15). To our knowledge, only two Sample-dependent, their relationship (and, hence, the SEM)
studies to date have investigated HRQOL changes afterremains constant across samples. However, in practical ap-
weight loss using a disease-specific instrument. In one studyplication, the SEM for a given measure is likely to vary
(16), a group of obese persons who had lost 5% or more of considerably across samples depending on the method used
their weight was compared with a group who had gained to estimate reliability and the presence of extreme scores.
weight and also with a weight-stable group. Subjects in the ~ The goals of the present study were 2-fold: to assess
weight loss group reported improved functioning on the obesity-specific quality of life changes using the IWQOL-
obesity-specific measure, those in the weight gain group Lite (27) over a 1-year period in patients who participated in
reported decreased functioning, and those in the weight-& weight-reduction program combining phentermine-fenflu-
stable group reported inconsistent results. In another studyramine and dietary counseling and to quantify the relation-
that used an obesity-specific HRQOL instrument, the Im- Ship between amount of weight loss and amount of change
pact of Weight on Quality of Life (IWQOL) questionnaire, in obesity-specific quality of life.
weight loss was associated with improvements on several of
the domains being assessed (14). Research Methods and Procedures
Researchers have sought to determine what constitutes articipants

clinically meaningful change in their disease-specific  Participants were 199 persons over the age of 18 years
HRQOL measures (e.g., 17,18). However, a definitive def- (170 women and 29 men) undergoing treatment for obesity
inition of clinically meaningful change has not yet been in a primary care setting or a subspecialty endocrinology
established. A number of different procedures have beenclinic. Individuals were eligible for participation in this
described for defining and evaluating clinically relevant study if their weight was=130% of ideal weight and if they
change in quality of life research. Anchor-based methods met stringent medical and psychological exclusion criteria
measure change in quality of life in relationship to some as defined below. Data in this report are based on 161
clinically relevant external standard and are especially participants (141 women and 20 men) who completed a
suited for assessing perception of change from the individ- minimum of 12 months in the program and provided
ual patient’'s perspective (19,20). A recent example of an IWQOL-Lite data at both baseline and 1-year follow-up.
anchor-based method is provided by Osoba et al. (17), whoThe 38 participants that were dropped from the analyses
compared changes in quality of life scores with global included 22 subjects who failed to complete 12 months of
ratings of improvement in cancer patients. Another example the program, 6 who did not provide baseline IWQOL-Lite
of an anchor-based approach is the study reported by Warddata, 5 who did not provide 12-month IWQOL-Lite data,
etal. (21), who used receiver-operating characteristic curvesand 5 who failed to report for a 12-month visit but who did
to identify the amount of change in patient global assess- complete subsequent visits. These 38 participants did not
ment that best differentiated improvement from no change. differ significantly from the 161 participants included in this
In contrast, distribution-based approaches are based on theeport in terms of gender (76.3% women vs. 87.6% men,
statistical characteristics of the obtained sample. Distribu- Fishers exacp = 0.121), age (45.6- 9.9 vs. 44.9*+ 9.3
tion-based methods are particularly well-suited for defining yearst = —0.42,df = 197,p = 0.675), baseline body mass
clinically meaningful change from the clinical perspective index (BMI; 40.0 = 8.5 vs. 41.1+ 7.0 kg/n?, t = 0.82,
(i.e., the degree of change necessary to warrant changes imf = 196,p = 0.411), or baseline IWQOL-Lite total score
therapeutic intervention), where information about the dis- (58.5+ 18.7 vs. 63.1+ 19.5,t = 1.19,df = 189,p = 0.236).
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Baseline BMI averaged 41.1 kgffor the sample of 161 Pearson correlation. Reliability at baseline was calculated
persons (SD= 7.0; range= 29.5 to 67.0 kg/if). The mean using Cronbach’sx coefficient.

baseline BMI for men was 44.4 kgfSD = 9.0) compared We defined clinically relevant improvement for each
with 40.6 kg/nt (SD = 6.6) for women{ = 2.28,df = 159, IWQOL-Lite score as a reduction of at least 1.96 SEM,
p = 0.024). The average age of participants was 44.9 yearsreflecting a two-tailed 95% confidence interval. SEMs were
(SD = 9.3; range= 23 to 65 years). then calculated for IWQOL-Lite scales and total score by

Pretreatment evaluation for inclusion in this study con- multiplying the SD at baseline by the square root of one
sisted of the following: a thorough medical history and minus the reliability coefficient at baseline (30). Clinically
physical examination conducted by a study internist, a psy- significant improvement in IWQOL-Lite scores (i.e., im-
chological assessment and structured psychological diag-provement of at least 1.96 SEM) was then assessed across
nostic interview conducted by a study psychologist, a nu- weight loss groups using the Mantel-Haenszel test for
tritional assessment with a registered dietitian, and an linear association (31).
extensive laboratory examination. The following exclusion
criteria were used: pregnancy; uncontrolled hypertension
(=140/90); any lifetime history of pulmonary hypertension, Results
glaucoma, or symptomatic cardiovascular disease; or anyweight Changes
lifetime history of serious psychiatric illness (schizophrenia,  On average, participants lost 20.2 kg or 17.6% of their
schizoaffective disorder, bipolar disorder, panic disorder, weight during the 1-year period (range—1.6% to 43.0%).
dementia/organic brain syndrome, chemical dependency/A total of 25 participants (15.5%) lost10% of their
abuse, anorexia nervosa, bulimia nervosa if purging wasweight, 39 (24.2%) lost 10% to 14.9%, 38 (23.6%) lost 15%
engaged in for more than a brief period of experimentation, to 19.9%, and 59 (36.6%) lost 20% or more.
or suicide attempts/serious self-injurious behavior). Individ-
uals with current major depressive disorder were excluded Obesity-Specific Quality of Life Changes

from the study, but those with a past history of major  Taple 1 presents IWQOL-Lite scores at baseline and 1

depressive disorder were not excluded. year separately by gender. After controlling for baseline
differences in BMI using analysis of covariance, women
Assessment Instruments scored Significantly hlgherF( = 8.18, df = 1158, P =

Participants completed a set of self-administered psycho-0-005) at baseline on Self-Esteem (i.e., worse HRQOL). All
logical instruments including the IWQOL (28,29). The five subscales and the total score on the IWQOL-Lite dem-
IWQOL was administered in the original 74-item version Onstrated significantp(< 0.001) improvements in quality
but was scored using the newer, more psychometrically Of life over the 1-year period. Women improved signifi-
sound 31-item version (IWQOL-Lite). (27) The IWQOL- cantly on all five scales and total score, whereas males
Lite assesses the impact of weight on quality of life in five improved significantly on Physical Function, Self-Esteem,
areas: Physical Function (11 items), Self-Esteem (7 items), Public Distress, and total score.

Sexual Life (4 items), Public Distress (5 items), and Work

(4 items). The IWQOL-Lite has been translated into 14 Relationship between Changes in Weight and Quality

languages and seems to be a clinically sensitive and validof Life

instrument with strong psychometric properties (27). The correlation between 1-year change in IWQOL-Lite

scores and percentage of weight loss over the 1-year period

Treatment Program were Physical Function= 0.396 ¢ <- 0.001), Self-Es-
Treatment consisted of regular meetings with aregisteredteem = 0.242 p = 0.002), Sexual Life= 0.294 p <

0.001), Public Distress 0.166 p = 0.003), Work= 0.169

dietitian, individualized diets, exercise recommendations, (o = 0.032), and IWQOL-Lite totak 0.370 f < 0.001)
and medlcatlon._Medlcanon watl-fenflu_ramlne HCI (20 Consequent’ly,~14% of the variance in IWQOL-Lite total
mg orally three times a day up to a maximum of 120 mg/d) score can be accounted for by weight loss.

combined with phentermine HCI (30 mg orally daily). Figure 1 shows the relationship between amount of

weight loss and IWQOL-Lite score changes over the 1-year
Statistical Analysis period. Because scales differ considerably in terms of num-
Comparisons between women and men on baselineber of items (Physical Functios 11, Self-Esteem= 7,
IWQOL-Lite scores were performed controlling for base- Sexual Life= 4, Public Distress= 5, Work = 4, and total
line BMI using analysis of covariance. Changes in IWQOL- score= 31), the graph reflects the average change per item
Lite scores from baseline to 1-year were analyzed using afor each of the four weight loss groups. This allows a direct
pairedt test. Correlations between changes in IWQOL-Lite comparison of the impact of weight loss on quality of life
scores and percentage of weight loss were analyzed usingchanges across scales. For example, the 20%Veight
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Table 1. IWQOL-Lite scores at baseline and 1-year by gender

IWQOL-Lite scale Baseline 1-Year Significance
Physical function

Women fi = 141) 244+ 8.0 179+ 6.1

Men (n = 20) 29.1+12.3 18.0+ 55

Total 25.0+ 8.8 17.9+ 6.0 te0) = 11.15,p < 0.001
Self-esteem

Women fi = 141) 155+ 5.2 11.5+ 5.3

Men (n = 20) 13.0+ 5.8 10.4+ 3.6

Total 15.2+ 5.3 11.3+ 5.1 teoy = 9.67,p < 0.001
Sexual life

Women f = 141) 8.2+ 3.9 6.3+ 3.0

Men (n = 20) 6.8+ 2.9 6.1+ 2.6

Total 8.0+ 3.8 6.3+ 3.0 te0y = 6.07,p < 0.001
Public distress

Women fi = 141) 8.8+ 3.8 6.9+ 2.9

Men (n = 20) 9.2+52 7024

Total 8.9+ 4.0 6.9+ 2.8 160y = 8.10,p < 0.001
Work

Women fi = 141) 59+ 25 5.1+ 2.0

Men (n = 20) 7.0+ 3.7 6.3+ 2.8

Total 6.0+ 2.7 5.3 2.1 t1e0) = 3.84,p < 0.001
IWQOL-Lite total

Women f = 141) 62.8+ 18.7 47.6+ 16.5

Men (n = 20) 65.1+ 25.1 47.7+ 13.3

Total 63.1*+ 19.5 47.6+ 16.1 t1e0) = 11.40,p < 0.001

Cell entries represent meansSD. Lower scores represent better quality of life.

Loss group averaged a 0.94-point decrease per item (of ament) in IWQOL-Lite scores over the 1-year period re-

possible five points) on the Physical Function scale, or quired to be considered clinically meaningful. For example,

10.34 (0.94x 11 items) total points. In contrast, the 20%6 the IWQOL-Lite total score would need to decrease-#0

Weight Loss group averaged only a 0.30-point decrease permoints to be a clinically meaningful reduction in score.

item on the Work scale, or 1.2 (0.304 items) total points. Table 3 presents the percentage of participants in each

In general, Figure 1 shows a relatively orderly pattern of the weight loss group meeting clinically meaningful IWQOL-

relationship between weight loss category and change inLite reduction criteria as described above. With the excep-

IWQOL-Lite score, with greater amounts of weight loss tion of the Work scale, all IWQOL-Lite scales and total

associated with greater improvements in IWQOL-Lite score show an increasing percentage of participants with a

scores. The figure also suggests that Physical Function anctlinically meaningful reduction in IWQOL-Lite scores as

Self-Esteem are most strongly affected by weight loss, weight loss increases. For three of the five IWQOL-Lite

whereas Work is least affected by weight loss. scales (Physical Function, Self-Esteem, and Sexual Life)
SEM information for IWQOL-Lite scales is presented in and total score, this increase across weight loss group

Table 2.a-Reliability coefficients at baseline ranged from demonstrates a significant linear increase (based on the

0.761 (Work) to 0.890 (Physical Function), and was 0.928 Mantel-Haenszel test).

for the total score. The third column (labeled SEM) repre-

sents the SE of measurement at baseline, calculated by

multiplying the SD by the square root of one minus the Discussion

a-coefficient. The final column in Table 2 (labeled 1.96 We assessed changes in obesity-specific quality of life

SEM) represents the minimum reduction (i.e., improve- over a 1-year period in patients undergoing weight reduc-
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M g, MO SR, SR Table 2. SEM information for IWQOL-Lite scores at
40 F -' baseline
_0_1 J. |
w
% -2 L o 1.96
%_03 I I ' IWQOL-Lite scale  SD  Coefficient SEM SEM
§'°-4 I = Physical Function 8.77 0.890 291 571
ﬁ-” I 1 I i Self-Esteem 5.32 0.865 196 3.83
3708 + 1 ||. Sexual Life 3.82 0.869 139 271
7-07 -|- > E=—<10% Weight Loss Public Distress 4.01 0.879 1.40 2.74
805 I e oo et e Work 270 0761  1.32 259
§-0s = IWQOL-Lite total ~ 19.52 0.928 522 10.24
- -1.0 T
1

-1.1

Figure 1: Relationship between weight loss and IWQOL-Lite

scores. with weight loss, although to a lesser degree. In contrast,

work-related HRQOL showed only minimal improvements
with weight loss.

There is a small body of literature examining changes in
HRQOL occurring after weight loss. In some of these stud-
tion treatment. Significant improvements were found on all i€s, weight loss was associated with improvements in the
five scales of the IWQOL-Lite questionnaire, as well as on Physical, rather than psychological, aspects of HRQOL
tota' score. Corre|ations between percent Change in (12,10) In Other StudieS We|ght IOSS was associated W|th
IWQOL-Lite scores and percentage of weight loss over the improvements on both the physical and psychological as-
1-year period were significant for all scales, and4% of pects of HRQOL (11,13,14). Results of the present study are

the variance in IWQOL-Lite total score could be accounted consistent with these latter studies in that we found im-
for by weight loss. provements in both the physical and psychological aspects

To determine the extent to which weight loss was asso- ©f HRQOL associated with weight loss. However, there are
ciated with clinically meaningful improvement in quality of ma(rjl_y d|ff(ferences betwsen t_hi plresent studhy and 5rewous
life as measured by the IWQOL-Lite, we used the SEM of stu 1es o HRQOI} :; (V)Vf'g t ossa Ir1100t1§r ts;u I€s, at
the IWQOL-Lite scores. The SEM was chosen instead of g?nerllctheasure 0 Qd vgi';\sluse 1(1 1_3 ), Ie amoun
effect size because the SEM is a fixed characteristic of the ' V!Nt [0SS was considerably 1ess (11-13), only women
) . were used as subjects (10,11), and one study did not differ-
instrument, although estimates of the SEM may vary across _ .. . . ) . .

. . . entiate between intentional and unintentional weight loss
samples. As weight loss increased, IWQOL-Lite total score : .
: .~ because it was a prospective study and not a treatment
and all scales except the Work scale showed an increasing oo study (10)
percentage of participants with a clinically meaningful i

h in IWOOL-Li F | d for th As in previous research on the IWQOL-Lite (27), signif-
change in QOL- 'tfe score. or tota. Score ant or three joant differences were found between men and women on
of the five IWQOL-Lite scales (Physical Function, Self-

. ) i : the Self-Esteem scale at baseline, indicating poorer quality
Esteem, and Sexual Life), the linear relationship between ¢ jite in this area for women. Unlike previous research on
weight loss and clinically meaningful change was signifi- the IWQOL-Lite (27), the present study did not find base-
cant. The analyses presented above suggest that there igye gender differences on the Sexual Life scale or on total
considerable variability among different facets of HRQOL ' score. This failure to find significant gender differences at
in terms of response to weight loss. Among those dimen- paseline on Sexual Life and total score in the present study
sions measured by the IWQOL-Lite, Physical Function js jikely due to the small sample size of men= 20). Other
showed the most improvement with weight loss, followed studies of HRQOL in obese individuals reported baseline
by Self-Esteem. Over one-third of participants losing0%  quality of life differences between men and women, with
of their body weight demonstrated clinically meaningful women exhibiting poorer quality of life. Women showed
improvements in Physical Function and in Self-Esteem. poorer quality of life than men on the ORWELL, an obesity-
Nearly three-fourths of individuals losing 20% or more of specific instrument (32). Similarly, obese women perceived
their weight demonstrated clinically meaningful improve- markedly more psychosocial problems on a variety of
ments in Physical Function, followed by 61% demonstrat- HRQOL measures than did men in the Swedish Obese
ing clinically meaningful change on Self-Esteem. Sexual Subjects study (33). These differences between men and
Life and Public Distress also showed some improvements women on HRQOL are consistent with our clinical experi-

568 OBESITY RESEARCH Vol. 9 No. 9 September 2001



Health-Related Quality of Life and Weight Loss, Kolotkin et al.

Table 3. Percent of participants experiencing clinically meaningful reductioh.96 SEM) in IWQOL-Lite score
by BMI group

Percent 1-year weight loss

IWQOL-Lite scale <10% 10% to 14.9% 15% to 19.9% 20%+ Significance

Physical Function 36.0% 43.6% 44.7% 72.9% X2(1) = 12.5,p = 0.001
Self-Esteem 36.0% 43.6% 44.7% 61.0% Xz(l) = 5.1,p = 0.024
Sexual Life 20.0% 21.1% 37.8% 43.9% Xz(l) = 7.1,p = 0.008
Public Distress 24.0% 35.9% 36.8% 39.0% Xz(l) = 1.3,p = 0.252
Work 12.0% 12.8% 10.5% 23.7% Xz(l) = 2.3,p = 0.126
IWQOL-Lite total 44.0% 51.3% 55.3% 76.3% Xz(l) = 9.6,p = 0.002

ence of patients in treatment for obesity, as well as consis-nitude of change in HRQOL was artificially lowered
tent with what is known about gender differences and (because individuals with higher baseline scores have
body image (34). more of an opportunity to change than those with lower
When analyzed separately, women improved signifi- baseline scores), thereby providing us with a conserva-
cantly at 1-year follow-up on all five scales plus total score tive estimate of change in HRQOL.
of the IWQOL-Lite, whereas men improved significantly on  This study used a criterion of 1.96 SEM for assessing
three of the five scales (Physical Function, Self-Esteem, andclinically meaningful change (corresponding to a two-tailed
Public Distress). The small sample size for men in this study 950 confidence interval). This criterion was conservative
probably accounts for our inability to find significant pre- pecause all but one patient in this study lost at least some
post-treatment changes on the other IWQOL-Lite scales for yeight. The use of a more liberal criterion of 1.58 SEM (based
men. Other researchers exploring gender differences ingp g one-tailed test) would have resulted in a larger number of

HRQOL after weight loss have found mixed results: either naients meeting the definition of clinically meaningful change.
no gender differences (35-37), gender differences in favor - 1 sdy determined clinically meaningful changes on

of men (38), or gender differences in favor of women (39). e \wQOL-Lite using a distribution-based method, the

G_|ver_1 that gender differences seem to exist on the IWQOL- SEM. Other researchers have recommended using anchor-

Lite, ideally we would compute SEM for women and men based methods that rely on an external standard (17,18). Our

§eparate|y anq develop separate values for c]|n|cally MeaN“4 ture research plans include an exploration of clinically

'Snfl;mlghir;gn? |Ir; n;?zr;sr}grwr?gsnw;zvii\éeg%naltlhfop.rj:ﬁfgt meaningful change on the IWQOL-Lite using anchor-based
erfgrm’in chse calculations J methods. Ideally, results from anchor-based methods and

performing ' . . distribution-based methods would converge. Identifying
A limitation of the present study is that subjects com- clinically meaningful differences on the IWQOL-Lite

pleted the original, 74-item IWQOL, rather than the .
newly developed 31-item version. Therefore, we are would al_so enaple resc_aarcher_s to conduct power calculations
making an assumption that subjects’ responses to the 31for obesity q.ualle of life studies. . . )
items embedded in the 74-item questionnaire are equiv- Anotherdlrecltl_on.for future research is the admlnlstrat_lon
of obesity-specific instruments, such as the IWQOL-Lite,

alent to their responses had they taken the 31-item ver-~ ) ~
sion. Another limitation is that the sample size for men simultaneously with generic instruments, such as the SF-36,

was too small to compute separate SEMs for each gender &t paseline and at follow-ups in treatment outcome studies.
A third limitation is that because no placebo control This would allow us to see the ways in which findings from
group was used in this study, we do not know whether the these two types of measures differ or are the same. We
change in quality of life experienced by subjects was due would expect obesity-specific instruments to be more sen-
to weight loss itself or to the psychopharmacological Sitive to change than generic instruments (15). We may also
effects of phentermine and fenfluramine on the nervous Want to assess HRQOL changes that occur after small,
system. Finally, subjects with a lifetime history of a medium, and large weight losses.

serious psychiatric illness or current major depression Another direction for future research is to examine the
were excluded from the study. This procedure may have baseline and change scores on the IWQOL-Lite in other
served to screen out a disproportionate number of indi- cultures. The IWQOL-Lite has been translated and pilot-
viduals with severe impairments in HRQOL at baseline. tested for use in 23 countries, which will allow for
By excluding these individuals, it is likely that the mag- cross-cultural comparisons.
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