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Abstract

This paper is concerned with methods and theory recently used in cross-cultural research. It begins by
looking at why we need cross-cultural measures and why we need more of them. A discussion of the
translation styles, and the issues underpinning their design is central to this discussion. Through a de-
scription of the World Health Organisation Quality of Life Assessment instruments and their development,
the paper demonstrates how some of the earlier theoretical and methodological challenges have been

addressed, together with a critique of its limitations.
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Definitions of quality of life

There are many definitions of quality of life (QoL);
some writers have ventured that as many as one
for every study. QoL is often confused (and not
just by lay people) with standard of living, and a
consideration of cross-cultural issues may assist us
in clarifying the concept. Although global indica-
tors like safe water in the home or within 15 min
walking distance, have become standard of living
goals for developing countries wanting to measure
their progress in health care [1], some cross-cul-
tural examples enable us to see that standard of
living is neither synonymous with, nor a substitute
for QoL. While there is a basic human need for
adequate space to live in for instance [2], the
number of square feet of living space per person in
Los Angeles and Tokyo would be quite inaccurate
indicators if used as proxies for QoL in these two
countries. Standard of living tends to be assessed
by a more ‘objective’ set of parameters than QoL,
whereas QoL is about subjective perceptions of
important aspects of a person’s life that may or
may not coincide with accepted consensus about

standard of living indicators. The two are rela-
tively different but the relationship between them
deserves further investigation.

QoL is about the meaning people derive about
from the important aspects of their life; it is a so-
cial construction. Two hypothetical people who
both feel identical pain intensity from a torn liga-
ment in the lumbar spine resulting from a weekend
gardening will not interpret the effect of this pain
on their QoL in the same way because of their
respective histories and experience. One person
may largely ignore it and carry on with life as
though the pain was unimportant but for the
other, the pain will be a disabling disaster, with
chronic depression and loss of time from work.
Other life experiences have a range of highly in-
dividual interpretations.

The World Health Organisation Quality of Life
Assessment (WHOQOL) group proposed that
these perceptions and interpretations are rooted in
that person’s culture and this may be the first
definition of QoL that has directly and formally
incorporated cultural components as integral to
its definition rather than acknowledging cultural
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influence as an extraneous variable. The WHO-
QOL Group defines QoL as an individual’s per-
ceptions 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, stan-
dards and concerns. It is a broad ranging concept
affected in a complex way by the person’s physi-
cal health, psychological state, level of indepen-
dence, social relationships, their relationship to
the salient features of their environment [3, 4]
and their spiritual, religious and personal beliefs.
This theoretical orientation towards culture as a
focal part of QoL understandings and expression
has explicitly directed the methodology used in
the WHOQOL project. At the same time, QoL
is viewed as a rich interplay between multiple
dimensions or domains that are perceived to
be important and not as a uni-dimensional phe-
nomenon.

Why do we need cross-cultural measures of QOL?

Perhaps the most urgent reason for designing
cross-cultural measures is to serve evidence based
medicine in the systematic monitoring of outcomes
from multinational clinical trials. This informa-
tion is needed to investigate those interventions
that have not so far been routinely assessed us-
ing standardised measures; surgery, physiothe-
rapy procedures, counselling, alternative therapies,
medicines etc. The global value of many common
treatments for chronic diseases e.g. the use of anti-
depressants, has still only been partially evaluated
where it has been evaluated at all, (although this is
changing) and often only in single cultural settings.
Changes to QoL arising from events such as the
reorganisation of health care and new ways of
delivering treatment are also of great importance
in a patient-centred system. Such measures are
most useful where they have been developed using
culture-sensitive methods.

Secondly, cross-cultural measures enable com-
parisons to be made about QoL in different cul-
tural or social groups and between those receiving
care in different health care settings. This is valu-
able information for policy-makers and planners
at regional, national and international levels. It
could be particularly useful in the HIV pandemic,
for instance, where so many different cultural

groups require QoL assessment at the time of
voluntary HIV testing and counselling (VCT), and
afterwards.

At the same time such pragmatic cross-cultural
studies also provide theoretical insights into
whether QoL is a universal or relativist concept. In
a recent review of the area, Bullinger [5] observed
that the dimensions included in current generic as
well as specific scales show an ‘astonishing degree
of correspondence across instruments’. Where in-
dividual open-ended statements were made about
QoL, these also revealed very few differences either
between cultures or between individuals. This view
is supported by data collected by the IQOLA
group [6] where SF-36 profiles from four European
countries have shown a very high degree of simi-
larity. Results from the WHOQOL Group [4, 7-9]
with contributions from many countries world
wide also support this position. However re-
searchers working with an idiographic approach
like the SEIQOL that seeks to understand the in-
dividual as unique, rather than as another point on
a group dimension [10], dissent from this view [5].
They take the view that the many individual dif-
ferences between people are more important than
their similarities. This debate may be partly ex-
plained by the choice of methodology and partly
by the choice of statistical techniques used to an-
alyse pooled (group) data [11].

Why do we need more cross-cultural measures?

There are now a number of QoL instruments that
have been well developed for generic use and the
need to create cross-cultural applications was a
key aim for developers, from early in the history of
QoL measurement e.g. the sickness impact profile
(SIP) [12]. By 1996, six instruments were identified
that were available in six or more European lan-
guages [13], so it is legitimate to ask whether the
field needs to develop more scales. But methods of
translating instruments have not changed much
since the SIP was published and researchers still
remark on widely shared translation difficulties
that appear to have no solution ([14] on the Not-
tingham Health Profile). The IQOLA group re-
corded problems with trying to make their
language versions more culturally appropriate in
an account of the sequential translation procedure



used on the SF-36 in the conversion from the
original US English version into the majority
languages of 10 countries [15]. However an ad-
vance was made through the use of a parallel ap-
proach adopted by the European Organisation for
Research and Treatment of Cancer Quality of Life
Working Group (EORTC), in the design of the
EORTC-QLQ-C30 [16], where the new scale was
assembled by conceptually grounding it in existing
scales from different countries [13].

Furthermore inspection of comparative data
reveals that when the psychometric properties of a
source instrument are compared with those of a
new translation from a rigorously tested instru-
ment in a target culture, the accepted parameters
of reliability and validity tend to be notably poorer
for the target culture than they were for the source.
For example, the Spanish version of the MOS-
HIV [17] and the Xhosa translation of the SF-36
[18] both showed poorer psychometric perfor-
mance and across a wide range of psychometric
criteria, when compared to the US version. In this
way, the properties of subsequent versions from
target cultures are inevitably compared with those
from the primary source. Together this body of
evidence suggests that there are still barriers that
need to be overcome when developing instruments
in different languages. This seems especially urgent
when reviews of the literature also reveal that
where generic profiles are concerned, the large
majority have been developed in North America
[19]. This means that a US-centred view of QoL
inevitably pervades the form and content of the
most popular scales in use and their results.

Before discussing translation styles, it is impor-
tant to briefly outline Pike’s [20] classical work on
emics and etics that underpins this thinking. The
emic approach aims to uncover and describe the
specific behaviours of a particular culture through
using the cultures own terms. Emics are features of
a phenomenon — in this case QoL — that only apply
to a particular society. Arising from the ethno-
graphic methods of cultural anthropology, those
working in this approach aim to understand the
culture they are interested in through the eyes of its
community. Focussing on the uniqueness of cul-
tures (rather than individuals), it bears some sim-
ilarities to the idiographic approach. Etics in
contrast, are ostensibly culture-free, general or
universal aspects of QoL. However it is question-

137

able whether researchers are entirely able to shed
the profound influences of their own cultural
background when deriving etics and consequently
an imposed etics or pseudoetics approach seems a
more realistic description [21]. In practice, the re-
search process typically starts with an imposed
etics approach and then the concepts, tests etc. are
modified to match the emic viewpoint. One of the
hallmarks of a successful investigation is that the
process concludes with a modified or derived etic
approach that enables valid comparisons to be
made between language versions [22].

Four broad types of translation procedure have
been used in QoL research [23], although there are
some variations on these themes. An ethnocentric
approach like that taken with the SIP, implicitly
assumes that it is possible to translate an instru-
ment developed in one culture into a second lan-
guage without attending to how appropriate the
instrument will be to that target culture. This ap-
proach suffers from the questionable assumptions
that these concepts are transferable, that the two
languages are so closely related that translation is
meaningful and that the method of questioning is
as acceptable to the target as it is to the source. A
distortion of the results obtained from assessing
partially or wholly culturally inappropriate health
constructs and concomitant difficulties in inter-
preting the resulting data, are two of the principal
disadvantages to this approach. A second, more
pragmatic approach seeks out the common con-
ceptual ground between two cultures and measures
these issues; a variation of this approach appears
to have been used by the EORTC. Although
greater conceptual equivalence is achieved with
this method, the requirement of a comprehensive
construct of QoL cannot be entirely satisfied.

The third ‘emic plus etic’ approach has been
applied, where there is some level of overlap be-
tween the target and source. Broadly speaking, the
common ground between the two cultures is ad-
dressed and translated (etic) and then at another
stage, issues specific to the culture (emic) are tar-
geted separately. This approach had been used in
the development of the WHOQOL where the in-
ternational core instrument contains derived etics
that enable comparisons between versions to be
made. Additional national items (emics) were
translated, evaluated and included at a later
stage [11]. In the fourth case, items from a source
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instrument are interpreted for use by the target
culture without presenting the instrument to mem-
bers of the target for assessment and there are
plentiful examples of specific and generic scales
that have applied the latter method in cross-cul-
tural work [24].

These approaches may result in limited seman-
tic, conceptual and technical equivalence between
source and target instruments [23] and this is the
crux of the translation conundrum. Semantic
equivalence occurs where words in other languages
indicate what is being said in the first language or
provide a sign for it. Their connotation or emo-
tional meaning must also be the same if full
equivalence is to be achieved, and the ability
to capture these emotional nuances will depend on
the proficiency and communication skills of the
translator. Conceptual equivalence between in-
struments refers to the elaborate or restricted na-
ture of a concept or dimension and the various
meanings attributed to these different aspects. To
achieve full conceptual equivalence, all the im-
portant aspects of different facets of QoL should
be represented as items in an instrument. A Zulu
dictionary published in 1946 shows that the En-
glish word for a cut has many words in Zulu where
it refers to castration and circumcision, as well as
to cutting the hair, skin, ears for rings, nose,
forehead, a wound in the forehead and a gash [25].
This means that several questions on this area of
QoL would need to be included in any Zulu in-
strument that included pain as one of its facets,
whereas the British English version only seems
to require two. However achieving conceptual
equivalence brings headaches for those concerned
with scoring, as different numbers of items in dif-
ferent language versions complicate the way that
versions of the same instrument can be scored. In
cross-cultural work, researchers seek assurance
that their instruments (concepts, tests, appraisal
process) hold a similar meaning (or lack of it), for
all the groups that are being compared [26].
Translation equivalence helps to establish con-
ceptual equivalence [27]. Technical equivalence is
concerned with the feasibility of the nature and
method of questioning. Direct questioning may
prove to be difficult or even impossible for par-
ticular areas of concern in some cultures e.g. sex-
ual activity in Britain, and in translation, some
styles of questioning may be seen as rude, pa-

tronising, and so on. These barriers may be partly
(but not entirely) overcome through a painstaking
and repeated process of translation and back-
translation using monolingual and bilingual
groups until both researchers and linguists are
satisfied. Together, all this in turn helps to gener-
ate the highly desired state of metric equivalence
or the equivalence of results or data [26].

Changes in cross-cultural assessment

In 1991 the WHOQOL Group through the World
Health Organisation began a project that aimed to
tackle some of the problems that beset cross-cul-
tural measurement of QoL relating to health. At
the start, health experts from many countries
worldwide, generated and discussed several hun-
dred aspects or facets of QoL, and provisionally
aggregated them into clusters (domains). Interna-
tional agreement on 33 important facets of QoL in
health and their definitions led to the compilation
of a manual that also contained examples that had
been written with lay people in mind. This could
be used as guidance to focus groups convened to
generate items for the WHOQOL. These small
groups of patients, health professionals and well
people from the community (including informal
caregivers) also gave spontaneous definitions of
QoL, rated the importance of the proposed facets
and commented on any important omissions [4].

This evaluative scale is designed for sick and
well younger adults (16-65 years). The WHOQOL
was intended to provide an evidence-base for
multinational clinical trials, permitting differences
between various sick and well populations to be
appreciated, and for the assessment of other pop-
ulation differences in health. Furthermore it was
intended to create a subjective self-report assess-
ment for group and individual use, should the
properties prove to be good. Its use in the alloca-
tion of health resources by taking into account the
patient’s perspective and its integration into poli-
cy-making as part of a patient-centred approach to
the delivery of health care could also not be ruled
out.

A new translation and back-translation method-
ology using alternate multilingual and bilingual
panels to review the instrument using an iterative
process was developed and applied at each stage of



the project [23]. The working language of the
group was English. High quality back-translations
are the ‘acid test’ of a successful translation pro-
cedure and this quality control was available to
centres from the coordinating group at WHO
Geneva. The identification, operationalisation and
translation of emic constructs were central to this
activity. Focus groups around the world told us
that spirituality, religion and personal beliefs were
important to their QoL and health but this issue
had not been included in the original framework,
and so appropriate items were subsequently added
as a sixth domain. Items were phrased by the focus
groups using their language and concepts. This
way, the WHOQOL was designed by the users for
the users, and for this reason, employs a highly
patient-centred approach in its development as an
instrument.

The WHOQOL group is a collaboration of re-
searchers, clinicians and scientists who have been
working together from common, consensually
agreed international protocols at every stage in the
development of the project over 10 years. This
contrasts with the modus vivendi of other QoL
groups (the EORTC is a notable exception) where
researchers from non-source cultures become
members of the working group after the initial
version of the instrument has been completed;
usually at the time they seek to translate the in-
strument for use in their culture. This means that
the cultural input of the newcomers to the instru-
ment has been by-passed at the conceptual stage of
instrument formulation. There were 15 countries
worldwide, in the original WHOQOL collabora-

Table 1. The WHOQOL structure: domains and facets
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tion but the new methodology that created the
manual (and other protocols) as a ‘blueprint’ can
potentially facilitate the production of thousands
of equivalent language versions. Today there are
around 40 language versions. This high level of co-
operation, and willingness to move forward si-
multaneously during development, has enabled
advances to be made to the methodology with less
of the accompanying frustration, disappointment
and effort that the sole use of sequential translation
incurs. It also removes the need to describe versions
as target or source, as all versions were derived
from the same common methodology that was
agreed through the consensus of the collaboration.
This ‘spoke-wheel’ methodology [28], where the
procedure is akin to the spokes and hub of a bicycle
wheel, not only improves equivalence at semantic,
conceptual and technical levels but at the same
time represents a ‘fast track’ to simultaneous in-
strument development in many languages [29].

The WHOQOL-100 was derived from pilot
work on 235 items and the resulting scale con-
tained 100 items, hierarchically organised into 25
facets (including a general facet on QoL and
health) and originally grouped into six domains of
QoL. Its properties have been rigorously tested on
a large, heterogeneous, global sample of sick and
well people (n = 4802) using traditional psycho-
metric techniques. Structural equation modelling
has been used to reaffirm construct validity and
indicates a better fit for a four domain structure [8]
(see Table 1). More recently Rasch techniques
have also been applied to investigate the structure
[30].

Environment

Physical

Psychological

Social relationships

Pain and discomfort
Energy and fatigue

Sleep and rest
Mobility

Activities of daily living
Dependence on medication

or treatment
Working capacity

Positive feelings

Thinking, learning, memory
and concentration
Self-esteem

Body image and appearance

Negative feelings

Spirituality, religion and
personal beliefs

Personal Relationships
Practical social support

Sex

Physical safety and security
Home environment

Financial resources

Health and social care: availability

and quality

Opportunities for acquiring new

information and skills

Participation and opportunities for

recreation and leisure
Physical environments
Transport
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The WHOQOL-100 and an extracted short form
of 26 items for the WHOQOL-BREF are robust
[8, 9, the WHOQOL Group, unpublished]. At each
stage, items and facets have been excluded where
the results were found to be inconsistent in more
than half the centres contributing to the analysis,
so that only issues reflecting a high level of global
consensus were retained. In the process of creating
a longer and shorter evaluative tool, item reduc-
tion was completed in several stages. During pi-
loting, nearly 1000 items were selected from a pool
of over 2000 using 11-item selection criteria. These
criteria referred to conceptual issues, like whether
the item assessed part of the facet definition, to
technical issues connected with administration,
like being amenable to a rating scale, shorter
rather than longer, and to semantic issues, such as
avoiding ambiguous phrases/words and double
negatives. The reduced item pool was assessed by
all centres and consensus used to select the best
items for the international pilot version (325
items). To do this, conceptual item clusters were
identified within facets e.g. for pain and discom-
fort, five clusters described the intensity/frequency
of pain, coping with pain, pain control, distress
from pain and disability caused by pain. Clusters
were first ranked by each centre for importance to
the QoL of that culture, then centres ranked
questions within the clusters. Ratings of adequacy
were also utilised for larger groupings of ques-
tions.

Statistical analyses were completed first for each
centre and then for pooled data, on the items
normative properties, internal consistency reliabil-
ity contribution and correlation with other items,
facets and domains. Non-significant and negative
correlations, non-significant discrimination be-
tween sick and well samples, and overlap with
other items (strong associations) were also used to
exclude items. Stepwise multiple regression with
other techniques extensively recorded by WHO-
QOL Group [8], determined the item that best ex-
plained the total score (excluding the general
items), then the second best, and so on. As only one
item per facet was added to the model at each stage,
the selected item had least overlap with the other
items included (A. Harper, pers. comm.). A few
substitutions were made where items were too
highly correlated with the non-parent domain.
Domains were assessed for sick-well discrimina-

tion, good reliability etc, before the integrity of the
entire scale was subjected to a full psychometric
evaluation. A WHOQOL panel established whe-
ther items in each domain covered the concept
outlined in the agreed definitions, and whether a
cohesive and interpretable entity of QoL with good
‘gestalt’ and construct validity had been achieved
(A. Harper, pers. comm.). In the light of these re-
sults and after the EQS model was applied, further
minor adjustments were made to better explain the
concept [8]. Using this reflexive, iterative and in-
tegrated qualitative and quantitative procedure,
the conceptual features of QoL agreed by the group
continued to be considered at the time that quan-
titative information on item selection was also
under review.

The psychometric properties of the short-form
WHOQOL-BREF have been tested on the original
pilot data (n = 4802), field data (n =4104) and
data (n = 2369) from new centres and the results
are similar to the WHOQOL-100 and of a high
calibre [9]. In the BREF, 95% of the total facet
score variance was explained for the four domains
(range 91-77%). Cronbach’s o for domains was
acceptable except for the small, 3-item social re-
lationships domain (o = 0.66). Domain discrimi-
nation between sick and well groups was good
(p < 0.001). Comparative fit indices of the four
domain model using 24 facet items for the total
was 0.90 for the original and new data [9]
(Table 1).

Several other features of the WHOQOL are
worthy of mention. Importance items relating to
each facet were appended to the WHOQOL-100.
These have assisted in the selection of those facets
that were perceived to be internationally impor-
tant or very important, although as Hagerty et al.
[31] observe, these have not been used to weight
facets in scoring as originally intended, for psy-
chometric reasons. Recent work suggests that they
may provide valuable information about QoL in
their own right, and extended discussion of this
issue is forthcoming (S.M. Skevington and K.A.
O’Connell with the WHOQOL Group, unpub-
lished).

Secondly, four new types of response scale were
developed to accompany the nationally derived
wording for items. This was carried out using
a novel methodology whereby the WHOQOL
group first agreed translatable labels that could be



inserted at the poles of the five-point scales. But
the three words that were used at the 25, 50 and
75% intervals were derived through field-work in
the centres, that required respondents to place la-
bels on a 100 mm line, so that the most appro-
priate descriptor for each interval could be selected
[32, 33]. Consequently, even in the English-
speaking centres of Melbourne and Bath, the three
intermediate labels are different for each response
scale. This work therefore supports the view that
response scale descriptors do not cross interna-
tional boundaries but must be developed locally,
so that the language is most appropriate to that
culture. Like items, their wording will in time also
become outdated.

Thirdly, to take account of the problems of
conceptual equivalence, national items could be
added to the highly comprehensive international
core items (within defined limits) to round out the
concept in that language and culture, where such
issues were known to be important. For example,
skin colour in India is central to people’s QoL,
whereas it would be of marginal importance to the
majority of English respondents. The inclusion of
these national items depended on whether they
would be as robust in psychometric terms, as items
from the international core. It was also important
that they did not replicate the meaning of existing
core items, and the complimentary techniques of
multi-dimensional scaling and cluster analysis
were used to examine the conceptual structure of
facets containing national items in each centre, to
ensure that this did not occur [11]. Not all centres
proposed national items because their focus
groups did not cite additional important issues.
The English version has two national items on
‘feeling fed up’ and happiness.

Lastly, it was acknowledged that even a highly
comprehensive generic instrument like the WHO-
QOL might not address certain special QoL issues
that arise when people have a particular disease or
condition. These could be developed in a similar
way to the core instrument and be appended to it.
For instance, for cancer patients in therapy,
vomiting and nausea may be salient to their QoL
but it is unlikely that these questions would be
appropriate to the general population or even the
majority of sick people, and would therefore be at
best, redundant and at worst, an irritating extra
burden to those completing the scale. Generating
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specific items for use with a particular disease or
condition follows the original WHOQOL protocol
and must include three or more culturally diverse
centres to be acceptable. The new WHOQOL-HIV
instrument has been created in this way and in-
cludes data from a range of centres to test and
reduce items generated by focus groups of people
with HIV infection and well people (K.A.
O’Connell and S.M. Skevington with the WHO-
QOL-HIV Group, unpublished). Although the
100-item version has the strength of being an ac-
cessible, feasible, highly comprehensive, valid and
responsive tool [34] the inclusion of specific items
may not only improve acceptability but should
also increase the sensitivity of the instrument to
changes in a patient’s clinical condition.

Critique

Like other instruments, the WHOQOL has its
shortcomings and some of these have been high-
lighted in a recent review of general QoL measures
[31]. Using a Delphi technique, the authors agreed
14 criteria that they believed to be important to
QoL ‘indexes’ (sic) for use in public policy, and
assessed 22 measures against each.

One criticism of the WHOQOL was that there
was no justification or rationale for the choice of
domains. Although not fully reported in early
publications, the domain structure was derived
from the context in which particular discourses
were located in focus group discussions, as well as
from an extensive review of the literature on QoL
and the use of expert international opinion. Hag-
erty et al. [31] identify some issues as important
omissions from the WHOQOL concept. Material
well-being may well have a place in a health-re-
lated QoL measure but had this been important,
then the focus groups would have had the oppor-
tunity to indicate this. Employment is addressed
under working capacity and pilot work with 29
facets showed that a second facet on work satis-
faction did not perform well across cultures and so
it was removed from the final structure of the
WHOQOL-100 [7]. The WHOQOL facet on spir-
ituality, religion and personal beliefs originally
held domain status and this seems to have been
overlooked by these reviewers. Its inclusion is
a radical departure for generic scales where few
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designers have attempted to operationalise this
neglected area. During the WHOQOL develop-
ment it was recognised that the conceptualisation
and measurement of spirituality, religion and
personal beliefs was limited, but for pragmatic
reasons it was not possible at that time to develop
it. This agenda is currently being revisited by the
WHOQOL Group in a program of international
work with centres representing the widest range of
belief systems, to develop an assessment of spiri-
tuality, religion and personal beliefs in relation to
QoL and health.

The WHOQOL work is said to hold a ‘deficit
view’ of the construct on QoL. Hagerty et al. [31]
say that through this perspective, full health is
equated to maximum QoL and QoL can be dis-
counted through ill-health. But the definition of
QoL derived by the WHOQOL group implies that
QoL is about the many and varied meanings that
people bring to important aspects of their lives and
this is a much more complex analysis than as-
sumed. It is this very feature that the WHOQOL
Group have tried to challenge. The detailed in-
clusion of many diverse symptoms in the WHO-
QOL would have driven this health-related QoL
scale in the very direction that Hagerty et al. er-
roneously conclude, and this was one of the rea-
sons why it was decided to avoid this orientation.
As mentioned earlier, counting symptoms or as-
sessing symptom intensity is not integral to the
WHOQOL because it is not possible to assume
that people with serious breathlessness, nausea or
insomnia will necessarily report a poor QoL.

Hagerty et al. [31] comment on the absence of
‘objective’ items in the WHOQOL assessment.
These types of question were considered for in-
clusion in the scale and rejected after preliminary
pilot work [3]. But it was recognised that many
QoL scales contain ‘objective’ items and that a
subjective self-report measure was needed that
could be used alongside existing measures where
necessary. The WHOQOL group takes the view
that QoL is about the meaning of different as-
pects of life for individuals. As it is not possible
to observe meanings because they are internal
states then QoL must necessarily be measured
subjectively. Objective measures are of course
important but perhaps this perspective should no
longer be described as QoL, to avoid labelling
confusion.

The WHOQOL has also been criticised for
combining different response scales in the same
scoring unit, for changes to the factor structure in
successive publications with different samples, for
applying a dual conceptual and statistical ap-
proach where others would have used only a sta-
tistical rationale (despite the meaning of the
solution) and for not declaring data reduction
processes. These issues are now further addressed
within this paper.

Comprehensiveness can come at a price. In a
few cases, the wording of two items from the same
facet reflect subtle linguistic or semantic differ-
ences that may be difficult to fully appreciate
during rapid completion or operationalise in some
translations, so duplication may be perceived. A
shorter, more succinct version of the WHOQOL-
100 may need to be derived in the future. While the
focus group procedure went some way to obtain-
ing questions that were meaningful and relevant to
the users, full cognitive debriefing procedures
might have enhanced this process.

Lastly, while some researchers might view the
WHOQOL Groups procedure as too laborious
and complex for regular instrument development,
it could be argued that the considerable investment
required to create a high quality cross-cultural
instrument demands this level of fastidious atten-
tion to detail. Given the number of generic QoL
instruments in existence, perhaps such projects
should not be undertaken in the future unless these
procedures can be bettered.

Conclusion

Ending on a theoretical note, the WHOQOL
project has employed elements of etic and emic
perspectives and its features will be re-evaluated
with reference to Berry’s [35] four criteria needed
to distinguish these approaches. In the WHOQOL
case, QoL is studied both from within the system
through the centres (emic), and from an outsider’s
point of view from the other perspectives in the
international group (etic). Through its conceptual
development and analytical procedures, the find-
ings of each centre are addressed and appraised
culture by culture (emic) but QoL is also examined
in many cultures so enabling some comparisons to
be made (etic). Furthermore, the structure of QoL



in the WHOQOL was discovered using a bottom-
up approach with focus groups to find out what
dimensions were salient and consensually agreed
as important across cultures (emic) but also top-
down, using expert opinion and literature review
(etic). The WHOQOL approach enables more
than just a relativist, comparative, multiple cross-
national exercise to be undertaken, but essentially
employs a universalist approach to the interpre-
tation of QoL [21]. Its universality arises from the
simultancous development of the instrument in
many different cultural settings, a common set of
agreed facet definitions and a common method-
ology for question development and selection.
Additionally it contains a global pool of questions
with which any national items have to compete in
psychometric and conceptual terms [8]. Its di-
mensions have been found to be reliable and valid
across many different centres [7-9, the WHOQOL
Group, unpublished] and structural equation
modelling together with other statistical tests show
that there is a substantial level of agreement across
15 countries about the multiple dimensions and
structure of the concept [36].
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