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Abstract

There is often a discrepancy between quality of life estimates from patients and the general public. These
discrepancies are of concern to the disability community, who worry that the public does not understand
how valuable life can be for people with disabilities; policy planners, who must decide whose quality of life
estimates to use in economic analysis; and practitioners and patients facing difficult medical decisions, who
may have to worry that people have difficulty imagining unfamiliar health states. We outline several factors
that may contribute to these discrepancies. Discrepancies might occur because patients and the public
interpret health state descriptions differently – for example, making different assumptions about the recency
of onset of the health state, or about the presence of comorbidities. Discrepancies might also arise if
patients adapt to illness and the public does not predict this adaptation; because of response shift in how
people use quality of life scales; because of a focusing illusion whereby people forget to consider obvious
aspects of unfamiliar health states; because of contrast effects, whereby negative life events make people less
bothered by less severe negative life events; and because of different vantage points, with patients viewing
their illness in terms of the benefits that would result from regaining health, while the public views the
illness in terms of the costs associated with losing good health. Decisions about whose values to measure for
the purposes of economic analyses, and how to measure discrepancies, should take these potential con-
tributing factors into account.

Key words: Cost effectiveness analysis, Disability, Quality of life, Utility

Introduction

If asked to imagine they have paraplegia, most
people predict that it would have a devastating
effect on their quality of life [1]. Yet, there are
often discrepancies between the quality of life es-
timates of patients and the public [2–11]. For ex-
ample, the general public estimates the health
related quality of life (HRQoL) of dialysis at a
value of 0.39 (on a scale where 0 represents death
and 1 represents perfect health), whereas dialysis
patients estimate their HRQoL at 0.56 [12].

Patients without colostomies estimate the HRQoL
of living with a colostomy at 0.80, while patients
with colostomies rate their own HRQoL at 0.92
[13]. In fact, in a famous study, the happiness of
people who had recently developed paraplegia or
quadriplegia following a motor vehicle accident
did not differ substantially from that of recent
lottery winners [14].

These discrepancies suggest that either the
public does not understand how valuable life can
be for people with disabilities or that people with
disabilities consciously or subconsciously overstate
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their HRQoL [15]. It raises important questions
about whose HRQoL estimates should be used in
economic analyses [16].

Whether patients’ or the public’s HRQoL are
used can have important consequences for policy.
For example, imagine a treatment that delays, for
10 years, a patient’s need for a colostomy, costs
$10,000, and has no side effects. As stated above,
people who have not experienced colectemies es-
timate that having a colostomy would yield an
HRQoL of 0.8. This treatment, then, would in-
crease that person’s HRQoL from 0.8 to 1, yiel-
ding 0.2 quality adjusted life years or QALYs, for
a total of 2 QALYs over 10 years, at a cost of
$5000 per QALY. Now suppose, instead, that
HRQoL estimates were taken from people who
have colostomies. In that case, the intervention
would increase HRQoL from 0.92 to 1, for a
10 year gain of 0.8 QALYs, and an overall cost
effectiveness of $12,500 per QALY, less than half
the cost effectiveness based on general public
HRQoL estimates. As this extremely simplified
example suggests, the choice of whose HRQoL
estimates to use could significantly impact cost
effectiveness estimates.

Currently, the common practice is to rely on
QALY estimates derived from the general public,
by eliciting the general public’s attitude towards
specific illnesses or disabilities [17]. But what if
public attitudes reflect misunderstandings about
what it is like to live with paraplegia? Should such
misunderstandings be included in economic ana-
lyses? More generally, why might discrepancies
occur between HRQoL estimates of patients and
the general public? And are there any reasons to

wonder whether patients’ reports of their own
quality of life could themselves be in error? The
answers to these questions are important not only
for policy makers who are in charge of allocating
scarce health dollars, but also to patients facing
difficult medical decisions. For example, if people
with inflammatory bowel disease considering co-
lon surgery overestimate the HRQoL impact of a
colostomy, they might make the wrong decisions
about how to treat their illness [18].

In this article, we briefly outline some factors
(gleaned from the medical literature, psychology
literature, and also based on our own specula-
tion) that could potentially contribute to dis-
crepancies between patient and public HRQoL
estimates, discuss the implications these factors
have for health care policy and clinical practice,
and explore some of the challenges facing quality
of life researchers who are trying to sort out these
issues.

Sources of discrepancies between patient and public

HRQoL estimates

We group factors that could potentially contribute
to the discrepancy between patients’ and the
public’s HRQoL estimates into three rough cate-
gories, based on whether the discrepancy is caused
by (1) a failure to get patients and the public to
compare the same health states, (2) a failure to get
them to use the same ‘measuring stick,’ or (3) real
differences of opinion about the severity of various
illnesses or disabilities (Table 1).

Table 1. Rough categorization of factors potentially contributing to discrepancies

1. Comparing apples to oranges – failure to rate the same health states

a. Incomplete health state descriptions

b. Vagueness in health state descriptions about whether the health state is of recent onset

c. The focusing illusion: Forgetting to consider the big picture

2. Comparing apples to apples using different measuring sticks

a. Response shift: One person’s ‘10’ is another’s ‘11’

b. Different vantage points: How it looks depends on where you stand

c. Poor hedonic accounting: Difficulty providing a global summary of moment to moment HRQoL

3. Comparing apples to apples using the same measuring stick

a. Patient adaptation and public failure to predict adaptation

b. Contrast effects: What is a small pleasure to a lottery winner?

c. Shifting inter- and intra-personal comparisons
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Comparing apples to oranges: Failure to rate the
same health states

Incomplete health state descriptions
Imagine the challenge of describing a colostomy to
someone unfamiliar with one. Boyd et al. [13]
presented people with the description of a colos-
tomy shown in Table 2. This is a relatively com-
plete description of a fairly discrete health state.
But it still lacks relevant details. What does it
mean, for example, to have ‘no voluntary control’
of the colostomy? What is involved in maintaining
a colostomy? What percentage of men will develop
impotence? Moreover, the description never really
shows people what a colostomy looks like or how
one operates.

One possible source of discrepancies in HRQoL
ratings is that patients and the public may be eva-
luating different health states. Even when provided
with identical descriptions of the health state being
evaluated, such descriptions are necessarily in-
complete, and patients and the public are likely to
fill in the blanks idiosyncratically, with information
based on their own personal experiences or stereo-
types. As a result, patients and the public may, in
effect, be evaluating different health states, leaving
us with comparisons of apples to oranges [13].

Vagueness in health state descriptions about
whether the health state is of recent onset
The incomparability of HRQoL ratings is aggra-
vated because health state descriptions are often
ambiguous about whether the health state is of
recent onset. Most health state descriptions ask
respondents to imagine what it would be like to
live with a specific set of symptoms – ‘Imagine you

are completely blind’ – without specifying how
long they have been in the health state. Conse-
quently, some nonpatients will consider what it
would be like to live chronically with the illness or
disability, but others will think about what it
would be like to receive the news that they had just
become blind. People considering the news value
of blindness might provide lower HRQoL esti-
mates than those who assume it has been long-
standing.

The focusing illusion: Failing to consider the big
picture
When asked to estimate the HRQoL of paraplegia,
many people focus on those activities affected by
paraplegia, such as their ability to walk or play
favorite sports, while ignoring activities unaffected
by paraplegia, such as watching television and
having a satisfying family life. Psychologists call
this inattention to broad life domains a ‘focusing
illusion’ – people overestimate the emotional im-
pact of events by disproportionately focusing on
narrow life domains influenced by the events [19,
20].

For example, in one study, college students in
California and Michigan were asked to state how
happy they are currently, and how happy they
would be living in the alternate state (e.g. how
happy do California students think they would be
living in Michigan) [19]. Both groups of students
reported similar levels of current happiness. Never-
theless, both groups also predicted that they would
be happier living in California than in Michigan.
The size of this predicted difference was correlated
with students’ beliefs about the relative impact
that weather has on their happiness. This study

Table 2. Scenario used by Boyd et al.* to describe aspects of life with a colostomy

Definition of colostomy: A portion of the colon is brought through the abdominal wall, thereby creating a

temporary or permanent opening

Reservoir: Limited

Incidence of evacuation: 24–48 hours with control measures

Consistency of discharge: Liquid to formed stool

Means of control: No voluntary control; potential control with diet, medication and/or irrigation

Maintenance: Usually requires an hour or less each morning or every other day

Special requirements: Plastic bag or dressing worn over the stoma

Activity: Full range of normal activities should be possible

Social problems: Unexpected odor, gas, or evacuation may occur

Other: In men, impotence may develop

* Reproduced from Med Dec Making 1990; 10: 61.
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has been interpreted as evidence that students
focused too narrowly on weather when making
these predictions, ignoring the possibility that
California might have more traffic jams, a higher
cost of living, or other features that on balance
make life just as good in Michigan.

To the extent that a focusing illusion is influ-
encing people’s health state ratings, they will no
longer be evaluating the same health state as pa-
tients. The general public will focus on a few small
aspects of the illness, whereas patients will con-
sider all aspects of their illness. For example,
someone might dwell on how a colostomy would
affect her willingness to go swimming in public
without reflecting on how infrequently she cur-
rently swims in public.

Comparing apples to apples using different
measuring sticks

Discrepancies resulting from incomplete health
state descriptions are not completely correctable.
But the goal of HRQoL measurements should be
to reduce this source of discrepancies to the
greatest extent possible. However, even if it were
possible to eliminate this source of discrepancies,
discrepancies are likely to persist in part because
patients and the public may not interpret HRQoL
measures in the same way.

Response shift: One person’s ‘10’ is another’s ‘11’
Imagine a person who is asked before and after the
onset of an illness to rate her HRQoL on a 1 to 10
scale. The illness may change her idea of what the
numbers 1 and 10 represent, a phenomenon called
response shift – changes in health lead to changing
internal standards for evaluating one’s own health,
making it difficult to compare HRQoL before and
after illness [21–25]. Response shift is due, in part,
to social comparisons [23]. Some patients respond
to HRQoL questions by comparing themselves to
other patients rather than to healthy people,
thereby artificially increasing their reported
HRQoL [24].

Response shift is also related to changing ex-
pectations. Imagine a 30-year-old and an 85-year-
old who both rate their HRQoL as 95 on the 0–100
scale. How confident should we be that their ans-
wers represent the same level of health? A rating of
95 for the elderly man might reflect his expecta-

tions of the best possible HRQoL at that age. This
response shift confounds HRQoL comparisons of
patients and the public.

Different vantage points: How it looks depends
on where you stand
Much the way the distance we are from two ob-
jects affects our ability to judge the distance be-
tween them, people’s current health affects their
evaluations of the severity of other health states
[26]. To a person in normal health, the difference
between hemiplegia and hemiplegia with aphasia
may seem small – both health states are extremely
severe. But, to a patient living with either health
state, the difference will appear much larger –
having or not having the ability to speak makes a
big difference to these patients.

Poor hedonic accounting: Difficulty providing a
global summary of moment to moment HRQoL
[27]
Discrepancies may occur because patients have
difficulty providing a global summary of their
moment to moment quality of life. This difficulty is
illustrated by a study on people’s perception of
pain, in which subjects were exposed to two
painful stimuli. One stimuli involved submersing a
hand in very cold ice water for 60 sec. The other
stimuli involved submersing the other hand in an
equally cold bucket for 60 sec, then keeping the
hand in the bucket for 30 more sec at a slightly
warmer, but still painful temperature. Subjects
were then told that they would have to repeat one
of the two stimuli. Asked which they would prefer
to repeat, unaware of the relative duration or
temperature of each stimuli, subjects thought the
second stimuli was less painful, because the final
intensity of the pain diminished. Thus, despite re-
ceiving a greater amount of pain with the 90 sec
stimuli, people generally wanted to repeat the
90 sec stimuli rather than the less painful 60 sec
one [28]. Their recall of their experience was dis-
proportionately affected by the intensity of pain at
the end of each stimulus, and failed to adequately
represent the stimulus duration.

Such a failure of recall could influence patients’
HRQoL estimates. Moment to moment, people
might feel bored or in pain or fatigued. But, when
asked to summarize their overall HRQoL, people
might consciously or subconsciously downplay
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these feelings, or their estimates may reflect the
strongest feelings they typically experience during
the day, rather than the average feelings; or the
most recent feelings may dominate their global
accounting, which in research settings may mean
that a good or bad parking spot at the medical
center may influence HRQoL ratings more than
patients’ health related experiences [29].

The potential effect of poor hedonic accounting
on the discrepancy can be illustrated with the ex-
ample of a person with paraplegia who is given a
pager or palm pilot and provides daily ratings of
subjective well-being of 5, 6, 5, 9, 5, 6, and 6 over
the course of a week [30, 31]. When asked to rate
his overall HRQoL at the end of the week, the
patient gives a rating of 8 out of 10 because he
overweights the peak of the sequence, which is 9
[29]. The general public, on the other hand, who
do not overweight any particular day, estimate his
HRQoL at 6 out of 10 – the average of his
HRQoL over the interval. The discrepancy occurs,
in this example, because patients place great im-
portance on peak intensity while the general public
bases its estimates on their prediction of patients’
overall averages.

Comparing apples to apples using the same
measuring stick

The final general category includes those factors
that potentially reflect real differences of opinion
and between patients and the public about the
HRQoL of various health states.

Patient adaptation and public failure to predict
adaptation
Patients with chronic illnesses often adapt physi-
cally and emotionally to their health states. Ad-
aptation is, in part, physical. A person with
blindness may learn how to read Braille and how
to ambulate with a cane. Adaptation is also psy-
chological. When people lose the ability to perform
certain activities, they start preferring alternative
activities – an amateur musician with carpal tunnel
syndrome may give up performance and spend
more time listening to music or reading novels.
Psychological adaptation also occurs through a
reduction in expectations. A patient with severe
emphysema may forget that long walks in the park
used to be an important part of her life. Psycho-

logical adaptation also occurs because strong
emotions rarely persist, similar to the way that
people’s sensory perceptions adjust to changing
conditions [32]. People feel intense delight after
being relieved of a painful toothache, but soon
return to their baseline level of happiness. This
lack of persistence of strong emotions partly ex-
plains the lottery winner and paraplegia study.
Once people get over good or bad news, they re-
vert to their baseline emotional state [33]. Adap-
tation would not contribute to discrepancies
between patient and nonpatient HRQoL ratings if
nonpatients were able to predict adaptation and
adjust their ratings accordingly. However, when
specifically asked to consider adaptation, people
consistently underpredict their own ability to
adapt [34].

What is the difference between a focusing illu-
sion and failure to consider adaptation? A focus-
ing illusion is the failure to appreciate that not all
life domains or life events will be equally affected
by a given change in circumstances. For example,
when considering the impact of paraplegia on their
quality of life, people may fail to consider that
paraplegia will not affect their ability to enjoy a
good television show, a pleasant conversation, or a
dinner with family and friends.

By contrast, a failure to consider adaptation is
the failure to appreciate the fact that one’s emo-
tional response to the given change in circum-
stances will diminish over time. Anyone who has
read a description of paraplegia should recognize
that paraplegia does not affect his or her ability to
enjoy a good television show. However, they may
fail to consider that the grief they will feel upon
finding out that they have become paraplegic will
subside over time and that the sense of loss that
they feel because they have to abandon favorite
pastimes will be replaced by the joy they feel in
other pastimes.

Contrast effects: What is a small pleasure
to a lottery winner?
When asked to rate how much pleasure they would
gain from receiving a compliment, reading a
magazine, or hearing a funny joke, lottery winners
report less pleasure than does the nonlottery win-
ning general public [14]. Apparently, the pleasure
of winning a lottery makes smaller pleasures ap-
pear inconsequential.
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The pleasure of good events and the pain of bad
ones are moderated by contrast effects [35]. Posi-
tive experiences, while making people happy, can
also make them less excited about similar experi-
ences. An exquisite meal at a three-star French
restaurant makes people less satisfied with a two-
star French restaurant. Similarly, horrible life
events make people less bothered by less severe
bad events [36]. A patient with MS may shrug off
the emotional impact of a disfiguring rash that
would devastate someone else. Because of contrast
effects, patients’ HRQoL may be relatively unaf-
fected by other bad events.

If the general public overlooks contrast effects
when rating unfamiliar health states, they will
overestimate the detrimental impact illness has on
well-being. For example, if a patient with MS is
evaluating the probable quality of life of another
hypothetical person with MS, she might have
learned from her own experience that MS has
made it easier for herself to emotionally deal with
minor day-to-day frustrations that used to bother
her significantly. When she responds to the
HRQoL elicitation, she will bring that knowledge
to bear upon her final response. A member of the
general public, on the other hand, may not con-
sider the likelihood that having MS would create
these types of contrast effects. Consequently, their
HRQoL estimates will be uninfluenced by the
presence of contrast effects.

Shifting inter- and intra-personal comparisons
Pleasure and pain result, in part, from compari-
sons we make, to other people and to ourselves at
earlier points in time [24, 37–39]. The first few
weeks driving a new car are extremely enjoyable,
because we compare it to the clunker we traded in.
Over time, the importance of this comparison di-
minishes and so too does our elation with the
automobile, even if it is still running perfectly.
Analogously, patients’ early experiences with ill-
ness, especially sudden illness, will be very dis-
tressing if they compare it to their previous health.
Over time, their experience will not be so influ-
enced by such comparisons, and hence, the distress
that they cause will dissipate. Likewise, as patients
gradually come into contact with other patients,
some of them with more severe conditions than
their own, these changing comparisons may reduce
their own level of distress. To the degree that the

public is unaware of these effects, these shifting
comparisons will lead them to underestimate pa-
tients’ quality of life.

Implications

We have listed a variety of reasons why patients
and the public may provide different HRQoL es-
timates for health states. Our list is not exhaustive,
and the categories are not always mutually exclu-
sive. For example, contrast effects may, in part,
explain how people adapt to adversity. Neverthe-
less, the list should help policy experts and quality
of life researchers think through the implications
of discrepancies that occur between patient and
public HRQoL estimates.

An understanding of the causes of the observed
discrepancies could illuminate debates about
whose values, or HRQoL estimates, should be
used in economic analyses of health care [40]. For
example, as stated above, the current economic
standard is to elicit HRQoL estimates from the
general public rather than from patients, because
economic analyses are meant to guide social poli-
cies and not individual patient decisions [17].
Nevertheless, some potential sources of discrep-
ancies between patients and the public suggest
that public HRQoL estimates may be faulty. If,
for example, members of the public are susceptible
to a focusing illusion state their estimates may not
be appropriate for determining social policies. At
the same time, our discussion shows ways that
patients’ HRQoL estimates may also be inappro-
priate for determining social policy. If, for exam-
ple, patients’ responses are due to response shifts
may not want this to influence policy decisions
[15].

Challenges for quality of life researchers

We have outlined a number of factors contributing
to discrepancies between patient and public
HRQoL estimates. One of our goals in doing this
is to bring together insights from disparate fields
and bring them to the attention of quality of life
researchers. For example, among those debating
whose values ought to be included in cost effec-
tiveness analyses, we have yet to hear much dis-
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cussion about the role of a focusing illusion, or of
contrast effects, in explaining these discrepancies.

Another goal was to provide a framework
around which researchers could study discrepan-
cies. The most important challenge facing re-
searchers, we think, is to conduct studies that shed
light on why these discrepancies occur. Several
obstacles stand in the way of such research efforts.

Making health state descriptions complete
and balanced

A challenge for researchers is to find ways to im-
prove the completeness and balance of health state
descriptions. Such descriptions can never be com-
plete, of course. But there may be ways to stan-
dardize health state descriptions to make sure that
the effect of illnesses on common or important life
functions is not overlooked.

Researchers may want to build some ‘debiasing
techniques’ into their health state descriptions. For
example, if it is important to avoid a focusing il-
lusion when eliciting public attitudes toward
paraplegia, then health state descriptions should
remind people that paraplegia does not affect their
ability to watch television, enjoy a good meal, etc.
[1]. Such efforts would raise questions of balance,
however. How many unaffected life activities
should be mentioned? Should people be reminded
of their ability to adapt to adversity too? And if so,
how should they be reminded?

In making health state descriptions more com-
plete, researchers may want to experiment with
video and computer based methods of describing
health states. Such methods can allow the public to
witness testimonials from patients with the illness
in question, or see pictures relevant to under-
standing the illnesses. Nevertheless, such vivid in-
formation itself may have an undue influence on
people’s perceptions [41].

Keeping in mind the goals of health care

Researchers studying the discrepancy between pa-
tients’ and the public’s evaluations of health states,
we believe, will benefit by thinking clearly about the
policy implications of their research. Suppose, for
example, that researchers concluded that a major
contributor to discrepancies was failure among the
general public to predict how much they would

adapt to adversity. Suppose, similarly, that state of
the art research on utility measurement showed that
significant illnesses had large effects on people’s
functional abilities but relatively small effects on
their mood or utility. In such a case, it is worthwhile
to ask ourselves whether the goal of health care
ought to be to maximize subjective well-being,
health related utility, or something else [15]. If
people really are on a hedonic treadmill, and tend to
revert to their baseline level of happiness after suf-
fering permanent disabilities, should society spend
large amounts of money to keep them from be-
coming disabled? What if, as we believe is likely to
be the case, the same patients who report a high
quality of life would be willing to pay substantial
amounts to restore their former health? This is a
case of discrepancies, not between different people
being asked the same question, but between the
same person being asked different questions. And,
again the question is which answer, if either, should
guide policy.

Conclusion

To date, there are no perfect measures to deter-
mine just how happy people are. And there is no
gold standard to estimate people’s subjective
quality of life. Nevertheless, whatever makes up
happiness or quality of life, it appears that many
illnesses have far less impact on subjective quality
of life than many of us would predict. This is good
news. As much as we strive to reduce the burdens
of illness, it is comforting to remember the
strength of the human spirit. At the same time, it is
worth remembering how this strength of spirit
complicates quality of life measurement.

Acknowledgments

The authors gratefully acknowledge Tamara Saver-
cool for assistance in manuscript preparation.
Support: Dr Ubel is a Robert Wood Johnson
Foundation Generalist Physician Faculty Scholar,
a career development awardee in health services
research from the Department of Veterans Affairs,
and recipient of a Presidential Early Career Award
for Scientists and Engineers. This research was
also supported by R01 HD40789-01.

605



References

1. Ubel PA, Loewenstein G, Hershey J, et al. Do nonpatients

underestimate the quality of life associated with chronic

health states because of a focusing illusion? Med Decis

Making 2001; 21(3): 190–199.

2. Froberg DG, Kane RL. Methodology for measuring

health-state preferences III. Population and context effects.

J Clin Epidemiol 1989; 42(6): 585–592.

3. Kane RL, Bell RM, Riegler SZ. Value preferences for

nursing home outcomes. Gerontologist 1986; 26: 303–308.

4. Nord, E. Methods for quality adjustment of life years. Soc

Sci Med 1992; 34(5): 559–569.

5. Hall J, Gerard K, Salkeld G, Richardson J. A cost utility

analysis of mammography screening in Australia. Soc Sci

Med 1992; 34(9): 993–1004.

6. Tsevat J, Cook EF, Green M, et al. Health values for the

seriously ill. Ann Int Med 1995; 122: 514–520.

7. Tsevat J, Dawson N, Wu A, et al. Health values of hospital-

ized patients 80 years or older. JAMA 1998; 279(5): 371–375.

8. Ashby J, O’Hanlon M, Buxton MJ. The time trade-off

technique: How do the valuations of breast cancer patients

compare to those of other groups? Qual Life Res 1994; 3:

257–265.

9. Sloan F, Viscusi WK, Chesson H, et al. Alternative ap-

proaches to valuing intangible health losses: The evidence

for multiple sclerosis. J Health Econom 1998; 17: 475–497.

10. Hurst NP, Jobanputra P, Hunter M, et al. Validity of Euro-

Qol – a generic health status instrument – in patients with

rheumatoid arthritis. Brit J Rheumatol 1994; 33: 655–662.

11. Polsky D, Willke RJ, Scott K, et al. A comparison of

scoring weight for the euroqol derived from patients and

the general public. Health Econom 2001; 10: 27–37.

12. Sackett DL, Torrance GW. The utility of different health

states as perceived by the general public. J Chronic Dis

1978; 31: 697–704.

13. Boyd NF, Sutherland HJ, Karen DLT, Heasman Z,

Cummings BJ. Whose utilities for decision analysis? Med

Decis Making 1990; 10(1): 58–67.

14. Brickman P, Coates D, Janoff-Bulman R. Lottery winners

and accident victims: Is happiness relative? J Pers Soc

Psychol 1978; 36: 917–927.

15. Hadorn DC. The problem of discrimination in health care

priority setting. JAMA 1992; 268(11): 1454–1459.

16. Nord E, Pinto JL, Richardson J, et al. Incorporating socie-

tal concerns for fairness in numerical valuations of health

programs. Health Econom 1999; 8: 25–39.

17. Gold MR, Siegel J, Russell LB, Weinstein M (eds). Cost-

Effectiveness in Health and Medicine. New York: Oxford

University Press, 1996.

18. Ubel PA, Loewenstein G. The role of decision analysis in

informed consent: Choosing between intuition and syste-

maticity. Soc Sci Med 1997; 44(5): 647–656.

19. Schkade DA, Kahneman D. Does living in California make

people happy? A focusing illusion in judgments of life satis-

faction. Psychol Sci 1998; 9: 340–346.

20. Wilson TD, Wheatley T, Meyers JM, et al. Focalism: A

source of durability bias in affective forecasting. J Pers Soc

Psychol 2000; 78(5): 821–836.

21. Schwartz CE, Sprangers MAG. Introduction to symposium

on the challenge of response shift in social science and

medicine. Soc Sci Med 1999; 48: 1505–1507.

22. Schwartz CE, Sprangers MAG. Methodological ap-

proaches for assessing response shift in longitudinal health-

related quality-of-life research. Soc Sci Med 1999; 48: 1531–

1548.

23. Sprangers M, Schwartz C. Integrating response shift into

health-related quality of life research: A theoretical model.

Soc Sci Med 1999; 48(11): 1507–1515.

24. Gibbons FX. Social comparison as mediator of response

shift. Soc Sci Med 1999; 48(11): 1517–1530.

25. Wilson IB. Clinical understanding and clinical implica-

tions of response shift. Soc Sci Med 1999; 48: 1577–

88.

26. Lenert LA, Treadwell JR, Schwartz CE. Associations be-

tween health status and utilities: Implications for policy.

Med Care 1999; 37(5): 479–489.

27. Kahneman D, Tversky A. Prospect theory: An analysis

of decision under risk. Econometrica 1979; 47(2): 263–291.

28. Kahneman D, Fredrickson BL, Schreiber CA, Redelmeier

DA. When more pain is preferred to less: Adding a better

end. Psychol Sci 1993; 4(6): 401–405.

29. Fredrickson BL, Kahneman D. Duration neglect in retro-

spective evaluations of affective episodes. J Pers Soc Psy-

chol 1993; 65(1): 44–55.

30. Barrett LF. The relationship among momentary emotion

experiences, personality, descriptions, and retrospective

ratings of emotion. Pers Soc Psychol Bull 1997; 23(10):

1100–1110.

31. Shiffman S, Stone AA. Ecological momentary assessment:

A new tool for behavior medicine research. In: Krants DS

(ed.), Technology and Methods in Behavioral Medicine,

Mahwah, NJ: Lawrence Erlbaum Association, 1998; 117–

131.

32. Frederick S, Loewenstein G. Hedonic Adaptation. In:

Schwarz N (ed.), Well-Being: The Foundations of Hedonic

Psychology, New York: Russell Sage Foundation Press,

1999.

33. Diener E, Suh EM, Lucas RE, Smith HL. Subjective well-

being: Three decades of progress. Psychol Bull 1999; 125(2):

276–302.

34. Loewenstein G, Frederick S. Predicting Reactions to En-

vironmental Change. In: Wade-Benzoni K (ed.), Environ-

ment, Ethics, and Behavior, San Francisco: New Lexington

Press, 1997.

35. Tversky A, Griffin D. Endowment and contrast in judg-

ments of wellbeing. In: Hogarth RM (ed.), Research on

Judgment and Decision Making: Currents, Connections,

and Controversies, Cambridge: Cambridge University

Press, 1997; 411–428.

36. Dar R, Ariely B, Frenk H. The effect of past injury on pain

threshold and tolerance. Pain 1995; 60: 189–193.

606



37. Kahneman D, Objective Happiness. In: Kahneman D,

Diener E and Schwarz N (eds.), Well-Being: The Founda-

tions of Hedonic Psychology, New York: Russell Sage

Foundation, 1999; 3–19.

38. Taylor SE, Lobel M. Social comparison activity under

threat: Downward evaluation and upward contacts. Psy-

chol Rev 1989; 96(4): 569–575.

39. Schwarz N, Strack F. Evaluating one’s life: A judgement

model of subjective well-being. In: Schwarz N (ed.), Sub-

jective well-being. Oxford: Pergamon Press, 1991; 27–47.

40. Ubel PA, Richardson J, Menzel P. Societal value, the per-

son trade-off, and the dilemma of whose values to measure

for cost-effectiveness analysis. Health Econom 2000; 9: 127–

136.

41. Ubel PA, Jepson C, Baron J. The inclusion of patient tes-

timonials in decision aids: Effects on treatment choices.

Med Decis Making 2001; 21(1): 60–68.

Address for correspondence: Peter A. Ubel, Health Systems,

University of Michigan, 300 North Ingalls, Room 7C27, Ann

Arbor, MI 48109-0429, USA

Phone: +1-734-615-8591; Fax: +1-734-936-8944

E-mail: paubel@umich.edu

607


