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Health-related quality of life, 
definitions and determinants 

What do patients and their families really 
care about? Patients care about the cost of 
healthcare, being treated respectfully while 
undergoing care, and perhaps above all 
else, about their health-related quality of life 
(HRQL).  This paper briefly reviews the 
methodologies for assessing health status 
and HRQL, discusses evidence on the 
determinants of HRQL, and considers some 
of the special HRQL issues in the context of 
menopause, ageing, and sexuality. 

 
 
Definition of health status 
Health is a complex multi-dimensional 

concept.  Not surprisingly there are a wide 
variety of definitions, in part reflecting 
diversity in disciplinary perspectives and 
cultures. Websters’s New World Dictionary 
of the American Language[1] defines health 
as “1. physical and mental well being; 
freedom from disease, pain, or defects; 
normality of physical and mental functions; 
soundness. 2. condition of body or mind 
[good or bad health]”. A widely-cited 
normative definition of health was provided 
by the World Health Organization in 1948: 
health as “a state of complete physical, 
mental, and social well-being, and not 
merely the absence of disease or infirmity” 
as cited in Patrick and Erickson.[2] The 
WHO definition emphasizes the importance 
of health for overall well being. This 
definition is not, however, readily 
operationalized. 

A sociological definition of health, due to 
Talcott Parsons, is provided by Patrick and 
Erickson,[2] “Health, in this viewpoint, is 
‘the state of optimum capacity for the 
effective performance of valued tasks’. 
Illness is a deviation from the social 
expectation that a person performs the 
functions associated with his or her social 
role.”  Here health permits the individual to 
perform their normal social roles and ill 
health inhibits that performance. 

 
 
 
 

Definition of health-related  
quality of life (HRQL) 
Unfortunately in much of the literature 

the terms health status and HRQL are used 
interchangeably. Yet a number of authors 
distinguish between these two concepts. 
Again, given the multi- and inter-disciplinary 
nature of the inquiry of HRQL, there are a 
wide variety of useful definitions. 

The definition provided by Spilker and 
Revicki[3] distinguishes between the broad 
concept of overall quality of life and the 
narrower concept of HRQL. “HRQL 
represents those parts of quality of life that 
directly relate to an individual’s health. 
Conceptually, HRQL includes the domains 
of physical, psychological, social, spiritual, 
and role functioning, as well as general well 
being.” 

The sociological approach to defining 
health status resonates in the definition of 
HRQL provided by Naughton et al.[4] 
“HRQL encompasses: Those attributes 
valued by patients, including: their resultant 
comfort or sense of well-being; the extent to 
which they were able to maintain 
reasonable physical, emotional, and 
intellectual function; and the degree to 
which they retain their ability to participate 
in valued activities within the family, in the 
workplace, and in the community....Other 
commonly assessed dimensions of HRQL 
include cognitive or neuropsychological 
functioning, personal productivity, and 
intimacy and sexual functioning.” A number 
of alternative definitions are discussed in 
[5].  

Patrick and Erickson[2] offer a definition 
that includes the determinants of health and 
focuses on the value attached to the 
resulting health status.  “Health-related 
quality of life is the value assigned to 
duration of life as modified by the 
impairments, functional states, perceptions, 
and social opportunities that are influenced 
by disease, injury, treatment, or policy.” 
This definition highlights the importance of 
assessing quality-adjusted survival. 

All three definitions underscore the 
breadth of the relevant dimensions (or 
domains or attributes) of health status. All 
three go beyond description (health status) 
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to valuation (HRQL). All three adopt a 
patient-centric viewpoint and focus on what 
is important to patients and family 
members. 

 
 
Why measure HRQL? 
The first and perhaps primary rationale 

for measuring HRQL is that the goal of 
therapy is to improve HRQL. Osoba and 
King[6] state that “the ultimate goal of 
health care is to improve, restore or 
preserve functioning and well-being related 
to health, that is, health-related quality of 
life”. A second rationale for measuring 
HRQL is that physiological measures may 
change without patients feeling any 
better;[7] for example the ejection fraction 
of a cardiac patient might improve without 
any impact on angina when climbing stairs.  
Third, patients may experience an 
improvement in HRQL without any change 
in physiological function. Pain relief is a 
good example. Fourth, it is important to 
consider the tradeoffs between treatment 
effects and side effects. A woman on 
hormone replacement therapy might 
experience improvements through 
reductions in vasomotor symptoms but also 
side effects associated with uterine 
bleeding.  Finally, what is the output of the 
healthcare system?  What does healthcare 
produce?  Consistent with the statement 
made by Osoba and King and the definition 
of HRQL offered by Patrick and Erikson, the 
output of the system is quality-adjusted 
survival; the outcome is the health-related 
quality of life experienced by patients and 
family members. Therefore it seems logical 
that HRQL be measured to assist in the 
evaluation of the performance of the 
system. 

 
 
What are the important  
measurement properties? 
A number of measurement properties 

are important for HRQL instruments.[7, 8] 
First, the measure must be acceptable to 
patients, family members, and clinicians. In 
general, patients are quite willing to 
complete questionnaires. Second, 

completing the assessment must not be 
unduly burdensome for respondents.  
Burden includes the time it takes to 
complete the assessment, the cognitive 
demands, and the potential for emotional 
distress. Questions on sexuality and 
emotional states do on occasion pose 
difficulties, but in general patients have little 
difficulty completing most questionnaires.  
Third, the reliability of the measure is 
important.  For instance, does the measure 
produce stable scores in stable subjects 
(test-retest reliability)?    Ideally we want 
measures with high reliability, measures 
with very little measurement noise.  Fourth, 
is the measure valid? Does the instrument 
measure what it is supposed to measure?  
In general in the field of HRQL there is no 
gold standard, no criterion validity but rather 
the focus is on construct validity.[9] To 
assess construct validity one formulates a 
series of a priori hypotheses about the 
relationships among measures one expects 
to observe.  Another approach compares 
known groups at a point in time.  For 
instance, one would expect those with 
severe vasomotor symptoms to have lower 
scores than those with mild symptoms. A 
related approach is to compare scores for 
subjects before and after an intervention 
known to be efficacious.  If the a priori 
hypotheses are confirmed by the evidence, 
gradually one becomes more confident that 
the measure behaves as expected.  Fifth, is 
the measure responsive?  Does it capture 
meaningful within-person change over time 
when such change occurs?  (Some authors 
refer to this property as longitudinal 
construct validity rather than 
responsiveness.) Sixth, can the scores be 
interpreted?  Can a clinician or patient 
attach meaning to the scores?  A variety of 
anchor-based and distribution-based 
approaches have been developed to 
provide guidance on how big is big and how 
small is small.[7, 10]  Finally, is the 
measure useful? Do HRQL assessments 
assist in evaluating alternative therapies, in 
program evaluation, in formulating clinical 
policy, in measuring population health, or in 
manageing individual patients?  Does a 
measure help a clinician to understand the 
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advantages and disadvantages of particular 
therapies? Does the use of the measure 
matter? 

 
 
A taxonomy of measures of 

HRQL 
There are a variety of useful and not 

mutually exclusive ways to classify HRQL 
measures.  One is by the mode of 
administration: self-complete versus 

interviewer-administered. Another is the 
recall period specified: today, one week, 
two weeks, four weeks, usual, etc. One can 
also distinguish measures according to the 
intellectual paradigm upon which they are 
based: psychometrics, clinimetrics, or 
economics and decision science. The 
taxonomy in Table 1 is based on the 
criterion of for whom is the measure 
appropriate.

 
 
 
 

 
Table 1.  Taxonomy of Measures of Health-Related Quality of Life  

Type of Measure Advantages Disadvantages 
Specific Instruments 
 Disease-specific 
 Population specific 
 Function-specific 
 Condition- or problem-
specific 

Clinically sensible; often re-
sponsive 

Do not allow broad comparisons 

Generic Instruments Permits Broad Comparisons   Coverage of important issues 
may not be adequate; may not 
be responsive 

Health Profiles Aggregates into a single-
summary score, e.g. Sickness 
Impact Profile 
Does not aggregate into a 
single-summary score, e.g., 
Nottingham Health Profile 

May not be responsive 

Preference-based 
Utility Measures 
 

Net effects of treatment, single-
summary score, integrates 
mortality and morbidity 
Quality-adjusted survival 
Quality-Adjusted Life Years 

May not be responsive 
 

Direct Preference 
Measurement 
 Visual Analogue 
Scale/Feeling  Thermometer 
 Standard Gamble 
 Time Tradeoff 

Captures preferences of 
individual respondent 

Typically requires administration 
by trained professional 
interviewer; cognitively 
demanding 

Multi-attribute health-status 
classification systems/multi-
attribute preference functions 
 Quality of Well Being scale 
 Health Utilities Index 
 EQ-5D 
 Short-Form 6D 

Easier to implement than direct 
approach 

Respondent provides 
information on self-assessed 
health status but valuation is 
based on community 
preferences 

Based on [7, 8, 73, 74]. 
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Specific measures are appropriate for 
particular groups; generic measures are 
appropriate for virtually any group, at least 
any adult group. Specific measures include 
disease-specific (pediatric asthma),[11] 
population-specific (frail elderly), [12] 
function-specific (vision), [13] and condition- 
or problem-specific (pain).[14] Often 
specific measures are developed by asking 
patients with a particular condition what is it 
about their condition and its treatment that 
bothers them.  The items in a specific 
measure focus on the burden of that 
condition. 

In contrast, generic measures are 
broadly applicable to subjects with a wide 
variety of conditions. Generic measures are 
divided into two major categories: profile 
measures such as the RAND-36 and Short 
Form-36 (SF-36); [15, 16, 17] and 
preference-based measures.[18-21] 
Preference-based measures are further 
divided into direct and multi-attribute (or 
indirect) measures.  In the direct approach 
respondents are asked to value 
hypothetical health states and/or their 
current health state on a scale in which 
dead, the lack of health status, equals zero 
and perfect health equals 1.0. Preference 
elicitation techniques include the visual 
analogue scale, time tradeoff, and standard 
gamble. Because these interviews are time 
consuming and can be cognitively 
challenging, multi-attribute approaches 
have also been developed. In the multi-
attribute approach the respondent 
completes a questionnaire providing 
information on health status and then the 
resulting health state is valued using a 
multi-attribute utility function for that 
system, typically based on preference 
scores derived from representative samples 
of the community. Prominent examples of 
multi-attribute utility measures include the 
EQ-5D, [22] Health Utilities Index (HUI),[23-
25] and Short-Form 6D.[26] 

Specific measures, often developed 
within the clinimetric paradigm, are usually 
clinically sensible; they include items that 
make sense both to patients and clinicians.  
Specific measures focus on the burdens of 
the condition or problem and its treatment 

and are often more responsive than generic 
measures.[27]  A major disadvantage of the 
specific approach is the inability to make 
comparisons across conditions.  In addition, 
specific measures may not adequately 
capture the effects of comorbidities or the 
side effects of treatment. 

Because generic measures apply to 
virtually any population, they typically 
include a number of dimensions of health 
status. This breadth of coverage permits 
broad comparisons across diseases, 
conditions, and populations. Generic 
measures, however, may not adequately 
cover the full range of impacts of a disease 
or condition and are often not as responsive 
as specific measures.[27] 

An important advantage of the utility or 
preference-based approach is the ability to 
integrate mortality and morbidity and 
provide estimates of quality-adjusted 
survival and quality-adjusted life years 
(QALYs).  Utility scores reflect the net 
effects on HRQL of treatment and side 
effects. 

In practice, specific and generic 
measures often complement each other. 
Specific measures are often more 
responsive and provide highly relevant 
information that is readily communicated to 
clinicians and patients, information that can 
be used both in manageing individual 
patients and in formulating clinical policy for 
a particular disease or condition. By 
permitting broader comparisons, generic 
measures communicate effectively to 
decision makers responsible for policy 
across diverse diseases and conditions. 
Utility measures are especially relevant to 
assist in resource allocation decisions and 
in assessing population health. 

 
 
Determinants of health 
A wide variety of medical and non-

medical factors affect health status and the 
mechanisms by which these factors affect 
health are complex and dynamic.[28-36] 
Equation (1), a health-status production 
function, provides one approach to 
conceptualizing the determinants of health. 
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(1) HS = HS(C, Ths, MC, GE, PE, SE) 
where: 
HS = Health status 
C = Consumption of goods and services  
Ths = Time devoted to the production of  
health status 
MC = Medical care 
GE = Genetic endowment 
PE = Physical environment 
SE = Social environment 
 
In this framework the individual or 

household uses various inputs to produce 
health. Thus health status of a person at a 
point in time is affected by the goods and 
services that the person consumes 
including fresh fruits and vegetables, which 
may contribute positively to health, and 
tobacco, which contributes negatively.  
Time devoted to the production of health 
status, such as time spent engaged in 
vigorous physical activity and getting 
adequate rest, also contributes to health. 
Medical care including the services of 
clinicians, screening, testing, and 
pharmaceuticals can contribute to 
producing health.  The person’s genetic 
endowment is influential as a determinant 
of health; interactions between a person’s 
genetic endowment and the environment 
are often important. Many disease 
processes appear to be multi-factorial. The 
physical environment, including air and 
water quality, also affect health. Finally, the 
social environment also matters. Living in a 
safe community with abundant 
opportunities for social interaction 
contributes positively to health, while living 
in a stressful environment and social 
isolation does not.  Of course complex 
temporal relationships affect health. The 
conditions of the fetal environment can 
have important effects on adult health. 

Analyses conducted within this 
determinants-of-health framework in which 
socio-demographic, chronic health 
conditions, health behaviors, psychological 
health, psychological resources, and social 
resources are all thought to affect health 
status have produced interesting results.  In 
a study of type-2 diabetics in the community 
that used data from Cycle 1.1 of the 

Statistics Canada Canadian Community 
Health Survey 200-2001 (n = 131,535) 
using a multi-variate regression model 
Maddigan et al.[37-38] highlight the 
importance of comorbidities and socio-
demographic factors in affecting HRQL.  
Overall HUI3 scores (possible range -0.36 
to 1.00) were used as the measure of 
HRQL, the dependent variable. On average 
those with type-2 diabetes had 3.2 other 
chronic conditions.  According to the 
estimated regression coefficients, the 
effects of low educational achievement 
were approximately as deleterious to HRQL 
as heart disease or obesity. The 
combinations of stroke and diabetes or 
depression and diabetes were particularly 
powerful. 

The relevance of multiple chronic 
conditions is underscored by results from 
the 2003 Canadian Community Health 
Survey. The survey asked respondents 
whether or not a healthcare professional 
had told them they had each of the 20 
chronic conditions listed.[39] Among 
respondents in the 30 through 64 years old 
group, 46% had no chronic conditions, 28% 
had one chronic condition, and 25% had 
two or more chronic conditions. Results for 
those 65 years of age or older indicated 
that 19% had no chronic conditions, 26% 
had one chronic condition, and 56% had 
two or more chronic conditions. The 
prevalence of chronic conditions in general 
and especially at older ages highlights the 
importance both of specific measures 
relevant to those chronic conditions and the 
relevance of generic measures to capture 
the effects of comorbidities.  
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Health-related quality of life  
issues in menopause 
HRQL issues are highly prominent in the 

context of menopause both in terms of the 

burden of symptoms and in terms of 
modifying risk factors for important health 
outcomes (Table 2). 

 
 
 

 
Table 2.  Prominent Health-Related Quality of Life Issues in Menopause and Ageing   

Vasomotor symptoms Sleep 

Cognitive functioning Attractiveness 

Vaginal dryness Sexual activity 

Mood symptoms Anxiety 

Urinary complaints Depression 

Uterine bleeding Health-Related Quality of Life associated with 
chronic conditions 

 
 
 
 
 

There is abundant evidence on the 
association between vasomotor symptoms, 
vaginal dryness, and menopausal 
stage.[40]  Some evidence indicates an 
association between menopausal stage and 
sleep disturbance.[40]  Other symptoms or 
issues considered in the context of 
menopause include mood, cognition, 
somatic complaints, urinary complaints, 
uterine bleeding, and sexual 
dysfunction.[40-42] Results from many 
clinical trials point to the effectiveness of 
estrogen in reducing vasomotor and some 
other symptoms associated with 
menopause.[40, 43]  Interestingly, typically 
placebo effects were substantial in these 
trials.[40]   

A number of symptom checklists have 
been used in studies assessing HRQL in 
menopause.  Nelson et al. 2005 [40] note 
that a lack of standardization in the 
definitions and ways in which data on 
symptoms associated with menopause 
have been reported limits the usefulness of 
results reported in the literature.   

A wide variety of specific and generic 
measures have been used in HRQL studies 
on menopause. Examples of generic 
instruments include the Nottingham Health 
Profile [44, 45] and the RAND-36.[46, 47]  
Examples of specific measures include the 
Psychological General Well-Being Index, 
[41, 44, 45] the McCoy Sex Scale,[45] the 
Rand Mental Health Inventory, [48] the 
Center for Epidemiologic Studies 
Depression (CES-D) scale,[46]  and the 
Modified Mini-Mental State 
Examination.[46, 47] Recently a number of 
specific measures focused on HRQL in 
menopause or sexuality have been 
developed including the Greene Climacteric 
Scale,[49] the Menopause-Specific Quality 
of Life Questionnaire,[50] the Women’s 
Health Questionnaire,[51] the Female 
Sexual Function Index,[52] the Profile of 
Female Sexual Function,[53] and the Cues 
for Sexual Desire Scale.[54] 

Although trials were often conducted in 
order to assess treatment effectiveness in 
terms of symptoms and HRQL, in many 
studies questionnaires were administered 
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rather infrequently.  For instance 
questionnaires were administered before 
therapy and four months later in one 
study,[44] at baseline, 12, and 36 months in 
another,[42] and at baseline, one year and 
at three years for a subgroup in Hays et al. 
2003.[46]  Ideally one would assess 
symptoms more frequently in order to be 
able to compare meaningfully the HRQL 
effects of alternative strategies for 
manageing menopause. 

The impact of reductions in symptoms 
on the HRQL associated with sexuality 
were assessed in a number of studies.  For 
the most part only the impact on the woman 
was assessed, omitting the impact on her 
partner. 

While authors have reported on the 
statistical significance of results, they have 
often paid insufficient attention to the 
magnitude of the differences between the 
experimental and control groups - - 
clinically important differences.[10, 55]  
How large does the difference have to be to 
be meaningful? Often too little attention has 
been paid to this issue in HRQL studies on 
menopause, ageing, and sexuality. 

There are a number of important HRQL 
issues associated with the use of hormone 
replacement therapy (HRT).  HRT can 
importantly reduce the burden of vasomotor 
symptoms during menopause.[40-43, 45, 
46, 48]  HRT is also associated with 
elevated risks of stroke, myocardial 
infarction, venous thrombosis, and breast 
cancer and reductions in the risks of 

colorectal cancer and osteoporotic 
fractures.[56] The HRQL effects of each of 
these are heterogeneous but often quite 
serious.  Utility scores associated with 
stroke are reported in Mathias et al.1997, 
Grootendorst et al. 2000, and Pickard et al. 
2004, 2005;[57-60] utility scores associated 
with hip fracture are reported in Jones and 
Feeny 2005.[61] 

Although the popularity of HRT has 
been diminished as a result of evidence 
from the Women’s Health Initiative and 
other studies, the complexity and 
importance of the HRQL issues associated 
with HRT are still relevant.  HRT involves 
tradeoff between symptom relief in the short 
run and changes in the probability of 
important outcomes such as the higher risk 
of stroke but lower risk of fractures in the 
long run.  One approach relevant both for 
formulating clinical policy and for clinical 
decision making for individual patients is 
decision analysis.[62-65]  In a decision 
analysis, a decision tree is constructed 
reflecting the consequences of alternative 
strategies.  In the decision tree the major 
possible outcomes and their probabilities 
are identified. The utility score for each 
outcome (terminal node) on a scale in 
which dead = zero and perfect health = 
1.00 is then determined.  For group-level 
analyses, mean utility scores from patients 
may be used; for individual-level 
applications, the utility scores of that 
individual are used. 

The approach is illustrated in Figure 1. 
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Figure 1. Decision Tree 
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The figure compares the consequences 
of treating a menopausal woman with 
calcium and Vitamin D or calcium, Vitamin 
D, and HRT. The decision tree in Figure 1 
is highly oversimplified but illustrates 
several issues.  If the woman and her 
clinician choose not to use HRT, the 
woman is more likely to experience 
vasomotor symptoms in the short run, more 
likely to experience fractures and colorectal 
cancer in the future, but less likely to 
experience stroke, venous thrombosis, 
myocardial infarction, and breast cancer in 
the future.  The same range of outcomes is 
relevant if the woman and her clinician 
choose HRT, calcium, and Vitamin D, but 
the probabilities for the various outcomes 
differ with a reduced probability of 
vasomotor symptoms, higher risk of 
cardiovascular events and breast cancer 
but lower risk of colorectal cancer and 
fractures.  What is best for particular 
patients depends on their risks of each of 
these events, risks which may be related to 
family history and lifestyle (smoking, diet, 
etc.).  What is best for a patient also 
depends on her utility scores for the various 
outcomes.  A woman with a family history of 
cardiovascular disease who attaches very 
low utility scores to health states such as 
stroke or myocardial infarction may be 
better served by calcium and Vitamin D 
than by HRT. 

In a decision analysis, the clinician 
provides expertise identifying the range of 
outcomes and their probabilities; the patient 
provides expertise on the value that the 
patient attaches to each outcome. This 
framework can be used to enhance the 
match between the treatment decision and 
the patient’s preferences. Of course, the 

approach is cognitively demanding and 
relies upon detailed quantitative evidence 
on the probabilities of each outcome 
derived from clinical epidemiologic studies.  
A number of well-validated computer 
software algorithms for constructing and 
using decision trees reduce the burden of 
the approach substantially. 

A somewhat more simplified but related 
approach is the creation of a decision aid.  
An early example is an aid developed by 
Levine et al. 1992 [66] to assist women in 
choosing whether or not to undergo 
adjuvant chemotherapy for axillary-node 
positive breast cancer.  More recent 
examples include Elit et al. (for ovarian 
cancer)[67] and Moore et al. (for ischemic 
heart disease).[68]  The decision aid 
(Figure 2) from Levine et al. [66] displays 
information on treatment choice and the 
associated outcomes. 

O’Connor and colleagues have 
developed a decision aid for women 
considering hormone therapy after 
menopause.[69-71]  On the basis of clinical 
evidence available at the time, their 
decision aid (Figure 3) provided women 
with a framework with which they could 
weigh the benefits of HRT (extra protection 
from heart disease, extra protection from 
osteoporosis, relief from menopause 
effects) against the extra risks of breast 
cancer, side effects, and other concerns.  
The decision aid highlighted the importance 
of the woman’s values in making a 
deciding. 
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Figure 2. Decision Board 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source:  [66], page 55; reproduced with permission. 
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Figure 3 
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O’Connor et al.[72] have conducted a 
systematic review of the 34 randomized 
controlled clinical trials used to evaluate 
decision aids.  Compared to usual practice, 
decision aids increased patient participation 
in decision making, improved patient 
knowledge, produced more realistic 
expectations, decreased the proportion of 
those who remained undecided, and 
reduced decisional conflict.  However, the 
use of decision aids was not associated 
with improved satisfaction with the decision 
making process or with better health 
outcomes.  Evidence on the effects of 
decision aids on the choice of treatment is 
mixed.  In some cases the use of decision 
aids has been associated with reductions in 
the likelihood of choosing a therapy; in 
other cases decisions aids were associated 
with a higher likelihood of choosing a 
therapy; and in other cases, including HRT, 
use of decision aids had no impact on the 
choice of therapy. To be useful, decision 
aids need to be updated frequently to 
reflect the best available evidence on risks 
and benefits. 

Both the formal decision tree and the 
decision aid approaches would seem 
relevant in the context of clinical decision 
making both for menopause and ageing. 
These approaches have the potential to 
convey clinical evidence more effectively, to 
enhance shared decision making, and to 
match treatment choice to underlying 
patient preferences.  Improved knowledge 
and shared decision making may enhance 

adherence. These approaches are also 
consistent with guidelines from several 
groups (American College of Physicians, 
Society of Obstetricians and Gynecologists 
of Canada, Osteoporosis Society of 
Canada); [71] that physicians should take 
into account a woman’s personal 
probabilities of outcomes and personal 
values in making decisions about HRT. 

 
 
Summary and conclusions 
The study of HRQL in menopause could 

be improved by standardization in the tools 
used to elicit information on symptom 
burden.  Further, the more routine use of 
well-validated specific and generic 
measures of HRQL in studies will provide 
the evidential base to inform clinical policy 
and practice.  It may also be useful to 
obtain information on the HRQL impacts on 
partners. 

There is an important role for specific 
HRQL measures in studies in menopause.  
These measures are likely to capture the 
burdens more accurately and be more 
responsive in assessing alternative 
therapeutic interventions.  However, given 
the prevalence of comorbidities and 
importance of broader policy issues, it is 
also important to use carefully selected 
generic instruments.  Among the generic 
instruments, utility measures are especially 
relevant in sorting out the tradeoffs among 
treatment options. 
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