
International Review of Psychiatry (2002), 14, 219–224

ISSN 0954–0261 print/ISSN 1369–1627 online/02/030219–06  Institute of Psychiatry
DOI: 10.1080/0954026022014495 7
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Summary
The focus on assessing users’ views as a way to evaluate healthcare interventions has increased the importance of quality of life as an
outcome measure in psychiatric care. However, despite its wide use, little consensus seems to exist in the literature on the concept of quality
of life and on its measurements. Although there is an agreement that it encompasses both objective and subjective indicators—the former
referring to external living conditions and the latter describing one’s appraisal of these conditions, the available literature shows that the
two indicators are only weakly to moderately correlated. Inter-correlation between subjective constructs such as subjective quality of life,
self-rated needs and self-rated symptoms has also been reported, suggesting the existence of a general subjective appraisal factor influencing
all ratings of all those constructs. The factor summarizes a higher subjective quality of life and fewer needs and symptoms, and is affected
by psychopathology, in particular mood symptoms. A challenge for future research is to identify how the general appraisal factor can be
distinguished from the specific variance of subjective quality of life ratings that is independent of that factor. There seems to be a need for
more research into the association of quality of life with other constructs and into the factors that mediate the associations described in the
literature. This is likely to require more conceptual work and systematic studies using qualitative and quantitative methods.

Introduction

In the last two decades, a great emphasis has been
placed on subjective quality of life (SQOL) as an
important indicator of service success in providing
satisfactory health services to consumers. SQOL has
also been considered by health service managers as
an important tool evaluating care, whether institu-
tional or community-based. In medical care, the
focus has always been on curing illness or alleviating
symptoms. It is now being argued that a major aim
of therapeutic intervention should be to improve
quality of life, which is very relevant for the treatment
of psychiatric illness (Stoker et al., 1992).

As a concept, quality of life is viewed as the gap,
at a given period in time, between the aspirations of
a patient and his/her perceived reality (Levi &
Anderson, 1975; Andrews & Withey, 1976, United
Nations, 1990). Some also noted that quality of life
may be a function of one’s comparisons with previ-
ous best, and social comparisons, i.e. comparisons of
own situation to the situation of others (Lauer,
1999). However, in the WHO International Classifi-
cation of Impairments, Disabilities and Handicaps,
quality of life is equated with handicap, which is
defined as the patient’s subjective disadvantage of
being ill, in contrast to health status, which is the
clinical disability caused by the disease (Stoker et al.,
1992). It has been hypothesized that quality of life
includes a cognitive aspect that involves the way the

individual perceives and reacts to the objective living
condition (Awad et al., 1997).  In this definition,
quality of life includes issues related to health. It also
contains many non-health related elements such as
job, family, environment, and many other life situa-
tions, to make it useful as a specific health outcome
(Awad et al., 1997). Quality of life is therefore viewed
as a multi-dimensional concept that incorporates
dimensions referring to more than the improvement
or deterioration of clinical symptoms. Thus any
approach to its measurement should include a sub-
jective component assessing patients’ self reports
about their quality of life (Awad et al., 1997).

Instruments assessing quality of life were therefore
developed to reflect the importance attached by prac-
titioners and researchers to the social and economic
impact of psychiatric illnesses. These instruments
have been developed largely within the context of de-
institutionalization, and to evaluate community-based
models of care and their strategies adapted specifically
to care for people in the community. Evaluation thus
entails not only the medical condition of patients but
also their social and economic support (Simeoni et al.,
2000). While some of these quality of life measures
have been widely used or accepted as a standard, most
require the use of a trained interviewer, many are quite
lengthy, the content of many is closely tied to the spe-
cific symptoms of a disorder, and the psychometric
properties of some are troublesome or unknown
(Endicott et al., 1993). Others noted that given the
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variety of existing instruments, the choice of measure
must rely on the investigator’s particular purpose and
needs (Simeoni et al., 2000), and that the piority now
should be to develop illness-specific quality of life
measures that are appropriate for the schizophrenic
patients and that can capture the unique clinical
features of the disease (Awad et al., 1997; Simeoni
et al., 2000). For comparison purposes, however,
generic instruments of quality of life are better than ill-
ness-specific ones which may be influenced by
symptoms and by the experience of medication side
effects so that SQOL constructs may become more
blurred and may overlap with constructs such as
symptomatology.

Although there is yet no single accepted model of
quality of life in mental illness or a universal instru-
ment to measure it (Awad et al., 1997), most attempts
to conceptualize or measure the total life experience
of individuals propose some constellation of objective
and subjective dimensions (Brekke et al., 2001). The
‘objective’ indicator of the quality of life refers to
resource availability and objective life conditions,
whereas the ‘subjective’ one refers to the individual’s
subjective evaluation of his/her life (Carpiniello et al.,
1997). 

In this article, we will provide an overview of the
evidence on the association between the objective
and subjective indicators of quality of life. Given the
importance and the popularity of SQOL as an out-
come measure, we will discuss the recent literature
about (1) its association with other subjective evalu-
ation criteria used in measuring and evaluating
outcome of psychiatric care, and (2) its distinctness
from these constructs. This is a new area of
investigation in quality of life research, and may have
major methodological and theoretical implications
on the use of several subjective evaluation criteria as
distinct measures in psychiatric research. 

SQOL and objective indicators

Objective indicators of quality of life represent exter-
nal life conditions such as income, housing, and
access to the community while subjective quality of
life represents the individual’s appraisal of these
conditions (Corrigan & Buican, 1995). There is
ample literature on the association between the
objective and subjective indicators of quality of life,
and a consensus that the association is—at most—
only weak to moderate. For example, Lehman et al.
(1982) indicated that although they found significant
correlations between objective and SQOL measures
in most areas (e.g. those who used services more
were significantly more satisfied with their health), in
some they did not correlate (e.g. those who were
more autonomous in their decision-making were not
significantly happier than those who were not auton-
omous). The authors argued the findings supported
the construct validity of the concepts measured since

the correlation coefficients between objective and
SQOL measures were either significant and in the
expected directions or not significant. However the
reported correlation coefficients were relatively weak
and ranged from 0.04 to 0.57, suggesting that,
although associated, objective and subjective indica-
tors measured rather different aspects of quality of
life.

In another study, Lehman (1988) reported
modest intra-domain correlations between objective
and subjective indicators, a finding consistent with
the literature (Andrews & Withey, 1976; Campbell
et al., 1976). Domain-specific SQOL measures
correlated most strongly with general life satisfac-
tion—correlation ranged from 0.16 to 0.65—and
demographic and diagnostic variables correlated
least strongly with life satisfaction with correlation
coefficients ranging from 0.01 to 0.17. Given that
the objective and SQOL measure seem to measure
different aspects of quality of life, Lehman (1988)
indicated that both should be assessed to provide a
full view of quality of life among the chronically
mentally ill.

Similar conclusions to those reported by Lehman
et al. (1982, 1988) were reached by Warner et al.
(1998) who indicated that in a factor analysis of the
quality of life variables, objective measures and
subjective variables loaded onto different factors,
suggesting that they measure different underlying
constructs. When entered as dependent variables in
separate analyses of variance, only the factor loaded
with objective indicators of family and home circum-
stances distinguished between different study sites.
These findings led the authors to conclude that
assessment aimed at distinguishing outcome for
people with schizophrenia in different treatment
systems should include both objective and subjective
measures, and that objective indicators are good
discriminators between patient populations—better
than subjective ratings of satisfaction and well-being. 

Heinze et al. (1997) also noted that on particular life
domains, SQOL did not always reflect objective meas-
ures. Presenting results from paranoid schizophrenia
patients in London and Berlin, the authors mentioned
that in some areas such as occupation, finances and
social life, the differences in SQOL were less than the
differences in the objective data. The finding that the
subjective perception was not congruent with the
objective situation suggested that there were other fac-
tors influencing satisfaction with quality of life, and
that the objective parameters may have been influen-
tial on the subjective perception of the quality of life,
but they were not the only influence.

As far as the relationship between standard of
living and SQOL is concerned, Skantze et al. (1992)
found no significant association between the two
measures, despite the large variance found in the
quality of life instrument. Moreover, no significant
associations were identified between sub-scales of
the standard of living and sub-scales of the quality
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Subjective quality of life 221

of life instrument, thus suggesting that quality of life
and standard of living are independent for schizo-
phrenia patients. The authors noted that their
findings suggest that patients’ goals exceed basic
general standard, and that the patients’ subjective
impressions of their lives may thus be more
dependent upon the dynamics of the ‘inner world’
(self-fulfilment, self-reliance, etc.) than on the
possession of various attributes in the ‘outer world’.
This was confirmed by Carpiniello et al. (1997) who
stressed that patients’ subjective perception of their
quality of life is only partly linked, in the majority of
cases, to standards of living—so long as the basic
needs are covered—and is probably linked to a
greater extent to personal subjective evaluation of the
life events and circumstances experienced by
patients, and to the inevitable psychological burden
imposed by the often dramatic consequences of the
illness.

New research points to the role that executive
functioning and other variables play in formulating
SQOL and possibly mediating the influence of
objective life circumstances on subjective appraisal.
Brekke et al. (2001) reported an association of psy-
chosocial functioning with SQOL that was strongly
moderated by the patient’s executive functioning,
independent of psychopathology. Specifically, indi-
viduals with schizophrenia with impaired executive
functioning were found to have a positive and statis-
tically significant association between psychosocial
functioning and measures of subjective experience.
However among patients with intact executive per-
formance, psychosocial functioning was negatively
associated with satisfaction with life. The authors
thus suggested that executive functioning does play
an essential role in moderating the relationship
between subjective experience and psychosocial
functioning. Recent research has also found that
certain neuro-cognitive and psycho-physiological
variables are directly related to psychosocial func-
tioning (Green et al., 2000), therefore, quality of
life cannot be understood without considering the
direct effect of psycho-biological variables. Based on
their findings, Brekke et al. (2001) suggested two
considerations. The first is the need for different
models of quality of life based on executive capacity:
Patients with intact executive capacity might have
greater capacity for improvements in psychosocial
functioning, and thus will have a more complex
pathway to achieving SQOL. Schizophrenia patients
with executive deficits will more readily translate
small gains in psychosocial functioning into improve-
ments in their subjective experience of quality of
life. Second, any model of quality of life in schizo-
phrenia should consider executive capacity as a
moderator of the relationship between functional
and humanitarian outcomes. However, their findings
were based on a small sample size, and thus need
further validation.

SQOL and other subjective constructs

In psychiatric care, and as part of outcome evaluation
of healthcare services provided, several criteria have
been used to assess the subjective experience of
patients with mental illness, especially those with
schizophrenia. The most frequently used are those
measuring subjective quality of life, self-rated needs,
self-reported symptoms, and satisfaction with treat-
ment. The aim is to identify whether psychiatric care
achieved its objective of increasing SQOL of the
patient, decreased his/her reported symptoms and
needs, and achieved a high level of satisfaction with
treatment in the patient. Therefore, and as a result
of their increased importance in clinical practice
and research, a number of instruments have been
developed to measure these criteria. For example,
there exists a number of psychometric instruments
measuring SQOL (Quality of Life Interview, Lehman
et al., 1982; the Lancashire Quality of Life Profile,
Oliver, 1991; the Oregon Quality of Life instrument,
Bigelow et al., 1991; and the Manchester Short Assess-
ment of Quality of Life, Priebe et al., 1999). Most of
these instruments use satisfaction ratings in a similar
way (e.g. Quality of Life Interview, the Lancashire
Quality of Life Profile, the Manchester Short Assessment
of Quality of Life). Other subjective instruments
include those assessing self-reported symptoms (Von
Zerssen Complaints Checklist, Von Zerssen, 1986; the
Schizophrenia Symptom Distress Statement and the
Schizophrenia Symptom Intensity Statement; Hamera
et al., 1996), and self-rated needs (Camberwell
Assessment of Need, Phelan et al., 1995; the UK Health
of the Nation Outcome Scales, Wing et al., 1996).

In the literature, there is evidence suggesting a mod-
erate association between each of these subjective
evaluation criteria and their objective observer-rated
counterparts. As discussed earlier, several studies
showed modest correlation between patients’ SQOL
and objective indicators of quality of life. This also
applies to other subjective constructs. For example,
the shared variance of observer-rated and self-rated
psychopathology ranges between 0 and 65% depend-
ing on the instrument used or the sample under
investigation (Deluty et al., 1986; Faravelli et al.,
1986; Fava et al., 1986). Similar correlation size has
been reported between observer-rated and self-rated
needs for care (Hoffman & Priebe, 1996; Slade et al.,
1986). In the evaluation of pharmacological and
psychotherapeutic interventions as well as the impact
of service configuration, subjective evaluation criteria
are regularly seen as evaluation criteria in their own
right (Priebe et al., 1998).

In research, the assumption is that different sub-
jective evaluation criteria have different theoretical
foundations and therefore measure different things.
Recent evidence however supports the hypothesis
that different subjective evaluation criteria are
not fully distinct in what they assess. Priebe et al.
(1998) investigated the associations among SQOL,
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self-rated symptoms, self-rated needs and patient
assessment of treatment, in four different samples of
patients with schizophrenia or alcoholism, and found
them all to be substantially inter-correlated. When
subjected to factor analysis, the four criteria loaded
on a single overall subjective factor that accounted
for almost 50% of the total variance of the criteria. In
an earlier study, Priebe et al. (1995) reported similar
findings with 39% of the variance in the single
subjective factor being explained by SQOL, self-
rated needs and patients’ assessment of treatment.
New evidence also suggests a temporal co-variation
of inter-correlated subjective evaluation criteria.
Fakhoury et al. (in press) assessed the relationship
among self-rated symptoms, self-rated needs and
SQOL, in two different samples of schizophrenia
patients, at baseline and after a follow-up period.
They found the three instruments to be inter-
correlated at both baseline and follow-up, with some
inter-correlation over time. When subjected to factor
analysis, all three criteria loaded into one stable
subjective appraisal factor at both baseline and
follow-up, summarizing a negative subjective quality
of life and more symptoms and needs, and explaining
a shared variance of 50–60%. The factor was also
found to be strongly associated with observer-rated
mood.

Bengtsson-Tops & Hansson (1999), however,
investigated the relationship between needs and
SQOL in schizophrenic patients. The authors found
more symptoms to be significantly associated with a
worse SQOL, accounting for 25% of the variance in
SQOL. Needs in the areas of company, psychologi-
cal problems, daytime activities problems, and sexual
expression problems accounted for a further 26% of
the variance. In all areas a more severe need of care
and support was associated with a worse total SQOL.
Having controlled for the influence of symptoms, the
authors reported a further 25% of the variation in
SQOL to be accounted for by the severity of needs
concerning company, psychological distress, daytime
activity and sexual expression. Although the results
were merely observational, the authors emphasized
the importance of interventions targeting social
relations and the occupational situation of long-term
mentally ill patients, as well as interventions focuss-
ing on psychological problems, if general aims
concerning quality of life were to be reached.
However, they further concluded that for the
planning and evaluation of interventions, both needs
and SQOL should be assessed as they seem to
measure different aspects of the patient’s life.

New research also suggests an association between
SQOL and another construct: the Antonovsky’s
Sense of Coherence (SOC) instrument—which
measures personal orientation towards life that
determines one’s health experience. Bengtsson-Tops
& Hansson (2001) found that in a sample of schizo-
phrenia patients, SOC was significantly associated
with quality of life, both self—correlation coefficient

of 0.60—and interviewer-rated—correlation coeffi-
cient of 0.29—with a stronger SOC indicating a
more beneficial situation. An increased SOC score
overtime was also found to be significantly associated
with changes in better overall SQOL. The authors
indicated that in terms of clinical implications, an
awareness of the importance of sense of coherence
and the underlying salutogenic model with regard
to interventions directed to individuals with schizo-
phrenia would therefore enhance the possibilities to
increase the effectiveness of care for this group and
their quality of life.

Finally, the association between observer-rated
psychopathology and SQOL needs to be noted.
Despite that observer-rated psychopathology is not a
subjective construct, one would argue that it
depends, and to a large extent, on the patient’s
perception of their experience of symptoms, and
hence as a measure, it will have immense impact on
SQOL. This has been confirmed by existing
research. For example, Kaiser et al. (1997) reported
that in a sample of in- and out-patients with schizo-
phrenia in Germany and the UK, of several
demographic and illness-related variables, psychopa-
thology was found to be the only robust and
consistent predictor of SQOL (Kaiser et al., 1997).
Bengston-Tops & Hansson (1999) found a 25% of
the variance in SQOL to be due to psychopathology,
and Corrigan & Buican (1995) reported a figure of
14%. Fakhoury et al. (in press) provided correlations
between psychopathology—particularly anxiety and
depression—and SQOL ranging from 0.35 to 0.62.
Similar correlations were reported by others
(Hansson et al., 1999). In addition, both Priebe et al.
(1998) and Fakhoury et al. (in press) indicated an
association between a general subjective appraisal
factor summarizing several subjective evaluation cri-
teria and psychopathology, with correlations ranging
from 0.33 to 0.71. This association with psychopa-
thology is of prime importance to clinicians, with
some recommending that interventions targeting
psychopathology should pay particular attention to
the affective state of the patient since it is associated
with patients’ SQOL (Hansson et al., 1999). This
association has been found in observational studies
and does not directly suggest a causal relationship.
Nevertheless, most researchers seem to assume that
mood symptoms influence SQOL rather than SQOL
influencing psychopathology or that there are other
underlying psychological processes influencing both
mood and SQOL.

Discussion

Quality of life research has gained importance over
the last 20 years. With emphasis being placed on
users’ views on service provision and quality, and
with the strong association with psychopathology,
quality of life may be adapted as a main outcome for
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benchmarking services. Some researchers argued
that currently there is no one accepted model of
quality of life, nor is there a universal instrument
measuring it (Awad et al., 1997). Yet, the consensus
so far is that quality of life encompasses objective and
subjective indicators. The two indicators seem to be
only weakly to moderately correlated. However,
Huxley (1998) noted that the relationship between
the objective and subjective indicators may have
been overlooked and that many aspects of SQOL are
in fact closely linked to objective life conditions or
external factors. The importance of this stems from
the situation that most current community-based
treatment or rehabilitation programmes, in particu-
lar programmes of social care, have an improvement
in quality of life as a main goal. If changes in
external life conditions targeted in these interven-
tion programmes are not reflected in changes in
SQOL, it may be challenged as an appropriate
measure of outcome of these interventions (Hansson
et al., 1999). This argument is supported by observa-
tions that, in extreme situations such as
unemployment (Priebe et al., 1995) and homeless-
ness (Lehman et al., 1995), there is congruence at a
group level between these conditions and the corre-
sponding subjective domains—those employed and
those with housing stability were found to have
higher satisfaction scores in the SQOL domains of
employment and accommodation leading to higher
general satisfaction with life.

The relationship between SQOL and other subjec-
tive criteria opens the doors for new research.
Although different subjective criteria such as needs
and SQOL to some extent measure different aspects
of the patient’s life (Bengtsson-Tops & Hansson,
1999), there is substantial evidence suggesting that
SQOL and self-rated needs, symptoms, and treat-
ment satisfaction are interrelated, co-vary over-time,
and load into a single subjective appraisal factor
(Priebe et al., 1998; Fakhoury et al., in press). These
findings suggest that while the measurement of more
than one criteria may be useful in research, the
presence of an underlying subjective appraisal factor
will always yield a correlation, with no inference of
causality. Future investigations should therefore
distinguish between a general appraisal factor and
specific aspects of different criteria, identify how the
general appraisal factor can be assessed more
directly, and point out the most relevant aspects of
mood and cognitive processes responsible for the
general tendency for more positive or negative
subjective appraisal. Information exists on the
amount of shared variance, and thus, the focus
should now be placed on assessing how the specific
variance of different criteria independent of that
factor can be maximized, and to perhaps, redefine
the concepts of these criteria based on further
empirical results. Given the relationship between
sense of coherence and SQOL, future investigations
should tackle whether and, if so, in what way sense

of coherence is distinct from SQOL and other
subjective constructs.

The limited available literature also shows that
studies conducted in the field were often naturalistic
in design providing information on the presence of
an association (e.g. studies by Priebe et al., 1998;
Bengtsson-Tops & Hansson, 1999, 2001) rather
than informing about the causality of the relation-
ship. Intervention studies, particularly those with
longitudinal designs, are recommended to establish
causality and to provide evidence on the influence of
subjective constructs such as needs and symptoms
on quality of life. Finally, on a broader level, it is
important for the vast amount of existing empirical
literature on quality of life to feed into more concep-
tual work that in turn would inform further research
in the field. Given the most frequently used generic
concept of SQOL, it is now known what information
quality of life indicators—at least in groups of
patients with severe mental illness and in community
based services—can provide to clinicians and
researchers, and what the limitations in the existing
quality of life construct and scales are. The next step
has therefore to be conceptual and possibly involve
revising the currently dominating psychological
models of SQOL.
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