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A literature review conducted for a 1989 article on assessing the quality of life in surgical studies revealed
that quality of life was more often mentioned than measured. Few authors reported the use of known,
standardized scales. The objective of this study was to determine if and to what extent this situation has
changed. A MEDLINE search of surgical studies published between 1989 and 1995 produced over 277
abstracts of surgical studies containing the words “quality of life.” The abstracts were studied in three time
periods: 1989–1990, 1991–1992 and 1993–1995. Findings indicated that the use of the term “quality of
life” increased markedly over the study period, and studies using standardized measures escalated from
27.4% in 1989–1990 to 48.3% in 1993–1995. Those abstracts not stating how quality of life was assessed
decreased from 48.4% in the early period to 21.7% in the last period. Of the abstracts reporting studies that
used quality of life measures, 33% came from cancer studies, 21.7% from cardiovascular or respiratory stud-
ies, 14.8% from gastroenterology studies, 13.4% from nephrology studies and 6.1% from orthopedic stud-
ies. Surgical investigators selected a variety of global measures of quality of life as well as disease-specific in-
struments. The abstracts also revealed that surgeons are using quality-of-life assessment to monitor patients
over time, to help select patients for surgery, to determine the effects of surgical treatment and for making
policy decisions. Notwithstanding the limitations of this project, there is evidence in the literature that sur-
geons are increasingly willing to assess the impact of the surgical interventions by quality-of-life measures
and are becoming more familiar with the diverse measures used to assess quality of life.

Une recension des écrits effectuée pour un article de 1989 sur l’évaluation de la qualité de vie dans les
études chirurgicales a révélé que la qualité de vie était plus souvent mentionnée que mesurée. Peu d’au-
teurs ont signalé l’utilisation d’échelles normalisées connues. Cette étude visait à déterminer si et dans
quelle mesure la situation a changé. Une recension dans MEDLINE d’études sur la chirurgie publiées en-
tre 1989 et 1995 a produit plus de 277 résumés d’études chirurgicales contenant les mots «qualité de vie».
On a étudié les résumés de trois périodes : 1989–1990, 1991–1992 et 1993–1995. Les résultats ont in-
diqué que l’utilisation de l’expression «qualité de vie» a augmenté considérablement au cours de la période
d’étude et que le nombre des études utilisant des mesures normalisées est passé de 27,4 % en 1989–1990 à
48,3 % en 1993–1995. Les résumés n’indiquant pas comment on a évalué la qualité de vie sont tombés de
48,4 % au cours de la première période à 21,7 % au cours de la dernière. Parmi les résumés d’études au
cours desquelles on a utilisé des mesures de qualité de vie, 33 % portaient sur des études relatives au cancer,
21,7 %, sur des études relatives aux systèmes cardiovasculaire ou respiratoire, 14,8 %, sur des études en gas-
tro-entérologie, 13,4 %, sur des études en néphrologie et 6,1 %, sur des études en orthopédie. Les
chercheurs en chirurgie ont choisi toutes sortes de mesures globales de la qualité de vie, ainsi que des in-
struments particuliers à la chirurgie. Les résumés ont révélé aussi que les chirurgiens utilisent l’évaluation
de la qualité de vie pour suivre les patients dans le temps, et pour choisir les patients qui subiront une inter-
vention chirurgicale, pour déterminer les effets du traitement chirurgical et pour prendre des décisions
stratégiques. Malgré les limites de ce projet, les écrits indiquent que les chirurgiens sont de plus en plus dis-
posés à évaluer l’impact des interventions chirurgicales au moyen de mesures de la qualité de vie et connais-
sent de plus les divers moyens de mesure utilisés à cette fin.
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From a literature review done in
1989 for a review article1 on as-
sessing quality of life in surgi-

cal studies, I and my colleague were
left with several impressions. The term
quality of life frequently appeared in
surgical studies but was more often
mentioned than measured. In dis-
cussing results, authors noted that
quality of life should have been mea-
sured or that it should be measured in
future studies. Those actually evaluat-
ing quality of life tended to use either
homemade measures, for which the
psychometric properties were un-
known, or batteries of scales, each of
which assessed a domain thought to
contribute to life’s quality. Only a few
authors reported the use of known,
validated scales that assess quality of
life. In particular, few disease-specific
measures had been used in surgical in-
vestigations.
Recently, when asked to speak

about assessing quality of life in surgi-
cal practice and research, I began to
wonder if, and to what extent, this sit-
uation had changed. Information con-
tained in several reviews2-6 suggested
that it might have. In an attempt to
quantify and describe what had hap-
pened, a MEDLINE search of surgi-
cal studies containing the term “qual-
ity of life” was done. It produced over
300 titles for review. After eliminating
editorials, case studies, letters, psycho-
metric studies and review articles,
277 abstracts were available to deter-
mine if, and how, quality of life had
been assessed.

METHOD

Each abstract was categorized into
one of five groups. To be assigned to
the standard group, the abstract had
to report that the investigators used a
named, reliable, validated measure
known to tap the important domains
contained in quality-of-life scales. Al-

though no one definition has gained
universal acceptance,1,7 quality of life
as it relates to health may be thought
of as an individual’s subjective percep-
tion of his or her physical, psychologic
and social well-being after taking into
account the impact of disease or treat-
ment.8 It is therefore a multidimen-
sional construct7 incorporating, at
least, items assessing personal percep-
tions of health state and of physical,
psychologic, social and role function-
ing. Some generic measures also in-
clude information on spirituality, eco-
nomic status, expected longevity and
opportunity, the advantage or disad-
vantage experienced by an individual
because of health. In addition, dis-
ease-specific quality-of-life measures
include symptoms and dysfunctions
related to the condition under study.
The second category included ab-

stracts in which the authors stated that
they had employed a semi-structured
or structured interview to gain infor-
mation about quality of life but failed
to name a specific interview schedule.
In the third category, the authors re-
ported using a self-administered ques-
tionnaire that was sometimes noted as
being developed by the investigator for
the study. The fourth group of ab-
stracts reported a battery of measures
each of which assessed a factor known
to be related to quality of life. In these
abstracts, scales assessing such out-
comes as anxiety, depression, coping
ability, exercise tolerance, activities of
daily living, pain and nausea were em-
ployed. While mood, the presence of
symptoms and diminished capabilities
to perform activities clearly impact on
perceived quality of life, one of these
cannot be substituted for its overall
measure. Ganz, Schag and Cheng,9 for
instance, found that performance sta-
tus correlated only moderately with
quality of life in persons with cancer.
The final group of abstracts comprised
those in which it was difficult to ascer-

tain if or how quality of life was as-
sessed, but it was mentioned. In an ef-
fort to detect trends, the abstracts were
also divided into three time periods:
1989–1990, 1991–1992, 1993–1994
plus the first 3 months of 1995.
This methodology has major limi-

tations. First, the denominator of 277
abstracts in no way suggests that only
this number of surgical studies during
this time span dealt with quality-of-life
issues. It simply means that a single
database computer search identified
the term in the title or abstract in 277
instances. Moreover, the length of ab-
stracts is dictated by editorial policy in
each journal. Some were short; others
were long. It may be that for space
constraints or other reasons, authors
omitted names of measures, and as a
consequence these abstracts were mis-
classified. Finally, the time periods
were not equal.

FINDINGS

Fig. 1 demonstrates the recent
trends in reporting quality of life in
surgical studies. First, use of the term
appears to be increasing over time, and
those studies reporting the use of a
known validated measure increased
from 27.4% in 1989–1990 to 48.3% in
1993–1995. Those abstracts that were
unclear as to if and how quality of life
was assessed, decreased from 48.4% in
the earliest period to 21.7% recently.
The use of a structured interview var-
ied across the time periods. The em-
ployment of batteries of measures re-
mained relatively constant (5% to 7%)
as did the use of unnamed self-admin-
istered questionnaires (19% to 22%).
Of the 277 abstracts, 33.2% re-

ported studies of patients with cancer,
21.7% involved patients with cardio-
vascular or respiratory disease, 14.8%
came from gastroenterology studies,
13.4% from nephrology studies and
6.1% were studies of patients who un-



derwent orthopedic procedures. The
remaining 10.8% came from urology,
otolaryngology, plastic surgery and
neurosurgery studies.
Surgical investigators selected a va-

riety of standardized generic measures
of quality of life. Most frequently cho-
sen were the Nottingham Health Pro-
file,10 the Sickness Impact Profile11 and
the Medical Outcomes Study 36-Item
Short-Form Health Survey (SF-36).12

These measures were applied to differ-
ent types of cancer patients and those
receiving organ transplants as well as
in studies of cardiac and vascular
surgery. In addition, researchers se-
lected the McMaster Health Index
Questionnaire,13 the Quality of Well-
being Scale,14 the Spitzer Quality of
Life Index,15 the quality of life index
described by Ferrans and Powers,16

The Reintegration to Normal Living

Index,17 and the Dartmouth COOP
Charts.18 The Performance Status
Scale of Karnofsky and Burchenal,19 al-
though acknowledged as not being a
comprehensive quality-of-life mea-
sure, is still widely employed in cancer
and transplantation studies and thus
was included. Finally, the use of utility
measures20 is on the increase, and they
have been selected as outcomes in
studies of organ transplantation, joint
replacement and abdominal surgery.
Surgeons are also choosing disease-

specific quality-of-life measures. Five
were used in cancer studies: Func-
tional Living Index-Cancer,21 Euro-
pean Organization for Research and
Treatment of Cancer scales,22 Cancer
Rehabilitation Evaluation System,23

linear analogue self-assessment scale24

and Quality of Life — Bone Marrow
Transplant tool.25 Three others — the

Arthritis Impact Measurement Scale,26

WOMAC (Western Ontario and Mc-
Master universities) Osteoarthritis In-
dex27 and the Functional Milestone
Scale28 were used as outcome mea-
sures of orthopedic procedures. The
Visick Scale29 and the Gastrointestinal
Quality of Life Index30 were applied to
patients who underwent abdominal
surgery. Urologists assessed outcomes
after prostate surgery with use of the
quality of life questionnaire for benign
prostatic hyperplasia described by Ep-
stein and associates31 and neurosur-
geons employed the Epilepsy Surgery
Inventory-55.32

DISCUSSION

The situation with respect to assess-
ing quality of life in surgical studies has
changed dramatically since the previ-
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FIG. 1. Trends in reporting quality of life in surgical studies, 1989 to 1995.

1989–’90
(N = 62)

1991–’92
(N = 95)

1993–’94+
(N = 120)
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ous review. Moreover, surgeons ex-
pressed a variety of reasons to assess
quality of life in surgical practice and
research. Data from multidimensional
quality-of-life assessments provide sur-
geons with a more comprehensive pic-
ture than the often-brief response to
the question “How are you feeling?”.
This information about an individual
patient, especially if gathered serially,
may be one of several factors weighed
by the surgeon and the patient in de-
ciding when surgery should be per-
formed. Group data about quality-
of-life outcomes, assessing specific sur-
gical interventions, should also assist
the doctor and patient in selecting
which operation to choose,5 since in-
formation contained in these outcomes
has meaning to patients. It has also
been suggested5 that quality-of-life in-
formation may reveal important differ-
ences between treatment approaches
that may be conveyed to patients. One
study33 determined that total gastrec-
tomy produced a better quality of life
than proximal gastrectomy for gastric
cancer. Another randomized trial34

found that amputation for limb sar-
coma gave consistently better scores on
a battery of outcome measures than
limb-sparing surgery with radiotherapy.
In other words, when quality of life is
the outcome assessed, the results are
sometimes not as expected. Discussions
about these outcomes may facilitate the
decision-making process of patients
and their doctors.
Quality-of-life data may also help

select patients for surgery in another
way. There is mounting evidence that
they can predict surgical outcome.
Several studies have reported that can-
cer patients with “high” quality-of-life
scores respond more favourably to
therapy and seem to have better sur-
vival.35–37 Similarly, performance status,
as assessed by the Karnofsky Perfor-
mance Status Scale before transplanta-
tion correlated highly with postopera-

tive survival38 and the Nottingham
Health Profile was able to discriminate
between provisional and definitive
candidates wait-listed for heart trans-
plantation.39 Further, patients with
“low” mental health scores before mi-
nor surgical procedures reported poor
outcomes, whereas those with “low”
global health scores claimed better
success.2 This kind of information can
be used in the selection process.
Another reason for assessing qual-

ity of life relates to the consensus
emerging in the literature that mortal-
ity and morbidity, as outcomes of
surgery are inadequate in many situa-
tions. For minor, day or elective
surgery, for comparing minimally in-
vasive and traditional techniques, for
palliative procedures, when the proce-
dure is not curative and symptoms or
dysfunctions remain, when treatment
improves life expectancy but at the ex-
pense of greater morbidity and when
comparing different treatment ap-
proaches especially if survival is simi-
lar, quality of life may be the outcome
of choice.
In an era of increased accountabil-

ity, assessing the quality of care pro-
vided by an institution or a depart-
ment is assuming greater importance.
Surgeons are being called upon to
routinely evaluate their surgical pro-
grams, not only in terms of the
process of care delivery but also in
terms of its outcomes. Clearly of one
of the outcomes, important to both
patients and those who pay, is an esti-
mate of health-related quality of life.
Finally, quality-of-life assessments

are being used to assist in making pol-
icy decisions and allocating resources.40

In particular, utility measures such as
quality-adjusted life years, which com-
bine measures of quality and quantity
of life into a single value, are advocated
as a means of analysing the cost-effec-
tiveness and cost-utility of a health care
program.20 Although the use of such

measures is increasing in surgical stud-
ies, more needs to be learned about
whether such approaches truly assess
the health-related quality of life of pa-
tients.

CONCLUSIONS

There is evidence in the literature
that for many reasons surgeons are in-
creasingly willing to use quality-of-life
measures to assess their patients, their
practices and the impact of their sur-
gical interventions. Moreover, the sur-
gical community is becoming more fa-
miliar with the diverse approaches and
measures used to assess quality of life.
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