Deakin Research Online

Deakin University’s institutional research repository

This is the published version (version of record) of:

Cummins, Robert, Lau, Anna L.D. and Stokes, Mark 2004-08, HRQOL and subjective well-
being: noncomplementary forms of outcome measurement, Expert review of
pharmacoeconomics & outcomes research, vol. 4, no. 4, pp. 413-420.

Available from Deakin Research Online:
http://hdl.handle.net/10536/DRO/DU:30002521

Reproduced with kind permission of the copyright owner.

Copyright : 2004, Future Drugs Ltd.


http://www.deakin.edu.au/dro/
http://www.deakin.edu.au/dro/
http://www.deakin.edu.au/dro/
http://hdl.handle.net/10536/DRO/DU:30002521

[Review

HRQOL and subjective well-being:
noncomplementary forms of

outcome measurement
Robert A Cummins®, Anna LD Lau and Mark Stokes

This review considers some of the broad principles that concern quality of life assessment.
These are discussed in relation o health-related quality of life (HRQOL) and the
measurement of subjective well-being. It is argued that there are serious logical and
methodological issues concerning HRQOL measurement, to the exient that the instruments
may not be regarded as valid measures of life quality as this term is generally understood.
It Is recommended that HRQOL measurement be abandoned in favor of three separate
forms of measurement as medical symptoms, subjective well-being and specific

dimensions of psychological ill-being.
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There are three basic approaches to quality of
life (QOL) assessment, each separated from
the others by disciplinary barriers. The oldest
comes from economics — money is QOL.
Economists hold this to be true at both a
national level (e.g., gross domestic product)
and at the level of individual wealth (utility).
Whether this view is valid depends upon the
definition of QOL. When defined in terms of
wealth-related constructs (e.g., standard of liv-
ing and educational opportunities) it functions
as a self-fulfilling prophesy. However, when
QOL is defined in subjective terms, concern-
ing general feelings about the goodness of life,
wealth is a very inadequate indicator.

The discipline of medicine takes a quite dif-
ferent approach. Here, QOL is operationalized
via a construct called health-related quality of
life (HRQOL). This utilizes patient-reported
symptoms. Consequently, an excellent level of
HRQOL represents the absence of pathology
as reported by the patient.

There is another approach that has been created
by a fusion of economics and medicine. The basic
construct here is called quality-adjusted life years
(QALYs). These are measured by asking people to
choose between alternatives, none of which they
would prefer. For example, “Would you prefer to
live in perfect health for only another 5 years, or
would you prefer to live as a diabetic for another

20 years?” The resulting data are used to inform
the economics of medical resource allocation in
order to optimize population QALYs. It is the
authors’ view that such measures are invalid as
measures of life quality since QALY fail to corre-
late with the personal experience of life quality.
Additionally, they are discriminatory and ethically
questionable. A detailed discussion of these issues
can be found in the literature [1].

Finally, there is the view from the social sci-
ences, where the subjective component of QOL
is operationalized by a construct called subjec-
tive QOL or subjective well-being (SWB). This
utilizes patient-reported satisfaction with either
their life as a whole or the compartments of
their life (domains). Here, an excellent level of
SWB represents a highly positive state of mind
and satisfaction with life in general.

The two views that will be analyzed in this
review are HRQOL and SWB. Both rely on
self-reports and would represent congruent
views of the QOL construct if a lack of pathol-
ogy was proxy for SWB, but it is not. No mat-
ter whether the pathology is subjective (e.g.,
perceived stress) or objective (e.g., degree of
physical disability), pathology does not have a
simple linear relationship to SWB [2,31.

In order to understand the limitations of
HRQOL measurement, the construct of SWB
homeostasis will be introduced.
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Subjective well-being homeostasis

Early systematic research into the use of subjective indicators
was heralded by two independent and major reports in the
USA (451. Both had used subjective indices of well-being with
large population surveys, and both provided a detailed and
insightful analysis of the resulting data. Numerous such surveys
followed. In 1995, 16 estimates of population life satisfaction
were assembled from surveys conducted in Western nations,
and it was reported that they averaged 75% of the scale maxi-
mum (SM) score with a standard deviation of just 2.5% SM [6].
The percentage SM is a standardized conversion of Likert scale
data projected on to a 0-~100 scale. In other words, the mean
value from population surveys of subjective QOL conducted in
Western nations, can be predicted to lie within the narrow
range of 70-80% SM. This result has been replicated on several
occasions and appears to be reliable [7,8).

In order to explain this narrow, positive range of values, a
Theory of Subjective Wellbeing Homeostasis has been pro-
posed [8-10]. This theory suggests that, in a manner analogous
to the homeostatic maintenance of blood pressure or tempera-
ture, subjective QOL is actively controlled and maintained by a
set of psychological devices that function under the influence of
personality (see (9] for an extended description). The operation
of these devices is most evident at the level of general, personal
well-being. That is, homeostasis operates at a nonspecific,
abstract level, as exemplified by the classic survey question,
‘How satisfied are you with your life as a whole?” As this ques-
tion is so general, the response that people give reflects core
affect which, it is proposed, is precisely the level at which the
homeostatic system operates [11].

As one consequence of homeostasis, the level of general life
satisfaction is remarkably stable. While unusually good or bad
events will cause the SWB of individuals to change in the
short-term, over a period of time the homeostatic system will
return this abstract satisfaction with life to its previous level
(12-14]. At the level of populations, the degree of stability is
extraordinary. This has been most clearly demonstrated by the
application of the Australian Unity Wellbeing Index ps).
Commencing in April 2001, quarterly surveys have been con-
ducted with 2000 Australians, randomly chosen for each sur-
vey. Despite the occurrence of tumultuous international
events during the intervening period, the population SWB
over the nine surveys conducted to the end of 2003, varied
from 73.2 to 75.9% SM, a range of just 2.7% SM [31. Moreo-
ver, with the exception of the survey conducted immediately
following 11 September, the population SWB has varied by
less than 1% between adjacent surveys. Such stability is surely
comparable with any measure of objective health status
averaged across the population over a 3-year period.

While this generalized sense of well-being is held positive
with remarkable tenacity, it is not immutable. A sufficienty
adverse environment can defeat the homeostatic system and,
when this occurs, the level of SWB falls below its homeostatic
range. This is evident in people with severe arthritis
(63.8% SM), home-based caregivers of disabled family

members (54.5% SM), and people suffering chronic unem-
ployment (50.4% SM) [16-18]. Such groups can experience
marked upward shifts in SWB if the circumstances of their
lives improve, allowing homeostasis to be restored. However,
for people who are already maintaining a normally functioning
homeostatic system, their levels of SWB will show little rela-
tion to variations in their chronic circumstances of living. This
is why the relationship between objective and subjective QOL
is normally nonsignificant.

Abstract versus specific well-being

The homeostatic system has the role of maintaining a positive
sense of well-being that is both nonspecific and highly person-
alized. It is concerned only with the perceived well-being of the
individual who is making this assessment and only in the most
general sense. As one effect of this influence, people generally
feel they are superior to other people, or better than average
(13,19201. They believe they are luckier, happier and more moral
1. This is all part of the general positive bias that is value added
by the brain to such thought processes and which leads, under
the normal circumstances of living, to a generalized positive
self-view [21,22].

While the classic ‘satisfaction with life as a whole’ question is
useful as an estimate of the homeostatic set point, due to its
high level of abstraction it cannot provide information about
the components of life that also contribute, positively or nega-
tively, to this sense of well-being, In order to acquire such infor-
mation, questions need to be directed at satisfaction with life
domains. There is converging agreement within the literature
on the identification of the minimal set of domains that form
the first-level deconstruction of personal well-being. One such
approximation is offered by the Personal Well-being Index
which identifies seven domains 15]. Theoretically, such a set
should be sufficient to describe the entire construct of ‘life as a
whole’, and this case has been argued [23]. Moreover, the mean
satisfaction score derived from the seven domains should
approximate satisfaction with life as a whole, and this too has
been verified [151. The domains’ mean score and the life as a
whole score are not expected to be identical due to the differing
levels of abstraction in each.

While satisfaction with life as a whole is proposed to approxi-
mate the homeostatic set point, this is not so for the domains.
Questions at this level (e.g., how satisfied are you with your
health?) are directed at broad but identifiable aspects of life.
Thus, more specific information processing and affect linkage
can be brought to bear on such evaluations. Consequently, the
homeostatic influence on the satisfaction response will be
diluted and the level of satisfaction will be allowed to vary
either above or below the set-point. Because of this, when issues
of ill health arise, the domain of health will be more affected
than the other domains due to the congruence of the informa-
tion being processed. Moreover, due to its specificity, the
domain of health will be more sensitive to such influence than
will satisfaction with life as a whole or the aggregate SWB

derived from the combined domains.
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In summary, SWB is a stable sense of fecling positive about
one’s self and one’s life. The normative values are well described
and the operation of the attendant homeostatic management
system is beginning to be understood. All of this greatly
contrasts with HRQOL as will now be described.

HRQOL scales
There are two kinds of HRQOL scales, generic and specific.
The most widely used generic scale is the Short Form (SF)-36,
which is designed to measure HRQOL for diverse medical
groups [24]. A disadvantage of such a scale is that its broad cover
makes it insensitive to specific change. For example, an inter-
vention may increase lung capacity, yet have litde impact as
judged through change in a generic HRQOL scale. Thus, con-
dition-specific scales have been developed, which concentrate
on symptoms relating to the body part or system in question.
The construction of HRQOL instruments has been guided
by a consensus statement resulting from a 1992 meeting of an
International Board of Advisors [25]. Their deliberations form a
special issue of Quality of Life Research (Volume 2) and includes
the recommendation that:

Jour fundamental dimensions are essential to any HRQL
(sic) measure. These include physical, mental/psychological,
and social health, as well as global perceptions of function
and well-being.

The authors then recommend a list of additional HRQOL
domains considered important but not always necessary and
place responsibility for inclusion or omission on the individual
investigator. This list is pain, energy/vitality, sleep, appetite,
and symptoms relevant to the intervention and natural history
of the disease or condition.

It is notable that the four fundamental dimensions bear a very
strong resemblance to the 1947 World Health Organization defi-
nition of health as a ‘state of complete physical, emotional and
social well-being’ [26]. The original term ‘emotional’ has become
‘mental/psychological’ and the ‘state of complete’ has become oper-
ationalized as ‘global perceptions of function and well-being’. It
appears clear that the guidelines for the construction of HRQOL
scales have been modeled on the 1947 definition of health.

Defining HRQOL in this way has led to major problems of
scale construction and the generation of data that are most
uncertain in their interpretation. Perhaps not surprisingly, they
have also been severely criticized [27.28). Some of the
contentious issues are as follows:
¢ The consensus statement adopted by test developers com-

bines global perceptions of well-being with more specific

concerns (e.g., physical functioning). This has caused the cre-
ation of scales that combine the scores from global items with
the scores from items that represent some of their compo-

nents. (see Incontinence Quality of Life Instrument [29)).

This makes no logical sense.

* It has been highlighted that even if the World Health Organ-
ization’s definition of health as a hypothetical construct com-
posed of physical, psychological and social elements is to be

HRQOL and subjective well-being

accepted, this does not imply that QOL is also composed of
these dimensions [27] — judgements about physical capacities
and abilities have only relative objectivity. Thus, the observa-
tion that person A cannot walk as far as person B is merely a
statement of fact, but if we extrapolate from this that person
A has a poorer QOL - this is a reinforcement of stereotypes
that underlie discriminatory practices’.

The term ‘emotional functioning’ presumably is intended
to represent the affective component of subjective QOL. It
is widely agreed that subjective life quality comprises an
interactive state of emotion and cognition. How, then, is
such emotional functioning to be measured? The answer
should refer to the circumplex model of affect, which, for
over 10 years, has dominated the operationalization of
affect 130). This model depicts the affects on the circumfer-
ence of a circle divided into quadrants by the axes of pleas-
ant-unpleasant and activated-deactivated. Modified pro-
grams of structural modeling are used to position the
specific affects with respect to one another in a highly pre-
dictable way, with the affective antonyms lying opposite
one another. This model has been found sufficiently robust
to seriously advance the understanding of affect, and espe-
cially its measurement. However, the HRQOL scales evi-
dence no understanding of this important advance. Affects
such as anxiety or stress are apparently selected at random
to represent emotional functioning. They are inadequate to
perform this role.

The constructs of physical and social functioning were prob-
ably selected due to their connection to health and the
important human need to feel connected to other people.
However, this choice disenfranchises other important areas
which have just as much relevance for the human sense of
well-being. These include such constructs as being produc-
tive, having high self-esteem, feeling in control and having a
sense of optimism. A good perspective onto this disenfran-
chisement is provided by data from 11 surveys conducted in
Canada [28]. These surveys included between them, 16 items
of satisfaction that were used to predict happiness. Various
combinations of items were included in different surveys, but
all included satisfaction with health. Multiple regression anal-
yses revealed that the top four predictors of happiness were
self-esteem (maximum B = 0.38), satisfaction with partner
(B = 0.30), satisfaction with friendship (§ = 0.23) and finan-
cial security (B = 0.21). Satisfaction with health was never the
strongest predictor. Its maximum P was 0.18 and, in five out
of 11 of the surveys, its contribution was too low to enter
into the regression equation.

There is also the issue of conceptual breadth. A recent
reviewer states, ‘HRQOL narrows the QOL concept to
aspects of life affected by a person’s health condition and its
treatment’ (31]. In confirmation of this view, another contem-
porary reviewer describes generic HRQOL instruments as
providing a summary health profile while specialist instru-
ments focus on specific problems associated with a disease or
area of functioning [32]. It is evident from such perspectives
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under the influence of SWB homeostasis, which acts to
resist change

that the developed view of HRQOL is far more limited than

the original intention of the consensus to include perceptions

of overall life quality [25).

* A crucial distinction in QOL measurement is that between
objective and subjective variables. Such different forms of
measurement (e.g., physical health and satisfaction with
health) do not form reliable linear relationships with one
another due to SWB homeostasis [21. Thus, objective meas-
ures of health cannot be reliably used to predict subjective
health states, and neither can objective and subjective varia-
bles be validly combined into scales of measurement. Unfor-
tunately, this is common practice for HRQOL scales (e.g.,
World Health Organization Quality of Life-100) 33). For a
critique of this scale see [34].

Not only are such variable combinations psychometrically
invalid but they also confuse outcome with causation. This prob-
lem has been articulated by Fayers and colleagues who distin-
guish between indicator and causal variables (35). Indicator varia-
bles (the perception of health quality) constitute a measured end
state. Causal variables are the patient perceived symptoms (e.g.,
activity limitations and high urination frequency) that cause the
end state (perceived life quality) to change FIGURE 1).

The sequence of events is as follows:

* Due to these interactions, there is no necessary or linear rela-
tionship between a physical medical symptom and the
domain-level indicator variable of perceived health. Whether
such an influence can be detected will depend on the
strength of concern generated by the symptom and the bal-
ance of the other forces that have been described. This means
that perceived health quality is relatively insensitive to
physical medical symptoms.

* Due to the reciprocal connection with SWB, perceived
health quality may also decrease in the absence of physical
medical symptoms. If SWB decreases, it will exert pressure
on all of the life domains, such as perceived health, to
decrease in sympathy. Thus, a person who is depressed will
express low satisfaction with their health.

* Perceived health has the potential to decrease the global indi-
cator variable of SWB. However, such an influence will be
strongly resisted, not only by the compensatory influences of
other life domains, but also directly by the homeostatic sys-
tem. This is the heartland of perceived well-being, and influ-
ences delivered via any one domain, such as perceived health,
will only defeat the management system if their onset is sud-
den and/or intense. Thus, SWB is the most insensitive indi-
cator variable. It is also the most important since, when it

* A physical medical symptom (e.g., performance limitation)
enters the conscious awareness of the patient. Note: unless

this occurs, the medical symptom is irrelevant to either
perceived health or any general sense of well-being,

This perception of the symptom may become a causal varia-
ble. It has the potential to influence perceived health and
well-being. The strength of this influence can be measured by
asking the patient to register their level of concern regarding

does fall below its normative range, this loss of perceived
well-being is experienced as depression [36]. From this scheme
it becomes clear that if symptoms are used as indicator varia-
bles, they become synonymous with perceived health or even
SWB. This is analogous to the use of wealth to define QOL
by economists, and is self-fulfilling. In order to escape such

the symptom.
This level of concern then has the potential to influence the
patient’s view of their general state of health. However, this is
only a potential influence. It may, in fact, cause no actual
change in perceived health quality because:
— The level of concern is too low
— Other positive perceptions of health, such as fitness,
negate the concern
— Perceived health quality is one component of SWB, and
these are reciprocally related. Thus, perceived health is

circularity, symptoms and their psychological consequences
must be separately measured. Yet, this principle is violated by
all HRQOL scales. For example, the SF-36, which is the
most widely used generic HRQOL scale, combines limita-
tions in ability to walk 100 m, with a rating of current
health, from excellent to poor [24]. It is unfortunate that this
crucial distinction is not obvious from the normal analytic
procedures researchers apply to their data. This is especially
an issue in medical contexts where the symptoms are often
severe enough to cause perceived health quality, and even

Perceived physical
performance limitation

e.g., physical performance |

limitation Perceived health quality Subijective well-being

Homeostasis and other

Other health issues life issues

Figure 1. The causal chain of well-being.
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SWB, to fall. In this situation, items specifying both indica-
tor and causal variables will correlate with one another, giving
the impression that their combination forms a coherent scale.
However, if the items are responded to by people in a non-
pathological situation, their normal state of independence

will be evident.

¢ Finally, there is the problem of combining medical symptoms
to form scales of measurement. In their traditional context,
symptoms are diagnostic of specific disorders. An increased
production of lymphocytes is diagnostic of infection but not of
diabetes. Moreover, the level of lymphocytes is normally unre-
lated to the control of glucose metabolism, so it is inconceiva-
ble that someone would produce a scale of blood quality that
combined the average levels of lymphocytes and insulin into a
single index. Clearly, each objective measure has its own diag-
nostic utility, and this utility is obliterated by their combina-
tion. This logic also holds for the broadest picture of objective
life quality. Consider, for example, the person who is extremely
wealthy, yet in poor health and chronic pain, who has many
excellent friends yet lives in prison. The combination of such
variables cannot be interpreted. Thus, each objective domain
of life must be evaluated on its own separate merits. There is
no global construct of objective life quality.

This principle of independence also holds at the level of
functional systems. Consider urinary incontinence. There are
several symptoms that may pertain to this condition, such as
signs of infection, loss of local muscular tone and frequency of
urination. A person who has incontinence may, or may not,
have each of these symptoms, but once again, their diagnostic
utility rests on their separate evaluation, not on some numerical
average of their values. Yet typically HRQOL scales comprise
such symptom combinations. So what is it, exactly, that
HRQOL scales measure?

What is the quallty In HRQOL?

All HRQOL scales require that the patient self-reports on their
medical status. The development of this technology is a fairly
natural extension of normal medical diagnostic procedure, in
which the patient is asked to describe the symptoms they expe-
rience. In a traditional diagnostic process, patient-reported
shortness of breath or urinary incontinence sets the stage for
further diagnostic interrogation aimed at discovering the sever-
ity and cause of the condition. The HRQOL technology
extends the interpretation of perceived symptoms from medical
pathology to imply life quality. In doing this, the technology
confounds two quite different constructs.

Quality is usually defined along the lines of degtee of excel-
lence, as being of high quality or of a high standard [37,101,102).
Implicit, is that when the term ‘quality’ is applied to some
entity it implies better than average or better than normal.
Thus, a quality life is a better than an average life. So the basic
terminology of HRQOL is inconsistent with common usage. It
defines the normal state, which is the absence of perceived
medical symptoms, as excellent quality.

HRQOL and subjeciive well-being

This is not a trivial issue of semantics. It is entirely mislead-
ing as evidenced from most journal articles on this topic which
use HRQOL and QOL as synonyms.

In fact, HRQOL does not even equate to excellent health. A
definition of excellent physical and mental health would invoke
at least a high level of physical fitness, perceived good health, an
absence of pathology existing below conscious awareness (e.g.,
high blood pressure), and a positive attitude to life. Therefore,
excellent HRQOL is quite different from excellent physical and
mental health. Excellent HRQOL is, simply, the absence of
medical symptoms as perceived by the patient.

How should the absence of medical sympioms be interpreted?
The measurement of HRQOL comprises an inverse index of per-
ceived badness from the patient’s point of view, such that the
absence of perceived badness equates to HRQOL excellence.
Thus, these scales concern just one half of the perceptual universe
of positive and negative states. They only concern ill-being.

Therefore, an obvious question is what advantage HRQOL
scales have over other traditional measures of perceived ill-
being, such as scales of depression, anxiety or stress. Scales to
measure these constructs have become highly refined over
many decades of development. The end-states that they meas-
ure are not only psychometrically and conceptually separable,
but they have different treatment implications [381. HRQOL
scales lack such refinement. They share variance with these tra-
ditional measures of ill-being but neither offer new insights
into ill-being nor define some novel state of ill-being.

However, such scales are not normally interpreted in terms of
ill-being. Researchers and clinicians almost always interpret
HRQOL data as though the quality they measure equates to a
high life quality generally. This is certainly not the case. If
someone has a very poor HRQOL then the symptoms are likely
to be strong enough to cause homeostatic failure and SWB will
decrease as a consequence. However, someone can be medically
symptom free yet have a very low SWB due to disasters in other
aspects of their life, as has been argued. Thus, a high HRQOL
does not equate with high life quality as a general experience.

It also does not correspond with excellent health since it will
not record the influence of disease symptoms that lie below the
level of conscious awareness. How, then, should HRQOL data
be interpreted? HRQOL scales produce data that are a mish-
mash of perceived medical ill health and general negative affect.
In this they lack the diagnostic utility of individual medical
symptoms and specific psychological measures of ill-being.
Combined with the other problems of scale construction that
have been described it is clear that they cannot be recom-
mended. The authors recommend that HRQOL be abandoned
in favor of more specific medical and psychological measures.

QOL assessment for people with chronic lliness or disability

It is very easy to create QOL scales that discriminate against
people who are disadvantaged. All that is required, is for such
scales to contain items directly relevant to the specific aspects of
dysfunction. For example, a scale for people with Parkinson’s

www.future .com
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disease would contain items concerning motor limitations,
while scales for people with intellectual disability would
enquire about ability in forward planning, These are the symp-
toms of the respective conditions, as has been argued, and when
they are applied, two outcomes are inevitable as:

* The people concerned will score lower than the general
population. As a consequence, the interpretation will be
made that they have lower than normal life quality,
thereby confirming prejudice. Such scales determinedly
prevent such people registering a level of perceived life
quality that is as high, or higher, than the general
population mean.

* A high life quality is judged by the relative absence of disabil-
ity. A person with Parkinson’s disease who is minimally phys-
ically affected by the disorder is judged to have a high life
quality. Such judgement disallows the possibility that the pe-
son’s life may in other respects be in chaos, since their partner
has just left them for their best friend, they have been sacked
from work, and they have donated their life savings to the
local casino.

There are several principles for valid QOL measurement as
follows:

* Life quality must be judged against general population nor--

mative scores. Thus, the same scales and criteria for judging
life quality must be applied to all people, no matter what
their particular circumstances.

¢ Objective and subjective variables, causal and indicator varia-
bles, must be separately measured. However, there is no valid
concept of objective life quality. Instead, there are 2 number
of key variables, such as health and wealth, that may be

separately measured and evaluated.

¢ SWB is quite different from this. Here the global construct
can be captured through the single question, ‘How satisfied
are you with your life as a whole?” Moreover, this global item
can then be deconstructed into a minimal set of first level
domains which, together, comprise the global construct. For
example, the seven domains of the Personal Well-being Index
are defined as satisfaction with standard of living, health,
achievements in life, relationships, safety, connection to com-
munity and future security [15]. These domains form a robust
single factor, which explains over half of the variance in life as
a whole and therefore, constitutes a useful measure of
subjective QOL.

* Researchers and dlinicians can use the level of indicator varia-
ble that best meets their needs. Perceived health will be a
more sensitive indicator than SWB, but SWB has the ability
to signal depression.

Expert opinion

We have argued that the end state called HRQOL does not rep-
resent physical and mental health as positive experiences, and
nor does it represent SWB as conceived by the social sciences.

Instead it represents a construct that has, as its optimal extent, a
condition of health neutrality, where no symptoms of
pathology are apparent to the patient.

Even ignoring the considerable psychometric difficulties that
have been described, it is not clear why it is useful to measure
this particular end state, which occupies some kind of middle-
ground between medical pathology and SWB. Our suggestion
is that HRQOL measurement be abandoned, and that within
the context of medical practice three forms of measurement are
used as:

* The conventional medical symptoms of pathology. These
inform the medical diagnosis of a particular medical
condition

* Perceived general health and/or SWB. This informs on
whether the medical symptoms are powerful enough to
cause the normal positive state of well-being to be defeated.
The 7-item Personal Well-being Index could be used for
this purpose [15]. This scale is available at [103]

If the condition of psychological ill-being is to be examined,
then we recommend the Depression, Anxiety, Stress Scale [27].
This brief 21-item scale produces a valid and reliable measure
of these three separate constructs.

Five-year view
Within the next 5 years the use of HRQOL measurement will
be much diminished. There will be two reasons. The first is
that researchers will be unable to characterize the end-state
measured by HRQOL scales as a unique and interesting con-
struct. Instead, it will be increasingly revealed to be a general-
ized state of negative affect, that is more usefully measured
through its component parts as perceived medical symptoms,
depression, anxiety and stress.

The second reason that the popularity of HRQOL measure-
ment will wane is increased theoretical understanding of SWB.

/ Key issues

e Health-related quality of life (HRQOL) is a troubled
construct. This review challenges both the theory and
measurement process.

® Subjective well-being is presented as a highly stable
measure whose performance can be understood through
homeostatic control.

® |t is recommended that HRQOL measurement be abandoned.

¢ |t is recommended that alternative and separate
measurements be made as follows:
Patient-perceived symptoms: to inform medical diagnosis
Subjective well-being: as the measure of perceived
life quality
Depression, anxiety and stress: as measures of

psychological ill-being

418

Expert Rev. Pharmacoeconomics Outcomes Res. 4(4), (2004)



New data will confirm that:

* Objective variables (e.g., physical performance) and causal
variables (e.g., perceived physical performance limitations)
are theoretically and empirically distinct from indicator
variables (e.g., SWB) that represent the perceived state of
life quality

HRQOL and subjective well-being

* Each of these three variable types relate to one another in
accordance with a homeostatic model of SWB
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