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Background and Purpose: The World Health Organization Quality of Life BREF
(WHOQOL-BREF) has been used in various populations and cultures. However, its psycho-
metric properties are unknown among women who experienced intimate partner violence
(WIPV). This study aimed to explore the reliability and validity of the WHOQOL-BREF
among Thai WIPV. Methods: Two hundred eighty-four female patients receiving care at a
northeast hospital in Thailand responded to the WHOQOL-BREF and intimate partner vio-
lence (IPV) questions. Exploratory factor and consistency analyses were applied. Results:
Different from the original study, this study generated 5 factors, 1 of which is Medical Care
Needs. The resulting scale and subscales showed good reliability and construct validity.
Conclusion: The 5-factor scale can be used among WIPV by health care professionals to
assess their quality of life (QOL) and appropriately address their needs.
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concept relates to patients, clinicians, researchers, insurance companies, and regula-

tory agencies. Although the U.S. Food and Drug Administration may use patients’
QOL as part of their decision to approve a new product or technology, clinicians and
researchers can use QOL data to help them to determine the best care and interventions
for their patients or participants (The Epimetrics Group, 2009; World Health Organization
[WHO], 2016), including women who experience intimate partner violence (WIPV).
Specifically, evidence across countries shows that individuals who experience IPV, encom-
passing physical, emotional, and sexual abuse, have low QOL and need corresponding
professional help from nurses and other clinicians (Asadi, Mirghafourvand, Yavarikia,

For decades, quality of life (QOL) has played a major role in health care because the
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Mohammad-Alizadeh-Charandabi, & Nikan, 2016; Breiding, Chen, & Black, 2014; Costa
et al., 2015; Ross, Stidham, Saenyakul, & Creswell, 2015). Reliable and valid assessment
of QOL is thus needed to accurately screen WIPV. This study examined the psychometric
properties of the World Health Organization Quality of Life BREF (WHOQOL-BREF)/
Thai version among WIPV in Thailand.

BACKGROUND AND CONCEPTUAL FRAMEWORK

IPV (physical, sexual, and emotional) against women is a significant world health problem
and a violation of human rights that occurs in various cultural, religious, and socioeco-
nomic groups (WHO, 2013). IPV rates vary across countries, ranging from 16% in Japan
to 61% in Peru for physical IPV and from 6% in Serbia to 59% in Ethiopia for sexual
violence (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 2006).

IPV is understudied in Thailand; yet, recent research reveals that Thailand has alarming
IPV rates, ranging from 47% to almost 90% (Ross et al., 2015; Saito, Creedy, Cooke, &
Chaboyer, 2012). Evidence shows that IPV can negatively affect female victims physically,
psychologically, and spiritually, including their overall QOL (Asadi et al., 2016; Breiding
et al., 2014; Campbell, 2002; Costa et al., 2015; Kelly, 2010; Ross et al., 2015). WIPV in
Thailand reported low QOL, including poor social functioning along with adverse effects
on physical, psychological, and environmental health (Ross et al., 2015; Saito et al., 2012;
Thananowan & Heidrich, 2008). Ross et al. (2015) used the WHOQOL-BREF/Thai ver-
sion (WHO, 2004) for the first time in Thailand to measure QOL in female patients who
have experienced IPV.

Measures used to assess QOL in WIPV can vary widely because of different defini-
tions of QOL (Lacson et al., 2010; Ross et al., 2015; Thananowan & Heidrich, 2008). This
study analyzed Ross and colleagues’ (2015) existing data to examine the psychometric
properties of the WHOQOL-BREF/Thai version using the WHO’s definition of QOL as
a guiding conceptual framework (WHO, 1996, 2004). QOL in this study is thus defined
as “the individuals’ 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, expectations, standards and
concerns” (WHO, 1996, p. 5).

Although the WHO’s definition of QOL spans broad dimensions of life, prior research
has defined QOL in a more limited manner, based mainly on depression and some physi-
cal symptoms (Thananowan & Heidrich, 2008). For example, to assess QOL, researchers
in Thailand and the United States used the 10-item Maternal Physical Health Outcome
Checklist (Thananowan & Heidrich, 2008), the Edinburgh Postnatal Depression Scale
(Cox, Holden, & Sagovsky, 1987), or the SF-12 (Lacson et al., 2010; Utah Department of
Health, 2001). The SF-12 measures health-related QOL, but the WHOQOL-BREF mea-
sures both health-related and non-health-related aspects of an individual (Huang, Wu, &
Frangakis, 2006).

Non-health-related items of the WHOQOL-BREEF (e.g., access to health care and social
network and safety of the personal environment) are important aspects of an individual’s
QOL and generally valued by women in Thailand (Ross & Ross, 2012). Furthermore,
assessing QOL more broadly can inform treatment and public health decisions and provide
opportunities for nurses and other clinicians to deliver personalized care to their female
patients—in Thailand or elsewhere—who have experienced IPV to improve their health-
related QOL and their QOL overall.
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PROCEDURES FOR INSTRUMENT DEVELOPMENT

The WHOQOL-BREEF is an abbreviated version of the WHOQOL-100 developed by the
WHO Group (WHO, 1996, 2004). The tool measures QOL beyond traditional health
indicators and is not specific to Western cultures (WHO, 1996, 2004). Fifteen field centers
in 15 countries including Thailand were involved in the initial development and testing
of this tool. The WHOQOL-BREF has been used with various populations and cultures
including female patients, adult patients with HIV/AIDS, and college students in Thailand
(Li, Kay, & Nokkaew, 2009; Ross et al., 2015; Taechaboonsermsak, Munsawaengsub,
Charupoonphol, & Charupoonphol, 2008); postpartum women and patients with chronic
pain disorders in Australia (Aigner et al., 2006; Webster, Nicholas, Velacott, Cridland, &
Fawcett, 2010); adult outpatients with depression in Brazil (Berlim, Pavanello, Caldieraro,
& Fleck, 2005); patients who underwent a liver transplant in the United Kingdom
(O’Carroll, Smith, Couston, Cossar, & Hayes, 2000); and patients with cardiovascular,
gastrointestinal, and respiratory problems in Korea (Min et al., 2002). The tool is avail-
able in 19 different languages such as Arabic, English, Italian, Korean, Thai, and others of
African countries (WHO, 1996).

The tool has demonstrated acceptable reliability and validity in previous studies around
the world. For example, across 23 countries, Skevington, Lotfy, and O’Connell (2004)
reported the tool’s Cronbach’s alpha as >.70 for physical, psychological, and environ-
mental domains and .68 for the social relations domain. In Italy, the WHOQOL-BREF/
Italian version’s Cronbach’s alpha ranged from .65 to .80. The scale’s construct validity
was satisfactory, with a moderate correlation (r = .40—.60) between the WHOQOL-BREF
and MOS-SF-36 in different language versions (De Girolamo et al., 2000).

In previous studies, the WHOQOL-BREF/Thai version demonstrated a good Cronbach’s
alpha of .83 in adult patients with HIV/AIDS and .86 in college students (Li et al., 2009;
Taechaboonsermsak et al., 2008). To the best of our knowledge, no previous studies have
examined other psychometric properties of this measure in Thailand, let alone among WIPV.

METHODS

Design

This article is part of a larger convergent mixed methods study that used structural equation
modeling and qualitative description to examine and describe the association between IPV,
emotional support, and health outcomes among Thai women (Ross et al., 2015). This study
assessed the psychometric properties of the WHOQOL-BREF/Thai version using explor-
atory factor analysis, convergent and discriminant validity analysis, and reliability analysis.

Sample

The sample included 284 Thai women who had experienced varying types of IPV: 22.2%
experienced all three types of IPV, 41.9% experienced two types, 26.1% experienced one
type, and 9.1% experienced no IPV. The sample size meets the requirement of 10 subjects
per item for conducting psychometric analyses (Hair, Black, Babin, & Anderson, 2010;
Kline, 2011). Eligible participants were adult female patients (=18 years old) receiving
obstetrician/gynecologist (OB/GYN) care in several in- and outpatient units at a large
hospital in Northeast Thailand.
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Data Collection Procedure

Data collection in the parent study took place between July and October of 2010. Two
internal review boards in the United States and Thailand approved the study protocol. The
principal investigator of the study trained registered nurses (RNs) on how to collect data
for the project, starting with their explanation of the study’s objectives, benefits, and risks,
followed by a verbal consent. Following consent, participants completed a structured self-
report questionnaire packet in a private room. RNs were always present in case any par-
ticipants became distressed during completion of study materials; none of the participants
showed any distress symptoms.

Instruments

WHOQOL-BREF/Thai version (WHO, 1996, 2013) includes 26 questions, 24 of which
assess four dimensions: physical health, psychological health, environmental health, and
social relations (WHO, 1996). Two additional items assessing the overall QOL and general
health are not considered under any of the four dimensions (WHO, 1996, 2013) and were
thus excluded from this study for factor analysis. The WHOQOL-BREEF is a Likert-type
questionnaire asking the participant to rate her perception of specific QOL in the past
2 weeks. Potential answers range from not at all (1) to completely (5). An example ques-
tion is “How satisfied are you with your sex life?” Three items out of 26 are negatively
worded. Thus, these items’ scores are reversed before the final calculation. The higher the
total score, the higher the level of QOL as perceived by the participant.

The Thai Depression Inventory (TDI; Lotrakul & Sukanich, 1999) is a 20-item, self-report
instrument measuring the severity of depression in the past week. For each of the 20 items, the
participant is instructed to choose the statement (out of four) that best describes her moods or
thoughts, ranging from no symptoms (1) to most severe (4). For example, (1) I never think of
death, (2) I think of death often but don’t want to die, (3) I want to die, and (4) I am planning
to end my life. The Cronbach’s alpha in this study was .86. Higher total scores indicate more
depression. The tool’s construct validity was supported during the tool development by its asso-
ciation with the Hamilton Rating Scale for Depression (r = .72; Lotrakul & Sukanich, 1999).

Data Analysis

In the larger study, data were doubled check for entering accuracy and cleaned using
SPSS Version 21. Less than 2% of the data were missing; thus, an item mean was used
to replace missing values. Exploratory factor analysis and internal consistency were
analyzed. Pearson’s r was performed to explore the association between the WHOQOL-
BREF/Thai version and the TDI. Also, one-way analysis of variance (ANOVA) was used
to compare QOL composite scores among four subgroups of participants with differing
IPV experiences.

RESULTS

Participants ranged in age from 18 to 58 years old. Approximately 94% were married/
living with a partner and 20% were pregnant. About half of the participants had completed
at least some college and worked at a professional level. Almost 90% of participants
reported emotional violence, more than 61% physical violence, and 25% sexual violence.
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Construct Validity

In this study, construct validity of the tool was examined for its dimensionality, convergent
validity, and discriminant validity. Details are described in the following text.

Dimensionality. Results indicated factorability of the scale: 44% of the correlations
among items were at least .30; the Kaiser-Meyer-Olkin (KMO) value for sample adequacy
was .87, and the Bartlett’s test of sphericity was significant (p < .001; Hair et al., 2010).
Next, principal component analysis was performed to extract the minimum number of fac-
tors that explain the maximum variance for the scale using the criteria of (a) eigenvalue
of >1, (b) factor explained variance percentage of =5%, and (c) accumulative explained
variance percentage of =50% (56.8% in this study). Based on the team’s careful examina-
tion of the nature and meaning of items in each emergent cluster, we named these factors
as follows: Physical Health, Self and Spirituality, Psychological Health and Relationship,
Safety and Environment, and Medical Care Needs. Subsequently, varimax rotation was
performed with a suppression of loadings <.40. Results revealed that 19 out of 24 items
loaded cleanly and strongly on one of the resulting five factors (Table 1). Table 2 compares
the resulting factors to the WHO’s factors.

Convergent Validity. Convergent validity was supported by a significant moderate
negative correlation between the WHOQOL-BREF/Thai version and the TDI (Lotrakul &
Sukanich, 1999), indicating that the lower the QOL, the more depression the Thai women
experienced (r = —.55, p < .01).

Discriminant Validity. In our study, the tool was further validated by comparing the
mean scores among four subgroups of participants who experienced differing degrees of
IPV: no IPV, one type of IPV, two types to IPV, and all three types of IPV. Theoretically,
women who have not experienced IPV are expected to have the best QOL, followed by
those with one, two, and three types of IPV. Indeed, in our study, one-way ANOVA results
resonate with the theoretical speculation, F' = 24.5, df (280, 3), p < .001 (Figure 1).
Bonferroni post hoc analysis showed that the composite QOL scores were statistically
significant between all six pairs (see Figure 1), thus supporting the theoretical assumption
and discriminant validity of the WHOQOL-BREF.

Reliability

The WHOQOL-BREF/Thai version’s overall Cronbach’s alpha in our study was .87,
exceeding the minimum acceptable criterion of .70 (Hair et al., 2010). Deletion of any
items would not increase the scale’s internal consistency. Most of the item-to-total scale
correlations (92.3%) were within the acceptable range (r = .30-.70; Hair et al., 2010). The
five subscales generated good Cronbach’s alphas ranging from .74 to .80 (see Table 2).

DISCUSSION AND LIMITATIONS

Findings from our study have added new knowledge concerning the WHOQOL-BREF/
Thai version (WHO, 1996, 2013) as a measure of QOL. Results supported the reliability
and validity of the tool. Using exploratory factor analysis, two questionnaire items—
physical pain and dependence on medical treatment—had the strongest loadings and
loaded strongly (>.70) on the Medical Care Needs factor, suggesting that these items are
a major part of QOL in this sample of Thai women. As most of our participants (almost
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TABLE 1. Results of Principal Component Analysis With Varimax Rotation

Component

Item 1 2 3 4 5

3. To what extent do you feel that physical pain .869
prevents you from doing what you need to do?

4. How much do you need any medical treatment to .858
function in your daily life?

5. How much do you enjoy life? 495

6. To what extent do you feel your life to be .660
meaningful?

7. How well are you able to concentrate? 708
8. How safe do you feel in your daily life? 560 487
9. How healthy is your physical environment? .640
10. Do you have enough energy for everyday life? 484 541
11. Are you able to accept your bodily appearance? .565
12. Have you enough money to meet your needs? .700

13. How available to you is the information that you .679
need in your day-to-day life?

14. To what extent do you have the opportunity for .588
leisure activities?

15. How well are you able to get around? 440
16. How satisfied are you with your sleep? .563

17. How satisfied are you with your ability to .683
perform your daily living activities?

18. How satisfied are you with your capacity for work? .609 +H
19. How satisfied are you with yourself? 452 .593

20. How satisfied are you with your personal .689
relationships?

21. How satisfied are you with your sex life? .691

22. How satisfied are you with the support you get .653
from your friends?

23. How satisfied are you with the conditions of your .436
living place?

24. How satisfied are you with your access to health 480 469
services?

25. How satisfied are you with your transport? .647

26. How often do you have negative feelings such as 431
blue mood, despair, anxiety, depression?

Note. Loadings were suppressed if they were <.40. Cross loading items were assigned to
the factor they loaded more heavily on.
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TABLE 2. Comparison of Factors and Alphas Resulting From the World Health
Organization Original Study and the Present Study (No. of Items = 24)

WHO’s Findings Present Study’s Findings
No. Factor Alpha Factor Alpha
1 Physical health (7 items): .80 Physical health (7 items): .79
3. Physical pain 15. Getting around

4. Medical attention needs 16. Sleep

10. Energy 17. Daily living activities

15. Getting around 18. Work capacity

16. Sleep 23. Living conditions

17. Daily living activities 24. Access to health care

18. Work capacity 25. Transportation
2 Psychological health (6 items): .76 Psychological health and 74

relationship (5 items):

19. Satisfaction with self
20. Personal relationship
21. Sex life

22. Friend support

5. Life enjoyment

6. Meaningful life

7. Concentration

11. Body appearance

19. Satisfaction with self

26. Despair, anxiety, 26. Despair, anxiety,

depression depression
3 Social relationships (3 items): .66 Self and spirituality (5 items): 75
20. Personal relationship 5. Life enjoyment
21. Sex life 6. Meaningful life
22. Friend support 7. Concentration
10. Energy
11. Body appearance
4 Environment (8 items): .80 Safety and environment (5 items): .80
8. Safety 8. Safety
9. Physical environment 9. Physical environment
12. Finance 12. Finance
13. Information 13. Information
14. Leisure activities 14. Leisure activities

23. Living conditions
24. Access to health care
25. Transportation
5 NA NA Medical care needs (2 items): 77
3. Physical pain

4. Medical attention needs

Note. WHO = World Health Organization; NA = not applicable.
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No IIl—“’V 1 Typelof PV 2 TypesI of [PV 3 TypesI of IPV
Combined types of IPV
Bonferroni:
Groups Mean Difference SE p Value
No IPV versus 1 type of IPV 7.1 2.21 <.05
No IPV versus 2 types of IPV 11.2 2.09 <.001
No IPV versus 3 types of IPV 17.8 2.27 <.001
1 type of IPV versus 2 types of IPV 4.1 1.48 <.05
1 type of IPV versus 3 types of IPV 10.7 1.71 <.001
2 types of IPV versus 3 types of IPV 6.6 1.55 <.001

Figure 1. Quality of life (QOL) mean score comparisons among four subgroups of Thai women with
combined types of intimate partner violence (IPV; N = 284).

90%) had experienced at least one type of IPV, most of which was physical violence
(>61%; Ross et al., 2015), it is not surprising that they valued QOL highest on their medi-
cal care needs.

Overall, the tool yielded five factors as opposed to the four factors originally reported by
WHO (1996, 2013; see Table 2). The differences can be explained in that the WHOQOL-
BREF/Thai version was tested in Thailand in a different population from this study. The
previous study tested the tool in Bangkok, the capital city of Thailand, among individuals
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ages 12-97 years (half were males, 17% were healthy, and 83% had various diseases and
disorders), whereas this study used the tool to measure QOL in Northeast Thailand among
Thai women ages 18-58 years who had different [PV experiences. These differing regions
and populations could have accounted for the different loading results between these two
Thai studies (Ross et al., 2015; WHO, 1996, 2013).

The construct validity of the WHOQOL-BREF/Thai version was further confirmed
through its significant negative correlation with depression (using the TDI). This finding is
in line with previous studies, which also found the WHOQOL-BREF to be negatively asso-
ciated with other measures of depression (Berlim et al., 2005; Naumann & Byrne, 2004).

The WHOQOL-BREF/Thai version in our study generated good Cronbach’s alphas
for both the total scale and subscales and is comparable to the original scale Cronbach’s
alphas. Our findings are consistent with previous studies in other Thai populations (Li
et al., 2009; Taechaboonsermsak et al., 2008), which reported acceptable reliability of the
scale (o > .70).

The WHOQOL-BREF can be used with confidence in Thailand among female patients
who have experienced varying types of IPV. To identify QOL needs, nurses and other
health care professionals should administer the tool to Thai female patients using five
factors so that their physical health, psychological health and relationship, self and spiri-
tuality, safety and environment, and especially medical care needs can be examined and
appropriately addressed.

Our results are specific to Thai WIPV who used health care in Northeast Thailand, thus
limiting generalizability to other female groups in Thailand and other cultures. Another
limitation is that test—retest reliability could not be reported in this study because the data
were collected cross-sectionally. Further longitudinal assessment of the psychometric
properties of the WHOQOL-BREF/Thai version in other female populations in Thailand
and in WIPV in other cultures is recommended.

NURSING IMPLICATIONS AND CONCLUSION

Despite these limitations, the present results underscore the validity of the WHOQOL-
BREF/Thai version and suggest the utility of the tool as a reliable screening measure for
these high-risk women. Nurses and other health care professionals can incorporate this
simple and short screener into their standard care practices to allow for the efficient identi-
fication of problematic QOL. Nursing educators can also include the tool in the classroom
and clinical setting when teaching their students to evaluate QOL, especially in the target
population. Finally, the WHOQOL-BREF/Thai version can be used in future research to
measure QOL among Thai WIPV in Thailand and other countries.
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