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Abstract

In this study, WHOQOL survey data obtained from 4802 sick and well participants in 15 countries were
used to investigate the relationship between judgements about different dimensions of quality of life (QOL)
(core scores) and the importance attributed to them. As a theoretical framework, we applied the WHOQOL
Group’s (1995) definition of QOL which indicates that those who report the very poorest QOL will be least
likely to have met their own ‘…goals, expectations, standards and concerns’. Those with the poorest QOL
would therefore be expected to show the biggest difference between core and importance scores, and
therefore be distinguishable from respondents whose QOL was poor, better or best. The main effects from
overall analyses confirmed that those reporting the largest negative differences tended to report the poorest
QOL and also attached a high degree of importance to these dimensions. Evidence for a decreasing
differential across the four groups (poorest to best) was confirmed for the majority (18) of facets. However
facet level analyses comparing groups with different levels of QOL showed that only five facets distin-
guished those with the poorest QOL from those whose QOL was poor, so the theory is not well supported.
Furthermore the contribution of core-importance facet differences reduced the overall prediction of QOL,
when compared with a regression of core scores alone. Importance information about specific facets may
have limited potential to be used alongside the main instrument to identify areas of the poorest QOL for
clinical or social action.
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Introduction

Quality of life (QOL) in health care is frequently
conceptualised as a multi-dimensional phenome-
non [1–4]. But how important are the various di-
mensions that are included in multi-dimensional
profiles? Without evaluating their importance, the
assumption embedded in some instruments is that
all aspects of QOL are equally important at every
cultural or social group level. Furthermore that
individuals perceive all aspects of their QOL to be
equally important, and this is a shortcoming in

their design. Kind observes ‘Most QOL assess-
ments suffer from the limitations that undermine
their potential – notably the absence of any indi-
vidual preferences indicating the importance to be
attached to different aspects of health status and
QOL indicators’ [5]. Information about impor-
tance is useful because it can assist instrument
developers in selecting dimensions most relevant to
the population for whom the scale is intended, and
attributions of importance are likely to differ be-
tween different social and cultural groups. This
way, importance information can assist in re-
moving redundant issues before the scale is fina-
lised and subsequently reduces the burden ofqSee Appendix for details.

Quality of Life Research 13: 23–34, 2004.
� 2004 Kluwer Academic Publishers. Printed in the Netherlands.
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completion for respondents. Secondly, importance
information may have clinical value as a heuristic
to guide those who deliver health services. Where
particular features of QOL are known to be highly
valued then clinicians know that if they can satisfy
these needs as a priority, their patients will be
more contented with their service.

Some measures do examine the importance of
different aspects of QOL. Implicit to procedures
used in preference-based outcome measures are
patient decisions about the relative importance of
different health care situations that might affect
their mortality and morbidity [6]. Also the im-
portance of elicited or provided dimensions is as-
sessed by some goal attainment measures [7], and
in standardised scales e.g. quality of life index
(QLI) [8], subjective quality of life profile (SQLP)
[9]. Individualised techniques often direct respon-
dents to identify, prioritise and rate or weight
important QOL areas e.g. Schedule for the evalu-
ation of individual quality of life (SEIQOL) [10],
patient generated index (PGI) [11] and Repertory
Grid technique [12].

Advantages and disadvantages of this approach
are illustrated by considering two hypothetically
similar patients receiving post-operative hospital
care for hernia repair who have been asked to
identify those aspects of QOL that are most im-
portant to them right now. One cites intense pain as
very important, while another, attributing an equal
level of importance, may describe the worry of not
being able to water his tomato plants during a
summer drought. This example shows how people
ascribe high importance to different and sometimes
not always conventional issues. It also serves to
suggest that if valid comparisons need to be made
between individuals (rather than a number of times
for the same individual) only those issues that are
agreed by social consensus to be highly important
and relevant should be offered for assessment.
However to focus on importance alone may not in
itself provide a good assessment of QOL. It is ar-
gued here that the importance of QOL may be
necessary but not sufficient, to provide an overall
assessment of the concept. Ratings of how satisfied
or bothered people are with their life may need to
be integrated with an assessment of importance.

The value of the importance of QOL is reflected
in some definitions although is not always expli-
citly stated. Campbell et al. [13] proposed that

QOL is about the perceived discrepancy between
real and ideal states suggesting that QOL would be
higher when this discrepancy was small, and lower
if it was pronounced [13]. Similarly, Calman says
‘A good QOL can be said to be present when the
hopes of an individual are matched and fulfilled by
experience. The opposite is also true: a poor QOL
occurs when the hopes do not meet with the ex-
perience’ [14]. Cella & Tulsky [15] defined QOL as
‘the importance of people’s subjective perceptions
of their current ability to function, as compared
with their own internalised standards of what is
possible or ideal’. These definitions have affinity
with the WHOQOL Group definition of QOL as
‘an individual’s perception of their position in life,
in the context of the culture and value systems in
which they live, and in relation to their goals, ex-
pectations, standards and concerns’ [16]. Although
the importance of different features of quality is
not explicitly stated, it is implied, and hence pro-
vides theoretical guidance for the present work. A
model of ‘needs’ is also discussed by Hunt &
Leplege [17]. Within these definitions, comparison
processes are cited as the common vehicle through
which judgements about QOL are made [18] but to
date, this position statement has not been sub-
jected to a direct empirical test.

The WHOQOL was developed and standardised
to measure QOL cross-culturally. It enables self-
reported QOL to be measured in relation to health
and is a generic instrument for use with many
disorders and well people. Covering 25 dimensions
(facets) of QOL, it is now available in around 50
languages. The WHOQOL-100 core items were
derived following a program of qualitative and
quantitative work agreed by an international re-
search collaboration and initially carried out si-
multaneously in 15 centres world-wide [4, 19, 20].
Because different cultures would be likely to as-
cribe a distinctive profile of importance values to
QOL dimensions, WHOQOL importance items
were designed to test this. Their results provided
useful evidence for facet selection during instru-
ment development [20]. They were originally in-
tended to weight the core scores with the aim of
improving cross-national equivalence between
language versions [21] but during development,
new research showed that the products resulting
from a multiplication of core and importance
scores would mislead interpretation, because this
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procedure had the potential to produce scores that
could mask the fact that a number of people all
receiving the same score had quite different expe-
riences of QOL and health [22]. Hence the same
score would not enable a valid discrimination to be
made between these psychologically different in-
dividuals. So the WHOQOL group did not use the
importance ratings in scoring but the data remains
of intrinsic practical and theoretical interest.

Taking the WHOQOL definition as a starting
point, we assumed that the importance that people
attached to various aspects of their QOL is influ-
enced by their ‘…goals, expectations, standards
and concerns’ [16] and vice versa. The four options
implied by this definition are operationalised and
exemplified as follows: (1) A person with perceived
poor mobility and who also believes that it is very
important to be mobile may have poor QOL
because the differential between these two per-
spectives is large. As their ‘goals, expectations,
standards and concerns’ are unmet, there is likely to
be dissatisfaction or distress. (2) Someone with
perceived poor mobility but who see their mobility
as relatively unimportant will also report poor
QOL, but their QOL may less poor than in (1) be-
cause lower aspirations are fulfilled and mobility of
less concern. (3)Wheremobility is highly important
and the person feels very mobile there should be a
good QOL because high expectations are met and
as with (2), there is little disparity. (4) Where mo-
bility is perceived as good but unimportant, despite
the large differential this is unlikely to detract from
QOL because of its lack of importance, indeed ex-
pectations may be exceeded. This study aims to
investigate whether those who rate their QOL as
poor and see these aspects as highly important have
the very poorest QOL compared to others, because
this large differential represents unfulfilled goals,
expectations, standards and concerns. A large sur-
vey of health-related QOL world-wide, enabled an
empirical test of this hypothesis.

Method

Design

The cross-sectional data for this study was col-
lected simultaneously in 15 field centres which had
been selected to provide international contrasts in

terms of health service provision, industrialisation,
geographical region, and other important indica-
tors of QOL like the dominant religion, percep-
tions of self and time, and the role of the family
[20]. They were located in Melbourne, Australia;
Zagreb, Croatia; Harare, Zimbabwe; St Peters-
burg, Russia; Bangkok, Thailand; Paris, France;
Bath, England; Panama City, Panama; Madras,
India; Barcelona, Spain; Tokyo, Japan; Tilburg,
the Netherlands; Seattle, USA; New Delhi, India
and Beer Sheeva, Israel. Using a commonly agreed
international protocol, each centre obtained
questionnaires from a minimum of 300 partici-
pants using a quota sample, where a minimum of
50 would be well and 250 sick. They recruited a
heterogeneous sample of patients from a wide
range of conditions and disorders. A 2 · 2 design
was used to target equal numbers of gender and
age groups (age was bisected at 45 years). All were
adult, in the terms defined by each culture.

Measures

The WHOQOL-100
The WHOQOL-100 was derived from a pilot ver-
sion containing 235 international core items and 41
importance items. Five-point Likert ratings were
developed using a visual analogue scale method-
ology to obtain interval measurement [21]. Only
importance items were rated from ‘not at all im-
portant’ (1) to ‘extremely important’ (5). An ex-
ample of a core item is ‘How safe do you feel in
your daily life?’ and a compatible importance item
is ‘How important to you is feeling physically safe
and secure?’ In a few cases there were necessary
linguistic similarities between the wording of core
and importance items but most importance items
were quite different in style and content.

The 100 core items of the WHOQOL-100 are
organised into 25 facets of QOL, which are
grouped hierarchically into six domains with 32
importance items appended [20] (see Table 1). This
extracted set of 132 items form the basis of the
analyses presented in this paper. A General facet
(G) assessed overall health and general QOL.
During the development of the WHOQOL-100,
importance ratings were included in the selection
of the final 25 facets, so every facet had high in-
ternational consensus, being important to very
important with a mean international rating
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between 3.0 and 5.0. Some facets had more than
one importance item where there had been any
ambiguity about which aspect of the concept
might best represent importance for that facet e.g.
separate items on happiness and contentment for
positive feelings. The time-frame for core items
enquired about the last 2 weeks but no time-frame
was specified for the WHOQOL importance items.
Items, response scales and instructions were
translated and back-translated in the centres ac-
cording to an agreed WHO methodology and
translations were approved centrally [23]. Al-
though some centres developed national core and
importance items appropriate and specific to their
language and culture, these are not included in the
present analysis [24].

The WHOQOL-100 shows good internal con-
sistency reliability: Cronbach’s a is above 0.7 for
almost all facets (0.65–0.93); for General QOL (G)
it was 0.84, and for domains 0.71 to 0.86. Test–
retest reliability over 2–8 weeks ranged from 0.68
to 0.95, and sick-well discriminant validity was
good for facets and domains. The construct and
structure of the WHOQOL-100 has been validated
using exploratory factor analysis [19, 20].

Procedure

All participants completed the pilot version of the
WHOQOL-100 followed by the importance items
at the same session. Socio-demographic questions
on age, sex, educational level, marital status, oc-

Table 1. Pearson correlations between importance (I) scores with corresponding WHOQOL facet means (core), the General Facet (G)

and between C-I difference scores with G

Core (C) General (G) Difference C-I vs. G

Domain 1: Physical health

F1 Pain & discomfort )0.17* )0.02 0.33*

F2 Energy & fatigue 0.01 0.03 0.46*

F3 Sleep & rest 0.03 )0.01 0.42*

Domain 2: Psychological

F4 Positive feelings 0.13* 0.09 0.44*

F5 Thinking, learning, memory etc 0.18* 0.10 0.31*

F6 Self-esteem 0.21* 0.12* 0.36*

F7 Body image & appearance 0.01 0.13* 0.17*

F8 Negative feelings )0.15* )0.03 0.41*

Domain 3: Levels of independence

F9 Mobility 0.07* 0.02 0.37*

F10 Activities of daily living 0.06* 0.08* 0.44*

F11 Dependence on medication 0.14* 0.09* 0.27*

F12 Working capacity 0.25* 0.09* 0.43*

Domain 4: Social relationships

F13 Personal relations 0.20* 0.16* 0.31*

F14 Practical social support 0.28* 0.03 0.32*

F15 Sex 0.27* 0.11* 0.20*

Domain 5: Environment

F16 Physical safety & security )0.01 0.05* 0.27*

F17 Home environment 0.22* 0.21* 0.25*

F18 Financial resources )0.17* )0.05* 0.40*

F19 Health & social care 0.07* )0.01 0.34*

F20 Information & skills 0.22* 0.14* 0.27*

F21 Recreation & leisure 0.28* 0.14* 0.35*

F22 Physical environment )0.05* 0.15* 0.10

F23 Transport 0.02 0.04* 0.25*

Domain 6: Spirituality, religion & personal beliefs

F24 Spirituality 0.57* 0.14* 0.13*

* Significant at pO 0:001.
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cupation and health status included as standard in
the WHOQOL-100, were also completed.

Analysis

Statistical analysis was carried out using comput-
ing software SPSS Version 10. Before completing
these analyses, the single ‘best’ importance item
was selected to reduce the items to one per facet, so
that there would be equivalence between all facet
importance scores.1 Frequency distributions
showed that ratings were mostly 3, 4 or 5 on the
five-point importance scale, due to the prior se-
lection of the most important facets for the
WHOQOL-100, so skewed scores were log trans-
formed to normalise distributions.

Correlational analyses at Stage 1 examined the
association between the core and importance items
of the WHOQOL-100 and also with general (G)
QOL. In view of their common QOL origins, a
modest but significant positive correlation (Pear-
son r) between core and importance was expected
for all facets. It was expected that the relationship
would not be strong, as those with poor QOL
might downplay importance as a coping strategy,
and those with the best QOL upgrade its impor-
tance. General QOL ratings were used as a
benchmark against which to compare the contri-
bution of the importance items with the core, as G
is not an integral part of the WHOQOL-100
scoring. The large number of cases and of corre-
lations demanded that a more conservative p-value
(pO 0:001) was applied to all results.

Differences between the core and importance
ratings were expected to be a useful vehicle for
understanding and interpreting the WHOQOL
definition. Differences between the mean facet core
score and its respective facet importance score were
calculated, and ranged on a continuum from )4
where core scores were low (poor QOL) but im-
portance was high, to +4 where QOL was scored
as good but importance was low. These differences
were correlated with G to examine their relation-
ship to general health and overall QOL. If a large
negative difference in scores represents poorest
QOL as predicted, e.g. a core score of 1 and im-
portance scoring 5, then these scores would be ex-
pected to be closely associated with poor overall
QOL (low scores). Conversely, a small positive or
negative difference e.g. core = 4, importance = 5,
would be expected to indicate better QOL, and
would be closely associated with higher G scores,
so a significant positive correlation was predicted
for each facet between difference scores and G.

To examine whether the inclusion of the im-
portance ratings provides more information than
the core scores alone, first the correlation between
the core and general facets was investigated
then the association was retested controlling for
the impact of importance, using partial correla-
tion. If the relationship between the core and
general QOL is significantly reduced when im-
portance is removed, then importance makes a
substantial contribution to the assessment of per-
ceived QOL. Lastly, stepwise multiple regression
was carried out on the 24 facet differences as in-
dependent variables (core minus importance) to
investigate the extent to which they predicted
overall QOL. The dependent variable was the
mean of the general QOL core items. The aim was
to find out which of these facet differences might
have the best predictive value. The R2 adjusted and
change values were inspected with F-values.

A more demanding test of the hypothesis would
be to compare the difference scores from sub-
samples allocated to groups based on their re-
ported level of QOL – poorest, poor, good and
best QOL – and this was carried out at Stage 2.
Histograms confirmed skewed frequency distribu-
tions with few individuals rating importance as 1
or 2 on the five-point scale as expected, so a score
of <4.0 was designated as lower importance in this
analysis. The normally distributed core scores

1Four facets in the WHOQOL-100 contained more than one

importance item: positive feelings (F4), thinking etc (F5), access

to health care (F19) and information & skills (F20). Tests were

conducted to identify the single best performing item that

would be representative of the parent facet. Ten items were

examined following psychometric selection procedures used by

the WHOQOL Group [18, 19]. Item means and standard

deviations were all acceptable, ranging from 3.7 to 4.2 (SD 0.8–

1.0). Correlations between items in the four key facets with

other importance items within the relevant domain were

significant (0.29–0.72) and intra-facet items also correlated well

(0.54–0.72). Individual items within F19 and F20 showed

consistent weaknesses in performance across several tests and

were removed to leave the best item in each case. Hierarchical

multiple regression analysis (using the general facet importance

score as dependent variable) enabled selection of an item for F4

and F5.
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could be bisected, so those scoring 3.0 or less were
designated as having a poorer QOL. Together
these two scoring criteria provided an algorithm
for uniquely allocating each participant to one of
four groups, and therefore level of QOL: Group
1 – poorest QOL (core <3 and importance >4),
Group 2 – poor QOL (core <3 and importance
<4), Group 3 – good QOL (core >3 and impor-
tance <4), Group 4 – best QOL (core >3 and
importance >4). It was predicted that Group 1
with the largest negative differential, would report
the poorest QOL of any group and Group 2 with
poor QOL, would show a negligible differential
arising from low core and low importance scores.
Those with good QOL in Group 3 would show a
positive differential between core and importance
scores and Group 4 would be likely to have the
best QOL, as reflected by the highest core and
importance scores and a negligible difference. The
two groups with poor and poorest QOL were ex-
pected to be distinguishable from each other on
the basis of the size of the core-importance dif-
ferences, as those with the poorest QOL would
have larger negative differences. This prediction
was tested using analysis of variance with paired
comparison tests (Scheffe).

Finally, having looked at the facets, we asked
whether the differential could discriminate be-
tween different levels of overall QOL. Mean dif-
ference scores were calculated across all 24 facets
(not G) for individuals, and these values were en-
tered into a one-way ANOVA with post hoc
comparisons (Scheffe test). The dependent variable
was a five-point General QOL item: ‘How would
you rate your QOL?’ This way, the mean differ-
ence scores could be compared for people who
rated overall QOL as very poor (1), with those
who rated it higher using points 2–5 on the scale. It
was predicted that those with the poorest QOL
would show the biggest negative differences, and a
decrease in the size of differences was predicted for
those with other levels of QOL moving across the
continuum from 1 to 5.

Results

Sample description

A total of 4802 participants in 15 centres com-
pleted the WHOQOL-100 with its importance

items. The centre sample size ranged from 286 to
412, and the mean age from 38 to 48 years
(SD ¼ 14–20). Women constituted 49–63%, and
sick respondents between 70 and 84% of the
samples from each centre. The sample is further
described elsewhere [20].

Stage 1: Investigation of the relationship between
the core and importance items

The results in Table 1 showed that although 18 of
the 24 correlations between core and importance
ratings (core) were highly significant, the associa-
tions were very small in every facet. This consistent
lack of associations is particularly noteworthy
in view of the very large numbers in the sample.
The exception to this trend was the facet/domain
of spirituality, religion and personal beliefs (r ¼
0:57). Furthermore, negative correlations occurred
in five facets although a positive association was
predicted.

Correlations between importance items and the
G core means showed weaker correlations (see
Table 1 – G) and while 15 out of 24 correlations
were significant, the strongest was only r ¼ 0.21.
As predicted from theory, there is little consistent
linear association between the importance of
QOL and QOL as measured by the correspond-
ing core or general facets. One interpretation of
these weak but consistent findings is that the
information provided by the two types of items
about QOL is relatively dissimilar. Despite their
common conceptual origins, they appear to as-
sess different perspectives on QOL, and in a
relatively independent way. This suggests that
information derived from the importance items
might be used to supplement that of the core in
the process of making a better evaluation of
QOL.

When core-importance differences were corre-
lated with the General facet (Table 1) the hypo-
thesis was supported, as all correlations were
found to be highly significant (p < 0:001 or
p 6 0.01) and showed a much stronger set of as-
sociations than in previous analyses. This provides
limited support for the view that assessing the
difference between core and importance scores
rather than just inspecting low core scores might
provide a better means of identifying those with
the poorest QOL.
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Table 2 shows that for every facet, correlations
between the core and general facets were smaller
when the impact of importance on these facet
scores was controlled for (using partial correla-
tion), than in the direct correlation between the
two. Despite the relative similarity in the size of
these two sets of correlations, the consistent re-
duction in size of the correlation for every facet
when importance was controlled for, was con-
firmed as a highly significant difference, using a
paired-samples t-test of the two sets of correlations
shown in Table 2 (t ¼ 11.19 (df ¼ 22) p <
0.0001). It is worth noting that the facets with the
largest correlations tend to represent dimensions
that are commonly found in many multi-dimen-
sional profiles of health-related QOL. However the
correlation sizes of G vs. core scores in Table 2 are
considerably greater than correlations in Table 1
for the difference between core and importance
with G. This consistently lower level of association
where importance is included suggests that the
addition of importance information may in fact

detract from a fuller assessment of QOL, and
hence the result goes contrary to our hypothesis.

Multiple regression analysis showed that when
differences for all 24 facets were entered, 18 facets
predicted 39.5% of the variance in overall QOL.
The most important of these was positive feelings
where 22% of the variance was accounted for,
followed by energy and fatigue (7%), financial
resources (4%), sleep and rest (2%), and working
capacity (2%). The other 13 facets of QOL pre-
dicted <1% each. The total variance predicted is
not large, with positive feelings accounting for
more than half of the effect. This shows that those
who believe that having a high level of positive
feelings is important to their QOL and who report
poor positive feelings indicate that this difference
has a substantial effect on their overall QOL. It
also provides some support for the view that
happiness and contentment as key issues within
the positive feelings concept may have universality.
However, when the regression was repeated sub-
stituting core scores alone for core-importance
differences, then the core scores explained a sub-
stantially higher percentage of the overall variance
at 72%, so our prediction that importance infor-
mation will improve QOL assessment must be
rejected.

Stage 2: Testing the QOL differential

Table 3 examines the differential of differences
after every respondent had been allocated to one
of four possible groups using an algorithm to
designate them as having the poorest, poor, good
or best QOL. Group means for facets are pre-
sented in Table 3 with the mean core-importance
differences (brackets), and the difference between
group differences.

Overall, the F-values showed a consistent,
highly significant main effect for groups, for every
facet. Paired comparisons between groups showed
that these differences were greatest for virtually all
combinations where the extremes of the QOL
continuum were evaluated together i.e. poorest vs.
good (3) or best (1); poor vs. good (4) or best (2);
that is, 95 out of 96 results (24 · 4) are significant
for the above combinations. As expected, the
largest negative differences were found for com-
parisons between poorest and poor with best (1 &
2). The effect was less consistent and smaller where

Table 2. To show correlations between core and general quality

of life ratings and the impact of importance on these, using

partial correlation

WHOQOL Facet General vs. core General vs. core

controlled for

importance

Pain 0.48 0.43

Energy 0.59 0.55

Sleep 0.58 0.55

Positive feelings 0.65 0.60

Thinking etc 0.50 0.43

Self-esteem 0.56 0.53

Body image 0.38 0.36

Negative feelings 0.57 0.53

Mobility 0.45 0.40

Activities 0.61 0.57

Dependence 0.41 0.37

Work 0.54 0.50

Relations 0.58 0.55

Support 0.42 0.39

Sex 0.41 0.40

Safety 0.42 0.36

Home environment 0.47 0.43

Finance 0.49 0.44

Health care 0.43 0.35

Information 0.48 0.41

Leisure 0.57 0.53

Physical environment 0.32 0.31

Transport 0.36 0.29

Spirituality 0.27 0.24

29



T
a
b
le

3
.
A
n
a
ly
se
s
o
f
v
a
ri
a
n
ce

o
f
fa
ce
ts
,
co
m
p
a
ri
n
g
co
re
-i
m
p
o
rt
a
n
ce

d
iff
er
en
ce
s
fo
r
d
iff
er
en
t
le
v
el
s
o
f
Q
O
L
a

F
a
ce
ts

F
-v
a
lu
e

M
ea
n
co
re

(a
n
d
co
re
-i
m
p
o
rt
a
n
ce

d
iff
er
en
ce
)
sc
o
re
s

C
o
m
p
a
ri
so
n
o
f
co
re
-i
m
p
o
rt
a
n
ce

d
iff
er
en
ce
s
fo
r
d
iff
er
en
t
p
a
ir
s
o
f
g
ro
u
p
s

G
ro
u
p
1

P
o
o
re
st

Q
O
L

G
ro
u
p
2

P
o
o
r
Q
O
L

G
ro
u
p
3

G
o
o
d
Q
O
L

G
ro
u
p
4

B
es
t
Q
O
L

1
.
P
o
o
re
st

&
B
es
t

2
.
P
o
o
r

&
B
es
t

3
.
P
o
o
re
st

&
G
o
o
d

4
.
P
o
o
r

&
G
o
o
d

5
.
G
o
o
d

&
B
es
t

6
.
P
o
o
re
st

&
P
o
o
r

N
1
0
6
–
5
8
9

3
8
–
3
3
2

1
3
0
–
2
1
3
2

1
9
8
7
–
4
3
6
8

P
a
in

&
d
is
co
m
fo
rt

2
8
8
.9
*

2
.9
4
()
1
.6
0
)

2
.9
8
()
1
.5
6
)

3
.5
3
()
1
.0
0
)

3
.6
5
()
0
.8
9
)

)
0
.7
1
*

)
0
.6
7
*

)
0
.5
9
*

)
0
.5
5
*

)
0
.1
3
*

)
0
.0
6

E
n
er
g
y
&

fa
ti
g
u
e

7
8
9
.0
*

2
.8
7
()
1
.5
7
)

2
.8
6
()
1
.5
6
)

3
.5
2
()
0
.9
2
)

3
.7
1
()
0
.8
7
)

)
0
.8
4
*

)
0
.8
4
*

)
0
.6
5
*

)
0
.6
6
*
*

)
0
.1
8
*

)
0
.0
9

S
le
ep

&
re
st

3
8
8
.8
*

2
.5
3
()
1
.7
2
)

2
.6
0
()
1
.6
5
)

3
.5
1
()
0
.7
3
)

3
.5
1
()
0
.7
3
)

)
0
.9
7
*

)
0
.9
0
*

)
0
.9
7
*

)
0
.9
1
*

)
0
.1
5

0
.1
3

P
o
si
ti
v
e
fe
el
in
g
s

5
9
0
.9
*

2
.6
3
()
1
.9
8
)

2
.6
8
()
1
.6
0
)

3
.4
4
()
0
.8
4
)

3
.6
2
()
0
.6
6
)

)
1
.0
*

)
0
.9
5
*

)
0
.8
1
*

)
0
.7
7
*

)
0
.1
8
*

)
0
.1
0

C
o
g
n
it
io
n
s

2
7
1
.9
*

2
.6
4
()
1
.4
9
)

2
.6
1
()
1
.4
6
)

3
.3
1
()
0
.8
2
)

3
.5
0
()
0
.6
3
)

)
0
.8
6
*

)
0
.8
9
*

)
0
.6
7
*

)
0
.7
0
*

)
0
.1
8
*

)
0
.1
7

S
el
f-
es
te
em

3
9
3
.7
*

2
.7
3
()
1
.4
3
)

2
.7
8
()
1
.3
8
)

3
.4
5
()
0
.7
1
)

3
.6
0
()
0
.5
6
)

)
0
.8
6
*

)
0
.8
1
*

)
0
.7
2
*

)
0
.6
7
*

)
0
.1
4
*

)
0
.1
0

B
o
d
y
im

a
g
e

1
8
8
.7
*

2
.9
0
()
0
.6
9
)

2
.8
0
()
0
.7
9
)

3
.3
6
()
0
.2
3
)

3
.5
7
()
0
.0
2
)

)
0
.6
7
*

)
0
.7
6
*

)
0
.4
6
*

)
0
.5
7
*

)
0
.2
1
*

)
0
.0
5

N
eg
a
ti
v
e
fe
el
in
g
s

4
3
4
.9
*

2
.8
0
()
1
.3
5
)

2
.9
3
()
1
.2
2
)

3
.5
0
()
0
.6
5
)

3
.6
8
()
0
.4
7
)

)
0
.8
8
*

)
0
.7
5
*

)
0
.7
1
*

)
0
.5
8
*

)
0
.1
7
*

)
0
.1
2
*
*
*

M
o
b
il
it
y

2
6
3
.7
*

2
.8
0
()
1
.4
9
)

2
.9
5
()
1
.3
4
)

3
.4
2
()
0
.8
7
)

3
.5
4
()
0
.7
5
)

)
0
.7
4
*

)
0
.6
0
*

)
0
.6
1
*

)
0
.4
7
*

)
0
.1
3
*

)
0
.1
5
*

A
ct
iv
it
ie
s
o
f
d
a
il
y
li
v
in
g

5
0
6
.8
*

2
.6
4
()
1
.7
3
)

2
.6
6
()
1
.6
9
)

3
.3
7
()
1
.0
0
)

3
.6
0
()
0
.7
7
)

)
0
.9
6
*

)
0
.9
5
*

)
0
.7
2
*

)
0
.7
1
*

)
0
.2
3
*

)
0
.0
9

D
ep
en
d
en
ce

o
n
m
ed
ic
a
ti
o
n

2
1
6
.6
*

2
.9
7
()
0
.9
8
)

2
.9
2
()
1
.0
3
)

3
.4
6
()
0
.4
9
)

3
.5
9
()
0
.3
6
)

)
0
.6
2
*

)
0
.6
6
*

)
0
.4
9
*

)
0
.5
3
*

)
0
.1
3
*

)
0
.1
3

W
o
rk

ca
p
a
ci
ty

4
0
6
.8
*

2
.7
4
()
1
.4
4
)

2
.8
8
()
1
.3
0
)

3
.4
5
()
0
.7
3
)

3
.6
1
()
0
.5
7
)

)
0
.8
7
*

)
0
.7
3
*

)
0
.7
0
*

)
0
.5
7
*
*

)
0
.1
6
*

)
0
.1
4
*
*
*

P
er
so
n
a
l
re
la
ti
o
n
s

4
1
4
.9
*

2
.5
7
()
1
.4
7
)

2
.5
0
()
1
.5
3
)

3
.3
0
()
0
.6
7
)

3
.5
5
()
0
.4
2
)

)
0
.9
8
*

)
1
.0
6
*

)
0
.7
3
*

)
0
.8
1
*
*

)
0
.2
5
*

)
0
.1
7

P
ra
ct
ic
a
l
so
ci
a
l
su
p
p
o
rt

2
3
5
.0
*

2
.7
8
()
1
.0
2
)

2
.9
6
()
0
.8
4
)

3
.5
2
()
0
.2
8
)

3
.5
3
()
0
.2
7
)

)
0
.7
5
*

)
0
.5
7
*

)
0
.7
4
*

)
0
.5
6
*

)
0
.1
0

)
0
.1
8
*

S
ex

1
9
2
.2
*

2
.9
4
()
1
.3
2
)

3
.0
1
()
1
.3
2
)

3
.4
8
(0
.1
5
)

3
.6
0
(0
.2
7
)

)
0
.6
8
*

)
0
.5
9
*

)
0
.5
6
*

)
0
.4
8
*

)
0
.1
2
*

)
0
.1
1

P
h
y
si
ca
l
sa
fe
ty

&
se
cu
ri
ty

2
6
8
.9
*

2
.8
4
()
1
.6
7
)

2
.8
4
()
1
.6
7
)

3
.4
0
()
0
.2
3
)

3
.5
7
()
0
.4
0
)

)
0
.7
2
*

)
0
.7
3
*

)
0
.5
5
*

)
0
.5
6
*

)
0
.1
7
*

)
0
.1
2

H
o
m
e
en
v
ir
o
n
m
en
t

2
9
8
.1
*

2
.8
0
()
1
.2
8
)

2
.7
0
()
1
.1
8
)

3
.3
0
()
0
.7
9
)

3
.6
0
()
0
.4
9
)

)
0
.7
5
*

)
0
.8
6
*

)
0
.4
6
*

)
0
.5
6
*

)
0
.3
0
*

)
0
.1
0

F
in
a
n
ci
a
l
re
so
u
rc
es

3
0
6
.2
*

2
.9
0
()
1
.2
5
)

3
.2
0
()
0
.9
3
)

3
.5
7
()
0
.5
8
)

3
.7
1
()
0
.4
4
)

)
0
.7
4
*

)
0
.5
5
*

)
0
.6
1
*

)
0
.4
1
*

)
0
.1
4
*

)
0
.2
0
*

H
ea
lt
h
&

so
ci
a
l
ca
re

2
4
1
.0
*

2
.7
3
()
1
.5
9
)

2
.8
9
()
1
.4
3
)

3
.4
3
()
0
.8
9
)

3
.5
0
()
0
.8
7
)

)
0
.7
6
*

)
0
.6
1
*

)
0
.7
0
*

)
0
.5
4
*

)
0
.1
5

)
0
.1
7

In
fo
rm

a
ti
o
n
&

sk
il
ls

2
9
1
.3
*

2
.7
3
()
1
.0
6
)

2
.7
0
()
1
.0
3
)

3
.3
6
()
0
.4
3
)

3
.5
5
()
0
.2
4
)

)
0
.8
1
*

)
0
.8
4
*

)
0
.6
3
*

)
0
.6
6
*

)
0
.1
8
*

)
0
.0
7

R
ec
re
a
ti
o
n
&

le
is
u
re

4
4
7
.2
*

2
.8
9
()
0
.9
7
)

2
.8
0
()
0
.8
8
)

3
.6
0
()
0
.2
6
)

3
.6
9
()
0
.1
1
)

)
0
.8
0
*

)
0
.8
5
*

)
0
.7
1
*

)
0
.7
6
*

)
0
.1
2

)
0
.1
0

P
h
y
si
ca
l
en
v
ir
o
n
m
en
t

1
4
2
.6
*

3
.0
9
()
0
.6
8
)

2
.9
4
()
0
.8
3
)

2
.8
3
()
0
.9
4
)

3
.5
2
()
0
.2
5
)

)
0
.4
3
*

)
0
.5
6
*

0
.2
5
*
*

0
.2
2

)
0
.6
9
*

0
.1
5
*

T
ra
n
sp
o
rt

1
4
5
.6
*

2
.9
3
()
1
.0
5
)

3
.0
2
()
0
.9
6
)

3
.3
9
()
0
.5
9
)

3
.5
2
()
0
.4
6
)

)
0
.5
8
*

)
0
.5
0
*

)
0
.4
5
*

)
0
.3
7
*

)
0
.1
3
*
*
*

)
0
.0
7

S
p
ir
it
u
a
li
ty
,
re
li
g
io
n
et
c

8
9
.5
*

3
.0
5
()
0
.7
6
)

3
.0
6
()
0
.7
3
)

3
.4
6
()
0
.3
5
)

3
.4
7
()
0
.3
4
)

)
0
.4
2
*

)
0
.4
1
*

)
0
.4
0
*

)
0
.4
0
*

)
0
.1
4

)
0
.1
8

K
ey
:
*
p
<

0
.0
0
1
,
*
*
p
<

0
.0
1
,
*
*
*
p
<

0
.0
5
.

a
F
re
p
re
se
n
ts
th
e
o
v
er
a
ll
d
iff
er
en
ce
s
b
et
w
ee
n
th
e
fo
u
r
g
ro
u
p
s
(p
o
o
re
st
Q
O
L
,
p
o
o
r
Q
O
L
,
g
o
o
d
Q
O
L
a
n
d
b
es
t
Q
O
L
).
N
s
in

co
lu
m
n
s
th
re
e
to

si
x
re
p
re
se
n
t
th
e
ra
n
g
es

in
te
rm

s
o
f

th
e
m
a
x
im

u
m

a
n
d
m
in
im

u
m

n
u
m
b
er

o
f
p
eo
p
le

w
h
o
p
ro
v
id
ed

d
a
ta

fo
r
ea
ch

fa
ce
t.
T
h
e
fo
u
r
le
ft
-h
a
n
d
co
lu
m
n
s
o
f
m
ea
n
s
a
ls
o
d
is
p
la
y
co
re

m
in
u
s
im

p
o
rt
a
n
ce

d
iff
er
en
ce
s
in

b
ra
ck
et
s.

30



more similar groups were compared; for best with
good QOL (5), 19 out of 24 facets were significant.
But when those with poor and the poorest QOL
(6) were compared, only 6 out of 24 facets were
significant, and of these, the direction of the dif-
ference for physical environment (positive) was
against prediction, so the specific hypothesised
effect can only be confirmed for five facets. Facets
on mobility, practical social support and financial
resources showed strong support for the prediction
(p < 0:001); negative feelings and working capac-
ity were significant but the evidence was weaker
(p < 0:05). The means and core-importance dif-
ferences (left hand columns) display the predicted
gradient for the majority of facets (18 out of 24)
but inconsistent results are seen for body image,
dependence on medication, personal relations, sex,
safety and security, and physical environment.

The final ANOVA using mean difference scores
for accumulated facets showed a large significant
main effect confirming discrimination between
different levels of QOL as indicated by a five-point
rating on a single general item ‘How would you
rate your QOL’? Post hoc comparisons indicated
significant differences between every pair of inter-
vals across the five-point scale (p < 0:0001) show-
ing that the core-importance differences change
across the continuum of rated QOL. Results for
each pair of comparisons confirmed that those
reporting very poor QOL had the largest mean
difference ()1.5) (n ¼ 83) and those with the best
QOL the smallest difference ()0.17) (n ¼ 578).
This pattern is consistent for all the points along
the scale with differences becoming incrementally
smaller as QOL improves (poor )1.1 (n ¼ 434),
neither poor nor good )0.64 (n ¼ 1270), good
)0.32 (n ¼ 1756)). These results support the
overall predicted effect.

Discussion

In this study we examined the relationship of im-
portance ratings of different dimensions of QOL–
QOL assessment. The facets of QOL included in
the WHOQOL-100 were known to be important
across a large number of countries worldwide [19],
but individuals have different priorities about the
importance that they give to different dimensions
of QOL, and what these importance ratings mean

for individuals is also of interest in this study. We
began with the observation that core and impor-
tance ratings of QOL showed remarkably little
association with each other in correlations, given
the size of the sample and the fact that they had
been derived from a common QOL stem. But a
substantial association would not have been
theorised from the WHOQOL Group’s definition
of QOL which indicates that judgements about
QOL are influenced by peoples ‘goals, expecta-
tions, standards and concerns’. Implicit in this is
the importance that they give to these dimensions.
We drew from this definition in predicting that a
large and negative differential between core and
importance ratings would be closely associated
with the poorest QOL. Integral to this discussion
was a practical question about whether the inclu-
sion of importance items in this assessment, with
its attendant burden for the patient, could sub-
stantially improve the prediction of QOL.

A series of correlations showed that although
there was some initial support for the hypothesis,
when compared with core scores alone, the use of
differences between core and importance items
substantially reduced rather than increased the
capacity of the WHOQOL to predict overall QOL
and so in rejecting this hypothesis, a general case
for including all importance items in assessment
could not be supported. However, when respon-
dents were uniquely categorised into four distinct
QOL groups on a continuum from poorest QOL
to best QOL and the differences tested across the
different groups, there was strong support for a
main effect across groups and this was reflected in
the means of 18 out of 24 facets. However an in-
vestigation of comparisons between pairs of
groups showed only limited support from 5 out of
24 facets for the more specific hypothesis that
those who attach considerable importance to
particular aspects of their life and at the same time
rate these aspects as very poor (poorest group),
have poorer QOL than those who rate it as poor
but do not attach much importance to it (poor
group). In the few facets where this differential
occurs, it shows that aspirations for a good QOL
are not being met in terms of people goals, ex-
pectations, standards and concerns, and this de-
tracts from a good QOL.

While the results point to the general conclusion
that completion of all the additional importance
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items would substantially increase the burden to
respondents and administrators with no gain,
there would be little additional burden from
completing these five identified importance items.
To identify someone with the poorest QOL it may
help to look at the importance given to these five
key facets. For these indicators, the poorest QOL
appears to be more acutely experienced because
being mobile, having sufficient practical social
support and financial resources to meet ones
needs, being free from negative feelings like de-
pression and anxiety, and having the capacity to
work, are all seen as important. These facet dif-
ference scores distinguish those with the poorest
QOL from those with poor QOL but furthermore
the regression showed that the differentials for fi-
nancial resources and working capacity made sig-
nificant improvements to the prediction of overall
QOL. Together these results show that importance
ratings do contribute to the full assessment of
certain facets so it is possible that the importance
of different selections of facets from this generic
profile may be highly salient for specific popula-
tions with particular health conditions e.g. HIV
infection, rheumatoid arthritis, and in specific
contexts like palliative care.

It is also plausible that some dimensions may not
be recognised as important until certain events or
health problems occur e.g. pain, sleep disturbance,
whereas other dimensions like home environment
may be consistently important, irrespective of
health state, and the presence (or absence) of a
problem. This stability issue may begin to explain
why the hypothesis is only partially confirmed for a
few facets. The results might also be explained by
the phenomenon of response shift [25]. There is
growing evidence that people alter the meaning of
their own self-evaluation as a result of changes in
values, internal standards or with a reconceptuali-
sation of QOL and this often occurs in response to a
catalyst like a major life event. It is therefore
questionable whether those who have adapted to
their poor QOL and are resigned to it, really have a
better QOL than those whose QOL is poor but who
are less resigned to this situation, and this model
would begin to explain the similarity of findings
between the poorest and poor groups. Because of
the emphasis on goal reordering, changing values
and standards, and social comparisons as impor-
tant processes within the response shift model,

there are conceptual commonalties with the defi-
nition of QOL as outlined by theWHOQOL group.

At a practical level the differential where it ex-
ists, may serve to earmark those who are most
likely to need help in restoring a good QOL.
However it would be unwise to conclude that
people with the largest differential should neces-
sarily have priority health care over those with
lower expectations. They may be most distressed
by life but they may also be the most powerful and
vocal members of society by virtue of education,
opportunity, social class, wealth etc that may have
given them higher aspirations. Using the differen-
tials in the absence of other indicators or inde-
pendent data has the potential to lead to undue
neglect among those with low aspirations, who
might already be the most disadvantaged or mar-
ginalised members of society, and for these reasons
report less importance. Assessments of ‘need’ and/
or standard of living to stand alongside the two
measures from the WHOQOL-100 might be a so-
lution. Caution needs to be exercised that any such
procedures do not serve to accentuate existing
social inequalities. This problem is however com-
monly shared with most self-report measures in
this field and is not unique to the use of the im-
portance differential recommended here.

Some methodological observations may cast
light on the partially confirmed results. Despite the
size of the total sample, the smaller numbers of
respondents for the testing of some facets in the
poorest and poor sub-groups may explain the
weak results. Relating to this, although the algo-
rithm readily distinguishes those with poorest
QOL from those with good and the best QOL, for
the majority of facets it was relatively difficult to
distinguish those with poor from the poorest QOL.
Secondly, although general core scores were used
as an independent index against which to judge
this phenomenon, this variable was necessarily
already constructed in a style similar to the core
WHOQOL items and as such, was only a partially
independent benchmark from the data contained
in both measures we were attempting to assess. In
future, an overall QOL item, perhaps drawn from
a different QOL measure, would be a better inde-
pendent yardstick against which to test the differ-
ences hypothesis. Thirdly, the curtailed interval
importance scale of effectively three points and
consequently few respondents who said that any of
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the facets were not important, meant that we were
unable to use the full and more sensitive range of
five-point interval ratings that could otherwise
have been available for analysis. Future work
might seek to include some new facets that are
known to be relatively unimportant to QOL, for
the purpose of a better test of the hypothesis.

The method proposed here could be used with
patients at the time of consultation and has the
potential to identify QOL areas of risk. A simple
way of understanding these differences at an in-
dividual level for clinical use might be to graph the
two types of scores, which would be a faster
method of appraisal than engaging in the labori-
ous calculation of differences. At the same time
this information may also be a vehicle for im-
proving communications between clinicians and
their patients and to initiate self-management of
the ‘expert’ patient.
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