

[image: image1]
Quality of life in Vietnamese young adults: A validation analysis of the World Health Organization’s quality of life (WHOQOL-BREF) instrument













	 
	

	TYPE Original Research
PUBLISHED 20 December 2022
DOI 10.3389/fpsyt.2022.968771





Quality of life in Vietnamese young adults: A validation analysis of the World Health Organization’s quality of life (WHOQOL-BREF) instrument

Linh Gia Vu1,2*, Long Hoang Nguyen3, Cuong Tat Nguyen1,2, Giang Thu Vu4, Carl A. Latkin5, Roger C. M. Ho6,7 and Cyrus S. H. Ho6

1Institute for Global Health Innovations, Duy Tan University, Da Nang, Vietnam

2Faculty of Medicine, Duy Tan University, Da Nang, Vietnam

3VNU University of Medicine and Pharmacy, Vietnam National University, Hanoi, Vietnam

4National Centre for Youth Substance Use Research, The University of Queensland, Brisbane, QLD, Australia

5Bloomberg School of Public Health, Johns Hopkins University, Baltimore, MD, United States

6Department of Psychological Medicine, Yong Loo Lin School of Medicine, National University of Singapore, Singapore, Singapore

7Institute for Health Innovation and Technology (iHealthtech), National University of Singapore, Singapore, Singapore

[image: image]

OPEN ACCESS

EDITED BY
Yuka Kotozaki, Iwate Medical University, Japan

REVIEWED BY
Gigi Lam, Hong Kong Shue Yan University, Hong Kong SAR, China
Sitong Chen, Victoria University, Australia
Rakesh Singh, Transcultural Psychosocial Organization Nepal, Nepal

*CORRESPONDENCE
Linh Gia Vu, vugialinh@duytan.edu.vn

SPECIALTY SECTION
This article was submitted to Public Mental Health, a section of the journal Frontiers in Psychiatry

RECEIVED 14 June 2022
ACCEPTED 21 November 2022
PUBLISHED 20 December 2022

CITATION
Vu LG, Nguyen LH, Nguyen CT, Vu GT, Latkin CA, Ho RCM and Ho CSH (2022) Quality of life in Vietnamese young adults: A validation analysis of the World Health Organization’s quality of life (WHOQOL-BREF) instrument.
Front. Psychiatry 13:968771.
doi: 10.3389/fpsyt.2022.968771

COPYRIGHT
© 2022 Vu, Nguyen, Nguyen, Vu, Latkin, Ho and Ho. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

Background: The abbreviated version of the World Health Organization’s Quality of Life (WHOQOL-BREF) instrument has been widely used to assess the quality of life (QOL) of different population groups.

Aims: This study aimed to examine the validity and reliability of the Vietnamese version of WHOQOL-BREF in evaluating the QOL of Vietnamese young adults.

Methods: The WHOQOL-BREF was validated in an online cross-sectional study among 445 young adults from 16 to 35 years in Vietnam. The exploratory factor analysis (EFA) and confirmatory factor analysis (CFA) were performed to examine the factorial structure of the instrument. The reliability and validity of the new factorial model were evaluated.

Results: The EFA and CFA suggested the 3-factor model had better fit models than the theoretical 4-factor model. The internal consistency of factor 1 “External life” and factor 2 “Internal life” were excellent (0.931) and good (0.864), respectively, while the internal consistency of factor 3 “Physical and mental health” was nearly acceptable (0.690). Results indicated that the 3-factor model had good convergent and divergent validity as well as moderate discriminant validity. Scores of factors “External life” and “Internal life” had significant predictive effects on general QOL, general health, and overall QOL (p < 0.05). Meanwhile, factor 3 “Physical and mental health” could only predict general health and overall QOL (p < 0.05).

Conclusion: This validation study improves understanding of the characteristics of QOL among young adults in Vietnam. While the theoretical model of WHO can be utilized for global comparisons, a new local model should be considered and cross-culturally adapted to successfully capture the progress of public health interventions for promoting young adults’ QOL.
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Introduction

Quality of life (QOL) is defined as a way for people to evaluate their life situation in terms of their objectives, worries, standards, and expectations, as well as the culture and value systems of their community (1). Beyond traditional outcomes like symptoms, morbidity, and mortality, QOL assessment provides insights into multi-dimensions of personal life including physical and psychological states, social relationships, autonomy level, spiritual belief as well as person-environment interaction (1, 2). Self-reported QOL has become an integral component for determining needs and monitoring outcomes of treatment interventions, health service delivery, or health system reform in clinical and public health research (3).

The shifting focus from objective evaluation to subjective QOL assessment has resulted in the proliferation of QOL-related theories and instruments (4–7). The WHOQOL-100 and its shorter form, the World Health Organization’s Quality of Life (WHOQOL-BREF), are commonly used to evaluate people’s QOL under various health circumstances. The WHOQOL-100 instrument was developed in 1995 to inform a comprehensive QOL assessment (8). This tool addresses six areas of life including (1) physical strength, (2) environment, (3) social systems, (4) psychological health, (5) personal/religious/spiritual beliefs, and (6) independence, and its includes 100 entries (8, 9). Despite its comprehensiveness, certain troubles still arose in its application in the clinical and public health settings. The primary limitation of WHOQOL-100 was its length, which prevented it from being utilized in large epidemiological surveys where QOL is not the main variable. Therefore, a brief and more convenient WHOQOL-100 version, named WHOQOL-BREF, was developed as an alternative (1). The WHOQOL-BREF instrument consists of 26 questions to investigate the following domains: (1) psychological health, (2) environment, (3) social relationships, and (4) physical health. The 24 items represent the 24 dimensions of WHOQOL-100, the other two assess overall QOL status and overall health (10, 11). With fewer and more concentrated questions, the WHOQOL-BREF can reduce the response time of study participants while still being able to examine their QOL effectively (1).

Previous studies have adopted the WHOQOL-BREF to measure QOL of the general population (1, 10), specific general cohorts (e.g., adolescents, older adults, medical students, migrants, or women with childbirth) (12–17), or patients with specific conditions (18–21). The psychometric properties of this instrument have also been evaluated worldwide (12–17), most of which reported about acceptable reliability and validity of WHOQOL-BREF. However, inconsistency in the factorial structure via confirmatory factor analysis (CFA) still exists across different social settings. While some studies confirmed the validity of the WHO’s 4-model factors (22–24), others used alternative models with only three factors (in adolescents) (17), five factors (in the general population) (25), or even eight factors (in psychotic patients) (26). This inconsistency among WHOQOL-BREF models highlights a need for a comparison of different models and a guideline for employing this scale on specific populations in different settings.

In Vietnam, the validity of Vietnamese WHOQOL-BREF has been tested in community-dwelling older adults (27), people with hypertension (28), and HIV/AIDS patients under methadone maintenance therapy (29). However, only one study determined the factorial structure of this instrument (29) and none were conducted on general Vietnamese young adults. While young adults account for the majority of the population (30), there is a gap in WHOQOL-BREF validation studies on this population (17, 23). The characteristics of young adults are distinct from other age groups, as the transition from a dependent child to an independent adult, though unmeasurable, significantly influences the subjective perception of one’s QOL. Donald L. Patrick et al. developed the Youth Quality of Life Instrument (YQOL) indicating that internal factors such as self-efficacy or resilience and external factors such as environment and social relationships had a major role in shaping youths’ and adolescents’ QOL (31). The authors also found that when youths and adolescents suffered from negative conditions (e.g., diseases or mental impairment), they could still perceive good QOL if their internal and external perspectives could develop effective coping strategies (32). Given the complicated nature of the WHOQOL-BREF and its various associated factors, the purpose of our research is to explore the reliability and validity of the WHOQOL-BREF, version Vietnamese on Vietnamese young adults, as well as propose Vietnam adaptations for the model.



Materials and methods


Participants and study procedures

From April to June 2020, online cross-sectional research was applied in Vietnam to young adults. Participants had to fully meet the following criteria: (1) aged from 16 to 35; (2) lived in Vietnam, and (3) agreed to participate in the study. The snowball sampling technique was used to recruit participants from all provinces of Vietnam. A core group of Youth Union leaders in corporate organizations, companies, and public institutions was developed and invited to take the survey. The Vietnam Youth Union is the largest group of young adults in Vietnam with more than 7 million members from 14 to 35 years old. Participants also invited people in their networks and their peers to take this survey.

We applied a formula for a population mean to calculate the sample size of this study. The expected of Vietnamese Youth adults’ QOL score using WHOQOL-BREF instrument was 3.31 with standard deviation was 0.74 [according to a previous study using WHOQOL-BREF (33)], and the relative precision = 0.02. To compensate for the patients who might not answer the questionnaire completely or might end up refusing to participate, an additional 5% was added to the sample size. After calculating, the minimum sample size of this study was 505 participants. After data collection, 455 young people aged 16–35 from 38 of Vietnam’s 64 provinces completed the survey, with a response rate was 90.1%. The Youth Research Institute’s institutional review board authorized this study, which was carried out by the Helsinki Declaration guidelines (34).



Measurement and instrument

We used Survey Monkey1 as the platform to develop an online survey for this study. This approach has the advantages of low cost, less time-consuming, user-friendly, and nationwide sample accessibility. Each survey should take about 10–15 min to complete. The information about socio-demographic characteristics, health status, and QOL via WHOQOL-BREF and the EuroQol-5 dimensions-5 levels (EQ-5D-5L) was collected through the structured questionnaire. Initially, the questionnaire was piloted with 5 young people to ensure that the multicultural value of the instruments remained after being translated into Vietnamese. The updated questionnaire was then posted to the online survey portal. The survey system was thoroughly tested before starting the data collection process to ensure that the substance of the questions was correct and that no technical difficulties arose. The following were the 39 items on the questionnaire:

Health status and socio-demographic characteristics: Participants reported their socio-demographic information including gender (male/female), education level (lower high school/above high school), marital status (single/married/others), area of residence (urban/suburban/rural/mountainous) and age. Data on health status were gathered by asking participants to describe any acute ailments they had in the preceding 4 weeks as well as any chronic conditions they had been diagnosed with in the previous 3 months.

WHOQOL-BREF: is a 26-item questionnaire to assess QOL, with the first two items being assessed and scored independently to assess overall perceptions of QoL (Q1), and satisfaction with general wellbeing (Q2). The remaining 24 items cover 24 aspects of four domains including the Environment domain (8 items), Physical health domain (7 items), Psychological health domain (6 items), and Social relationships domain (3 items). A 5-point Likert scale was used to rate these items, ranging from 1 (very poor/very dissatisfied/not at all/never) to 5 (very good/very satisfied/extremely/always). After reversing the raw scores of Q3, Q4, and Q26, the total scores of four domains were calculated to examine one’s perception of QOL in each corresponding domain. Higher scores indicate higher QOL (35). The Cronbach’s alpha of environment, physical, social relationship, and psychological domains were 0.884, 0.686, 0.764, and 0.713, respectively.

EQ-5D-5L (5 items): Data were obtained using the EQ-5D-5L profile and the EuroQol Visual Analogue Scale (EQ-VAS) (36). These instruments were widely accepted worldwide and were popular as measurement scales for the QOL of the Vietnamese population in general (37). EQ-5D-5L was applied to assess participants’ health problems in 5 aspects encompassing self-care, mobility, pain or discomfort, anxiety or depression, and usual activities. Each dimension was self-assessed on five levels: “no problems,” “slight problems,” “moderate problems,” “severe problems,” and “extreme problems.” Those who choose “slight problems” to “extreme problems” were grouped into the “Having problems” category, while others were grouped into the “No problem” category. The combination of responses of five domains could result in 3,125 health states. A Vietnamese cross-walk value set was used to convert the health states to corresponding utility scores (i.e., EQ-5D index) (38). The EQ-VAS was used to record the participants’ self-rated overall health on a vertical visual analog scale ranging from 0 “the worst possible” health to 100 “the best possible” health (39).



Statistical analysis

STATA version 16 software was used to analyze the data. The significance level was set at 5% which is equivalent to a p-value ≤ 0.05. In a typical descriptive statistical study, the mean and standard deviation for quantitative data, as well as frequency and percentage for qualitative variables, were employed. The coefficients of skewness and kurtosis were examined. Floor and ceiling effects were detected when the percentage of participants picking the lowest or highest answer choice was more than 15%.


Reliability

The internal consistency reliability was examined by calculating Cronbach’s alpha, with an alpha value of 0.7 or above being considered acceptable (40). We also looked at, item-total correlation, item-item correlation, domain-domain correlation, and the domain’s Cronbach’s alpha if the item was removed.



Factorial structure

Based on the observed data, exploratory factor analysis (EFA) was utilized to contextualize the instrument’s structural model. The number of components was calculated using the scree plot and parallel analysis, as well as eigenvalues at 1.3 and the amount of variance explained. Items with a loading value ≥ 0.4 were considered to be included in the relevant component (41). Orthogonal Varimax rotation was used to assign items to appropriate domains.

Confirmation Factor Analysis (CFA) with means and variance adjusted weighted least squares (WLSMV) estimation method was used as recommended for ordinal scale (42). CFA was utilized to test whether the original model (i.e., 4 factors) of WHOQOL-BREF or the new model (i.e., 3 factors) could have a better explanation of the youths’ QOL. Measurement invariance of 3-factor model across priori-defined demographic groups regarding gender, age, marital status, education, living location, having acute/chronic conditions was tested by using four models as recommended (43, 44). We tested four models with different levels of measurement invariance: (1) configural invariance; (2) metric invariance; (3) strong (scalar) invariance; and (4) strict invariance. For configural invariance, we fitted the 3-factor model to every group by utilizing a single-group CFA method. This invariance revealed that the latent factors were similar across groups. For metric invariance, based on configural invariance, we equated all factor loadings of WHOQOL-BREF items and then tested if different items of latent factors had similar extent for all demographic groups. For strong (scalar) invariance, we equated the item thresholds to tested whether the model was fitted revealing no response bias across groups. To assess strict invariance, error variances from the scalar model were equated, and the fitted model indicated that error terms of items were similar across groups.

The model fit of observed data (with Satorra-Bentler adjustment for non-normality data) was then assessed using many models fit indicators with respective cut-offs, including (45): Relative Chi-square (χ 2/df) ≤ 3.0; Root Mean Square Error of Approximation (RMSEA) ≤ 0.08; Standardized Root Mean Square Residual (SRMR) ≤ 0.08 for a good fit and Comparative Fit Index (CFI) ≥ 0.9 for acceptable fit. The sample size in this study was sufficient for the measurement invariance (43, 44).



Convergent and divergent validity

The modified-WHOQOL-convergent BREF’s and divergent validity were investigated using Pearson’s correlation matrix between items-domain (46, 47). If the diagonal values were less than 0.4, there was inadequate convergent validity, and there was insufficient divergent validity if the off-diagonal values at each row were greater than the diagonal values. We created a Spearman’s correlation matrix between the scores of three domains, the general QOL satisfaction, general health satisfaction items, the EQ-5D index, and the EQ-VAS, to see if modified-WHOQOL-BREF had concurrent validity. The t-test was used to compare youth with acute symptoms in the last 4 weeks, chronic problems in the previous 3 months, and mobility, self-care, normal activities, pain/discomfort, and anxiety/depression concerns (EQ-5D domains). The difference in factor ratings between individuals with and without health concerns was measured using Cohen’s D effect size. To find substantial deviations, a value of 0.2 was employed (48).




Ethical approval

This study was approved by the institutional review board of the Youth Research Institute and performed according to the Helsinki declaration guideline (49).




Results


Characteristics of respondents

Table 1 below shows sample characteristics, including health and socioeconomic demographics. The mean age of respondents was approximately 21.1 years (SD = 4.6). About 74.5% of respondents were female, 74.5% had a high school education or higher, 85% were still single, and 63% lived in suburban and urban areas. Respondents were then asked about their health status. Results showed that 16% of respondents reported that in the past 3 weeks they had suffered from chronic illnesses and that 43 percent of respondents reported that in the past 4 weeks they had suffered from acute symptoms. Half of the respondents reported that they were experiencing problems with depression and anxiety.


TABLE 1    Socio-demographic and health status characteristics of respondents.
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Factorial structure of the World Health Organization’s quality of life instrument

Figure 1 showed the scree plot and parallel analysis, which showed that the 3-factor model fitted with the current data.


[image: image]

FIGURE 1
Scree parallel plot.


Most community values are moderate. The Kaiser-Meyer-Olkin test indicated that the sample was sufficient for EFA with a score of 0.929. EFA is also useful to reconstruct WHOQOL-BREF based on Bartlett’s sphericity test (P < 0.01). Based on EFA and parallel screening, the three-factor model was the best method to evaluate WHOQOL-BREF. These factors comprised factor 1 “External life” (15 items), factor 2 “Internal life” (6 items), and factor 3 “Physical and mental health” (3 items) (Table 2). These factors could explain 92.9% of the total variance.


TABLE 2    Exploratory factor analysis for WHOQOL-BREF instrument.

[image: Table 2]

Table 3 shows the difference in the internal structure and model fit indices of the 4-factor model and 3-factor model of the WHOQOL-BREF. Results of the overall goodness of fit (χ2/df), as well as other fit indicators (RMSE, CFI, and SRMR), suggested that the 3-factor model is better than the theoretical 4-factor model.


TABLE 3    Goodness-of-fit indices of 3-factor model and 4-factor model.

[image: Table 3]



Data quality and reliability

Table 4 shows the results of using the descriptive method for the 24 categories of WHOQOL-BREF. Each category has a range of 1–5 points, of which 23/24 items had ceiling effects except body image (Q11) and 23/24 items revealed no floor effects except pain and discomfort (Q3). The kurtosis coefficient varied from 2.0 to 4.0, and the skewness coefficient varied from –1.0 to 1.0. The results showed that respondents had a favorable perception of their QOL -based on the standard deviation and the mean deviation of each item’s scores. The modified-WHOQOL-reliability BREF’s is also shown in Table 2. Factor 1 “External life” and factor 2 “Internal life” had outstanding (0.931) and good internal consistency, respectively (0.864), respectively, while the internal consistency of factor 3 “Physical and mental health” was nearly acceptable (0.690). The majority of the items in respective components had medium correlation values with other items (r > 0.4).


TABLE 4    Basic descriptions and reliability of WHOQOL-BREF instrument.

[image: Table 4]

Item-item and factor-factor correlations are shown in Figures 2A,B below. Factor 1 “External life” and factor 2 “Internal life” are more likely to be correlated, but both factors showed a non-correlation with factor 3 “Physical and mental health.” Similarly, the items in “External life” and “Internal life” were more likely to be correlated with others while items Q3-Pain and discomfort, Q4-Medication dependency, and Q26-Negative feelings seem to have within-group correlation but not to be correlated with items in other factors.


[image: image]

FIGURE 2
Correlation between domains (A) and items (B).




Validity

Boxplots in Figure 3 and results in Table 3 illustrate the correlations between items and factor scores, which reflect the convergent and divergent validity of the modified WHOQOL-BREF instrument. The item-domain correlations in factor 1 (green box) and factor 2 (pink box) were similar which means the similarity between the two factors. Meanwhile, the item-domain correlation in factor 3 (blue box) seemed to be significantly different from the other two factors, suggesting better divergent validity.


[image: image]

FIGURE 3
Correlations between items of each domain and other domain scores. (A) Items of domain “physical and mental health”; (B) items of domain “internal life”; (C) items of domain “external life.”


Table 5 reveals an acceptable convergent validity. There are 23/24 items (excluding Q26 Negative sentiments) that had correlation coefficients larger than 0.4 with their corresponding component scores. Furthermore, each item correlates better with its component scores than the other factor scores, showing good divergent validity. Only one item (Q26-Negative feelings) had a low correlation coefficient with its factor (r = 0.362).


TABLE 5    Correlation matrix between items and domain scores to assess convergent and divergent validity.
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Table 6 reveals that factor 3 “Physical and mental health” exhibited the lowest correlations with two general items, the EQ-5D score and the EQ-VAS (rh0 < 0.2). The factor 1 score and the general QOL item had the highest correlation coefficient (rh0 = 0.5968, p < p0.05), followed by the factor 1 score and the general health item (rh0 = 0.5895, p < 0.05).


TABLE 6    Spearman’s correlation matrix with the WHOQOL-BREF instrument’s general quality of life satisfaction and general health satisfaction questions, EQ-5D index, and EQ-VAS to assess concurrent validity.

[image: Table 6]

The adjusted instrument’s discriminant validity was tested, and the findings are shown in Table 7. Mobility problems, self-care problems, chronic illness (3 months ago) and acute symptoms (4 weeks ago) had significantly lower scores on the “external life” factor. out” with a P-value less than 0.05. The Cohen’s D effect sizes between those with and without conditions ranged from 0.33 (95% CI = 0.07–0.58) to 0.78 (95% CI = 0.58–0.97). Meanwhile, the score of factor 2 “Internal life” was significantly lower among those with problems in mobility, usual activities, pain/discomfort, and anxiety or depression compared to people without problems. Individuals with problems in every domain of EQ-5D-5L instruments had a significantly lower score in factor 3 “Physical and mental health” than those without problems.


TABLE 7    Discriminant validity of 3-factor model of WHOQOL-BREF instrument.
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Table 8 illustrate the measurement invariance of WHOQOL-Bref in youth population. Results showed that all models were fitted with CFI and RMSEA in acceptable range, even after adding constraints. These models demonstrate that the 3-factor model had the same pattern of factor loadings, item threshold and residual variances across groups regarding gender, age, education, marital status, living location, having acute symptoms and having chronic diseases.


TABLE 8    Model fit and nested model comparisons for multiple group CFA analyses.

[image: Table 8]




Discussion

This study is a systematic examination of the psychometric properties of the Vietnamese version of WHOQOL-BREF for measuring the QOL of young adults in Vietnam. Overall, current findings supported the use of WHOQOL-BREF in this population group as indicated by acceptable internal consistency and moderate validity of the instrument. Moreover, the EFA and CFA proposed a new factorial structure model (3 factors) with better model fits than the original one (4 factors), suggesting a new theoretical and culture-sensitive approach to assessing the QOL of young adults in Vietnam.

Regarding data distribution, results demonstrate that responses were skewed to higher scores in all items, indicating high ceiling effects. This result was in line with previous studies performed on general populations such as older adults in the community, couples, or residents in urban areas (22, 24, 50). Ceiling effects were recorded in all items except body image. This exception might imply that the WHOQOL-BREF instrument is not able to capture the responsiveness to change of young people with high scale scores (22). Interestingly, our findings indicated that people could still have a high general QOL score even if their general health satisfaction scores were, which suggested that health is only a minor concern in determining the QOL in the young adult population.

Results of the EFA indicated that Vietnamese young adults assessed QOL more easily under three factors instead of four factors as in the original WHOQOL-BREF. The first dimension was “External life” which employed most of the items from “Social relationships” and “Environment” and several items in “Physical health” and “Psychological health” in the original scoring system. Another dimension was “Internal life,” which was related to personal traits such as enjoyment, spirituality/meaning life, concentration, life energy, and environmental conditions that they feel safe or healthy. The last dimension was “Physical and mental health” which was associated directly with pain/discomfort, medication use, or negative feelings (e.g., depression, anxiety, or despair). This result is expectable as previous studies also indicated that internal and external factors had a major role in the QOL perception of young adults (32). Findings from discriminant validity analysis indicated that in the general Vietnamese young adults population, the existence of diseases or illnesses only affected the external life domain and no statistically significant difference was found in internal life or physical and mental health domains. This result suggested that Vietnamese young adults were more likely to consider the influences of diseases on their daily activities and social interactions rather than on health itself. Our regression results confirmed this hypothesis, as the “External life” and “Internal life” domains were more correlated to the general QOL, general health, and overall QOL than physical and mental health.

In terms of statistics, the results of two CFA models suggested that the 3-factor model showed better model fit indices compared to the theoretical 4-factor model of the WHOQOL-BREF. In the existing literature, although the psychometric properties of the WHOQOL-BREF were widely field-examined in a diversity of cultures and groups (1, 10, 19), it is clear they vary across populations. Although some authors have attempted to use CFA to confirm the 4-factor structure of the WHOQOL-BREF (19, 24–26), many failed to replicate the theoretical model across different population groups (17, 25, 26). One potential explanation for this trend might be that some items could not fully represent the domains in that they were postulated (22, 51). For example, Skevington et al. suggested that the “safety” item should be allocated in the psychological health domain rather than the environment domain (10). Findings in convergent and divergent validity also demonstrated that correlations between items and their new respective domains were higher than correlations with other domains. These findings suggest a need for further studies to reassess the structure of WHOQOL-BREF.

Considering internal consistency scores of WHOQOL-BREF domains, the reliability of both 4-factor and 3-factor models was both acceptable. In the 4-factor model, the environment domain had the highest Cronbach’s alpha, which was consistent with previous studies (17, 52, 53). However, the advantage of the 3-factor model as suggested by EFA was that its screen parallel analysis had better estimates than the 4-factor model, in which “External life” had the highest Cronbach’s alpha (0.931). The third domain, “Physical and mental health,” after removing the item “Negative feelings,” might improve the internal consistency from 0.690 to 0.759. Similar to previous studies (10, 50), this item was preserved for further analysis.

To our knowledge, this is the first attempt in examining the measurement properties of WHOQOL-BREF among Vietnamese young adults. The results of this study suggested several practical and research implications. First, this study highlighted the need to carefully evaluate the dimensionality of the WHOQOL-BREF in different population groups considering their unique perceptions of QOL definitions. Second, as the applicability of WHOQOL-BREF has been confirmed, it should be used more widely in Vietnam considering its ability to cover a wide range of QOL’s facets. The WHOQOL-BREF instrument can also be useful in routine auditing for young adults-related health and social services (10), as well as their development progress. The last and most important implication of WHOQOL-BREF is its possibility for 100-point transformation, which can be used as a cross-culturally comparable index. Cross-cultural validation should be among the main concerns of future research to develop appropriate factorial structures for different young adult groups such as those with disabilities or chronic diseases. For instance, a previous study found that “acceptance of disability” was an important component when defining the QOL of young adults with chronic disabilities (54).

The strength of this study lies in the diversity of its samples. We were able to include young adults from various locations in Vietnam, which increased the representativeness of the results. However, certain limitations exist. First, as our sample was recruited online, it could not assess the QOL of youths without Internet access. Second, because the majority of our data was gathered through self-reporting, they might be subject to recall and response bias. Third, we could not examine test-retest reliability because all participants’ information such as name or contact details (e.g., email, mobile phone, etc.) was not collected to ensure survey privacy, which prevented us from resending the survey to evaluate its reliability. Nevertheless, our study was able to confirm the validity of the scale as well as highlight several implications for its adaptation in Vietnam.



Conclusion

This validation study provides insights into the characteristics of QOL among young adults in Vietnam. While the theoretical model of WHO can be utilized for global comparisons, a new local model, which includes cross-cultural adaptations, should be developed to fully evaluate the progress of public health interventions for promoting young adults’ QOL.
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Footnotes
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59.0 (10.0)

51.7 (8.6)

Effect size
Cohen’s D
(95% CI)

<0.01 0.39 (0.20-0.57)*
0.03 0.33 (0.07-0.58)*
<0.01 0.57 (0.32-0.83)*
0.52 0.29 (-0.15to
0.74)

<0.0 0.54 (0.27-0.81)*
<0.0 0.58 (0.38-0.78)*
<0.0 0.78 (0.58-0.97)*

Mean (SD) P-value

22.9 (4.6)

22.5(3.8)

22.8 (4.4)

22.3 (4.0)

23.1(4.0)
20.6 (5.1)

22.8(4.2)

20.6 (5.9)

23.1 (4.
20.6 (4.

23.1 (4.

219 (3.7)

23.7 (4

7)

21.7 (3.6)

0.20

<0.01

0.12

<0.0

<0.0

<0.0

Effect size
Cohen’s D
(95% CI)

0.11 (-0.08 to
0.29)

0.12 (-0.13 to
0.38)

0.60 (0.34-0.85)*

0.52 (0.07-0.96)*

0.58 (0.31-0.85)*

0.28 (0.08-0.48)*

0.47 (0.29-0.66)*

Mean (SD) P-value

10.6 (3.1)

10.6 (2.4)

10.6 (2.9)

10.3 (2.2)

10.7 (2.9)
10.0 (2.4)

10.7 (2.8)

9.3(2.9)

0.7 (2.9)
9.7 (2.5)

0.8 (3.0
0.1(2.3)

0.7 (3.3)

04(2.2)

0.35

0.12

<0.01

0.02

<0.01

<0.01

0.02

Effect size
Cohen’s D
(95% CI)

0.00 (-0.18 to
0.19)

0.12 (-0.13 to
0.38)

0.26 (0.01-0.51)*

0.50 (0.05-0.95)*

0.35 (0.08-0.62)*

0.25 (0.05-0.45)*

0.11 (-0.08 to
0.29)
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