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From shroud waving to quality of life

Traditionally, cardiovascular treatments have focused on
saving life rather than improving it. Before many impor-
tant advances, such as thrombolysis and treatment with
,B blockers, were accepted as routine clinical practice they
had to undergo rigorous assessment to show that they
improved survival. But their effects on the quality of
patients' lives were not measured with the same rigour.
In the treatment of malignant tumours, however, such
measures have already become integral components of
most trials, and in the United States the FDA is said to
be pressing for quality of life measures to be used as a
new end point in all clinical trials. It looks as though the
cardiological spotlight is widening too. This 'issue of the
British Heart Journal features four articles on the mea-
surement of the quality of life in patients with cardiovas-
cular disease.
Townend and Littler (p 373) draw attention to the fact

that ACE inhibitors, though they prolong life, may do so
in a way that does little to enhance the quality of the
extra months or years gained. On the other hand
Underwood et al on page 382 show how lack of treat-
ment too can have measurable adverse emotional effects
in patients waiting for coronary artery bypass surgery. A

guide to the practicalities, technical methods, and termi-
nology of assessing quality of life emanating from a con-
ference supported by the British Heart Foundation which
was held in October 1992, appears on page 460.

Trials in cardiovascular medicine should consider
including quality of life assessment as a pre-specified out-
come measure. An example of the use of such techniques
is that we are likely to know more of the effect of angio-
plasty on our patients' lifestyles as a result of the inclu-
sion of quality of life measures in the RITA trials.

Cost is an issue. The use of questionnaires may prove
more practical than interviews, especially in multicentre
studies. Indeed, in the editorial below, Lesley Fallowfield
describes a specific instrument that has been used to
study patients after myocardial infarction. Along with
gene probes, cost and volume contracts, and audit these
instruments from the social sciences are increasingly like-
ly to become new tools of the trade for cardiologists. Like
all tools their uses, and abuses, must be understood.

PETER MILLS
Associate Editor

Editorial

Quality of life assessment in patients with heart disease
Most clinicians care about the quality of their patients'
lives. None the less, cardiologists have been slow to rou-
tinely employ appropriate measures to assess quality of
life. Several concerns and misconceptions may account
for this reluctance to use the psychometric tests available.
Some worry that concepts such as quality of life are too
vaguely defined to be measurable and that existing tests
provide unreliable, subjective, "soft" data. Others claim
that testing takes too long, that subsequent analysis is
often complicated, or that patients may come to psycho-
logical harm if asked to fill in self-assessment question-
naires. There is little evidence to support these
arguments.

Conceptual and theoretical vagueness
First, the phrase quality of life has been used vaguely, but
its valid and reliable measurement is possible. Whatever
the specific disease state or treatment being assessed, a
satisfactory test should have items dealing with at least
four core domains of functioning.' These include physi-
cal, psychological, social, and occupational domains.
Depending on the particular medical problems being
treated, other important areas should and can be includ-

ed. For example, any satisfactory assessment of quality of
life after open heart surgery would be incomplete if it did
not include cognitive and intellectual functioning.2 These
functions are rarely mentioned as important goals of
surgery, yet their effects on patients can be profound.
Restoration of cardiac function may be deemed of little
value if the cost is impaired cognition, with the conse-
quent inability to work or socialise adequately.

Testing takes too long
In the light of other lengthy procedures that patients reg-
ularly endure this argument seems absurd. The measures
that could be used in clinical practice as part of a routine
work up do not need to be time consuming to provide
important and interesting information. For example, the
Hospital Anxiety and Depression Scale (HADS)3 takes
5-10 minutes to complete and is simple to analyse.
Furthermore, it has the advantage of having been
designed specifically for use with physically ill patients,
assessing mood state changes not somatic items. This is
important because many of the common symptoms diag-
nostic of depression such as lethargy or weight loss found

371

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

B
r H

eart J: first published as 10.1136/hrt.69.5.371 on 1 M
ay 1993. D

ow
nloaded from

 

http://heart.bmj.com/

