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Abstract

Quality of life is often treated in clinical medicine as an outcome that improves when symptoms, impairment, or disease activity
improve. That assumption is useful but incomplete. People can experience substantial symptom burden while retaining meaning,
valued roles, relationships, agency, and social participation, while others can achieve biomedical stability yet remain unable to
live in ways they regard as worthwhile. This article develops a proposed multidimensional theory of quality of life that
distinguishes symptom burden from meaning, identity continuity, relational belonging, participation, and autonomy within
social and material opportunity. The model treats these dimensions as analytically distinct but dynamically interdependent. It
also separates capacity from realized participation, autonomy from unsupported independence, and adaptation from simple
acceptance. Quality of life is therefore framed not as a residual subjective score after clinical outcomes are counted, but as an
evolving appraisal of whether a person can sustain or reconstruct a life experienced as viable and valued. The framework remains
explicitly non-empirical: it organizes evidence from patient-reported outcomes, illness identity, social support, participation,
person-centred care, and measurement research into testable propositions rather than claiming validation. It further identifies
response shift, inequitable opportunity, cultural context, organizational design, and measurement choice as boundary conditions
for clinical interpretation.
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Introduction

Medicine has strong reasons to prioritize symptoms,
survival, organ function, and treatment toxicity. These
outcomes are observable, actionable, and often essential
to preventing harm. Yet patient-centred care repeatedly
reveals that clinical improvement and living well are not
interchangeable. Integrated-care evidence in long-term
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neurological disease shows that broader, person-centred
approaches can address needs extending beyond disease
control, while effects on quality of life remain
heterogeneous rather than automatic [1]. Work mapping
patient-reported outcome and experience domains
likewise shows that patients judge care across encounters
and whole care journeys, including domains not
consistently represented in established measures [2].

The conceptual problem is therefore not that symptom
outcomes are unimportant, but that they are often allowed
to organize the entire interpretation of quality of life. This
article proposes a different logic. Quality of life is treated
as an evolving appraisal of whether illness, treatment,
relationships, social conditions, and available resources
still permit a life that is recognizable, meaningful,
participatory, and sufficiently self-directed. The model
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developed below is not a validated causal structure. It is
an evidence-bounded theoretical synthesis designed to
make explicit distinctions that conventional symptom-
centred reasoning can obscure.

The clinical dominance of symptom-based outcomes
Clinical outcome systems naturally privilege variables
that can be monitored against treatment goals. Patient-
reported measures broaden that field, but collection alone
does not guarantee a more patient-centred interpretation.
A systematic review of PROM use found that patient-
reported data can operate at patient, organizational, and
policy levels, yet improvement depends on how the
information is embedded and acted upon [3]. An
umbrella review similarly identified workflow, training,
feedback, electronic integration, resources, privacy, and
digital literacy as conditions shaping routine PROM
implementation [4]. Measurement infrastructure can
therefore reproduce the same narrowness it was intended
to correct if broader patient reports are reduced to another
score without interpretive use.

A second limitation concerns level of inference. Group-
level changes in a validated PROM can establish
important average patterns, but they do not fully explain
why a particular patient's life has improved, worsened, or
remained difficult. Methodological work on patient-
causal singularism emphasizes the gap between
population summaries and the explanatory narrative of an
individual case [5]. The proposed theory therefore places
symptoms within quality of life rather than above it:
symptom burden is one important condition that can
constrain living, but its practical meaning depends on
what it disrupts, what remains possible, and what the
person values.

What quality of life represents

Quality of life is often discussed as though it were a stable
basket of domains. Evidence instead suggests that its
content depends partly on what is asked, how it is
measured, and whose priorities are permitted to define
relevance. Cancer-survivorship research identifies
psychological and social functioning, life disruption,
communication, and support needs alongside physical
concerns; broader health-and-well-being measures can
reveal dimensions that conventional health-status
instruments treat differently; and individualized patient-
generated approaches allow people to nominate concerns
that standardized domain sets may miss [6-8].

These findings support a conceptual distinction between
health status and quality of life. Health status describes
aspects of functioning, symptoms, or impairment.
Quality of life additionally requires evaluation: whether
those conditions permit, obstruct, or transform what the
person experiences as a worthwhile life. The same
functional limitation may therefore carry different
significance  depending on valued activities,
relationships, expectations, resources, and time. The
article consequently proposes that quality of life should
not be represented by a single hierarchy in which
physical ~ functioning  mechanically  determines
psychological and social outcomes. Instead, it is
multidimensional and relational, with several domains
capable of constraining or compensating for one another
without becoming interchangeable.

Meaning and valued life direction

Meaning concerns whether life continues to contain
purposes, commitments, relationships, or projects that
make effort and adaptation worthwhile. It is not
synonymous with positive mood, spirituality, or
acceptance. Evidence  from meaning-focused
interventions in cancer shows that meaning-oriented
approaches have been studied in relation to spiritual,
psychological, and quality-of-life outcomes [9]. Such
evidence is clinically relevant but context-bounded; it
does not establish meaning as a universal causal
mechanism or imply that patients should reinterpret
suffering positively.

The proposed model instead treats valued life direction
as an evaluative reference point. Symptoms and disability
matter partly because they may obstruct what a person is
trying to preserve, resume, or become. Conversely,
severe illness does not necessarily eliminate meaning if
valued directions remain available in revised form. This
proposition also creates an ethical boundary: clinicians
can elicit what matters and remove avoidable barriers,
but they cannot prescribe the meaning a patient ought to
find in illness.

Identity and continuity of self

IlIness can affect quality of life by altering not only what
a person can do but how they understand who they are.
In inflammatory bowel disease, illness identity and
health-related quality of life are associated with
flourishing, supporting a distinction among disease
experience, self-positioning, and positive functioning
[10]. Long COVID provides a different form of evidence:
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patient communities helped establish recognition of
persistent illness when early clinical narratives did not
adequately represent their experience, demonstrating
how legitimacy and collective knowledge can shape the
social conditions under which illness is incorporated into
identity [11].

Continuity of self should therefore not be equated with
returning to a pre-illness identity. Some people may
preserve prior roles with limited identity disruption;
others may incorporate illness as one bounded part of
self; still others may experience identity dominance,
contested legitimacy, or deliberate reconstruction around

changed capacities. These are proposed analytic
positions, not diagnostic categories or a universal
sequence. Their value lies in making testable the
possibility that similar symptom states can produce
different quality-of-life consequences depending on
whether important identities can be sustained, revised, or
socially recognized.

The identity problem is compactly expressed in Table 1
because the theoretical propositions differ not only in
state description but also in competing explanation,
boundary condition, and implication for interpretation.

Table 1. Proposed testability register for identity continuity as a quality-of-life process

Proposed identity Process affecting
position continuity

Context that may
modify the position

. Testable
Competing
. - Boundary consequence for
interpretation or L . - .
requiring caution quality-of-life

uncertaint . .
y interpretation

Similar symptoms

. . Stable roles, Low disruption may . o
. . IlIness is contained . A Cannot infer may have limited
Prior self remains o recognition, reflect mild disease o . .
within existing continuity from identity cost when
largely workable . manageable rather than preserved L —
biography . . . . functioning alone valued self-definitions
disruption identity L
remain viable
. Severe . Must not uality-of-life loss
Daily demands L Dominance may be . Quality
Iliness becomes ; unpredictability, . pathologize may exceed what
. . . repeatedly displace temporary during - . .
identity-dominant - repeated care . . necessary illness  symptom intensity
other self-definitions . acute disruption . .
demands, stigma attention predicts

. Person incorporates Flexible roles,
IlIness is . . .
illness without supportive
acknowledged but Lo . . .
allowing it to define relationships,
bounded

the whole self ~ credible recognition

May represent ~ No assumption that Preserved non-illness
adaptive integration bounded identity is identities may support
or constrained universally continuity despite

compromise preferable persistent symptoms

Time, accessible
alternatives, material
and relational
support

Values and roles are
revised around
changed capacities

Self is actively
reconstructed

Stable quality-of-life
scores may coexist
with major changes in
what gives life value

Reconstruction can Adaptation must not
reflect agency or  conceal avoidable
forced adaptation social barriers

Lived experience Diagnostic
lacks recognition or uncertainty, stigma,
legitimacy

ldentity remains
socially contested

institutional disbelief invalidation, or both

Recognition may
influence quality of
life independently of
biomedical change

Distress may arise Clinical uncertainty
from illness, does not justify
identity inference

Relationships and social belonging

Quality of life is also relational. Social identity research
shows an overall association between identification and
health-related ~ behavior, but with  substantial
heterogeneity across identities and behaviors [12]. In
breast-cancer survivorship, social support during re-entry
has been associated longitudinally with later quality of
life [13]. Qualitative evidence from people with multiple
long-term conditions adds an important counterpoint:
relationships can provide practical and emotional support
while illness simultaneously creates loneliness,

dependence, changed roles, and fear of burdening others
[14].

Belonging should therefore not be reduced to the size of
a social network or the presence of a caregiver. The
proposed theory distinguishes recognition, reciprocity,
practical support, companionship, and role continuity
because each can shape whether relationships expand or
narrow the person's life. It also allows reciprocal
influence: worsening quality of life can reduce
participation and strain relationships, just as strained
relationships can reduce opportunities for participation
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and adaptation. Neither direction should be assumed
without longitudinal evidence.

Participation, roles, and everyday function

Function is often interpreted as capacity: what a person
can physically or cognitively do. Participation is
different. It concerns whether that capacity can be
enacted in social roles and everyday settings that matter.
Psychometric work on the PROMIS ability-to-participate
domain supports social-role participation as a distinct
measurable construct whose adequate assessment
depends on item targeting across levels of participation
[15]. Patient involvement in treatment decisions
illustrates a parallel distinction within care: being offered
a decision is not the same as having the resources,

information, relational support, confidence, or preference
needed to participate meaningfully [16].

This distinction is central to the article's theory. A person
may retain physical capacity yet lose work, family,
community, or civic participation because schedules,
environments, stigma, transport, fatigue, digital systems,
or inflexible institutions make participation impractical.
Conversely, accommodations or role redesign can
preserve participation despite persistent impairment. The
quality-of-life consequence therefore arises from the
relation between capacity and opportunity rather than
from capacity alone.

Table 2 organizes these mechanism-context cases around
equity because the same functional state can produce
very different participation possibilities when access,
flexibility, and social expectations differ.

Table 2. Equity-sensitive pathway matrix for translating capacity into valued participation

. . What a symptom- . .
Mechanism shaping . o . Proposed interpretive
Opportunity context ~ centred assessment  Principal uncertainty
everyday enactment may miss consequence

Participation condition — Capacity is present but opportunity is restricted

Inaccessible transport,
rigid work, unsuitable
digital or physical
environments

Environmental or
institutional barriers
block enactment

Preserved capacity can
coexist with low
participation

Low participation should
not automatically be read
as low motivation

Relative contribution of
illness and context varies

Participation condition — Capacity is reduced but roles are redesigned

Accommodation
preserves valued
contribution

Flexible schedules,
assistive support,
negotiated roles

Persistent impairment  Adaptation may depend Symptom persistence need
may coexist with
meaningful participation

on resources unavailable not imply equivalent loss
to others of life possibility

Participation condition — Participation is formally offered but relationally constrained

Power,
communication, or
fear of burden limits
engagement

Clinical or family

relationships with

unequal decision
influence

Apparent non-
participation may be
treated as preference

Preference, confidence
and constraint can be
difficult to separate

Participation should be
interpreted through
opportunity and power

Participation condition — Participation is sustained through interdependence

Practical and
emotional support
makes roles feasible

Reliable family, peer,
community, or service
support

Dependence may be
mistaken for loss of
autonomy

Supported participation
can represent agency
rather than failure of

independence

Support may also create
obligation or strain

Participation condition — Participation contracts across several roles

Cumulative demands Multimorbidity, repeated Each clinical problem
may appear modest in
isolation

consume time and
energy

appointments, unstable
resources

Quality-of-life loss may
reflect cumulative role
displacement rather than
one dominant symptom

Cross-role burden may
fluctuate over time

Autonomy, dependence, and adaptation

Autonomy is frequently interpreted as independence,
self-management, or the ability to make decisions
without assistance. That framing can inadvertently turn
the burden of adaptation into an individual responsibility.

Qualitative evaluation of person-centred chronic-illness
care suggests that self-management can instead involve
whole-person understanding, hope, relationships, and
supported use of personal resources [17]. Research on
technology-supported long-term-condition care similarly
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shows that digital tools may enable co-management
among patients, carers, and professionals rather than
simply transferring responsibility to the individual [18].
The proposed theory therefore defines autonomy as
meaningful agency within legitimate interdependence. A
person can be highly dependent on treatment, assistive
technology, family support, or professional care while
retaining substantial autonomy if those dependencies
preserve valued choices and participation. Conversely,
apparent independence may coexist with low autonomy
when a person is left to manage inaccessible systems,
financial constraints, or unwanted responsibility alone.
Adaptation also requires careful interpretation. Changes
in routines, aspirations, roles, and expectations may
represent creative agency, but they may also reflect
constraint. Clinical reasoning should not celebrate
adaptation when the person has merely accommodated
barriers that could have been removed. The distinction
becomes especially important when quality-of-life scores
stabilize: stability may mean that life has genuinely
become more workable, that values and comparison
standards have changed, or that expectations have
narrowed under pressure. The next sections therefore
examine the difference between disease burden and life
possibility before integrating these dimensions into the
article's proposed multidimensional model.

Disease burden versus life possibility

Disease burden describes symptoms, impairment,
treatment demands, uncertainty, and other consequences
attributable to illness. Life possibility is different: it
concerns what a person can realistically continue,
recover, negotiate, or newly pursue within those
constraints. A systematic review of chronic disease found

that health-related quality of life is patterned by social
determinants including income, education, employment,
support, and other contextual conditions [19]. In drug-
resistant tuberculosis, stigma and social support are
likewise associated with health-related quality of life,
while qualitative research during the COVID-19
pandemic showed that capacity to manage long-term
conditions depended partly on material, environmental,
and relational resources [20, 21]. These findings do not
establish a single causal pathway, but they make it
difficult to interpret quality of life as a direct readout of
disease severity.

Information and healthcare access can create another
layer of constraint. People living with Long COVID have
described everyday disruption together with barriers to
health information and care [22]. Under such conditions,
the lived consequence of illness is produced partly
through the interaction between disease and the
environment in which it must be managed.

The proposed distinction between disease burden and life
possibility therefore prevents two opposite errors. The
first is biomedical reductionism: assuming that reducing
symptoms necessarily restores a valued life. The second
is psychosocial romanticism: implying that meaning,
resilience, or support can compensate for any level of
untreated disease or material deprivation. Clinical burden
and contextual opportunity should instead be examined
together.

Because similar disease burdens can create different
practical futures, Table 3 identifies the boundary
conditions that must be checked before interpreting
quality-of-life differences as primarily patient-level
phenomena.

Table 3. Boundary conditions separating clinical burden from the possibility of living a valued life

Available
capacity

Clinical

burden Life-domain effect

Participation condition

Meaning

modifier QoL implication

Relational or system condition — Material resources are secure

Treatment, transport,

What remains Symptoms and treatment

Better outcomes may

How it changes housing, nutrition, and . . . Competin . .
. lang g - clinically burden still constrain P "9 reflect disease differences
life possibility role continuity may . . explanation
- . important activity as well as resources
remain more feasible
Boundary Similar disease burden
. Resource advantage must
against Proposed may produce less
. not be treated as L . : .
overinterpretat . . implication  disruption when practical
. psychological resilience . . .
ion options remain available

Relational or system condition — Material resources are unstable
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IlIness demands compete .
P What remains

Distress may reflect both

How it changes  with employment, . Disease control remains ~ Competing . . .
. - . - clinically . illness and socioeconomic
life possibility housing, caregiving, and . necessary explanation . .

- important insecurity
basic needs
Boundar . . uality-of-life loss ma
. y Clinical severity cannot be Q . y . Y
against . . Proposed arise from cumulative
- inferred from social o -
overinterpretat hardshin alone implication constraint rather than
ion P symptom intensity alone

Relational or system condition — Social recognition is supportive

. IlIness and limitation may What remains
How it changes

Functional limitations

Competing Support can coincide with

life possibility be legitimized, enabll.ng _cI|n|caIIy remain real explanation  greater disease severity
help and accommodation  important
Boundary Social legitimacy may
against Recognition is not itself Proposed preserve participation
overinterpretat treatment implication even when symptoms
ion persist

Relational or system condition — Stigma or disbelief is prominent

Help-seeking, disclosure,

What remains Diagnostic and treatment

Distress can derive from

How it changes  role negotiation, and - . A . Competing L
- - . clinically uncertainty still require . symptoms, invalidation, or
life possibility belonging may become . L . explanation

o important clinical evaluation both
more difficult
Boundar Poor quality of life ma
94rY" Do not convert contested quatity . Y
against . . Proposed partly reflect social
- illness into assumed R .
overinterpretat . . implication exclusion rather than
. psychological causation ; -
ion biomedical state alone

Relational or system condition — Services and information are accessible

Patients can understand What remains

High service use may

How it changes . . . Treatment burden and Competing
. ...~ options, coordinate care, clinically . . . reflect greater need rather
life possibility - . prognosis remain central  explanation
and adapt routines important than better access
Boundary Accessible care can widen
against Access should not be Proposed  feasible choices without
overinterpretat equated with utilization  implication  guaranteeing improved

on

quality of life

Relational or system condition — Services are fragmented or inaccessible

Time, uncertainty, What remains

Disease management

Some barriers may be

How it changes coordination work, and - - Competing . .
. o clinically cannot be displaced by . illness-specific or
life possibility ~ unmet need narrow . - explanation

. important system critique temporary
everyday options
Boundar . Life possibility can shrink
. y System-level constraint P v
against . Proposed through care-system
- should not erase patient .~ """ .
overinterpretat implication burden even without
. preference . . L
ion biomedical deterioration

A multidimensional quality-of-life model

Existing patient-reported measurement systems already
recognize that physical, mental, and social domains
should not automatically be collapsed. Psychometric
evaluation of PROMIS instruments demonstrates that
multidomain health constructs can be separately tested
for reliability, structural validity, invariance, and
construct validity [23, 24]. Evidence from culturally

specific chronic-disease populations also shows that
psychosocial factors can covary with health-related
quality of life in ways that require contextual
interpretation rather than universal assumptions [25].

Building on those premises, this article proposes a
multidimensional quality-of-life model with seven
analytically distinct components: symptom and treatment
burden; meaning and valued direction; identity
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continuity; relational belonging; participation in valued
roles; autonomy within interdependence; and contextual
opportunity. These components are not intended as seven
subscales of a new total score. Their purpose is
explanatory. Each asks a different question about why a
person's life may feel viable or constrained.

The model is also non-hierarchical. Symptoms can limit
participation directly, but participation may also be
constrained by inaccessible environments despite stable
symptoms. Relationships can support identity continuity,
while identity disruption can alter willingness to
participate socially. Material resources can widen
autonomy, while dependency that is chosen and

supportive may preserve rather than diminish agency.
Meaning can change the significance of functional loss
without eliminating the loss itself.

A further distinction concerns time. Quality of life can
change because health changes, because circumstances
change, because valued roles change, or because the
person's interpretation of what constitutes an acceptable
or worthwhile life changes. The proposed framework
therefore treats adaptation as dynamic rather than as a
terminal state.

Figure 1 is required because these conditional and
reciprocal relationships cannot be represented adequately
as a single symptom-to-outcome pathway.

EVIDENCE-INFORMED DOMAINS P ————ee N CLINICAL USE MODULES
OF LIFE QUALITY ! i (What this informs—not what it determines)
i i
Symptoms. ;‘ ]
Fonctional | i . .
Symptom and ,,,:’::i,':,::“ N :' ' ; Multidomain Measurement
T t i i |
{lieatinent Burden 55?.:;':.3'} ! APPRAI SAL ;_’ Select appropriate instruments
Uncertainty 1 z Match to patient priorities
i . < i Context-sensitive assessment
5 Purpose & meaning i ©
Meaning and e, Is life currently g1 T e
Valued Life Existential well-being H H viable and valued %!
Direction Hops & outipck s ol @ %
: & to the person? z 2
i Sense of self 5 g 2 7 oOT! Patient-Defined Priorities
5 ' - H S = 8. - ¢ b=
Ident.lty. ! Pe:-::::;:: - P! g §_ 'g f——| Elicit what matters most
| i :
Continuity iy e 4 Lo A PERSONAL, CONTEXTUAL APPRAISAL 53 Clarify trade-offs
; ; o Not a mathematical sum g5 Document priorities
Emotional | | . = s
Relationthins e tionsl ppor: 10 S of upstream domains Doy 8 Revisit as needed
psand | Practical support 19 3 el
Social Belonging ! Connection & trust A ’ i : | 1 8T
i P =91
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! £ </ Longitudinal Interpretation
] ‘ G Daily activities E [ g o4 Personal standards & expectations Du—‘ =l ;
Participation and | Villlod roles —pi o g Trade-offs & priorities @ 2| ek change S0 S
Valued Roles | Social participation roim 8 - : o ! Interpret within context
W Contribution 1 e g._ ! Adaptation & coping E, Tg i Detect adaptation & shifts
— e I Z 8 Context & ife stage £ Consider response shift
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Autonomy within | Decision authority < i S &
a Interd ! i D support > w Outcomes are not predetermined. S £
L Balance of autonomy i Well-being can be maintained, > o : Shared Decision Use
= i redefined, or restored over time. = —
Material resources ! (@) l Inform options & trajectories
Contextual Aecasiibilty >l ! Explore benefits & burdens
Opportunity CS’”'SIV“E"’ Bocass ! 1 Align care with what matters
ocial recognition ! 1 )
Institutional flexibility H ‘; Reassess and adjust together
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Figure 1. Conditional translation of multidimensional life conditions into clinically interpretable quality of life

Measurement and clinical decision implications

A multidimensional theory creates a measurement
problem: more dimensions do not necessarily justify a
longer questionnaire or a larger composite score. The
clinical task is to identify which dimensions are relevant
to the decision being made, which are changing over
time, and which cannot be inferred from another
measure.

Longitudinal interpretation is particularly important.
Response-shift theory shows that a change in patient-
reported scores may reflect not only change in the target
construct but also changes in internal standards or in the
way the construct is understood [26]. Qualitative and
quantitative reviews further indicate that recalibration
and reconceptualization can modify the interpretation of
longitudinal outcomes, although their impact varies
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across studies and instruments [27-29]. Stable quality-of-
life scores therefore should not automatically be
interpreted as stable lived circumstances.

Measurement selection must also remain population- and
purpose-sensitive. A review of generic patient-reported
measures for primary care found important differences in
psychometric evidence and cultural appropriateness,
with continuing gaps in responsiveness and cross-
cultural validity [30]. The proposed model therefore
favors layered assessment: retain clinically necessary
symptom and function measures, add relevant
multidomain measures, and create space for patient-
defined priorities where standardized instruments are
unlikely to capture what is most consequential.

Clinical use should follow the same logic. A low score
should trigger inquiry rather than an automatic
explanation. The clinician may need to determine
whether the principal constraint lies in symptoms,
treatment demands, identity disruption, relational strain,
lost roles, reduced agency, or structural opportunity.
Conversely, an apparently acceptable score should not
end inquiry when the patient reports major adaptation,
narrowed expectations, or loss of previously valued
possibilities.

Results and Discussion

The central argument of this article is not that medicine
should move away from symptom reduction. It is that
symptom reduction and quality of life answer different
questions. Symptoms describe important aspects of
disease experience; quality of life concerns what those
experiences mean for the person's ability to sustain or
reconstruct a valued life.

The literature assembled here supports the relevance of
multiple domains but not a universal causal hierarchy
among them. Social support may relate to later quality of
life, participation can be independently measured, social
determinants are associated with chronic-disease
HRQoL, and PROM implementation depends on
organizational conditions [4, 13, 15, 19]. None of these
findings proves the proposed architecture as a complete
mechanism. The model should therefore be tested rather
than treated as an established taxonomy.

Several implications follow. First, future longitudinal
research should distinguish changes in symptoms from
changes in participation, identity, meaning, and relational
conditions. Second, studies should test whether similar
clinical states produce different quality-of-life

trajectories under different opportunity structures. Third,
qualitative and individualized measures remain
important for detecting reconceptualization and patient-
defined priorities that fixed instruments may miss.
Fourth, equity must be treated as part of the explanatory
structure rather than as a subgroup adjustment performed
after measurement.

The model also has limits. It does not specify universal
weights for its dimensions, and it should not be converted
into a fixed checklist without validation. Dimensions
may overlap differently across illnesses, cultures, life
stages, and care settings. Dependence may be supportive
in one context and coercive in another. Adaptation may
reflect agency, changed values, unavoidable disease
progression, or constrained expectations. Digital systems
may increase access for some patients while excluding
others. These contingencies are not noise around the
model; they define where interpretation must remain
cautious.

Conclusion

Quality of life cannot be inferred reliably from symptom
reduction alone. A person's life may improve, deteriorate,
or become differently valued through changes in
meaning, identity, relationships, participation, autonomy,
and the opportunities created or restricted by social and
healthcare environments.

The theory proposed here treats these dimensions as
distinct but interacting conditions that shape whether life
remains viable and valued. Its purpose is not to replace
biomedical outcomes or to create another universal score.
It is to make clinical interpretation more precise by
separating disease burden from what people are able to
preserve, recover, negotiate, or pursue.

The framework remains non-empirical and requires
longitudinal, comparative, culturally responsive, and
implementation-focused testing. Its value will ultimately
depend on whether it helps researchers and clinicians
distinguish genuine improvement from numerical
change, adaptation from forced accommodation,
autonomy from unsupported independence, and
symptom control from the broader possibility of living
well.
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