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Abstract

Research on health related Quality of Life (QoL) is vauable in developing
health policy, assessing medical treatment outcomes and social sciences. Different QoL
measurement instruments reflect different facets, and some QoL assessment tools are
culturally insensitive. This study examines the existing WHOQOL-BREF (World
Health Organisation Quality of Life) 26-item instrument for its suitability for use in
New Zealand studies. It focuses on seeking facets of QoL of particular importance to
New Zealand culture upon which New Zealand national items may be constructed and
included when using the WHOQOL-BREF in studies in New Zedand. In order to
achieve this goal, the project involved four sub-studies. verifying the existing
WHOQOL response scale descriptors; conducting focus groups to elicit new areas or
facets of QoL peculiar and particular to New Zealanders; examining the stability of the
WHOQOL-BREF importance scae test-retest reliability; and conducting a national
survey to assess what facets of QoL are most important to New Zeaanders upon which
national items may be developed and the national importance survey.

The verification of response scale showed good correspondence with the
standard English WHOQOL version. A total of 46 candidate importance items were
generated from 12 focus groups discussions. Test/retest reliability revealed that the
existing WHOQOL -Importance questionnaire items were more stable over athree week
period, better than several of the new candidate importance items. Two thousand
questionnaires asking what is important to New Zealand were sent out to the NZ general
population and 585 returned. Results revealed that what is important varies across age,
gender and health states. Twenty-four national items were developed from the national
importance data.

The study confirmed that what is considered as important facets of QoL varies
within New Zealand and that there are facets that are important to New Zealanders not
in the existing WHOQOL-BREF.

Vii



INTRODUCTION

Research involving Quality of Life (QoL) assessment has become influential in social
policy, human heath services, education, and economic development. Heath
interventions are sometimes described in terms of how the intervention will impact
QoL. Quality of Life measurement emerged from the socia indicator movement of the
1960s. However, the concept of QoL has no universaly acceptable definition. Social
scientists and researchers often differ in their definitions of the term. In spite of the
difficulties in reaching a consensus definition, it is important that any study purporting
to measure or reflect upon QoL should state what it means by the term. Each study
should provide an operational definition of the concept. When selecting an established
questionnaire, researchers need to closely examine the construct, content and predictive
validity of any candidate instruments as well as the reliability and suitability of the
instrument for the purposed study. Additionally aspects such as length of the
questionnaire and whether objective or subjective questions are used are also important
considerations.

This study will review the World Health Organisation Quality of Life
(WHOQOL) short form, called the WHOQOL-BREF, for its suitability for use in New
Zedand. It will also seek additional areas or facets of QoL that are not covered by the
WHO tools. If any are found, then questions will be developed in the WHOQOL format
that may be tested later for their suitability for New Zealand. Any new items will be
caled national items. This research is the first phase in the development of a New
Zealand version of the WHOQOL-BREF.

Cultural relevancy and sensitivity are important elements of QoL instrument
design. Within different cultures the perception and emphasis of what constitutes QoL
vary. What is important to one culture may differ from another. Hence, cultural factors
play a significant role in measuring QoL, especialy in the twenty-first century when

1



globalisation has swept the world and cultures have been intermingled. Migration has
changed the features of nations in terms of a country’s citizen ethnicities. There is no
mono-ethnic population in any one nation of the developed world at this time. This
significant cultural fact needs to be considered when selecting and/or developing a QoL
instrument. Schmidt and Bullinger (2003) suggested that the perception of heath and
the meaning of QoL must be understood when assessing QoL in cross-national studies.
Perhaps the most culturally sensitive instruments are the WHOQOL instruments, which
were developed across nations and cultures. The WHOQOL Group recognised the
relevance of cultural differences among nations and encouraged development of the
national items be developed by each country based on the uniqueness of each country’s
culture. National items enable the concept of QoL to fully reflect each language and
culture (Skevington, Bradshaw, & Saxena, 1999). Therefore, a primary focus of this
study is to investigate whether there are national quality of life items particular to New

Zealand.



REVIEW OF LITERUATURE

Historical Background

Quality of life has become a prominent concept in contemporary society, yet it is rooted
in Greek philosophy. The notion of a good life dates back to philosophers such as Plato
and Aristotle who believed that achieving happiness, which they argued was derived
from virtuous activity of the soul, is the optimal goal of awell-led life (McKeon, 1947).
This stream of thought has impacted later Western culture where pursuing happiness is
considered by some as the fundamental goal in life. However, philosophers were not the
only professionals interested in the issue of QoL; economists were also. The term
appeared in USA literature shortly after the Second World War to portray the view that
the good life is more than the defeat of deprivation in material resources or being
financialy secure (Campbell, 1981). In the 1950s and 1960s, the economists Samuel
Ordway (1953), Fairfield Osborn (1954) and John Galbraith (1958; 1967) adapted the
term while expressing their concerns that the risk of unlimited economic growth may
lead to negative ecological development (cited in Frank, 2000). Around the same time,
American President Johnson used the phrase “quality of life” in his speech at Madison
Square Garden to suggest that financial security does not indicate a good life
(Campbell, 1981; McCall, 1975; Noll, 2000). Similarly, in socialist Europe and other
developed Western societies during this period, the concept of QoL was used in many
fields and especially by socia scientists.

There have been many empirical studies using QoL assessments since the 1970s,
involving clinicians, social scientists, economists, policy makers and researchers from a
variety of disciplines. For example, approximately 200 journal articles published in
Index Medicus with “quality of life” as key words appeared between 1996 and 1999
(George, 2000). Over 300 English-language articles exploring the QoL of diabetics had

been published by 1999 (Frank, 2000). The Quality of Life Research journal was first



published in 1992 and this is not the only publication reporting such research. Among
these studies, social scientists focus on the issue of circumstantial, economic and social
indicators of life quality (Frank, 2000; Meeberg, 1993). On the other hand, medical and
health sciences stress the patient’s physical function and subjective well-being. Thus,

many different definitions from avariety of disciplines have been used to define QoL.

Happiness, Life Satisfaction, Well-being and Quality of Life

The terms happiness, life satisfaction, well-being, and QoL are sometimes considered
equivalent in some research. While some scholars believe that there is some common
element and equivalence between these terms, others argue that there are significant
differences between each of them. This inconsistency can be considered from both
phenomenological and empirical perspectives. For instance, Hornquist, (1982)
suggested that the degree of satisfaction of human needs is the foundations for QoL.
Multiple-discrepancies theory, a QoL model proposed by Michalos (1985), used the
term life satisfaction to mean happiness and equivaent to well-being and to QoL, in
order to evaluate students life experiences in different domains (Staats, Armstrong-
Stassen, & Partilo, 1995; Schulz, 1995). Similar views are found in Andrews (1974)
who studied American perceptions of well-being as broadly conceived QoL or the
extent to which pleasure and satisfaction have been obtained. Well-being is also defined
in some reports as an individual’s experience as a whole, but which consists of three
interrelated components. life satisfaction, pleasant/affects, and unpleasant/affects
(Naess, 1999; Diener & Suh, 1997; Kahn & Juster, 2002). By contrast, Barofsky (2007)
argued that QoL is not well-being, but well-being is a quality indicator which refers to
feelings a person may have or positive states a person isin; henceit is not a quantitative
evauative statement. Andrews and McKennel (1980) argued that life satisfaction has a
more cognitive component that implies evaluation while happiness has a more affective

feelings component.



Some researchers focusing on happiness suggested that euphoria is an important
construct for assessing life quality (Shin & Johnson, 1978). These authors aso believed
that human beings are driven by the search for happiness. They proposed the happiness
model, that “consists of the possession of resources, the satisfaction of needs, wants and
desires, participation in self-actualizing activities and comparisons with others and past
experiences’ (Shin & Johnson, 1978, p. 479). Ferrans (1990) reviewed a number of
categories of definitions of QoL in heath care. One of them focused on happiness and
satisfaction, where subjective experience of life satisfaction or the degree of satisfaction
that a person feels in different domains of life determines an individua’s QoL.
McKevitt, Redfern, La-Placa and Wolfe (2003) in their research define QoL from the
health professionals point of view. They interviewed three different groups of health
care professionals who worked with stroke patients, and found ‘happiness to be the
main component of QoL. The result is consistent with the *happiness’ model that Shin
and Johnson (1978) proposed nearly three decades earlier. The study also found that
other aspects of life that appeared to be significantly associated with QoL were socia
interaction, good heath, physica function, independence and mental well-being
(McKevitt, et. a., 2003). Young and Longman (1983) conducted a pilot study on QoL
among patients with melanoma. They used the Life Satisfaction Index to conduct the
research and defined QoL as the degree of satisfaction with perceived current life
circumstances. Although Young and Longman (1983) in their study found that QoL did
not equal happiness, in general the terms well-being, QoL, happiness, and life
satisfaction had some common characteristics, but the boundaries were very fine.
Though the task of distinguishing QoL from other terms is difficult, there is still a need
to select one in order to achieve understanding and consistency. It is important therefore
to define more clearly what QoL means and as one would expect there is a variety of

definitions for it.



The Concept of Quality of Life

Overdl, the conceptual framework of QoL is complicated, broad, and variable. No
cohesive agreed universa definition exists (Bowling, 2005; Farquhar, 1995; Felce,
1997; Ferrans, 1990; Gill & Feinstein, 1994; Hunt, 1997, McKevitt, et.al., 2003;
Nussbaum, & Sen, 1993; Rapley, 2003; Spilker, 1996). Early works on the conception
of QoL referred to the life of a certain society, rather than the individual's life within it
(McCall, 1975). It was considered more important to know the population level than an
individual level. It was proposed that the individual’s QoL is based on the material level
of living in a country. Thus, if a country has a high GNP (Gross National Product), then
its citizens are having a better life. However, in present day use one commentator
suggested QoL could best be described “as a characteristic of persons as well as an
indication or national prosperity” (Rapley, 2003, p. 4).

Descriptions of the historical development of QoL as a concept in the 1940s and
1950s focus on economic and material perspectives (Crowe, Davidow, & Bothe, 2004;
Rapley, 2003). Thus, the political aims of society were the defining forces in this period
of time and Western government policies were directed towards large-scale socia
welfare and socio-economic improvement.

In the 1960s and 1970s the concept shifted to focus more on the individual
(Crowe et d., 2004). It appeared that the individua’s personal psychological and social
needs were recognised for the first time as important components of quality of life, as
well as objective impersona socia indicators. This shift beyond the socia indicator
movement was followed by the public desire to prefer QoL to quantity of possessions
(Noll, 2000).

Health is an important component of QoL. In the 1970s health-related QoL
assessment tools began to be developed in both Europe and the US. These tools first

took the form of health status measures containing both subjective questions of feelings



and objective questions of bodily functions. In clinical settings, QoL stresses patient
functions, physical well-being and somatic sensation (Schipper, Clinch, & Olweny,
1996) or used as a patient-reported outcome or patient-assisted outcome measures
(Fairclough, 2002). Outcome measures were, and still are, widely used in decision-
making in health services regarding resources allocation, intervention, design and
chronic disease management. Examples of instruments used for these purposes are those
measuring patient’s functional ability such as the Stanford Arthritis Centre Health
Assessment Questionnaire, The Index of Activities of Daily Living, and the Karnofsky
Performance Index (Bowling, 2005). Other examples measuring a patient’s health status
are the Sickness Impact Profile, the Nottingham Health Profile, and the McMaster
Health Index Questionnaire (Bowling, 2005). However, this biomedical model-oriented
conception of health status helped lay the foundations for the concept of Health Related
Quality of Life (HRQoL).

From 1990, QoL research flourished, especially HRQoL research. More and
more components were included in the QoL construct, such as those about the
environment, culture and spirituality. For example, Albrecht and Devlieger (1999)
conducted qualitative research using semi-structured interviews with 153 participants
who had serious disability and found more than 50% reported having good QoL despite
their health condition. In this study the key style influence one’'s QoL was found to be
“establishing and maintaining a sense of balance between the body, mind and spirit and
with the individual’s socia context and environment” (Albrecht & Devlieger 1999,
p.10).

Despite the lack of consensus in the definition of QoL there is some agreement
that it is a multi-dimensional construct that contains various aspects of human life from
the micro to the macro system encompassing physical, psychological, socia and

spiritua domains (Ferrans, 1990; Gillingham, 1982, cited in Beckie & Hayduk, 1997;



Palys & Little, 1980; Schalock, 2000).

Health Related Quality of Life

The boundary of the definition between HRQoL and QoL is somewhat vague. Both
encompass a multi-dimensional construct and can be person-centred, or else have a
professional or a society orientation. It is quite common to find that HRQoL and QoL
are used interchangeably. On the other hand, Sgjid, Tons and Baig (2008) suggested
that a clear distinction between QoL and HRQoL is needed to reduce the confusion in
QoL research. Overall, QoL usually applies to all aspects of a person’s life, including
living conditions, economic state, and spiritual life. HRQoL refers to the individua’s
perception of physical, psychological and social factors that are associated with health
(Rapley, 2003; Staguet, Hays & Fayers, 1998). Although the definition of HRQoL
proposed by these authors mainly stresses three dimensions of life, it is important to
recognise that living conditions, economic factors and spiritual life aso influence one’'s
health.

Health-related quality of life was once the physicians' assessment for the
purpose of measuring treatment outcome. Kaplan (1988) defined HRQoL as the impact
of disease and treatment on disability and daily function. The patients’ subjective
judgements about themselves are central to this definition and health is seen as being
about disease, disability, and dally functioning. However, the World Health
Organisation (WHO) had embraced a broader definition of health in 1948 “as a state of
complete physical, mental and social well-being not merely absence of disease or
infirmity” (WHOQOL Group, 1997, p.1).

The WHO definition of health conceptualised heath as being composed of a
number of domains and beyond disease and ill health to include levels and degrees of

well-being. It therefore deepened the biomedical model-oriented conception of QoL.



Many HRQoL researchers have embraced this broader concept of health in ther
HRQoL definition. For example, Bowling (2005) defined HRQoL as no longer limited
to physical health and functional status dimensions but also to cover the components of
psychological well-being, degree and quality of social interaction and life satisfaction,
as well asthe level of satisfaction with treatment outcome. Cella (1995) stated “health-
related quality of life refers to the extent to which one’'s usua or expected physical,
emotional, and social well-being are affected by a medical condition or its treatment
(cited in Barofsky, 2007, p.428). Five domains derived from the WHO's hedth
conception are disease state and physical symptoms, functiona status, psychological
functioning, socia functioning, cognitive functioning (De Haes & Van Knippenberg,
1985; Németh, 2006; Spieth & Harris, 1995). Sgjid and his colleagues (2008) used the
term “all within the skin” (p.366) to illustrate the key dimensions of HRQoL such as
sensations, pain/discomfort, self-care/dexterity, cognition, and emotiona psychological
well-being. The multi-dimensional approach is valuable to physicians to evaluate
disease progression and treatment effectiveness as well as providing better
understanding of how an illness interferes with their patient’ s day-to-day life.

The World Hedth Organisation Quality Of Life Group (WHOQOL-Group)
defined HRQoL :

an individua’s perception of their position in life in the context of the culture

and vaue systemsin which they live and in relation to their goals, expectations,

standards and concerns. It is a broad ranging concept incorporating in a complex

way the person’s physical health, psychological state, level of independence,

social relationships, persona beliefs and their relationship to salient features of

the environment (WHOQOL-Group, 1995, p. 1405).

This definition reflects the view that QoL is a subjective and not an objective

entity; thus its measurement must have subjective not objective items. Objective items



are related to conditions such as mobility, physical and psychological functioning
(Cummins, 2000; Schalock, 2000). In other words, objective factors assess a patient’s
symptoms or functional ability; questions about weight, blood pressure, ability to stand
up from an armless chair, and ability to sweep the floor etc. Sometimes the response
required is binary, that is a yes/no answer. On the other hand, subjective factors
investigate how a person feels about him/herself on a variety of less specific, more
genera aspects impacting their life. The questions usually focus on feelings, generdl

experiences, and levels of personal satisfaction.

HRQoL and Health Satus Measures

Health-related measurement of QoL is aso known as health status measurement
(Kaplan, 1988). However, Patrick (2003) argued both QoL and HRQoL are more
comprehensive than health status and include the environmental dimension that may or
may not be affected by health as well as more global evauations of life (cited in
Bowling, 2005). Health status measures reflect functional factors and include objective
QoL items, on the other hand, subjective questions of health-related factors that impair
or impact one's health. Albrecht (1994) pointed out that traditional evaluation of
medical care health assessment has relied upon measuring morbidity and mortality. A
good example here is the well-known Karnofsky Scale, a performance scale that is
commonly used by physicians to evaluate a cancer patient’s daily activity level and
performance status. On the other hand, Katz, Akpom, Papsidero and Weiss (1973)
disagreed with the idea of evaluating health status from a medical practitioner’s point of
view and insisted on a population-based reliable measurement of how people perceive
their health. Ware (1993) aso argued that the patients self-report survey is the best
method of measuring treatment outcome. Likewise, Silver (1990) believed that “an ideal

treatment outcome of measurement is a return to the normal or usual QoL for a given
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age and medical condition” (cited in Ware, 1993, p. 1429). It is encouraging to know
that the HRQoL instruments today are more patient centred. Interestingly, some
investigators classify the Medical Outcome Short-Form 36 (SF-36), Nottingham Health
Profile (NHP), and Sickness Impact Profile (SIP) as generic HRQoL measurement,
whereas they are redly health status measurements (see Bowling, 2005; Sgjid et 4.,

2008; Németh, 2006).

Components of HRQoL Scales

The components that are used in HRQoL research are commonly referred to as life
dimensions, components or domains. Little consensus exists about the different domains
that should be included in a QoL measurement. Bowling (2004) reviewed eight different
QoL models and concluded that models of QoL are extremely wide ranging, including
potentially everything from Maslow's (1954) hierarchy of human needs to classic
models based solely on psychological well-being, happiness, morale, and life
satisfaction. In measuring older people’s QoL, George and Bearon (1980) identified
four dimensions, two subjective and two objective. The subjective components are life
satisfaction and self-esteem; the obuective components are general health/functional
status and social-economic status. A study of the same age population by Hughes (1990)
suggested eight domains including personal autonomy, satisfaction, physical/menta
well-being, social-economic status, environment, purposeful activities, and social
interaction and cultural factors.

King and Hinds (1998) as well as Cummins (1996) suggested that the
dimensions of physical health, psychological well-being and socia well-being have
been most common components in health status and QoL measures. Tannock,
Gospdoarowica and Meakin (1989) studied the evaluation of pain and QoL among

prostatic cancer patients and found that improvement in multiple areas of QOL and in
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well-being coincided with reduction in pain associated with bone metastases. The
importance of assessing multiple dimensions of HRQoL could be demonstrated in the
following areas. evaluate treatment outcomes, implement interventions, understanding
individuals' coping strategies, and modify health related programmes. Shumaker,
Anderson and Czakowski (1990) asserted that a multi-dimensional assessment
approach is particularly important in HRQoL research to assist clinicians understand the
effects of treatment.

In contrast to the multi-dimensional measurement is the uni-dimensional
measurement where QoL is defined as a single dimension, index or score. A classic
example of a uni-dimensiona measurement can be found in preference-based health
profile instruments. This type of instrument is usually used in outcome studies for
resources allocation to produce a win-win outcome (Németh, 2006). The outcomes
obtained from preference-based HRQoL are used for calculating a QALY (Quality
Adjusted Life Years) for the evaluation of cost effectiveness. The US Nationa Institute
for Health and Clinical Excellence (NICE, 2008) defines the QALY as a “measure of a
person’s length of life weighted by a valuation of their HRQL over that period” (p.40).
In other words, it measures disease burdens and stresses both quantity and quality of life
in a single index (Phillips, 2006). The QALY model believes that “poor health may
reduce the quality of a year” (Bowling, 2005, p.17). This type of measure focuses on
health-related outcomes of mortality, morbidity, symptoms, and prognosis in assessing
an intervention. The value of judgement is highly dependent on age, life context and life
responsibility. In other words, this type of measure aims to achieve maximum benefits
from limited health resources. Therefore money matters, the highest cost-effective
treatment is less encouraged and an individua with low QALY will usually be pushed
down to the bottom of the waiting list. This model has been criticised, mainly around

the issues of values of human lives and fairness in the allocation of health-care
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resources (Phillips, 2006; Harris, 1991). However, it is a favoured definition for health

economists who seek and use single indices in describing a health state.

Generic and Disease-Specific QoL Scales

Another distinction in HRQoL measurement refers to whether the instrument is generic
or disease specific. Generic HRQoL instruments can be used in a variety of health
conditions and situations allowing broad comparisons. They are designed to assess
multi-dimensions of health-related issues. They are also useful for comparing treatment
options for the same health condition as well as comparing a variety of chronic illnesses
(Bowling, 2005; Haberman & Bush, 1998; Spieth, & Harris, 1995). This type of
measurement is widely used in health research for comparing projects and programmes,
allocating resources, and developing or implementing health policies. Examples of
generic HRQoL scales are the WHOQOL-100 and WHOQOL -BREF, and the Quality of
Well-Being Scale (QWB).

In contrast to generic HRQoL, disease-specific HRQoL instruments are tailored
to a particular disease or programmes that are designed to treat the disease. They study
the impact of a specific condition and its treatment on a patient’s life. The
guestionnaires usually contain alist of symptoms relevant to the specific diagnoses and
treatment groups and the goal is to monitor the changes in terms of treatment efficacy as
well as provide important follow-up information for clinicians (Bowling, 2005; Kaplan,
1988). A growing number of generic as well as disease-specific HRQoL assessment
instruments are becoming available (Cieza & Stucki, 2005; Saxena, Carlson, Billington
& Orley, 2001).

Both generic and disease specific HRQoL instrument have their strengths and
weaknesses. There is wide agreement that generic HRQoL is applicable to any type of

disease or person and alows for comparisons between healthy individuals and other
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groups of patients (Engel, Wittrock, Crosby, Wonderlich, Mitchell & Kolotkin, 2006;
Bowling, 2005; Haberman & Bush, 1998; Speith, & Harris, 1995). Such an assessment
approach facilitates the integration of research findings across conditions (Levi &
Drotar, 1998). However, the limitations of generic HRQoL tools are their lack of
sengitivity to detect specific differences within a specific diseases or condition. In
contrast, the disease specific HRQoL has demonstrated a higher sensitivity in measuring
the effects of a treatment that relate to specific concerns of the disease (Cohen, 1988).
However, it can only be used in patients diagnosed with the particular symptoms related
to a specific disease. Hence, it is highly recommended that generic HRQoL measures
are supplemented with disease-specific measures in order to obtain comprehensive
information of a treatment (Aronson, 1988, cited in Spieth & Harris, 1995; Patrick &

Deyo, 1989).

Subjectivity and Objectivity
Socia scientists argue whether the judgement of QoL should be left to experts or if it
should be an individual’s perceptions about themselves. Veenhoven (1996) believes that
people have capacity in judging their lived experiences and the citizen’s appraisals of
life are the true reflection of QoL. Also, Young and Longman (1983) argued that
evaluation QoL should take into consideration the perspective of the person who has the
chronic or life-threatening disease. Skevington (2002) also stressed that QoL is about
subjective perceptions of important aspects of a person’s life which may or may not
coincide with an accepted consensus about standard-of-living indicators. Schalock
(2000) stated “there is good agreement in the quality of life literature about three things:
first, quality of life, by its nature, is subjective’ (p.118).

However, some analysts are concerned about the limitations of subjective

measurement. For instance, if an individua is incapable of providing first-hand
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information regarding his or her subjective experiences then measuring is a problem.
Commentators also suggest some people do not know what is important to their QoL.
For example, one may live in poor environmental conditions to a degree that shortens
life expectancy, affecting the immediate future QoL, yet report ahigh level of subjective
QoL (Hagerty, Cummins, Ferriss, Land, Michalos, Perterson et a., 2001). Thisis not to
say that subjective measures are totally unreliable, but they cannot be verified directly.
The perception of measuring QoL subjectively or objectively aso affects the
development of the items themselves. In general, subjective measurement stresses that
individuals perform the ratings and objective measurement requires professionas to
carry out the rating. At the same time, the subjective items tend to be structured in a

more general and intangible way rather than being narrow and specific.

Cultural Relevancy

Culture identifies a group of people as a unique population with a common identity
(Hinds & Haase, 1998). Hinds and Haase (1998) aso suggested that a group’s world
views shape individuals lifestyle, socia interaction and attitude towards health.
Cultural beliefs and behaviours play an important role in the perceptions of QoL which
vary from society to society. For example, Schalock and Verdugo (2001) suggested that
the components of QoL and the degree of importance in Latin American families may
differ from other countries due to the characteristics of poverty and high rates of
unemployment.

It is well accepted that culture is a significant factor when evaluating HRQoL.
Culture helps decide the importance of potential areas of QoL to different cultura
groups (Chappell, 2007; Buck, Jacoby, Baker, Ley & Steen, 1999). Moriarty and Butt
(2004) found that social support is a mgor component of QoL for ethnic groups in

Great Britain. Bajekal, Blane, Grewal, Karlsen and Nazroo (2004) compared the key
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influences of QoL between ethnicities and found significance in socia networks with
the particular factors of family networks and community participation. More and more
evidence supports the notion that there is a need for cross-cultural measures to serve
evidence-based medicine in the systematic monitoring of outcomes from multi-nationa
clinical trials (Skevington