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ABSTRACT – Background and Objectives: The assessment of wellbeing is a top priority
in health sciences. The aim of this paper is to review the history of the concept of wellbe-
ing and “Quality of Life” (QoL), and to understand the theories and assumptions that
guided this field in order to provide a conceptual framework that may eventually facilitate
the development of a formal synset (grouping of synonyms and semantically similar
terms) of health-related wellbeing.
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Introduction

The assessment of “Wellbeing” is a top pri-
ority for governments, international organisa-
tions, health companies and research institu-
tions alike. There is an increasing interest and
hard competition to produce wellbeing in-
dexes aimed at replacing current Gross Do-
mestic Product (GDP) and burden measures,
to measure wellbeing in population surveys
and new models of care, and to design well-
being policies and related health care inter-
ventions1. Wellbeing has also turned into an in-
dispensable concept in epistemology to
appropriately frame the complex models of
disease, healthcare and human function. Re-
gardless of its current success, huge differ-
ences persist on the definition of wellbeing and
its relationship with happiness, satisfaction,
mental health, Quality of Life (QoL), social
capital, mental capital and human functioning.
To a large extent these differences relate to the
diverse backgrounds where this concept de-
veloped during the last 100 years. Although
the link between wellbeing and health is in-

escapable, two major areas of development
could be traced outside the health sector: one
is related to wellbeing and happiness assess-
ment in demographics, psychology and edu-
cation and another is related to the measure-
ment of wellbeing in economics.

The aim of this paper is to review the his-
tory of the concept of wellbeing and QoL,
and to understand the theories and assump-
tions that guided this field in order to provide
a conceptual framework that may eventually
facilitate the development of a formal synset
(grouping of synonyms and semantically
similar terms) of health-related wellbeing.

The origins of Wellbeing in
social sciences

The evolution of the non-health related
concept of wellbeing throughout the last cen-
tury has been described by Erik Agner2. He
traces it back its origin to the development of
“eupathics” in the first quarter of the 20th

Century. This discipline was concerned with

Methods: The history of the concept of wellbeing and QoL was reviewed in order to
provide a conceptual framework.

Results: Huge differences exist on the definition of “Wellbeing” and its relationship
with QoL, “Happiness” and “Functioning” in the health context. From a dimensional per-
spective, health related wellbeing could be regarded as an overarching construct charac-
terised by asymmetrical polarity, where “wellbeing” embeds the concept of “ill-being” as
“health” incorporates de concept of “disease”.

Conclusions: A common conceptual framework of these terms may eventually facili-
tate the development of a formal synset of health-related wellbeing. This terminological
clarification should be part of a new taxonomy of health-related wellbeing based on the
International Classification of Functioning, Disability and Health (ICF) framework that
may facilitate knowledge transfer across different sectors and semantic interoperability for
care management and planning.
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the study of the “well being of the normal”2,
and it evolved into the social studies of hap-
piness and marital success, apart from other
areas of education, psychology, and perso -
nality studies in the 1920s and 1930s. A
decade later Hornell Hart3 produced the
“Chart for happiness” and a thermometric
scale called “Euphorimeter”. He also coined
two complementary definitions of happiness,
one related to subjective status and satisfac-
tion (people are happy insofar as they are
prone to saying sincerely that they are
happy); and other one related to personal
choice (people are happy insofar as they are
in whatever state of consciousness that they
seek to attain or maintain). Later on, Diener
et al.4 defined subjective wellbeing as “a
broad category of phenomena that includes
people’s emotional responses, domain satis-
factions, and global judgments of life satis-
faction”.

The economic approach to wellbeing dates
back to the 1930’s when Simon Kuznets5 ar-
gued that a nation’s welfare can scarcely be
inferred just from its national income an ad-
vocated for an assessment of wellbeing. In
the 1970’s economists constructed metrics
to measure societal wellbeing in terms of
utility as expressed in “revealed preferences”
that were later used in the assessment of QoL
in health economics6. Tversky and Kahne-
man7 contributed to the understanding of ir-
rational choice, and later on to its relation to
happiness and wellbeing8. The work of Daniel
Kahneman separated wellbeing into two
complementary conceptualisations: “experi-
enced wellbeing”, which is typically cap-
tured by measures of positive affect, pleasure,
and happiness, and their opposites negative
affect, misery, or distress; and “evaluative
wellbeing”, which captures judgments of
overall life satisfaction or fulfilment in se-
lected domains such as autonomy, personal
growth, and purpose in life.

Beyond Gross Domestic Product
(GDP)

In 1995 Cliff Cobb developed the Genuine
Progress Indicator (GPI), a measure of sus-
tainable economic wellbeing designed to in-
dicate progress in people’s QoL and eco-
nomic, social, and environmental wellbeing.
The GPI attempted to address the limitations
of GDP by measuring the social and environ-
mental costs and benefits that the GDP ig-
nores or counts as progress9. Anielski9 defined
Genuine Wealth as: “the conditions of well-
being that are true to our core values of life”.

The European Commission10 published a
communication which acknowledged the lim-
itations of GDP and proposed to complement
GDP with environmental and social indicators
such as a comprehensive environmental in-
dex and measures of QoL and wellbeing. In
the same line, the Commission on the Mea-
surement of Economic Performance and So-
cial Progress proposed several recommenda-
tions on how to better measure economic
performance, societal wellbeing and sustain-
ability, and recommended that the measure-
ment system should shift emphasis from mea-
suring economic production to measuring
people’s wellbeing11. A few months later, the
British government asked the Office of Na-
tional Statistics to devise a new way of mea-
suring wellbeing in Britain in order to start
measuring the progress as a country, not just
by how the economy is growing, but by how
the people’s lives are improving12.

These initiatives are not limited to Europe.
In Bhutan, the happiness of the population is
considered as a public good, and it is the re-
sponsibility of the government to create an
enabling environment for the pursuit of hap-
piness, as reflected in the constitution13. The
Centre for Bhutan Studies has developed a
Gross National Happiness (GNH) index un-
der nine domains: psychological wellbeing,
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health, education, time use, culture, gover-
nance, community vitality, environmental di-
versity, and living standards14.

In contrast to western societies, where hap-
piness is conceptualised as a transitory mood
state15 or as the “predominance of the fre-
quency of occurrence of positive emotional
experiences over negative ones”16, within the
GNH model, the concept of happiness has a
broader meaning that refers to a state of be-
ing rather than an emotion or feeling. In west-
ern applications, the term “wellbeing” is
more reflective of “happiness” within GNH.
In this model, health is only a determinant of
happiness15.

In 2011 the OECD Better Life Initiative
launched an interactive index called Your
Better Life Index [oecdbetterlifeindex.org]
to measure wellbeing and progress. The in-
dex allows citizens to measure their lives in
a way that goes beyond traditional GDP num-
bers and to compare lives across 34 countries
based on 11 dimensions, giving their own
weight to each of the dimensions.

The Gallup World Poll has been collecting
information about wellbeing since 2006. The
poll covers at least 130 countries in any given
year. In each country a representative sample
of the adult population is evaluated. In addi-
tion, in 2008 Gallup started a daily survey in
the United States. The Gallup-Healthways
Well-Being Index provides real-time mea-
surement of health and wellbeing by inter-
viewing at least 500 U.S. adults every day17.

The origins of Wellbeing
and QoL in health sciences

The history of the terms Wellbeing and
QoL in health sciences follows an intricate
path that is not easy to disentangle. In the
1930s several voices started to recognise that
health was beyond the absence of illness:

“Health must come first: the mere state of not
being ill must be recognised as an unaccept-
able substitute, too often tolerated or even re-
garded as normal. We must, moreover, face
the fact that while immense study has been
lavished on disease no one has intensively
studied and analysed health, and our igno-
rance of the subject is now so deep that we
can hardly claim scientifically to know what
health is”18. And it was also at that time that
the term “Happiness” was first used in the
health sector in the UK19. The term “Well-
being” was incorporated to the definition of
health at the WHO constitution following a
proposal by Andrija Stampar, one of the pi-
oneers of public health. It said health was “a
state of complete physical, mental and social
well-being and not merely the absence of
disease or infirmity”20. This pivotal change
over the pre-war conceptualisation of health
and disease promoted the incorporation of
“wellbeing” to the medical terminology, al-
though it took other three decades before it
was officially adopted at the Alma Alta dec-
laration of 1978. Pubmed records the first
appearance of this concept in a French paper
on mental health published in 195521.

This was followed by the incorporation of
the “positive aspects of health” to public
health surveys such as the US National Health
Surveys since 195722, and the addition of
brief subjective measures of “positive” and
“negative” wellbeing at the Bradburn’s23 scale
a decade later. During the following thirty
years, “Wellbeing” was a concept closely in-
tertwined to QoL in Medicine. Thus, QoL
was defined as the subjective aspects of well-
being, while wellbeing was assessed as a ge -
neric component of QoL. Surprisingly enough,
efforts to reach an international consensus on
the definition of wellbeing and its taxonomy
have been minimal in comparison with QoL.

Prutkein and Feinstein24 have revised the
origins of the concept of QoL and its evolution



in Medicine until 1986. Although the first
mention to QoL is identified in the field of
Nephrology in the late 1960’s, the standard as-
sessment of QoL was preceded by the evalu-
ation of daily living in time diaries since the
1890’s later incorporated to the social sci-
ences study of human behaviour25. Right after
World War II, the Karnofsky index was intro-
duced in healthcare to evaluate the perfor-
mance status of cancer patients and persons
with disabilities26, and this was followed by
series of subsequent clinical indexes of “Ac-
tivities of Daily Living”27.

Self-reported ratings were incorporated to
the assessment of QOL in national surveys
during 1970s. Four main domains or indexes
were included: Overall Scale of Life Satis-
faction, Index of Well-being, Index of Gene -
ral Affect, and Index of Perceived Stress28.
Later on, global questions such as “How do
you feel about your life as a whole?” were
added to the questionnaires, and the basic
QoL domains were also expanded29.

The “Vitagram” may be regarded as the
first QoL scale30. It was developed in Sweden
to assess the extent to which lung cancer pa-
tients enjoyed a meaningful life after treat-
ment and it was inspired in the call made by
Feinstein et al.31 to develop QoL measures
for cancer patients. Full QoL scales were de-
veloped during the late 1970s32, and the topic
boomed after the second half of the 1980s
leading to the development of a whole array
of generic and disease-specific scales, as well
as specialised journals, international net-
works and scientific societies in this field33.

The QoL construct was adopted by WHO
which in 1991 started a project to develop an
instrument (the World Health Organization
Quality of Life –WHOQOL–) for measuring
QoL internationally. QoL was defined as “a
person’s perception of his/her position in life
within the context of the culture and value
systems in which he/she lives and in relation

to his/her goals, expectations, standards, and
concerns34. The definition highlighted the
view that QoL referred to a subjective eval-
uation, including both positive and negative
dimensions, and which was embedded in a
cultural, social, and environmental context35-37.
The first WHOQOL field trial form (WHO-
QOL-100) contained 100 questions cover-
ing six domains and 24 facets38,39. Domains
represent a high level of organisation and
facets are an intermediate level of organisa-
tion between domains and items. Each facet
is represented by a set of four specific items.
Next, the short version WHOQOL-BREF
was developed for use in situations where
time is limited and where respondent burden
must be minimized40.

During the 2000’s the WHOQOL Group
developed several supplementary modules to
be used in conjunction either with the WHO-
QOL-100 or WHOQOL-BREF: a module on
Spirituality, Religiousness and Personal Be-
liefs40, the WHOQOL-OLD module for older
adults41, and the WHOQOL disability mod-
ule (WHOQOL-DIS) for persons with phys-
ical and intellectual disabilities42.

Non-canonical models of
the construct QoL/Wellbeing

To avoid including non-medical compo-
nents in the QoL construct, some researchers
decided to focus on what was called Health
related Quality of Life (HRQoL): medical
factors, expressed as a combination of func-
tional status and symptoms related to specific
diseases24. As the interest on HRQoL and
patient reported outcomes continues to grow
and new domains of the human experience
are incorporated into an increasingly complex
QoL construct; the very same concept of
HRQoL is being contested.
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While QoL was confirmed as a leading
field in Medicine, key experts in the devel-
opment of the HRQoL suggested that the
evaluation should also include other non self-
reported ratings such as physician-generated
assessments of patients’ performance status
and ratings made by family members of the
psychological and social health status of pa-
tients unwilling or unable to provide such
information43. This statement challenged the
very same concept of QoL adopted by the
WHO. There was also an increasing aware-
ness of the conceptual problems derived from
the absence of theoretical models to guide the
development of QoL measures43.

Prutkein and Feinstein24 attributed these
problems and imperfections in QoL indexes to
“an origin in two different streams of thought,
neither of which has led to a fully satisfactory
approach” as they were not originally de-
signed for appraising the particular personal
distinctions of the way people feel about their
own QoL. They identified a medical (clinical)
stream based on single measures of health
status (not a suitable way to denote a patient’s
belief about QoL); and a psychosocial stream
(actually public health) based on multi-item
instruments (not suitable to allow patients to
express changes in status). They conclude:
“Since quality of life is determined uniquely
by each patient, and reflects a personal reac-
tion rather than an objective “status”, a pos-
sible solution to the problems is to return to an
old clinical approach, which directly asks pa-
tients to indicate what they feel”.

On the other hand, the incorporation of
non self-reported information to the QoL
construct and the inclusion of domains of
life related to contextual wellbeing in the
WHOQOL system, indicates that the bound-
aries between QoL and Wellbeing are in-
creasingly blurred, and that an idly defined
QoL/Wellbeing construct is used both in clin-
ical practice and in public health assessment.

The underlying conceptual problems of
QoL/Wellbeing measurement are actually far
more complex, as other separate sources and
models can be identified when the QoL/Well-
being construct is considered. Apart from the
clinical and public health perspectives previ-
ously mentioned, it is necessary to take into
account the economical, socio-cultural, psy-
chobiological, psychological and functional
approaches to QoL/Wellbeing.

The health economics model
of QoL

Health economists’ perspective on QoL
differs significantly from that developed in
the medical sector6,44. While in Medicine
HRQoL is a status function, in health eco-
nomics it is a utility function and it is related
to personal choice. In the first case, a subjec -
tive rating scale provides information about
the patient´s present status in one or in sev-
eral dimensions related to the QoL construct;
while in health economics, the assessment is
based on the individual´s preference between
two health states.

This is related to the “expected utility theo -
ry”, formalised by von Neumann and Mor-
genstern in the late 1940s, where every result
of a choice between two alternatives (prefer-
ence) produces a certain degree of wellbeing
or utility. Subjective utility (the satisfaction
derived from the alternative chosen), differs
from the objective expected monetary gains
on several points, such as risk assumption,
choice certainty, degree of probability, or
previous experience and cognition. For ex-
ample, choices concerning gains are associ-
ated with risk aversion, while those concern-
ing losses are associated with risk assumption,
even when the expected monetary chan ges are
equal for both choices44.

Weinstein and Stason45 developed the cost-
utility analysis and a related index called the
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QALY (Quality Adjusted Life Years) to assess
the net effectiveness of an alternative in ques-
tion (e.g. a new drug) expressed by the trade-
offs between additional survival and QoL.
QALYs can be calculated by different proce-
dures and there are further questions regarding
whether it is feasible to estimate monetary
values of a QALY46. An unscalable conse-
quence has been that the same name (HRQoL)
and the same rating scales (e.g. SF-36, EQ-
5D) have been used for completely different
purposes by clinicians (measure of health sta-
tus) and health economists (measure of health
preference and related QALYs)6.

The Psychosocial – cultural
models of QoL and Wellbeing

The trend to broaden the QoL construct
and to increase its complexity could be seen in
other areas of psychology and social sciences
where an emphasis was given to the positive
aspects of this construct. In contrast with the
health sector, the assessment of wellbeing and
QoL in social sciences followed formal mod-
els of wellbeing to design related ‘Wellbeing’
or ‘QoL’ rating scales. The best known ap-
proach to the psychology of wellbeing is the
positive psychology movement47; however
other psychosocial and cultural models de-
veloped a decade earlier deserve attention.

Carol Ryff48 published the Scales of “Psy-
chological Well-being” (PWB). PWB is
grounded in the theoretical framework of the
personal self and identity previously devel-
oped in social psychology48,49. It defines
“psychological wellbeing” as a micro-level
construct that conveys information about how
individuals evaluate themselves and the qual-
ity of their lives. This theory-driven, multi-
dimensional formulation of psychological
wellbeing goes beyond the absence-of-ill-
ness criteria and “derives from life-span de-

velopmental theories which formulate the
unfolding tasks and challenges of human
growth; clinical accounts of what it means to
be self-actualized, mature, fully functioning,
or individuated; and formulations of positive
criteria of mental health”50. This positive as-
sessment of Wellbeing applied initially in the
field of ageing has been broadly tested in re-
lation to several biomarkers of mortality50

and allostatic load. The six personal factors
can be divided in two main domains: hedonic
(related to feeling of pleasure) and eudemonic
psychological wellbeing. Eudemonic wellbe-
ing evolves from pursuing contexts and rela-
tionships that fulfil intrinsic human needs
while continually extending the self, resulting
in personal growth51. This and other models
of happiness and wellbeing have driven to
the new field of positive psychology52. This
psycho-social model of wellbeing has been
expanded to incorporate a biological compo-
nent to explain the link between these facets
and longevity (stimulation of enrichment of
dendritic networks in the hippocampus and
spine retraction in the basolateral amygdala;
and the possibility that the release of intrac-
erebral oxytocin is a mediating factor be-
tween persistently supportive social environ-
ments and reduced disease in later life, as
exemplified by low levels of allostatic load)53.

Robert Schalock and colleagues54 develo -
ped a “Quality of Life Index” for intellectual
disabilities within the context of the positive
approach to this entity. The American Asso-
ciation of Intellectual and Developmental
Disabilities (AAIDD), former American As-
sociation of Mental Retardation (AAMR)
formalised the AAMR/AAIDD multidimen-
sional model of human functioning. Shalock’s
underlying social concept of QoL was com-
pletely different from HRQoL. It defined QoL
as “a multidimensional construct that has both
subjective and objective components and is
influenced by personal and environmental
factors”55. Shalock’s scale was further deve -
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loped and progressively became a compre-
hensive multidimensional model of “QoL”
for persons with disabilities.

The Multicultural Quality of Life Index
(MQLI) is an example of the assessment of
QoL from a transcultural perspective. This
culturally sensitive rating scale incorporates
basic domains from WHODAS-brief and
support (social-emotional and community
and services support). To a limited extent the
cultural dialogical approach56 has incorpo-
rated the experience of feelings to the self-re-
ported QoL/Wellbeing. Examples are feel-
ings/experiences of “unsureness”57, “feeling
understood/being listened”58, and suffering59.

The psychobiological models
of QoL/Wellbeing

Jeffrey Gray60 developed a theory of anx-
iety based on a biological model of person-
ality related to the introversion-extroversion
domain and its relation to the activation and
inhibition systems of the brain. This and
other related models provided ground for a
more refined biological theory of personality
that included four basic temperamental traits,
three character domains of self-concept as
well as a related assessment instrument, the
Temperament and Character Inventory (TCI).
The relation of these traits to self-awareness
of the person as an autonomous individual, an
integral part of humanity and of the universe
as a whole, was formulated since the publi-
cation of this model61. Nevertheless, its for-
mal relationship to wellbeing and nega-
tive/positive affect was established quite
recently62,63. The links of this model with
culture have also been established. While
Self-directedness and Cooperativeness are
positively associated with wellbeing regard-
less of culture, Self-transcendence increases
positive affect but, based on culture, it can
also increase negative affect64.

On the one hand, these findings on well-
being based on bio-psychological personality
traits (TCI) seem to converge with the ap-
proach to QoL based on individual status
(WHOQOL-SRPB)40, as they identify highly
complex personal domains (self-awareness,
spirituality) as key components of the QoL/
Wellbeing construct. These personal facets
seem to play a more relevant role than the tra-
ditional components of QoL in wellbeing.
On the other there is a tendency to expand
these models to incorporate aspects from
other fields in order to develop integrative or
holistic approaches which may incorporate
biological, psychological, social, and cul-
tural aspects as well as preferences, experi-
ences and rights.

Holistic/integral approaches
to wellbeing

Understanding the complexity of the
QoL/Wellbeing construct leads to accepting
the complexity of its evaluation, the need to
decompose its facets, the little usability of the
traditional QoL construct, and the need to re-
formulate the concept of Health related Well-
being (HrWB) from an integrative perspec-
tive. To date, two approaches have attempted
to provide a holistic approach to HrWB: the
ICF model of health functioning and the per-
son integrated diagnosis model of person-
centered medicine65.

The WHO approach to HrWB

During the last two decades the WHO has
set up a framework for the conceptualisation
and analysis of HrWB and has clarified the
existing relations between health and dis-
ease, provided a life-span approach and a
positive health perspective66-70. These reports
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emphasise positive mental health and social
capital as well as a cultural sensitive ap-
proach that takes into account the resources
available across countries. In any case the
main WHO document to frame Wellbeing
and related concepts is the International Clas-
sification of Functioning, Disability and
Health (ICF)71, which can be regarded as a
first attempt to develop a unified and standard
language for health and related problems.

Since its release the ICF has progressively
acquired a central role at the WHO Family of
International Classifications, as the logical
connexion between the ICD subgroup (In-
ternational Classification of Diseases) and
the classifications of contextual factors such
as the International Classification of Health
Interventions (ICHI)72 or health services at
the System of Health Accounts73.

ICF is indeed a proto-taxonomy of the dif-
ferent components (determinants, factors and
consequences) of health conditions74. A rel-
evant unforeseen aspect of ICF is that it is
both a classification of “Health-related Func-
tioning” (HrF) and the conceptual framework
of the WHO HrF construct and related enti-
ties such as Health related Wellbeing. These
two roles of ICF do not always coincide; and
a major problem was the lack of a formal on-
tology approach when it was developed. As
a consequence, the classification is incom-
plete and not fully congruent75.

The on-going ICF review process has in-
cluded ontology as an essential component
incorporating a specific working group on the
ontology of ICF at the Functioning and Dis-
ability Reference Group (FDRG) commit-
tee. There is also a link between ICF and the
International Health Terminology Standards
and Development Organisation (IHTSDO)
and the related Systematized Nomenclature
of Medicine -Clinical Terms (SNOMED CT)
system. Among other ontology groups, the

OntoICF group developed the ontology of
this system76 within the MURINET network
(Multidisciplinary Research Network on
Health and Disability in Europe).

Although we still lack enough information
to build a formal ontology of ICF, it is possi-
ble to define HrWB and its related meta-con-
cepts within the WHO framework. Figure 1
shows a preliminary conceptual map of Health
related Wellbeing, Health related Conditions
and Health-related Functioning and disability
using different perspectives from WHO.

This schema indicates that concepts usually
regarded as the two poles of a unidimensional
bipolar construct (i.e. Health conditions and
Disease, Health related Functioning and Dis-
ability) are in fact asymmetric. Functioning
and Disability are two related domains of
the construct “Health-related Functioning”.
In this construct there is a clear asymmetry
between the poles, as positive functioning
involves many more alternatives than nega-
tive functioning-disability. On the other hand,
the analysis of the hierarchical structure and
the conceptual relationship between the terms
“functioning” and “disability” at the WHO
family of classifications and related docu-
ments may indicate that “disability” is actu-
ally a subcategory of “functioning”, as “dis-
ease” is a subcategory of “health condition”
[Fig. 1]. The current definition of “function-
ing” at ICF should incorporate the wording
“positive functioning” and “health-related”
functioning as the global term, as HRQoL is
regarded as a subcategory of wellbeing.

The broad “WHO-ICF” perspective on
HrWB provided at Figure 1 has a significant
implication also for HRQoL. The develop-
ment of ICF and its conceptual approach has
challenged to a certain extent the WHOQOL
traditional construct. ICF was first considered
a complementary to QoL as it contributed to
the assessment of the objective aspects of
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Figure 1. A preliminary conceptual map of A) Health related Wellbeing (HrW), B) Health related Conditions (HrC) and C)
Health-related Functioning (HrF) and disability including several perspectives from WHO: Health promotion,

Health-related Quality of Life, and Health-related functioning based on the International
Classification of Functioning, Disability and Health (ICF).



wellbeing while HRQoL comprised all sub-
jective aspects of HrWB, including subjective
functioning and disability.

However the construct (environmental)
functioning-disability has moved from be-
ing a mere component of QoL to be consid-
ered a full domain of HrWB, together with its
subjective aspects. Therefore, self-reported
scales of functioning (e.g. WHODAS-II) are
clearly part of the HrF construct and not part
of the HRQoL one. On the other hand the
“personal context” comprises traditional do-
mains of QoL apart from other aspects. In the
ICF model individual preferences and self-
perceived status can be adequately differenti-
ated while current QoL tends to confound
these two personal factors. Therefore HRQoL
has moved from Box “A” (all subjective well-
being) to Box “C” (specific personal factors
related to subjective experiences of wellbe-
ing). On the other hand and due to the lack of
development of the “personal context” do-
main at the 2001 version of ICF, it is now pos-
sible to develop this domain by incorporating
the non-functional non-environmental aspects
of HRQoL in the conceptual map of personal
factors of ICF. In the future the “personal
context” should be developed as an indepen-
dent classification system that may encom-
pass sociodemographics, personality, health
related habits, health experiences, personal
health determinants, life events and other per-
sonal factors that now are just mentioned at
the ICF and it should be based –at least in
part– on the existing evidence on QoL.

Within this future classification “health ex-
periences” may play a central role. The boun -
daries and overlaps of the ICF-HrF model of
health experience and the WHOQOL have
been analysed by Cieza & Stucki77. Their
content analysis indicates that the ICF ap-
proach is broader, more comprehensive and
embeds the QoL construct. In any case con-
sensus within WHO is urgently needed re-

garding the relation between HrWB and
HRQoL. By now differences seem to broaden
instead of being reduced. For instance, the de-
velopment process of the WHOQOL disabil-
ity module42 has not been carried out through
cooperation between these WHO groups and
related networks (e.g. FDRG, Technical Ad-
visory Group, WHOQOL-DIS Group)78.

Perspectives on Wellbeing
from international projects

The European MHADIE project (Measur-
ing Health and Disability in Europe: sup-
porting policy development) was very rele-
vant in order to understand the role of HrF
and QoL as components of HrWB in dis-
abilities. HrF has been explored using a series
of instruments closely related to ICF. The
group defined “disability” as “a difficulty in
functioning at the body, person or societal
level, in one or more domains, as experi-
enced by an individual with a health condi-
tion in interaction with contextual factors”79.
The analysis of patients in specific groups in-
dicates that the ICF-HrF model provides not
only a better description of the disability as-
sociated to every health condition, but also a
more comprehensive analysis of the individ-
ual wellbeing. The relationship between F&D
and QoL has been analysed in migraine pa-
tients80, stroke survivors81 or in patients with
multiple sclerosis82. Inconsistencies in the
definition of disability were identified in pre-
vious studies comparing QoL and HrF in the
latter group82.

Other relevant European projects related to
wellbeing are the Collaborative Research on
Ageing in Europe (COURAGE in Europe)
and A Roadmap for Mental Health Research
in Europe (ROAMER) projects. COURAGE
in Europe project aimed to answer to the
pressing need of the European Commission
to have valid and reliable measures to de-
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scribe population ageing, which was identi-
fied among the most pressing policy issues in
the 21st century. To understand the effect of
health on wellbeing and the impact of well-
being on current and future health, it is es-
sential that the notion of wellbeing is con-
ceptualized and measured differently from
the notion of health. The study incorporated
an assessment of experiential and evaluative
components of wellbeing. Experienced well-
being was assessed with an abbreviated ver-
sion of the Day Reconstruction Method83,84.
The study also includes questions on evalu-
ative wellbeing in order to examine which of
these measures is more closely related to
health and health related outcomes associated
with ageing in different populations.

ROAMER project aims to develop an ef-
fective and widely accepted roadmap on the
promotion and integration of mental health
and wellbeing research in Europe85. ROAMER
reflects a multi-disciplinary perspective,
based on a consensus between the key stake-
holders, using a methodologically sound,
prag matic, and comprehensive approach. One
of the main objectives of ROAMER is to de-
velop an accurate picture of the state-of-art in
research on mental health and wellbeing in
Europe. It also aims at establishing research
priorities in wellbeing research, for the short,
middle and long-term and applicable across the
life span. The investigators of the project feel
that the notion of wellbeing needs to be care-
fully conceptually defined because it is used in
a perplexingly variety of inconsistent ways.

The person centered approach
to the “Health Experience”

Person-centered medicine (PCM) places
the person as a whole at the center of health
care. The Person-centered Integrative Diag-
nosis (PID) is a PCM model aimed at facili-
tating person-centered care. According to this

model, diagnosis is both a process and a for-
mulation, and it should be oriented by the ar-
ticulation of science and humanism, the use of
a bio-psycho-social-cultural-spiritual fra -
mework. It should ensure engagement, em-
pathy and partnership in the clinical care
process, and sustain the patients’ autonomy,
responsibility and dignity while advancing
the recovery and promotion of wellbeing. The
key structural features of PID include the cov-
erage of both positive and ill aspects of health,
the person’s experience and values, and the
determinants of health. PID uses descriptive
categories, dimensions, and narratives, to cul-
tivate patient-family-clinician partnerships for
achieving shared diagnostic understanding
and shared commitment to care86.

The mental capital model has significant
implications for the development of person-
centered care strategies87. Mental capital “en-
compasses a person’s cognitive and emo-
tional resources. It includes their cognitive
ability, how flexible and efficient they are at
learning, and their “emotional intelligence”,
such as their social skills and resilience in the
face of stress. It therefore conditions how well
an individual is able to contribute effectively
to society, and also to experience a high per-
sonal quality of life”88. The Foresight Project
on Mental Capital and Wellbeing promotes
mental capital initiatives in the population and
in the healthcare system. The project tracks the
implications of future challenges to our men-
tal development along the life span and is in-
tended to inform policy-makers both in the
United Kingdom and around the world89.

Conclusion

During the last 30 years QoL has been a
booming area in medicine and played a cen-
tral role in understanding the contextual fac-
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tors of disease and illness. Paradoxically, new
perspectives on QoL have led to a shift of in-
terest from the 1990s simple indexes of QoL
and from the generic and disease-specific
QoL instruments, to an integrated perspective
of individual wellbeing and its different com-
ponents, including happiness, and functioning
and disability. To some extent, the broader in-
terest on health as a complex phenomenon has
challenged the classical concept of HRQoL
and facilitated the development of the broader
field of HrWB, where different groups of
models coexist and overlap (clinical, public
health, economical, psychosocial and cultural,
biopsychological, integrative). From a health
terminology point of view it would be better
to name this construct “Health related Be-
ing”, but the term wellbeing is extended and
it will be difficult to change.

From a dimensional perspective, health re-
lated wellbeing is an overarching construct
characterised by asymmetrical polarity, where
wellbeing embeds the concept of “ill-being”
as health incorporates de concept of disease.
The mental health group at International Col-
lege for Person-centered Medicine has devel-
oped a bipolar dimensional model of the do-
mains of health within the framework of
person centered medicine ranging from ill
health / illbeing to good health / wellbeing86

that incorporates all major aspects of wellbe-
ing in its preliminary conceptual map: positive
and negative polarity, condition status and
functioning, experiences of health and con-
tributors to ill and to good health.

A comprehensive conceptual map of a se-
ries of health related “meta-categories” (well-
being, health condition, human functioning,
disease, disability, etc.) is needed. Ideally,
this mapping should include operational con-
sensus-base definitions, the conceptual hier-
archy of these entities and the granularity of
their different domains, dimensions and
facets. Although health ontology may shortly

allow convergence of diverse approaches in
this area, different meanings for the same
concepts, and different names for related con-
cepts will inevitably persist. Under these cir-
cumstances it becomes essential to under-
stand the origin, evolution and current use of
the different terms by different disciplines
and professionals, and to build a “synset”
(formal grouping of synonyms and semanti-
cally similar terms) that may facilitate both
transfer across different sectors and semantic
interoperability for care management and
planning. Recently a similar “polynomic-
polysemic” approach has been suggested for
the use of the terms ‘intellectual disability’
and ‘intellectual developmental disorders’ in
the health and social sectors90.
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