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WHOQOL-BREF
Introduction, Administration, Scoring and Generic
Version of the Assessment

Infroduction

The WHOQOL-100 quality of life assessment was developed by the WHOQOL Group with
fifteen international field centres, simultaneously, in an attempt to develop a quality of life assessment
that would be applicable cross-culturally, The development of the WHOQOL-100, has been detailed
clsewhere (1.¢. Orley & Kuyken, 1994; Szabo, 1996; WHOQOL Group 1994a, 1994b, 1995). This
document gives a conceptual background to the WHOQOL definition of quality of lifc and describes
the development of the WHOQOL-BREF, an abbreviated version of the WHOQOL-100, It also
includes a generic English language version of the WHOQOL-BREF, instructions for administering
and scoring, and proposed uses for this short form of the WHOQOL.

Rationale for the development of the WHOQOL-100

WHO’s initiative to develop a quality of life assessment arose for a number of reasons. In
recent years there has been a broadening in focus in the measurement of health, beyond traditional
health indicators such as mortality and morbidity (e.g. World Bank, 1993; WHO, 1991), to include
measures of the impact of disease and impairment on daily activities and behaviour (e.g. Sickness

Impact Profile: Bergner, Bobbitt, Carter et al, 1981), perceived health measurcs (e.g. Noutingham _

Health Profile; Hunt, McKenna and McEwan, 1989) and disability / functional status measures (e.g.
the MOS SF-36, Ware et al, 1993). These measures, whilst beginning to provide a measure of the
impact of disease, do not assess quality of life per se, which has been aptly described as "the missing
measurement in health” (Fallowfield, 1990). Second, most mcasures of health status have been
developed in North America and the UK, and the translation of these measures for use in other settings
is time-consuming, and unsatisfactory for a number of reasons (Sartorius and Kuyken, 1994; Kuyken,
Orley, Hudelson and Sartorius, 1994). Third, the increasingly mechanistic model of medicine,
concermned only with the eradication of disease and symptoms, reinforces the need for the introduction
of a humanistic element into health care. By calling for quality of life assessments in health care,
attention is focused on this aspect of health, and resulting interventions will pay increased attention
1o this aspect of patients’ well-being. WHOQ's initiative to develop a quality of life assessment arises
from a need for a genuinely international measure of quality of life and a commitment to the continued
promotion of an holistic approach to health and health carc.

Steps in the development of the WHOQOL-100

The WHOQOL-100 development process consisted of several stages. These are explained in
brief within this document. For a detailed description, the reader is referred to the WHOQOL Group
(1994a, 1994b, in preparation). In the first stage, concept clarification involved establishing an agreed
upon definition of quality of life and an approach to intemational quality of lifc assessment.

Quality of life is defined as individuals' perceptions of their position in life in the context of the
culture and value systems in which they live and in relation to their goals, expectations, standards and

CONCErns.
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This definition reflects the view that quality of life refers to a subjective evalvation which is
embedded in a cultural, social and environmental context. Because this definition of quality of life
focuses upon respondents’ "perceived” quality of life, it is not expected to provide a means of
measuring in any detailed fashion symptoms, diseases or conditions, but rather the effects of disease
and health interventions on quality of life. As such, quality of life cannot be equated simply with the
terms "health status”, "life style”, "life satisfaction”, "mental state” or "well-being". The recognition
of the multi-dimensional nature of quality of life is reflected in the WHOQOL-100 structure,

In the second stage of development, exploration of the quality of life construct within 15
culturally diverse field centres was carried out to establish a list of areas/facets that participating
centres considered relevant to the assessment of quality of life. This involved a series in meetings of
focus groups which included health professionals, patients and well subjects. A maximum of six
specific items for exploring each proposed facet were generated by each centre's focus group. To
enable the collaboration to be genuinely international the 15 field centres were selected world-wide
1o provide differences in level of industrialisation, available health services, and other markers relevant
1o the measurement of quatity of life (e.g. role of the family, perception of time, perception of self,
dominant religion).

In the third stage of development, questions from each centre were assembled into a global
pool, After clustering semantically equivalent questions, 236 items covering 29 facets were included
in a final assessment. Pilot work involved administration of this standardised assessment to at least
300 respondents within cach centre.

Following field testing in these 15 centres, 100 items were selected for inclusion in the
WHOQOL-100 Field Trial Version. These included four items for each of 24 facets of quality of life, -
and four iterns relating to the ‘overall quality of life and general health' facet (see Table 1). The
method by which these 100 items were selected is fully documented elsewhere (The WHOQOL Group,
in preparation), The WHOQOL-100 Ficld Trial Version is currently being tested in new centres
world-wide (these centres are outlined on page 6 of this document). The initial conceptual framework
for the WHOQOL-100 proposed that the 24 facets relating to quality of life should be grouped into
6 domains. Recent analysis of available data, using structural equation modelling, has shown a four
domain solution to be more appropriate. For a more detailed explanation of this, the reader is referred
to The WHOQOL Group (in preparation). The WHOQOL-BREF is therefore based on a four domain
structure (see Table 1).
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Table 1 - WHOQOL-BREF domains

Domain Facets incorporated within domains
1. Physical health Activities of daily hiving

Dependence on medicinal substances and medical aids
Energy and fatigue

Mobility

Pain and discomfort

Sleep and rest

Work Capacity

2. Psychological Bodily image and appearance

Negative feelings

Positive feelings

Self-gstecm

Spirityality / Religion / Personal beliefs
Thinking, learning, memory and concentration

3. Social relationships | Personal relationships
Social support
Sexual activity

4. Envirorment Financial resources

Freedom, physical safety and security

Health and social care: accessibility and quality

Home environment '

Opportunities for acquiring new information and skills
Participation in and opportunities for recreation / leisure activities
Physical environment (pollution / noise / traffic / climale)
Transport

Development of the WHOQOL-BREF

The WHOQOL-100 allows detailed assessment of each individual facct relating 10 quality of
life. In certain instances however, the WHOQOL-100 may be too lengthy for practical use. The
WHOQOL-BREF Field Trial Version has therefore been developed to provide a short form quality
of life assessment that looks at Domain level profiles, using data from the pilot WHOQOL assessment
and all avgilable data from the Field Trial Version of the WHOQOL-100. Twenty field centres
situated within eighteen countries have included data for these purposes (see Table 2). The
WHOQOL-BREF containg a total of 26 questions. To provide a broad and comprehensive assessment,
one item from each of the 24 facets contained in the WHOQOL-100 has been included. In addition,
two items from the Overall quality of Life and General Health facet have been included.
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Table 2 - Centres included in development of the WHOQOL-BREF

Centres in the pilot version of the Centres in the field trial of the

WHOOL

WHOQOL-100

Bangkok, Thailand
Beer Sheva, Israel
Madras, India
Melboume, Australia
New Delhi, India
Panama City, Panama
Seattle, USA

Tilburg, The Netherlands
Zagreb, Croatia
Tokyo, Japan

Harare, Zimbabwe
Barcelona, Spain
Bath, UK

St Petersburg, Russia
Paris, France

Bangkok, Thailand
Bear Sheva, Israel
Madras, India
Melbourmne, Australia
New Delhi, India
Panama City, Panama
Seattle, USA

Tilburg, The Netherlands
Zagreb, Croatia
Tokyo, Japan

Harare, Zimbabwe
Barcelona, Spain
Bath, UK

Kowloon, Hong Kong
Leipzig, Germany

Mannheim, Germany
La Plata, Argentina
Port Alegre, Brazil

The WHOQOL-BREF is available in 19 different languapes. The appropriate language
version, and permission for using it, can be obtained from The WHOQOL Group, Programme on
Mental Health, World Health Organisation, CH-1211 Geneva 27, Switzerland, Under no circumstances
should the WHOQOL-BREF be used without consultation with The WHOQOL Group. A
methodology has been developed for new centres wishing to develop a further language version of the
WHOQOL-100 or the WHOQOL-BREF, This can be obtained from The WHOQQOL Group,
Programme on Mental Health, World Health Organisation, CH-1211, Geneva 27, Switzerland.

Questions should appear in the order in which they appear in the example WHOQOL-BREF
provided within this document, with instructions and headers unchanged, Questions are grouped by
response format. The eqguivalent numbering of questions between the WHOQOL-BREF and the
WHOQOL-100 is given in the example version of the WHOQOL-BREF to enable easy comparison
between responses to items on the two versions, The WHOQOL-100 field test permitted centres to
include national items or facets that were thought to be important in assessing quality of life, Where
cenires wish to include additional national ftems or modules to the WHOQOL-BREF, these should be
included on a separate sheet of paper and not scattered amongst the existing 26 iterns. There are three
reasons for this:

1) To control for item order effects which could occur and change item meaning.

2 The WHOQOL-BREF represents an agreed upon core set of international items.

3) The WHOQOL-BREF is likely to be used where quality of life is amongst one of several
parameters being assessed. Therefore additional national information can be obtained by
including additional modules and measureg
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Administration of the WHOQOL-BREF

For any new centre not previously involved in either the development or field testing of the
WHOQOL-100, the procedure being followed to field test the WHOQOL-BREF should be identical
to that used to field test the WHOQOL-100. The instrument should be piloted on at Ieast 300 people.
This figure is based on the required numbers of respondents needed for analysis of pilot data. The
sample of respondents to whom the assessment should be administered ought to be adults, with ‘adult’
being culturally defined. While stratified samples are not essential, a sampling quota should apply
with regard to:

. Age (50% = <45 years, 530% = 45+ years)
. Sex (50% = male, 50% = female)
. Health status (230 persons with disease or impaimment; 50 well persons)

With respect to persons with disease or impairment, this group should contain a cross-section
of people with varied levels of quality of life, One way of attempting this would be to include some
people with quite severe and disabling chronic diseases, some people in contact with health facilitics
for more transient conditions, possibly some attending a family practitioner, and others who are in
comtact with the health service for reasons that are not likely to impinge upon their quality of life to
any great extent. By sampling patients from a ¢ross-section of primary care settings, hospitals and
community care settings this could most likely be achicved.

The WHOQOL-BREF should be self-administered if respondents have sufficient ability:
otherwise, interviewer-assisted or interview-administered forms should be used. Standardised
instructions, given on the second page of the WHOQOL-BREF example assessment, should be read
out to respondents in instances where the assessment is interviewer-administered.

For centres who have already participated in the development and field testing of the
WHOQOL-100, the above option of testing the WHOQOL-BREF is preferred, but not imperative
where specific studies of patient groups are planned.

Frame of reference and time frame

A time frame of two weeks is indicated in the assessment, 1t is recognised that different time
frames may be necessary for particular uses of the instrument in subsequent stages of work. For
example, in the assessment of quality of life in chronic conditions, such as arthritis, a longer time
frame such as four weeks may be preferable. Furthermore, the perception of time is different within
different cultural settings and therefore changing the time scalc may be appropriate.

Proposed uses of the WHOQOL-100 and the WHOQOL-BREF

It is anticipated that the WHOQOL assessments will be used in broad-ranging ways. They
'will be of considerable use in clinical trials, in establishing baseline scores in a range of areas, and
looking at changes in quality of life over the course of interventions, It is expected that the WHOQOL
assessments will also be of value where disease prognosis is likely to involve only partial recovery or
rentission, and in which treatment may be more palliative than curative.
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For epidemiological research, the WHOQOL assessments will allow detailed quality of life
data o be gathered on a particular population, facilitating the understanding of diseases, and the
development of treatment methods, The international epidemiological studies that would be enabled
by instruments such as the WHOQOL-100 and the WHOQOL-BREF will make it possible to carry
out multi-centre quality of life research, and to compare results obtained in different centres. Such
research has important benefits, permitting questions to be addressed which would not be possible in
single site studies (Sartorius and Helmchen, 1981). For example, a comparative study in two or more
countries on the relationship between health care delivery and quality of life requires an assessment
yielding cross-culturally comparable scores. Sometimes accumulation of cases in quality of life
studies, particularly when studying rare digorders, is helped by gathering data in several seftings.
Multi-centre collaborative studies can also provide simultaneous multiple replications of a finding,
adding considerably to the confidence with which findings can be accepted.

In clinical practice the WHOQOL assessments will assist clinicians in making judgements
about the arcas in which a patient is most affected by disease, and in making treatment decisions. In
some developing countries, where resources for health care may be limited, treatments aimed at
improving quality of life through palliation, for example, can be both effective and inexpensive
(Olweny, 1992). Together with other measures, the WHOQOL-BREF will enable health professionals
10 assess changes in quality of life over the course of treatment.

It is anticipated that in the future the WHOQOL-100 and the WHOQOL-BREF will prove
useful in health policy research and will make up an important aspect of the routine auditing of health
and social services. Because the instrument was developed cross-culturally, health care providers,
administrators and legislators in countries where no validated quality of life measures currently exist
can be confident that data yielded by work involving the WHOQOL assessments will be genuinely -
sensitive to their setting,

Scoring the WHOQOL-BREF

The WHOQOL-BREF (Field Trial Version) produces a quality of life profile. It is possible
to derive four domain scores. There are also two items that are examined separately: question 1 asks
about an individual's overall perception of quality of life and question 2 asks about an individual's
overall perception of their health. The four domain scores denote an individual's perception of quality
of life in each particular domain. Domain scores are scaled in a positive direction (i.e, higher scores
denote higher quality of life), The mean score of items within each domain is used to calculate the
domain score. Mean scores are then multiplied by 4 in order (0 make domain scores comparable with
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