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Abstract 

Although health-related quality of life is often diminished in populations 

characterised by physical illness, this does not necessarily imply lower overall 

assessments of general life satisfaction (GLS) and greater incidence of mental illness. 

According to Homeostasis Theory, this limited impact of health on these more global 

wellbeing indices may be due to internal and external buffers that serve to maintain 

one’s overall sense of wellbeing and GLS in the face of adversity. Thus, the present 

study tested in a sample of 212 individuals (48 with vasovagal syncope, 62 cardiac 

patients, and 102 healthy control participants) the possibility that poor health-related 

quality of life (as expected for the cardiac and vasovagal syncope groups) may be 

offset by relatively higher satisfaction with other aspects of one’s life (the domain 

compensation hypothesis). Consistent with this view, present findings showed that 

although individuals in the two health-risk groups reported lower health satisfaction 

(HSat) than the control group, they had comparable levels of mental health, GLS 

satisfaction, and subjective wellbeing (minus health; PWI-H). Moreover, moderation 

analyses confirmed that the relationship between HSat and GLS reduced to non-

significance for individuals with PWI-H higher than nationally representative, 

normative levels. Collectively, these findings suggest that a broader context is 

necessary to understand the impact that illness may have on one’s sense of GLS and 

mental health. In particular, the provision of support and satisfaction with other life 

domains may serve to buffer concerns about one’s health. 

 

Keywords: Quality of life; subject wellbeing; homeostasis; vasovagal syncope; health 

satisfaction; 
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Introduction 

Although health-related quality of life is often diminished in populations 

characterised by physical illness, this does not necessarily imply lower overall 

assessments of general life satisfaction (GLS) and greater incidence of mental illness. 

According to Homeostasis Theory (Cummins, 2000; 2014), this limited impact of 

health on these more global wellbeing indices may be due to internal and external 

buffers that serve to maintain one’s overall sense of wellbeing and GLS in the face of 

adversity. The present study explores domain compensation (Best, Cummins, & Lo, 

2000) as one such mechanism for maintaining overall wellbeing in spite of low 

satisfaction in an area of one’s life. In particular, this study evaluates in the context of 

a population noted for health issues (individuals with vasovagal syncope) the 

possibility that poor health-related quality of life may be offset by relatively higher 

satisfaction with other aspects of one’s life. 

Vasovagal syncope is a disorder characterised by an inappropriate reflex of the 

autonomic nervous system, which results in episodes of temporary loss of 

consciousness (fainting; Mayo Clinic, 2015). Vasovagal syncope occurs when the 

body overreacts to certain triggers (e.g., severe emotional distress, trauma, or sight of 

blood), causing a sudden drop in heart rate and blood pressure. Generally, a syncopal 

episode lasts from a few seconds to five minutes, and is followed by quick, 

spontaneous, and full recovery (Grubb, 2005a, 2005b; Sheldon, Morillo, & Krahn, 

2004). Rarely, seizure-like movements (Grubb, 2005b) or asystole (Grubb, 2005a) are 

observed during the episode. Syncopal episodes may occur infrequently, regularly and 

predictably, or in clusters with relatively long syncope-free periods between events 

(Grubb, 2005a; Rose, Koshman, Spreng, & Sheldon, 2000).  
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Some individuals experience significant post-syncopal symptoms, such as 

fatigue, confusion, headache, vomiting, pallor, weakness, and nervousness, which 

may remain for several hours or days (Grubb, 2005a, 2005b; Shaffer, Jackson & 

Jarecki, 2001; Sheldon et al., 2004). Moreover, a significant outcome of syncopal 

episodes can be injuries arising from falls and/or motor vehicle accidents (Romme et 

al., 2010; Shaffer et al., 2001). Given these post-syncopal symptoms, as well as 

potential for recurrence, injury and psychosocial impairment, sufferers of vasovagal 

syncope may be expected to have reduced psychological wellbeing, greater concern 

and dissatisfaction with their health status, and potentially higher rates of mental 

illnesses such as anxiety and depression. 

Evidence of adverse psychological impacts of vasovagal syncope are 

somewhat mixed. While quality of life and subjective wellbeing ratings have been 

found to be significantly lower in this population relative to normative values (e.g., 

Giada et al., 2005; Gracie, Newton, Norton, Baker & Freeston, 2006; van Dijk et al., 

2006), these measures have typically focused on wellbeing and quality of life 

specifically in relation to their health. Moreover, accumulated evidence suggests that 

although psychological illnesses, such as depression and anxiety, are common for 

individuals with vasovagal syncope (Flint, Baker, Freeston & Newton, 2009; Shaffer 

et al., 2001; Sheldon et al., 2009), and symptom severity may be higher than age- and 

gender-matched healthy controls (Giada et al., 2005), rates of mental illness among 

vasovagal syncope patients appear lower than psychiatric populations (Romme et al., 

2011). As health satisfaction (HSat) is only one component of subjective wellbeing, it 

is possible that this exclusive focus on negative experiences and mental illness 

provides an incomplete – or potentially inaccurate – picture of the wellbeing and daily 

life experiences of sufferers of vasovagal syncope. 
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Subjective wellbeing refers to an individual’s appraisal of his or her life 

circumstances using both affective and objective information (Bramston, 2002; 

Diener, 1984). Subjective wellbeing is typically evaluated by asking respondents to 

provide ratings of domain-specific satisfaction. For instance, the Personal Wellbeing 

Index (International Wellbeing Group, 2013) asks respondents to rate satisfaction 

with seven domains identified as representative of subjective wellbeing: (1) standard 

of living, (2) health, (3) achieving in life, (4) personal relationships, (5) safety, (6) 

community connectedness, and (7) future security.  

Research suggests that domains that an individual holds as important and/or 

which provide continued, salient information might exert greater influence on global 

estimates of life satisfaction than domains for which an individual seldom reflects 

upon (Diener, Lucas, Oishi, & Suh, 2002; Tomyn, Fuller-Tyszkiewicz, & Cummins, 

2012). For instance, safety may be of greater importance for adolescence than for 

adults (Tomyn & Cummins, 2011). Another example is satisfaction with spiritual or 

religious beliefs. While this domain has been shown to be a relevant predictor of 

global life satisfaction in religious populations (e.g., Tiliouine, 2009; Wills, 2009), the 

spirituality domain item is considered optional in the Personal Wellbeing Index 

manual because of its contextual dependence (International Wellbeing Group, 2013). 

 Despite this, subjective wellbeing ratings based on the Personal Wellbeing 

Index have been demonstrated to be incredibly stable both across time and cultures, 

with responses consistently sitting within a very narrow but positive range of scores, 

known as the set-point range (Cummins, 2010b; Cummins & Nistico, 2002). A 

potential explanation for this stability in, and positive nature of, subjective wellbeing 

is that individuals experience domain compensation (Best et al., 2000). That is, when 

an individual experiences low satisfaction in one or more domains, other domains are 
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brought into focus (with greater than usual satisfaction) in order to counter-balance 

negative effects of the lowered domains. In this way, the individual experiences 

positive wellbeing overall within the set-point range because of the combination of 

high and low wellbeing across various domains.  

Indeed, Cummins’ (2000; 2014) Homeostasis Theory proposes that an internal 

process continues within individuals to attempt to maintain a stable level of 

wellbeing, in the positive range typically seen at the population level. This theoretical 

system is described as being analogous to the maintenance of blood pressure through 

homeostatic mechanisms, although it is thought to be driven by dispositional 

neurological processes, rather than the autonomic processes involved in maintaining 

physiological homeostasis (Cummins, 2010b). Social relationships, good health, 

stable employment, and financial security are examples of positive circumstances 

which may assist in restoring subjective wellbeing to regular levels when challenging 

situations arise. Thus, it is likely that the influence of health and psychological 

concerns on overall quality of life depends on satisfaction with other important 

domains of subjective wellbeing. 

On this basis, attempts to understand the psychological impacts of vasovagal 

syncope by simply measuring outcomes such as psychological illness or quality of life 

specifically related to health issues alone may be misguided. To our knowledge, no 

published studies have evaluated the extent to which the influence of health concerns 

(due to vasovagal syncope) on overall quality of life depends on satisfaction with 

other important domains of subjective wellbeing. The limited number of studies that 

have explored more general quality of life in vasovagal syncope have conceptualised 

the measure as related to the distance from goals (e.g., Levesque et al., 2010; St-Jean 

et al., 2008), again discounting the possibility of a general sense of wellbeing, or 
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contentment, even when circumstances are not ideal (i.e., the compensation 

hypothesis).  

 

The present study 

The present study remedies this gap by evaluating overall perceived life 

quality, health-related quality of life, subjective wellbeing, and depressive and anxiety 

symptoms in a vasovagal syncope sample. In order to evaluate the role that severity of 

symptoms influence quality of life, the present study compared three groups: (1) 

individuals with vasovagal syncope, (2) a patient comparison group of individuals 

receiving cardiac rehabilitation (cardiac patients were selected as a patient 

comparison as it was believed their recent cardiac event may threaten their subjective 

wellbeing, and result in a drop in subjective wellbeing, mental health, and HSat), and 

(3) a healthy comparison group of adults without either vasovagal syncope or cardiac 

problems.  

Based on the above literature, it was hypothesized that psychological illness 

(depression and anxiety) would differ by group, such that these psychosocial 

outcomes would be more severe for vasovagal syncope and cardiac patients than the 

healthy comparison group. Further, it was anticipated that this pattern would replicate 

for HSat, but that the vasovagal and cardiac groups would show significantly higher 

scores than the control group across the other non-health related subjective wellbeing 

domains (i.e., standard of living, achieving in life, personal relationships, personal 

safety, community connectedness, and future security) as per the domain 

compensation hypothesis. In contrast, evidence of lower HSat in the vasovagal and 

cardiac groups coupled with similar levels of satisfaction across the other domains for 

all groups would be inconsistent with this compensation hypothesis. 
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In so far as this domain compensation hypothesis is correct, we would expect 

to see stronger correlations between subjective wellbeing (excluding the health item) 

and general life satisfaction (GLS) than for health and GLS, as the compensation 

provided by greater satisfaction in other domains would serve to offset dissatisfaction 

with health, and hence make the subjective wellbeing measure a stronger indicator of 

GLS. 

Finally, moderation analyses were undertaken to further test for domain 

compensation. Insofar as health is an important domain of subjective wellbeing, then 

we would expect low HSat to correspond with lower GLS ratings. However, if the 

domain compensation hypothesis is correct, then the correspondence between HSat 

and GLS should weaken as subjective wellbeing (Personal Wellbeing Index score 

excluding the health domain; PWI-H) increases, especially at levels of subjective 

wellbeing higher than the normative, set-point range proposed by Homeostasis 

Theory. Hence, we would anticipate a negative interaction coefficient in the 

moderation analysis, and that the HSat-GLS relationship is non-significant at high 

values for subjective wellbeing.  

 

Method 

Participants  

 Two hundred and seven individuals participated in this study and consisted of 

three groups (1) vasovagal syncope patients, (2) cardiac patients, and (3) a healthy 

non-patient group. The vasovagal syncope group consisted of 47 individuals 

diagnosed with vasovagal syncope (age: M= 48.72, SD = 18.07 years). Individuals in 

this group were required to have produced a positive Head-up tilt table (HUTT) 

result, as well as have clinical diagnoses of vasovagal syncope. Participants were all 



9 

considered non-responsive to treatment, as they all had experienced syncopal episodes 

since undertaking psycho-educational treatment. On average participants with 

vasovagal syncope experienced an average of 9.97 (SD=15.28) syncopal episodes 

since HUTT (mean time since HUTT: 15.90 months, SD=22.42). 

 The first comparison group consisted of 59 cardiac patients (age: M= 69.22, 

SD = 9.45 years). All cardiac patients had significant symptoms of coronary artery 

disease (e.g., >50% blockage of an artery) and attended a hospital out patient 

program. Cardiac patients were selected as a patient comparison because they were 

likely to have reduced wellbeing due to their recent cardiac event. None of the cardiac 

group had ever received a diagnosis of vasovagal syncope. The second comparison 

group consisted of 101 healthy non-patient individuals who had never attended a 

cardiac rehabilitation program, nor been diagnosed with vasovagal syncope (age: M= 

37.00, SD = 12.05 years). All participants were required to be over 18 years of age. 

The three groups significantly differed in terms of age (F(2, 207) = 113.59, p 

< .001, η2=.53), gender (Χ2(df=2)=33.19, p < .001, Cramer’s V = .40), marital status 

(Χ2(df=10)=38.35, p<.001, Cramer’s V = .31), employment status (Χ2(df=8)=101.11, p < 

.001, Cramer’s V = .49), and educational attainment (Χ2(df=8)=44.09, p < .001, 

Cramer’s V = .33). Vasovagal syncope patients and healthy individuals were more 

likely to be female, compared to the larger proportion of males in cardiac patients 

group. The two patient groups were found to more likely be in de facto or married 

relationship, while the non-patient individuals were equally like to either have been 

never married or married. Most participants in the cardiac group were not working, 

vasovagal syncope where equally likely to be working as not, and the majority of the 

healthy comparison group were in full or part-time work. Lastly, a large proportion of 

participants had a high school degree, with the healthy comparison group having the 
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highest educational attainment. Due to these differences all analysis were co-varied 

by age, gender, relationship status, employment status and educational attainment.  

 

Measures 

Demographics. Demographics included age, gender, level of education 

obtained, relationship status and employment status.  

Perceived quality of life.  

Three quality of life indices were derived from the Personal Well-being Index 

– Adult form (International Well-being Group 2013). The Personal Well-being index 

was selected as it is known to be suitable for both general and clinical population 

(International Wellbeing Group, 2013). Items are rated on an 11-point end-defined 

scale, where 0 represents complete dissatisfaction, 5 represents homeostatic failure, 

and 10 represents complete satisfaction. Indices are then rescaled to range from 0 to 

100. Higher scores represent higher perceived quality of life. As per the Personal 

Well-being Index manual (International Wellbeing Group, 2013), all extreme scale 

scores (i.e., 0 and 100) were removed from analysis. The psychometric properties of 

the scale have been robustly supported in both Australia and internationally. For 

example, it has been demonstrated to have good internal consistency with Cronbach’s 

alpha between .78 and .85 (International Wellbeing Group, 2013) and test-retest 

reliability with an intra-class correlation of 0.84 (Lau, Cummins, & McPherson, 

2005).  

General Life Satisfaction (GLS). Overall life satisfaction was measured with 

one item from Personal Well-being Index “Thinking about your own life and personal 

circumstances, how satisfied are you with your life as a whole?”  
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Health Satisfaction (HSat). The HSat was measured with one item from 

Personal Well-being Index “How satisfied are you with your health?”  

Non-health related subjective wellbeing (PWI-H). The PWI-H comprised of 

an aggregate of the remaining six life satisfaction domains from the Personal Well-

being Index (standard of living, achieving in life, personal relationships, personal 

safety, community connectedness, and future security) and excluded GLS and HSat. 

Each domain consisted of one item that began with the stem “How satisfied are you 

with...... ?” and was followed by (1) your standard of living, (2) what you are 

achieving in life, (3) your personal relationships, (4) how safe you feel, (5) feeling 

part of your community, and (6) your future security). This scale was found to have 

good reliability (α = .87). 

Anxiety and Depression Scale 

The Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 

1983) measured both depression and anxiety. The depression items predominantly 

relate to symptoms of anhedonia, with two items concerning interest in appearance 

and activity. The anxiety items relate to nervousness, restlessness and tension. Both 

subscales consist of seven items with a response format of a four-point Likert scale 

(0-3), thus allowing for a maximum score of 21 for each scale (after reverse coding of 

several items). High scores represent higher endorsement of depression or anxiety 

symptomatology. Scores of up to 7 are considered normal, scores between 8 and 10 as 

borderline and scores of 11 or more indicating a probable clinical case of depression 

or anxiety disorders (Snaith, 2003). The Anxiety and Depression scales were found to 

have good reliability, α = .81 and .78 respectively.  

 

Procedure 
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The research project was approved by [Anonymous University] and 

[Anonymous Hospital] research and ethics committees. Vasovagal syncope patients 

were recruited from a database of head-up-tilt-table (HUTT) tests performed at the 

aforementioned metropolitan Australian hospital. Cardiac patients were recruited 

from an outpatient group from within the same health service. The healthy non-

patients group was recruited through the [Anonymous] University research webpage. 

The questionnaire took approximately 10-20 minutes to complete. While patients 

completed a paper survey, and the healthy non-patients group completed the survey 

online, a meta-analysis by Gwaltney, Shields, & Shiffman (2008) shows extensive 

evidence that indicates that paper- and computer-administered self-report 

questionnaires are equivalent. 

 

Results 

1.1.1.1 Data Cleaning and Descriptive Statistics 

As there was less than 0.5% missing data overall, these missing values were 

dealt with using the deletion method (Tabachnick & Fidell, 2011). Z-scores were 

examined and no extreme outliers were found when defined as a z-score of greater 

than ± 3.29. Skewness and kurtosis were checked on scales scores and were all found 

to be within acceptable limits (i.e., less than 2 and 7, respectively).  

All three groups showed negative correlations between the quality of life 

variables (HSat, PWI-H, and GLS) and the depression and anxiety variables. This 

indicates that expression of depression and/or anxiety symptomology tends to co-

occur with low levels of satisfaction with one’s current health, life satisfaction, and 

other satisfaction domains such as standard of living, achieving in life, personal 

relationships, personal safety, community connectedness, and future security. 
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Stronger effects were found for the two patient groups, compared to the healthy non-

patients. See Table 1 for correlations (Note: all correlations are co-varied by age, 

gender, relationship status, employment status, and educational attainment). However, 

in all three groups, the relationship between HSat and GLS was significantly lower 

than the relationship between PWI-H and GLS; for the vasovagal group: Z = 4.00, p < 

.001, for the cardiac group: Z = 2.03, p = .021, and for the control group: Z = 2.64, p = 

.004. 

Table 1.  
Correlations of variables and descriptives of variables for all groups 

  Depression Anxiety Health 
Satisfaction 
(HSat) 

Well-being 
(PWI-H)* 

Life 
Satisfaction 
(GLS) 

Vasovagal syncope 
patients 

     

 Depression      
 Anxiety .57**     
 Health Satisfaction 

(HSat) 
-.60** -.33*    

 Well-being (PWI-H)* -.67** -.37* .61**   
 Life satisfaction -.62** -.32* .60** .88**  
 M 3.32 6.81 60.64 73.62 69.57 
 SD 3.09 3.94 24.44 17.54 22.65 
Cardiac patients      
 Depression      
 Anxiety .82**     
 Health Satisfaction 

(HSat) 
-.61** -.57**    

 Well-being (PWI-H)* -.59** -.61** .62**   
 Life Satisfaction -.60** -.58** .66** .80**  
 M 3.87 5.72 59.82 74.15 70.88 
 SD 3.40 3.86 21.67 18.46 21.65 
Healthy non-patients      
 Depression      
 Anxiety .54**     
 Health Satisfaction 

(HSat) 
-.31** -.26*    

 Well-being (PWI-H)* -.43** -.38** .61**   
 Life Satisfaction -.47** -.35** .62** .77**  
 M 2.84 6.67 68.42 72.43 71.95 
 SD 2.60 3.27 21.67 16.17 20.10 

* Well-being is a composite of all the Personal Well-being Index domains, except for health 
Note: all correlations are co-varied by age, gender, relationship status, employment status, 
and educational attainment. 
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Descriptive statistics below show that vasovagal syncope patients scored the 

lowest on GLS, the cardiac patients scored the lowest on HSat, and the healthy non-

patients scored the lowest on PWI-H (See Table 1). On average participants scored 

within the normal range for anxious and depressive symptomology (See Table 1). For 

the vasovagal syncope patients, eight (17.0%) individuals were classified probable 

cases of anxiety, and one (2.1%) individual was classified as probable for depression. 

For the cardiac patient group, five (8.5%) were classified as probable for anxiety, and 

three (5.1%) individuals were classified as probable for depression. In the healthy 

non-patient group, 13 (12.9%) were classified as probable for anxiety, and two (2%) 

individuals were classified as probable for depression. The number of probable 

clinical cases of anxiety and depression (scores greater than 10) between groups were 

non-significant; for anxiety (Χ2 (df=2)=1.76, p = .42, Cramer’s V = .07), as well as for 

depression (Χ2 (df=2)=1.40, p = .50, Cramer’s V = .06). 

 Analysis of variance revealed that the three groups had similar levels of 

anxiety (F(2, 196) = 1.03, p = .31, η2 = .01), depression (F(2, 196) = 0.84, p = .43, η2 

= .01), PWI-H (F(2, 202) = .14, p = .87, η2 = .00), and GLS (F(2, 198) = 1.88, p = 

.16, η2 = .02). Differences were found for HSat rating (F(2, 198) = 5.23, p = .01, η2 = 

.05), however post-hoc test revealed that the two patient groups did not differ from 

each other (p = .33), but that they did differ from the non-patient healthy group with 

vasovagal syncope (p = .01) and the cardiac patients (p = .004) scoring significantly 

lower on HSat than the non-patient group. See Table 1 for means and standard 

deviations.  
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Moderation effects 

 The SPSS plugin PROCESS (Hayes, 2013) was used to test for the moderating 

effect of PWI-H on the relationship between satisfaction with HSat and GLS ratings. 

In combination, the covariates, main effects of PWI-H and HSat, as well as their 

interaction term accounted for 72.11% of the variance in GLS ratings; F(8, 197) = 

45.51, p<.001. Well-being was positively related to GLS (b = .72, t = 8.95, p < .001), 

as was HSat (b = .20, t= 3.37, p < .001). Importantly, the relationship of HSat on GLS 

was moderated by PWI-H (b = -.004, t = -1.65, p = .03), such that the relationship of 

HSath on GLS was weaker for individuals with higher scores on PWI-H. Post-hoc 

probing using the Johnson-Neyman technique showed that the b weight for the 

relationship between HSat and GLS decreased monotonically from lowest levels of 

PWI-H (b = .47) to highest levels (b = .10), and that the HSat-GLS relationship was 

non-significant for individuals who scored 88 or above on PWI-H (a value clearly 

above the national averages for wellbeing, and hence consistent with domain 

compensation). See Figure 1 for moderation graph of these results. Note: moderation 

analysis was co-varied by age, gender, relationship status, employment status and 

educational attainment. 
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Figure 1. Moderation graph. Note: the IV and MV are expressed in centred format. 

Note: moderation analysis was co-varied by age, gender, relationship status, employment 
status and educational attainment. 

 

Discussion 

The aim of the present study was to evaluate potential differences in both 

positive (GLS, HSat, and PWI-H) and negative (anxiety and depression) indicators of 

quality of life among vasovagal syncope patients relative to two comparison groups: 

(1) a group of individuals with cardiac problems who were likely to have reduced 

wellbeing due to their recent cardiac event, and hence show a similar profile of results 

to the vasovagal syncope group, and (2) a non-patient healthy group, who were 

expected to show higher mental health and satisfaction with health. Within this set of 

analyses, a key aim was to evaluate whether individuals with lower HSat (as was 
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expected for the vasovagal syncope and cardiac groups) experience domain 

compensation (Best et al., 2000), whereby the impact of dissatisfaction with health on 

GLS is minimised because other life domains are highly satisfying. 

Predictably, those in the vasovagal and cardiac groups were less satisfied than 

the control group with their health, which is consistent with prior findings of lower 

health-related quality of life or satisfaction among vasovagal syncope samples (e.g., 

St-Jean et al., 2008). However, PWI-H scores within the normative range of 70-80, as 

found in the present study, is contrary to previous research investigating the impacts 

of vasovagal syncope, which have consistently reported impairments in life quality 

(e.g., Giada et al., 2005; Gracie et.al., 2006; van Dijk et al., 2006). However, these 

prior studies often employed health-related quality of life as the key measurement 

outcome, whether measured as general health-related quality of life (Giada et al., 

2005; Santhouse, Carrier, Arya, Fowler & Duncan, 2007; Sheldon et al., 2009; St-

Jean et al., 2008), syncope-specific health-related quality of life (Flint et al., 2009; 

Gracie et al., 2006), or both (van Dijk, Boer, Wieling, Linzer & Sprangers, 2007; van 

Dijk et al., 2006). While this approach is useful in understanding the impact of 

vasovagal syncope, and demonstrate that it is associated with poor subjective health 

rating, in other areas of health research, health rating alone does not fully account for 

perception of overall life quality (Neudert, Wasner & Domenico Borasio, 2004). That 

is, even when people experience significant illness or injury with an associated loss of 

function they do not lose their positive perception of their life overall (Groenvold et 

al., 1999). Indeed, group differences were not observed in the present study for 

anxiety, depression, PWI-H, or GLS. Thus, it appears likely that the limited focus to 

date on health-related quality of life may have led to erroneous conclusions about life 

quality among those with vasovagal syncope. 
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Other findings from the present study were consistent with the domain 

compensation hypothesis. First, the associations between PWI-H and GLS were 

stronger than associations between HSat and GLS for all three groups. By itself, this 

pattern of correlations could be dismissed as simply showing that more information 

(i.e., wellbeing derived from a group of domains rather than a single domain) 

provides a more complete picture of one’s global life satisfaction. However, 

moderation analyses further support the domain compensation hypothesis by not only 

showing that the impact of HSat on GLS is lower for individuals with heightened 

wellbeing across the other domains combined, but also showing that this main effect 

for HSat and GLS reduces to non-significance at levels of PWI-H that are typically 

considered well above the standard wellbeing range (73.7-76.9; International 

Wellbeing Group, 2013). 

 While people often assume that a reduction in functional status could affect 

perceptions of life quality (Friedland, Renwick & McColl, 1996), in fact it appears 

that the patient groups show an incredible ability to adapt to such situations. As 

discussed in the Homeostasis Theory (Cummins et al., 2002; Cummins & Nistico, 

2002), internal and external buffers aid adaptation to external stressors in order to 

preserve a level of wellbeing that consistently remains within a narrow range of 

positive values. Although these buffers are typically conceived as factors beyond the 

domains of satisfaction captured in the Personal Wellbeing Index (e.g., resilience, 

self-esteem, optimism for internal buffers, and partner, family and financial support as 

examples of external buffers), these satisfaction ratings may serve as subjective 

acknowledgement of objective presence of these buffers. Alternatively, an optimistic 

bias may occur, such that satisfaction with these domains are overstated (relative to 

objective reality) in order to preserve overall sense of wellbeing. Thus, further testing 
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of the compensation hypothesis proposed in the present study is necessary. Such 

testing may seek to control for objective differences in these buffers to see whether it 

is the presence or over-appraisal of these buffers that best serves to maintain 

homeostasis for overall life satisfaction and wellbeing. 

 

Limitations 

Present findings should be placed within the context of several study 

limitations. First, as with previous studies, the sample size for the vasovagal syncope 

group was small. Moreover, level of impairment for vasovagal syncope–related 

quality of life was greater than in previous studies, suggesting that this group in 

particular should pose the greatest test of the hypothesis that low satisfaction in one 

life domain may be offset by elevated satisfaction in one or more other domains. 

Second, although the healthy control group was younger, and had a different profile in 

terms of gender, marital status, educational attainment, and employment status, this 

group’s quality of life scores (with the exception of the health domain) were within 

normative ranges from previous large-scale, community-based samples of cohorts 

whose demographics better match the current clinical groups (e.g., Cummins et al., 

2011). Still, to off-set this difference, all analyses were conducted using these 

differences in age, gender, martial status, education and employment status as 

covariates. Third, there were no inclusion criteria regarding number of syncopal 

episodes experienced or recency of these episodes. Together, this means that the 

current sample is likely to be more heterogeneous than the majority of samples in 

existing research, and may also experience less severe or frequent symptoms and 

associated impairments. As the time-course for adaptation effects or domain 

compensation to occur, it is unclear what impact this heterogeneity may have exerted 
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on present findings. Perhaps if the sample had been restricted to only those people 

with recent and multiple syncopal episodes, impairments in overall perceived life 

quality would have been found. 

 

Implications  

Despite the considerable research interest in diminished quality of life and 

psychological ill-effects of permanent or prolonged forms of physical illness (Bishop, 

2005; Cummins, 2010a; Cummins et al., 2004), much of this work – particularly in 

the area of vasovagal syncope research – has focused on impairments in health-related 

quality of life (e.g., Giada et al., 2005; Rose, Koshman, Spreng & Sheldon, 2000; 

Santhouse et al., 2007). Present findings suggest that a broader context is necessary to 

understand the impact that illness may have on one’s sense of GLS. In particular, 

present findings suggest that provision of support and satisfaction with other life 

domains may serve to buffer concerns about one’s health. On this basis, it may be 

recommended that, in addition to treatment or management of physical symptoms of a 

patient’s illness, attention to ways in which the individual’s life may be improved 

more broadly may hold therapeutic benefit. This is particularly the case as 

psychosocial factors are key predictors of adherence to one’s recommended treatment 

regime (Thompson, Broadbent, Bertino, & Staiger, 2016). Thus, bolstering sense of 

subjective wellbeing in vasovagal syncope patients may have direct impacts on 

quality of life, as well as flow-on effects for the likelihood that they will follow 

recommendations of healthcare professionals attending to physical symptoms. 

The present study focused on key domains of life satisfaction, as derived from 

extensive empirical evidence from Cummins and colleagues (Cummins et al., 2004; 

Cummins 2005; Cummins, 2010b; Cummins, Lau & Davern, 2012). However, it is 
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likely that there are a range of additional protective/buffering factors, such as self-

efficacy (Lévesque et al., 2010), optimism (Wrosch & Scheier, 2003), and perceived 

control (de Quadros-Wander, McGillivray, & Broadbent, 2014), which may also 

determine the impact of health-related quality of life on global assessments of life 

satisfaction. Future research could evaluate the relative contributions of these 

additional factors as well as the domains used in the present study in order to better 

understand which protective factors are most important for ensuring subjective 

wellbeing in spite of health concerns. In turn, this knowledge would provide clearer 

guidelines for clinicians in their attempts to improve the quality of life of individuals 

diagnosed with vasovagal syncope who are non-responders to standard treatment 

options. 
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