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Background: Health-related quality of life (HRQoL) is one of the major focuses of primary care. However, HRQoL instruments used in China are mainly developed from Western countries. Such instruments may not cover all important health concepts valued by the Chinese as health is a culture-specific concept.

Objectives: The objectives of this study are to identify culture-specific health dimensions and culture-related health disparities in primary care that are considered important by Chinese living in China.

Methods: A purposive sample of 164 adult Chinese (67 healthy persons and 97 patients) were interviewed face to face. In-depth open-ended questions were asked to elicit culture-specific dimensions of quality of life in primary care settings in China.

Results: Twelve health dimensions were identified. Five most frequently mentioned dimensions were: mood (N = 52, 31.71%), physical activities (N = 48, 29.27%), work (N = 40, 24.39%), diet (N = 32, 19.51%), and vitality (N = 28, 17.07%). Significantly more healthy persons reported mood (49.25 vs. 19.59%, P < 0.001), mindset (16.42 vs. 0.00%, P < 0.001), and self-care (11.94 vs. 2.06%, P = 0.016) characterizing good HRQoL, while more patients emphasized on work (4.48 vs. 38.14%, P < 0.001). Diet and vitality appeared to be culture-specific dimensions related to health among Chinese.

Conclusions: To better adapt or develop HRQoL instruments for Chinese, dimensions or items regarding diet might be included and disparities in the meaning of vitality between Chinese and Western cultures should be considered.
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INTRODUCTION

Health-related quality of life (HRQoL) is one of the major focuses of primary care. However, generic and disease-specific HRQoL instruments used in China are mainly developed from North America and Europe. Such instruments, after careful translation and cultural adaptation, usually work well in Chinese in terms of respondents' acceptability and psychometric properties. However, as the concept of health or HRQoL may not be the same across different cultures, these instruments might not be adequate for Chinese people (1–5). The working definitions of health or HRQoL used by Western-originated instruments may not be optimal to Chinese. If this is the case, optimal measurements cannot be achieved with such instruments among Chinese. To the best of our knowledge, no empirical research has been done to assess the adequacy of Western-originated instruments for measuring the Chinese population in primary care settings.

This study aimed to elicit the dimensions that Chinese people think should be used to define health in primary care settings. By knowing such information, we can then assess how valid current instruments are for measuring the HRQoL of the Chinese population and will have a better idea about how to improve HRQoL measurements in the setting of Chinese culture.



METHODS

Data used in the qualitative study were obtained from a survey of healthy persons and patients in China. Both healthy and ill subjects were included for a more comprehensive investigation. Healthy persons were recruited using a quota sampling method and patients were recruited using a convenience sampling method from primary care settings. In the survey, the interviewer asked each subject the following two open-ended questions: “what is your best imaginable health state like?” and “what are the characteristics of good quality of life in your own opinion?” Answers to these questions were summarized as individual themes and recorded by the interviewers.

The themes derived from the two surveys were collated and reviewed independently by two HRQoL researchers. In the review, similar or closely related themes were grouped to form dimensions of health. Only those health dimensions mentioned by more than two participants were reported. The two reviewers then met to reconcile the dimensions they identified and the components for each dimension. After complete consensus was reached, dimensions alluded by each respondent were enumerated and the frequency of each health dimension was compared between the two groups of respondents (i.e., healthy and ill) using Chi-square or Fisher's exact test. Within each group, the association between dimensions and demographics including age ( ≤ 50 vs. >50 years), gender, and education level (high school or lower vs. college or higher) was examined for the most frequently nominated five health dimensions using Chi-square or Fisher's exact test.



RESULTS

A total of 67 healthy persons and 97 patients were successfully interviewed. Females accounted for 52.2 and 40.2% of healthy and ill participants, respectively. Age groups were evenly distributed among healthy persons; while more patients were older than 50 years (40.2%). The distribution of education level was even among patients; while 50.8% of healthy persons had a bachelor's or higher degree. Most of the participants were full-time employees (47.8% of healthy person and 57.7% of patients).

Twelve health dimensions were identified, including physical activities, leisure activities, work, self-care, diet, sleep, pain, mindset, mood, vitality, cognition, and relationship (Table 1). These health dimensions covered physical, mental, and social health.


Table 1. Identified health dimensions from healthy persons and patients.
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Healthy persons and patients nominated almost the same dimensions, except for mindset (Table 2). The most frequently mentioned five dimensions by all participants were: mood (N = 52, 31.71%), physical activities (N = 48, 29.27%), work (N = 40, 24.39%), diet (N = 32, 19.51%), and vitality (N = 28, 17.07%). Significantly more healthy persons than patients reported mood (49.25 vs. 19.59%, P < 0.001), mindset (16.42 vs. 0.00%, P < 0.001), and self-care (11.94 vs. 2.06%, P = 0.016) characterizing good HRQoL, while more patients emphasized on work (4.48 vs. 38.14%, P < 0.001). When the five most important health dimensions were considered, there is generally no significant difference between subgroups defined by gender, age, or education in both healthy persons and patients (Table 3).


Table 2. Importance of each dimension by healthy persons and patients.
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Table 3. Difference in the importance of five most frequently mentioned dimensions among healthy persons and patients.
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DISCUSSION

Health dimensions identified in this study were similar to those found in previous studies of Chinese people through focus group discussion (6–12). However, some of those health dimensions identified from focus group discussion were not surfaced in the present study. For example, focus discussion revealed that freedom is a dimension of good HRQoL. Instead of reporting any mentioned dimensions of good HRQoL, this study focused on dimensions that were independently alluded to by at least two participants. The use of both qualitative and quantitative evidence minimized the risk of taking idiosyncratic views as commonality, making the findings more useful for informing culture-specific questionnaire adaptation and development.

Similar to the Western population, Chinese people considered mood, physical activities, work, and vitality as important dimensions of good HRQoL. However, vitality, or “jing shen” in Chinese, has different meanings between Chinese and Western cultures (13, 14). In Chinese culture, vitality mainly relates to mental health. On the contrary, in Western culture, vitality is related to both physical and mental health. Indeed, studies on the vitality scale of the SF-36 showed that the relationship between vitality and physical and mental health differed significantly between the Chinese and US populations (15–18). Since vitality is an important health dimension among Chinese but has different meanings from Western culture, attention should be paid to this dimension when adapting or developing HRQoL instruments for use among Chinese.

Different from Western people, Chinese people consider the ability to eat and drink as an important dimension of good HRQoL. Its importance in Chinese culture is evident by the customs that many Chinese acquaintances greet each other with “Have you had your meal?” when they bump into each other at noon or in the evening. In Chinese culture, eating and drinking ability is considered an indicator of good productivity and longevity. Therefore, when adapting HRQoL instruments developed in Western culture, the limitation of not having the diet dimension should be deliberated. When developing Chinese culture-specific HRQoL instruments, diet should be included as an important health dimension.

Significantly more patients emphasized work as a characteristic of good HRQoL. It is not surprising because the loss of working ability is an important concern to patients. The importance of mood and mindset was also different significantly between healthy and ill people. It is understandable that patients may have lowered their expectations and focus more on imminent concerns about their physical health and functions. In order to prevent ceiling or floor effect in measurement, health dimensions in HRQoL instruments for general and patient populations are better to be customized among Chinese. For the general population, dimensions representing mental health should be emphasized; for patient populations, dimensions concerning working ability are important.

The limitation of the study is that some potentially important health dimensions, such as sexuality, could not be identified from face to face interviews due to social desirability. Since talking about sex is taboo in Chinese culture, it is possible that respondents are unwilling to indicate it as a characteristic of good HRQoL in front of interviewers. In addition, the results should be interpreted with caution because study participants might not be representative of the general population.



CONCLUSIONS

Through face to face interviews, this study not only identified 12 health dimensions representing good HRQoL by Chinese but measured their relative importance in Chinese culture. It appears that Chinese people have their culture-specific perception of dimensions characterizing good HRQoL. Diet and vitality are culture-specific dimensions related to health among Chinese. To better adapt or develop HRQoL instruments for Chinese, dimensions or items regarding diet are recommended to be included and disparities in the meaning of vitality between Chinese and Western cultures should be taken into account. In addition, mental health dimensions are important to Chinese generic HRQoL instruments and working ability dimensions are important to Chinese disease-specific HRQoL instruments. More research is needed to elucidate the health concepts held by the Chinese so that better HRQoL instruments can be developed for this population.
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