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Executive Summary 
 
In 2020, the Chinese American Service League, otherwise known as CASL, introduced a new tool to 
assess quality of life, the World Health Organization Quality of Life-Brief (WHOQOL-BREF). Quality of life 
is defined by the WHO as “individuals’ perceptions 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.” The intent for measuring quality of life at CASL is to understand both the extent and 
frequency clients are affected by their cultural, social, and environmental contexts. 
 
This report contains selection criteria, distribution methods and data collection, analysis, and 
considerations for use. The WHOQOL-BREF (1995) is a 26-question assessment offered in 19 different 
languages and takes approximately 10 minutes to complete. The WHOQOL-BREF asks about physical and 
psychological health, social relationships, and environmental structures. CASL provided English and 
Chinese versions of the instrument to 371 clients over the span of a month. Taking the assessment had 
no impact on the services clients received and all responses were kept confidential and secure. The data 
we collected offers instructive insights to our clinical programming consistent with best practices of 
accountability, and ongoing evaluation. 
 
Our findings suggest that there may be more to the data than previously imagined. For instance, the 
participants in this baseline group were predominantly female and older in age. Participants with higher 
levels of education had higher quality of life scores than others, suggesting the positive impact of 
additional schooling. Participants who reported feeling ill at the time of taking the questionnaire had 
lower quality of life scores than their otherwise healthy counterparts. Although a standard cutoff score 
for good quality of life does not exist, the data serves as a valuable reference to perceived quality of life. 
All conclusions in this report are based on assumptions which are difficult to assess with any sort of 
absolute certainty, but one can hardly deny the impact of the COVID-19 pandemic on physical, 
psychological, relational, and environmental quality of life. 
 
The primary intent of this exercise was never to isolate variables as solely responsible for the scores 
participants had. As with many instruments that measure perception of status or ability, environmental 
variables are constantly in flux, making it nearly impossible to assess in a controlled environment. From 
the results we collected, we can begin plotting responses on a timeline, where changes for each 
individual participant can be monitored. 
 
Key takeaways: 

1. Quality of life depends on a variety of factors, including, but not limited to environmental 
conditions and social context. 

2. Age, marital status, gender, and education are among several demographic aspects correlated 
with quality of life. 

3. Lower scores were indicative of lower quality of life. Since quality of life is subjective, results 
should be interpreted with caution as to what led to those responses. 
 

Quality of life is important to everyone1. This multidimensional construct has been instrumental in 
bridging social, mental, and medical services2 at the local, state, national, and global level. At CASL, we 
strive to remain at the forefront of high quality social service delivery and this endeavor would not be 
possible without the availability of the World Health Organization Quality of Life Working Group.   

https://www.caslservice.org/
https://www.who.int/mental_health/media/en/76.pdf
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Background 
CASL provides communities holistic wraparound services such as—high-quality childcare, afterschool 
programs, elder care, housing support, financial counseling, public benefits acquisition, 
career/vocational services, and legal assistance. The impact of these services requires a closer look at 
the quality of life our community experiences. Capturing quality of life extends past physical health, but 
also social, psychological, and environmental health. Subsequently, finding an acceptable tool to 
measure these attributes presents a challenge. 
 
Quality of life (QoL)3 is defined as “individuals' perceptions 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.” CASL’s Center for Social Impact selected the WHOQOL-BREF in response to its cross-cultural 
sensitivity, adequate psychometric properties, its open license to use4, and the availability of validated 
translations. Having this assessment allowed us to shed light on how our clients perceive their quality of 
life. The questions we sought to answer were: 
 

1. How do our clients perceive their quality of life? 
2. Based on their responses over time, what are the main contributing factors for how they 

responded? 
3. Where can we improve our client’s quality of life based on the information they provide us? 

 
The reason for introducing this questionnaire now lies in the fact that quality of life data is not well 
understood in terms of present-day context(s) specific to CASL’s primary constituency, Asian American 
Pacific Islander (AAPI) communities5, specifically Chinese immigrants and native-born Chinese 
Americans. As the fastest growing minority group in the U.S.6, not to mention a large percentage that 
are foreign-born, community integration and quality of life go hand in hand. 
 

WHOQOL-BREF Overview & Administration 

When CASL started investigating quality of life in our clients, there were several environmental 
conditions to consider: how might they receive it?...do we have access to the tool?...do the questions 
apply to a majority of clients? That is where the WHOQOL-BREF comes in. The WHOQOL was originally 
created in 1995 by the World Health Organization in an effort to capture the impact of disease and 
impairment. Dr. Leslie Fallowfield deemed quality of life as “the missing measurement in health” 
(1990). 

Proposed uses for the WHOQOL are plentiful, such as “clinical trials, establishing baseline scores in a 
range of areas, and looking at changes in quality of life over the course of interventions.”7 The 
assessment has proven useful in health policy research and will make up an important aspect of the 
routine auditing of health and social services at organizations like CASL.  
 
  

“Quality of life as the missing measurement in health.” 
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WHOQOL-BREF advantages: 
 
● It has been cross-culturally validated, 
● Contains adequate psychometric properties, 
● There are no licenses to use, 
● Translated (and validated) versions are readily available, and 
● It is often cited and referenced in other QoL studies. 

WHOQOL-BREF disadvantages: 
 
● It does not apply to children or youth, 0-18 years old, 
● WHO is no longer offers technical support. 
 

CASL’s Administration Procedures: 
 
For CASL, we chose to administer the questionnaire on a rolling, quarterly basis. 
 
● Advantage: comparisons can be made on a single quarter-quarter basis, 6 month, or annual 

basis with clients with service schedules that allow. 
● Disadvantage: the frequency of services rendered to clients may unintentionally exclude certain 

individuals, so it is very much reliant on staff to broaden distribution measures. 
 
The questionnaire was launched from October 21, 2020 to November 20, 2020. All staff members were 
trained on distribution methods, recording responses, and dropping off paper forms securely in a drop 
box in our lobby. Our distribution protocol adhered to strict guidelines set by the WHOQOL working 
group. CASL staff obtained over 400 responses, subsequently recorded confidentially in Salesforce, 
CASL’s client management system. 

Overview of Participants 

The average age of participants was 68 and the gender split was approximately 70% female, 30% male. 
The average age of our sample, limited to adults 18 years and over, was slightly older than the average 
age of adult CASL clients, 62. When responses were categorized by age, age ranges were determined 
using recommendations from the American Community Survey (ACS), a product of the U.S. Census 
Bureau.  55% of all participants reported being married, 10% were single, 25% were widowed, and 7% 
were either separated or divorced. Based on the demographic profile of our sample, we analyzed 
responses using 2 regressions, one factoring age and the other, without. This process can be found in 
Appendix D. 

Results 
Results from the WHOQOL-BREF were analyzed into two dashboards, one displaying responses overall 
and the other, by separate domains. The WHOQOL-BREF offers a quality of life profile consisting of four 
domain scores in addition to overall perception of quality of life and health, respectively. Higher scores 
denote higher quality of life and mean scores are used to calculate domain scores. In-depth scoring 
procedures for the WHOQOL-BREF, including transformation of raw scores, can be found in Appendix E.  
  



 

   7 | P a g e  
 

Dashboards Overview 

The assembly of the first dashboard took into account the average overall quality of life score, 
demographic representation, participant count and average scores by program, in addition to 
educational attainment and health satisfaction. From our analysis, there were 371 assessments meeting 
the threshold outlined by the designers of the assessment. The average quality of life score was 59 out 
of 100. A score of 59 is not indicative of “good” or “bad,” but higher scores are considered better than 
lower scores. Given there are no comparison groups that mirror our clients, what is considered “good” 
or “bad” quality of life cannot be generalized to other populations and/or subgroups.  
 
What an average score of “59” means to CASL is the opportunity to see if quality of life changes over 
time. Based on the differences between scores, we can chart positive or negative trends at both the 
individual and group level. At the time of the changes, the real value comes from what events may have 
resulted in that change. For example, if the scores we collected during 2020 are lower than 2021, it 
might be worth investigating what caused the difference. The point of the assessment is to promote 
positive change by targeting factors most consistent with the change in scores in the first place. If 
participants indicate lower social relationship scores at year 1, what kind of services we offer have the 
potential to meet that need and are there opportunities for exploration in year 2? 

 
Significant differences can be attributed to a number of factors including, but not limited to: age, 
gender, illness, marital status, and perception of overall quality of life and health status.8 Despite the 
necessity for ongoing investigation into what the scores actually mean, we were able to capture which 
variables and/or domain facets might have a stronger correlation, thereby indicating “some” sort of 
relationship. 

Quality of Life in Context 

While a standard for labeling “good” or “poor” quality of life is hardly generalizable, recommendations 
from other quality of life studies have offered useful insights into determining a median value based on 
non-representative samples (i.e. context and setting). Because of this, establishing a formal score for 
“good” or “poor” quality of life rejects the notion that any two datasets can have anything in common. 
For example, where the WHOQOL-BREF has been piloted in places where “quality of life” is not well 
defined, what is considered good or poor is subjective. Put mildly, “good” or “bad” quality of life does 
not exist in a vacuum, but the multi-layered complexities present in any environment. 
 

“The point…is to promote positive change by targeting factors 
most consistent with the change in [quality of life] in the first 

place.” 
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According to preliminary analysis using regression models, we discovered that several attributes were 
more strongly correlated to overall quality of life scores. On the whole, age at completion of the 
assessment, gender, reportedly feeling ill, level of education and marital status had a more substantial 
impact on quality of life scores, relative to each domain. Prior to the portion of the questionnaire 
relevant to a particular domain, there were several questions pertaining to perceptions of overall quality 
of life and health satisfaction. The responses did not contribute to the domain scores, but did offer 
notable insights relevant to the hypotheses surrounding why participants responded the way they did in 
subsequent questions. 
 
Participants who were older at the time of taking the assessment consistently scored lower than their 
younger counterparts.  Male participants scored higher on average than female participants. Indication 
of being ill when asked “Are you currently ill?” contributed to lower scores than presumably “healthy” 
participants who responded “no” to that question. Not controlling for age, scores for participants who 
reported their marital status as “living as married” were more likely to report lower quality of life 
overall. 
 
When not controlling for age, scores for widowed and separated participants were found to be 
consistently lower than their married or single counterparts. Finally, regardless of age, having a tertiary 
education and/or schooling beyond secondary education was shown to have a positive correlation with 
quality of life. See Appendix I for more on quality of life average scores, scores filtered by demographic 
properties, and quality of life domain scores and subsequent attributes. 

Variables Impacting Quality of Life 

Stressing the importance of factors contributing to the responses, the results we collected are indicative 
of the larger landscape that, unbeknownst to everyday interactions we might have with clients, is 
constantly changing. At the time of distribution, many conventionally in-person CASL programs had to 
reorient their activities and/or interventions to function remotely, partially or completely. The results 
from this pilot were intended to establish a baseline for future modeling, but even so, the conclusions 
we formed retain value for today. 
 
Social opportunities for seniors were negatively affected by the discontinuation of in-person activities 
resulting from the COVID-19 pandemic. Although it remains to be seen that this is the only definitive 
contributing factor, our results suggest that the impact [COVID-19] pandemic could not be ignored. For 
instance, CASL’s Pinetree Senior Council (PTSC)—a program offering social activities for seniors such as 
calligraphy classes, cultural dance, exercise, and music—went remote in response to the [COVID-19] 
pandemic. PTSC offered an environment where otherwise isolated seniors could experience a sense of 
community. Among other programs aimed at serving seniors in our community, seniors from PTSC had 
lower social relationship scores than seniors in other programs, shown in Appendix I: Seniors (64+) 
Social Relationship Scores by Program. While the evidence is preliminary at best, it remains indisputable 
that CASL social programs for seniors have been negatively impacted by the [COVID-19] pandemic. 
  

https://www.caslservice.org/seniors/
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Key Takeaways per Domain 
Significant findings highlighted 

Rounded to the nearest whole number 

Physical 
 

Activities of daily living; Dependence on medicinal substances and medical aids; Energy and fatigue; 
Mobility; Pain and discomfort; Sleep and rest; Work Capacity 

Domain 
score 

average out 
of 100 
(higher 
score is 
better) 

Domain 
score by 

age 

Domain score 
by education 
(no school, 

primary school, 
secondary 

school, tertiary 
school) 

Domain score by 
marital status 

Domain score by 
current illness 

(reported “feeling 
ill” at time of 
assessment) 

Summary 

58 
18-29:    79 
30-44:    74 
45-64:    62 
65-84:    54 
85+:       49 

Not significant Not significant Feeling ill:          46 
Not feeling ill:    61 

Younger participants 
rated their quality of life 
higher than their older 
counterparts. 
 
Participants who felt ill 
at the time of taking the 
questionnaire tended to 
report lower QoL scores 

Psychological 
 

Bodily image and appearance; Negative feelings; Positive feelings; Self-esteem; Spirituality / Religion / 
Personal beliefs; Thinking, learning, memory and concentration 

Domain 
score 

average out 
of 100 
(higher 
score is 
better) 

Domain 
score by 

age 

Domain score 
by education 
(no school, 

primary school, 
secondary 

school, tertiary 
school) 

Domain score by 
marital status 

Domain score by 
current illness 

(reported “feeling 
ill” at time of 
assessment) 

Summary 

61 
18-29:      71 
30-44:      71 
45-64:      62 
65-84:      59 
85+:         57 

None:             56 
Primary:          58 
Secondary:     60 
Tertiary:           69 

Single:                   64 
Married:                 64 
Living as married:  54 
Separated:           49 
Divorced:              61 
Widowed:             56 

Feeling ill:          52 
Not feeling ill:     63 

Younger participants 
rated their quality of life 
higher than their older 
counterparts. 
 
Tertiary education was 
positively correlated with 
higher QoL scores (the 
only educational 
attainment level 
considered “significant” 
 
Single and married 
participants reported 
higher QoL scores than 
other relationship groups 
Participants who felt ill 
at the time of taking the 
questionnaire tended to 
report lower QoL scores 
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Social Relationships 
 

Personal relationships; Social support; Sexual activity 
Domain 
score 

average out 
of 100 
(higher 
score is 
better) 

Domain 
score by 

age 

Domain score 
by education 
(no school, 

primary school, 
secondary 

school, tertiary 
school) 

Domain score by 
marital status 

Domain score by 
current illness 

(reported “feeling 
ill” at time of 
assessment) 

Summary 

56 
18-29:      78 
30-44:      69 
45-64:      60 
65-84:      53 
85+:         48 

None:               55 
Primary:           51 
Secondary:      58 
Tertiary:           60 

Single:                     61 
Married:                   60 
Living as married:   57 
Separated:              45 
Divorced:                 48 
Widowed:                48 

Feeling ill:           45 
Not feeling ill:     58 

Younger participants 
rated their quality of life 
higher than their older 
counterparts. 
 
Educational attainment 
was positively correlated 
with higher QoL scores 
 
Single participants 
reported higher QoL 
scores than other 
relationship groups 
Participants who felt ill 
at the time of taking the 
questionnaire tended to 
report lower QoL scores 

Environment 
 

Financial resources; Freedom, physical safety and security; Health and social care: accessibility and quality; 
Home environment; Opportunities for acquiring new information and skills; Participation in and opportunities 

for recreation / leisure activities; Physical environment (pollution / noise / traffic / climate); Transport 
Domain 
score 

average out 
of 100 
(higher 
score is 
better) 

Domain 
score by 

age 

Domain score 
by education 
(no school, 

primary school, 
secondary 

school, tertiary 
school) 

Domain score by 
marital status 

Domain score by 
current illness 

(reported “feeling 
ill” at time of 
assessment) 

Summary 

61 
18-29:      77 
30-44:      66 
45-64:      59 
65-84:      59 
85+:         58 

None:               56 
Primary:           58 
Secondary:      60 
Tertiary:           67 

Single:                     64 
Married:                   62 
Living as married:   60 
Separated:               52 
Divorced:                 57 
Widowed:                58 

Feeling ill:           55 
Not feeling ill:      62 

Younger participants 
rated their quality of life 
higher than their older 
counterparts. 
 
Educational attainment 
was positively correlated 
with higher QoL scores 
 
Single participants 
reported higher QoL 
scores than other 
relationship groups 
Participants who felt ill 
at the time of taking the 
questionnaire tended to 
report lower QoL scores 

Table 1: Key Takeaways by Domain 
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Discussion 
The WHOQOL-BREF is aimed at determining a portrait of perceived quality of life at one point in time. 
This data provides us with the ability to monitor changes in real-time. Because of this, we have a unique 
opportunity to improve clients’ quality of life through data-informed interventions. This pilot allows us 
to identify which domains require the most attention, ultimately guiding us in improving services to 
meet those demands. However, such a process is not without challenges, the biggest being how external 
variables come into play. Perceptions of how one’s quality of life is one day may come in contrast to the 
next, due to sudden and unexpected life events, such as a global pandemic. 
 
At CASL, we are committed to measuring progress, even if that means observing how responses to this 
instrument changes over the course of several years. As part of CASL’s strategic plan to understand our 
clients’ needs, this assessment delivers a fresh perspective on what factors contribute to having a high 
quality of life. Since quality of life is subjective, we can only speculate based on the conclusions available 
to us through regular observation. 
 
Considering 2020 was a challenging year in many regards, it comes as no surprise that several scores, 
overall and by domain, were noticeably lower than others. For instance, where the majority of older 
participants scored lower than their younger counterparts in the social relationships domain, we can 
infer that this observation may have something to do with the safety measures CASL implemented in 
response to the COVID-19 pandemic. More specifically, programs encouraging community activities 
among seniors presented higher risk for contracting disease given their age and/or underlying health 
conditions. 
 
Throughout this pilot exercise, our primary intent was never to single out a variable contributing to the 
scores participants had. As with many instruments measuring perception of status or ability, 
environmental variables are constantly in motion, making a formal experimental design impossible. 
From the baseline results gathered during this round of data collection, we can begin plotting responses 
on a timeline, where changes for each individual participant can be monitored. 

Limitations 
The pilot was administered to clients selected by program staff. By using a convenience sampling 
approach, we were limited to a less accurate representation of the CASL client population. However, all 
clients who participated in this pilot demonstration were active, meaning they had utilized CASL services 
in the past year. Consistent with the original design of the field trial version of the WHOQOL-BREF, a 
minimum of 300 participants was met. 
 
Other limitations we encountered throughout this process included the lack of a standard “cutoff” point, 
the lack of publicly available micro-use data, the relatively short data collection timeframe, and the 
onset of a global pandemic.  

Lessons Learned 

Throughout this process, our team has learned several valuable lessons. From reviewing assessment 
literature, coordinating with the World Health Organization working group, and assembling dashboards 
to tell our clients’ stories. We also learned to prioritize organization and map our projects more 
effectively. 
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This pilot provided us the necessary means to establish a baseline of quality of life for all our clients. 
Although limitations are currently present in the distribution pipeline, we can start identifying gaps in 
the data which will lead to more focused metrics down the line. 

Using the Data 

What are we doing to improve our clients’ quality of life? 
 
Having data is good, but it is only one piece to determining what sort of impact we hope to have on our 
clients—where do we go from here? Based on how clients respond to a particular question, what steps 
do we take to understand underlying conditions leading to that choice? Many of the questions in the 
WHOQOL-BREF seek to engage the services CASL provides in relation to our clients’ quality of life--albeit 
indirectly. The data we collect from the WHOQOL-BREF is just the beginning of what it means to 
produce “change.” Our conclusions on this pool of participants’ quality of life are preliminary at best, 
but as time goes on, we will have the opportunity to map changes, define trends, and navigate 
appropriate solutions. 
 
While there are many variables that might facilitate improved quality of life, the results from the 
WHOQOL-BREF capture an incomplete picture. However, where our programs meet the needs of our 
clients, the data we collect will ultimately help inform the way we communicate and address areas for 
improvement. For instance, when we collect information on health satisfaction over time as depicted by 
the overall quality of life score and associated domain scores, we can highlight programs that target 
those specific needs. The end goal of measuring client quality of life is not simply general improvement, 
but looking at where we can accompany our clients in attaining their desired outcomes. 
 

Conclusion 
Quality of life (QoL)9 is “an individuals' perceptions 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.” Understanding what it means to have a “good” quality of life requires knowing what is 
“satisfactory” and how that plays a role in everyday life. CASL’s Center for Social Impact is proud to 
present a valid and reliable quality of life assessment that promises the ability to identify knowledge 
gaps, raise new questions—to live better, together.  
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Appendix A: Quality of Life Instrument Selection 

Selecting a “Quality” assessment10: 

When considering an assessment measuring quality of life in a cross-cultural setting, we set the 
following criteria to guide our selection process: 
 

● Unidimensional concepts and domains: generally accepted, widely used, clear definitions 
● Non-disease-specific reference populations (general): applicable to patients and/or clients in the 

absence of disease or diagnosis 
● Test-theoretical construction principles: the measure is consistent both in format and content 

(i.e. the assessment measures what it is supposed to) 
● Behavior or function-oriented dimensions included: subjective measures looking at behaviors 

are included 
 
Each assessment tool was then presented to select staff and program managers to gather informal 
feedback. Due to the subjective nature being perceived quality of life, we were intent on using existing 
tools opposed to reinventing the wheel. Other considerations for selecting an appropriate quality of life 
questionnaire included length of time needed to complete it, ease of response and scoring, in addition 
to the setting in which it (questionnaire) would be administered. 

Quality of Life indicators and tools observed: 

● Beach Center Family Quality of Life Scale (Hoffman et al. 2006) 
● Family Quality of life Scale-2006 (Brown et al. 2006) 
● GENCAT (Verdugo & Schalock 2011) 
● Immigration Policy Lab Integration Index-12 and -24 Item (Harder et al. 2018) 
● International Well-Being Index (Renn et al. 2009) 
● Multidimensional Quality of Life (Kreitler, S. & Kreitler, M. 2006) 
● Personal Well-Being Index-Adult (PWI-A) 
● Quality of Life Inventory (QOLI) (Frisch, 1995) 
● Quality of Life Profile (QOLP) (Brown et al. 1996) 
● Quality of Life Questionnaire (QOLQ) (Keith & Schalock 1993) 
● Quality of life Scale (QOLS) (Flanagan 1979) 
● The Quality of Life Scale (QOLS) (Burckhardt 2003) 
● The World Health Organization Quality of Life-100 and brief versions (WHOQOL-100 & 

WHOQOL-BREF) 
 
The WHOQOL-BREF was selected based on its robust validity and reliability, its diverse applications, and 
reputation, having been cited in 1,158 articles11. Originally developed by the World Health 
Organization’s Quality of Life Working Group which consisted of fifteen international field centers, the 
WHOQOL was aimed at assessing quality of life in cross-cultural contexts. 
 
The WHOQOL-BREF has four domains: physical health, psychological, social relationships, and 
environment, significantly shorter than the longer instrument it was based off of, the WHOQOL-100. The 
WHOQOL-BREF incorporates one item from each of the 24 facets per domain in addition to two items 
from Overall quality of Life and General Health facets, making for a total of 26 questions altogether. 
Individual facets include activities of daily living, mobility, self-esteem, social support, financial 
resources, and accessibility and quality of healthcare.  
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WHOQOL-BREF Administration 

The assessment is designed to be self-administered, thereby mitigating the level of bias present 
between administrators and target populations. The recommendation prescribed by WHOQOL working 
group relies on the context in which the measure is administered. Furthermore, per field testing 
guidelines, the instrument is intended to be piloted on at least 300 people. Caution was warranted when 
distributing the measure in shorter time frames since it could lead to a smaller sample size, thereby 
limiting the generalizability of results. 
 
Administration Frequency 

A time frame of two weeks is indicated in the assessment. However, It is recognized that different time 
frames may be necessary for particular uses of the instrument in subsequent stages of work. 
 
● Time scales vary, however, patient-reported outcomes are generally dependent on type of 

diagnosis or targeted (if applicable) populations. 
● Recommendations prescribed by WHOQOL working group: 
▪ Quarterly 
▪ Annually 
▪ Weekly for populations with more intense treatment schedules 
● For CASL, we chose to administer the questionnaire quarterly as a way to identify seasonal 

differences and map out trends over time. 
 
Reception of the Assessment 

When the assessment was administered to clients, the reception was neutral, as anticipated (i.e. no 
particularly strong opinions were voiced by administrators or respondents). Some questions asking for 
sensitive information produced a heightened level of discomfort for some (e.g. 1 question asks 
participants to rate their satisfaction with their sex life). Over 85% of respondents answered all or 
almost all questions with little difficulty. Staff administering the assessments recalled that respondents 
were generally ambivalent to the instrument and held no particularly strong opinions during the 
procedure. 
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Appendix B: Permission Authorization to use WHOQOL-BREF 

Figure 1: Permission Authorization Exerpt to Use WHOQOL-BREF 
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Appendix C: Overview of the WHOQOL-BREF 
 

 
Figure 2: Cover page of WHOQOL-BREF report 
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Appendix D: Scoring the WHOQOL-BREF 

 
• Participants respond on a 5-point Likert scales (higher number is better) 

o Calculate raw scores: 
 Domain 1 Physical Health: (6-Q3) + (6-Q4) + Q10 + Q15 + Q16 + Q17 + Q18 
 Domain 2 Psychological: Q5 + Q6 + Q7 + Q11 + Q19 + (6-Q26) 
 Domain 3 Social Relationships: Q20 + Q21 + Q22 
 Domain 4 Environment: Q8 + Q9 + Q12 + Q13 + Q14 + Q23 + Q24 + Q25 

o Then, convert raw scores per domain using 2 methods: 
 Scores can be calculated for each of the 4 domains by transforming raw scores per 

domain to read between 0-100 (see Table) 
 Scores can be calculated for each of the 4 domains by transforming raw scores per 

domain to read between 4-20 (see Table) 
o Cutoff values (out of 100): 

 1 standard deviation below the mean score of total sample12 
 General rule of thumb, ≥ 6013 for overall quality of life14 
 No normative data has been definitely determined from the WHOQOL Working 

Group 
o In some studies15, the following values were extracted within disease-specific populations 

(e.g. diabetes, spinal cord injury): 
 ≤ 45, poor or bad Health Related Quality Of Life (HRQOL) 
 < 45–65, moderate HRQOL 
 65, relatively high HRQOL 
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Appendix E: WHOQOL-BREF Raw Scores Transformation 
 

 
Figure 3: Table of raw score transformation for WHOQOL-BREF domain scores  
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Appendix F: WHOQOL-BREF English & Chinese (Simplified) 
 

 
Figure 4: WHOQOL-BREF (obtained with permissions from WHOQOL working group)  
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Figure 5: Translated and validated Chinese version of the WHOQOL-BREF (obtained with permissions from original authors) 
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Appendix G: Analysis (including regression tables) 
 
In accordance with scoring procedures outlined by the WHOQOL working group, if more than 20% of the 
data was found missing from a single assessment, that assessment was thrown out. In other words, if 
any assessment had more than two items missing in a domain, that domain score could not be 
calculated since it would have a notable effect on the other domain scores. From our results, there were 
very few instances of missing data, with over 95% of participants having completed most items in the 
questionnaire (meaning no more than 2 missing responses from any domain, or approximately 88%). 
 
By limiting the sample size to unique responses where no more than 20% of the data was found missing 
in any assessment, we controlled (as much as we could) for statistical “noise”--the introduction of 
variables clouding the true impact of one over another. Using a 95% confidence interval16, we took the 
p-value17 for all demographic variables side-by-side with overall quality of life scores. To do this, we used 
t-tests18 to infer the difference between two averages, such as the average scores of one domain with 
another. Since participants for this pilot were slightly older (~6 years) than the overall average of adult 
CASL clients (62), two regressions were computed, one factoring on account of age and the other, 
without age as a consideration. 
 

 
Figure 6: Sample Regression Analysis by Selected Characteristics 
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Appendix H: Dashboard Assembly (Samples) 

 
Figure 7: Dashboard screenshot of overall quality of life responses 
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Figure 8: Dashboard screenshot of quality of life domain scores by selected characteristics



 

   24 | P a g e  
 

Appendix I: Analyzing the Results 
 

 
Figure 9: Overall Health Satisfaction as shown on WHOQOL-BREF 
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 Figure 10: Overall Quality of Life 
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Figure 11: Quality of Life Scores by Marital Status 

Figure 12: Quality of Life Scores by Education Level  
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Figure 13: Quality of Life Score Average by “Feeling Ill” 
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Figure 14: Social relationship scores among CASL Seniors (by program) 
 



 

   29 | P a g e  
 

 
Figure 15: Average Quality of Life Domain Scores 

 

 
Figure 16: Average Quality of Life Domain Scores by Education Level 
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Figure 17: Average Quality of Life Domain Scores by “Feeling Ill” 
 
 

Figure 18: Average Quality of Life Domain Scores by Age
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16 meaning we are 95% sure that a relationship between two variables is not random 
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18 [i] A t-test, as defined by the University of Connecticut, is “one type of inferential statistics. It is used to 
determine whether there is a significant difference between the mean [or average] of two groups.” The probability 
of a particular outcome, in this case, how CASL participants stack up to Chicago Health Atlas data, is compared with 
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	Executive Summary
	In 2020, the Chinese American Service League, otherwise known as CASL, introduced a new tool to assess quality of life, the World Health Organization Quality of Life-Brief (WHOQOL-BREF). Quality of life is defined by the WHO as “individuals’ perceptions 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.” The intent for measuring quality of life at CASL is to understand both the extent and frequency clients are affected by their cultural, social, and environmental contexts.
	This report contains selection criteria, distribution methods and data collection, analysis, and considerations for use. The WHOQOL-BREF (1995) is a 26-question assessment offered in 19 different languages and takes approximately 10 minutes to complete. The WHOQOL-BREF asks about physical and psychological health, social relationships, and environmental structures. CASL provided English and Chinese versions of the instrument to 371 clients over the span of a month. Taking the assessment had no impact on the services clients received and all responses were kept confidential and secure. The data we collected offers instructive insights to our clinical programming consistent with best practices of accountability, and ongoing evaluation.
	Our findings suggest that there may be more to the data than previously imagined. For instance, the participants in this baseline group were predominantly female and older in age. Participants with higher levels of education had higher quality of life scores than others, suggesting the positive impact of additional schooling. Participants who reported feeling ill at the time of taking the questionnaire had lower quality of life scores than their otherwise healthy counterparts. Although a standard cutoff score for good quality of life does not exist, the data serves as a valuable reference to perceived quality of life. All conclusions in this report are based on assumptions which are difficult to assess with any sort of absolute certainty, but one can hardly deny the impact of the COVID-19 pandemic on physical, psychological, relational, and environmental quality of life.
	The primary intent of this exercise was never to isolate variables as solely responsible for the scores participants had. As with many instruments that measure perception of status or ability, environmental variables are constantly in flux, making it nearly impossible to assess in a controlled environment. From the results we collected, we can begin plotting responses on a timeline, where changes for each individual participant can be monitored.
	Key takeaways:
	1. Quality of life depends on a variety of factors, including, but not limited to environmental conditions and social context.
	2. Age, marital status, gender, and education are among several demographic aspects correlated with quality of life.
	3. Lower scores were indicative of lower quality of life. Since quality of life is subjective, results should be interpreted with caution as to what led to those responses.
	Quality of life is important to everyone. This multidimensional construct has been instrumental in bridging social, mental, and medical services at the local, state, national, and global level. At CASL, we strive to remain at the forefront of high quality social service delivery and this endeavor would not be possible without the availability of the World Health Organization Quality of Life Working Group. 
	Acknowledgements
	This project is made possible through permission granted by the World Health Organization Quality of Life Working Group. CASL obtained permission from the Working Group to use the WHOQOL-BREF on September 16, 2020.
	The Center for Social Impact (CSI) at CASL was launched at the beginning of 2020, thanks to CASL’s Leadership and Board. Paul Luu, CEO, and Jered Pruitt, COO, were vital towards the founding of the Center in addition to projects like this one. Consistent with CASL’s strategic plan, this project represents one of many projects aimed at measuring our impact. For example, in October 2020, CSI released a report A Fresh Perspective on Place and Health in a Community Context: Assessing social determinants of health in a social services setting. That report analyzed responses from a novel assessment targeted at understanding social determinants of health through the lens of CASL clients.
	We are also grateful for the insights and support provided by Dr. Lee Washington, a CASL Program Committee Member and expert in fields related to health evaluation and impact.
	Finally, CASL’s dedicated staff was directly responsible for this project’s success. They overcame immense challenges brought on by the COVID-19 pandemic, and nevertheless, explored creative ways to connect with our clients and administer the WHOQOL-BREF. To all CASL staff, this report represents the sum of your efforts. Thank you.
	Background
	CASL provides communities holistic wraparound services such as—high-quality childcare, afterschool programs, elder care, housing support, financial counseling, public benefits acquisition, career/vocational services, and legal assistance. The impact of these services requires a closer look at the quality of life our community experiences. Capturing quality of life extends past physical health, but also social, psychological, and environmental health. Subsequently, finding an acceptable tool to measure these attributes presents a challenge.
	Quality of life (QoL) is defined as “individuals' perceptions 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.” CASL’s Center for Social Impact selected the WHOQOL-BREF in response to its cross-cultural sensitivity, adequate psychometric properties, its open license to use, and the availability of validated translations. Having this assessment allowed us to shed light on how our clients perceive their quality of life. The questions we sought to answer were:
	1. How do our clients perceive their quality of life?
	2. Based on their responses over time, what are the main contributing factors for how they responded?
	3. Where can we improve our client’s quality of life based on the information they provide us?
	The reason for introducing this questionnaire now lies in the fact that quality of life data is not well understood in terms of present-day context(s) specific to CASL’s primary constituency, Asian American Pacific Islander (AAPI) communities, specifically Chinese immigrants and native-born Chinese Americans. As the fastest growing minority group in the U.S., not to mention a large percentage that are foreign-born, community integration and quality of life go hand in hand.
	WHOQOL-BREF Overview & Administration

	When CASL started investigating quality of life in our clients, there were several environmental conditions to consider: how might they receive it?...do we have access to the tool?...do the questions apply to a majority of clients? That is where the WHOQOL-BREF comes in. The WHOQOL was originally created in 1995 by the World Health Organization in an effort to capture the impact of disease and impairment. Dr. Leslie Fallowfield deemed quality of life as “the missing measurement in health” (1990).
	Proposed uses for the WHOQOL are plentiful, such as “clinical trials, establishing baseline scores in a range of areas, and looking at changes in quality of life over the course of interventions.” The assessment has proven useful in health policy research and will make up an important aspect of the routine auditing of health and social services at organizations like CASL. 
	WHOQOL-BREF advantages:
	● It has been cross-culturally validated,
	● Contains adequate psychometric properties,
	● There are no licenses to use,
	● Translated (and validated) versions are readily available, and
	● It is often cited and referenced in other QoL studies.
	WHOQOL-BREF disadvantages:

	● It does not apply to children or youth, 0-18 years old,
	● WHO is no longer offers technical support.
	CASL’s Administration Procedures:

	For CASL, we chose to administer the questionnaire on a rolling, quarterly basis.
	● Advantage: comparisons can be made on a single quarter-quarter basis, 6 month, or annual basis with clients with service schedules that allow.
	● Disadvantage: the frequency of services rendered to clients may unintentionally exclude certain individuals, so it is very much reliant on staff to broaden distribution measures.
	The questionnaire was launched from October 21, 2020 to November 20, 2020. All staff members were trained on distribution methods, recording responses, and dropping off paper forms securely in a drop box in our lobby. Our distribution protocol adhered to strict guidelines set by the WHOQOL working group. CASL staff obtained over 400 responses, subsequently recorded confidentially in Salesforce, CASL’s client management system.
	Overview of Participants

	The average age of participants was 68 and the gender split was approximately 70% female, 30% male. The average age of our sample, limited to adults 18 years and over, was slightly older than the average age of adult CASL clients, 62. When responses were categorized by age, age ranges were determined using recommendations from the American Community Survey (ACS), a product of the U.S. Census Bureau.  55% of all participants reported being married, 10% were single, 25% were widowed, and 7% were either separated or divorced. Based on the demographic profile of our sample, we analyzed responses using 2 regressions, one factoring age and the other, without. This process can be found in Appendix D.
	Results
	Results from the WHOQOL-BREF were analyzed into two dashboards, one displaying responses overall and the other, by separate domains. The WHOQOL-BREF offers a quality of life profile consisting of four domain scores in addition to overall perception of quality of life and health, respectively. Higher scores denote higher quality of life and mean scores are used to calculate domain scores. In-depth scoring procedures for the WHOQOL-BREF, including transformation of raw scores, can be found in Appendix E. 
	Dashboards Overview

	The assembly of the first dashboard took into account the average overall quality of life score, demographic representation, participant count and average scores by program, in addition to educational attainment and health satisfaction. From our analysis, there were 371 assessments meeting the threshold outlined by the designers of the assessment. The average quality of life score was 59 out of 100. A score of 59 is not indicative of “good” or “bad,” but higher scores are considered better than lower scores. Given there are no comparison groups that mirror our clients, what is considered “good” or “bad” quality of life cannot be generalized to other populations and/or subgroups. 
	What an average score of “59” means to CASL is the opportunity to see if quality of life changes over time. Based on the differences between scores, we can chart positive or negative trends at both the individual and group level. At the time of the changes, the real value comes from what events may have resulted in that change. For example, if the scores we collected during 2020 are lower than 2021, it might be worth investigating what caused the difference. The point of the assessment is to promote positive change by targeting factors most consistent with the change in scores in the first place. If participants indicate lower social relationship scores at year 1, what kind of services we offer have the potential to meet that need and are there opportunities for exploration in year 2?
	Significant differences can be attributed to a number of factors including, but not limited to: age, gender, illness, marital status, and perception of overall quality of life and health status. Despite the necessity for ongoing investigation into what the scores actually mean, we were able to capture which variables and/or domain facets might have a stronger correlation, thereby indicating “some” sort of relationship.
	Quality of Life in Context

	While a standard for labeling “good” or “poor” quality of life is hardly generalizable, recommendations from other quality of life studies have offered useful insights into determining a median value based on non-representative samples (i.e. context and setting). Because of this, establishing a formal score for “good” or “poor” quality of life rejects the notion that any two datasets can have anything in common. For example, where the WHOQOL-BREF has been piloted in places where “quality of life” is not well defined, what is considered good or poor is subjective. Put mildly, “good” or “bad” quality of life does not exist in a vacuum, but the multi-layered complexities present in any environment.
	According to preliminary analysis using regression models, we discovered that several attributes were more strongly correlated to overall quality of life scores. On the whole, age at completion of the assessment, gender, reportedly feeling ill, level of education and marital status had a more substantial impact on quality of life scores, relative to each domain. Prior to the portion of the questionnaire relevant to a particular domain, there were several questions pertaining to perceptions of overall quality of life and health satisfaction. The responses did not contribute to the domain scores, but did offer notable insights relevant to the hypotheses surrounding why participants responded the way they did in subsequent questions.
	Participants who were older at the time of taking the assessment consistently scored lower than their younger counterparts.  Male participants scored higher on average than female participants. Indication of being ill when asked “Are you currently ill?” contributed to lower scores than presumably “healthy” participants who responded “no” to that question. Not controlling for age, scores for participants who reported their marital status as “living as married” were more likely to report lower quality of life overall.
	When not controlling for age, scores for widowed and separated participants were found to be consistently lower than their married or single counterparts. Finally, regardless of age, having a tertiary education and/or schooling beyond secondary education was shown to have a positive correlation with quality of life. See Appendix I for more on quality of life average scores, scores filtered by demographic properties, and quality of life domain scores and subsequent attributes.
	Variables Impacting Quality of Life

	Stressing the importance of factors contributing to the responses, the results we collected are indicative of the larger landscape that, unbeknownst to everyday interactions we might have with clients, is constantly changing. At the time of distribution, many conventionally in-person CASL programs had to reorient their activities and/or interventions to function remotely, partially or completely. The results from this pilot were intended to establish a baseline for future modeling, but even so, the conclusions we formed retain value for today.
	Social opportunities for seniors were negatively affected by the discontinuation of in-person activities resulting from the COVID-19 pandemic. Although it remains to be seen that this is the only definitive contributing factor, our results suggest that the impact [COVID-19] pandemic could not be ignored. For instance, CASL’s Pinetree Senior Council (PTSC)—a program offering social activities for seniors such as calligraphy classes, cultural dance, exercise, and music—went remote in response to the [COVID-19] pandemic. PTSC offered an environment where otherwise isolated seniors could experience a sense of community. Among other programs aimed at serving seniors in our community, seniors from PTSC had lower social relationship scores than seniors in other programs, shown in Appendix I: Seniors (64+) Social Relationship Scores by Program. While the evidence is preliminary at best, it remains indisputable that CASL social programs for seniors have been negatively impacted by the [COVID-19] pandemic.
	Table 1: Key Takeaways by Domain
	Discussion
	The WHOQOL-BREF is aimed at determining a portrait of perceived quality of life at one point in time. This data provides us with the ability to monitor changes in real-time. Because of this, we have a unique opportunity to improve clients’ quality of life through data-informed interventions. This pilot allows us to identify which domains require the most attention, ultimately guiding us in improving services to meet those demands. However, such a process is not without challenges, the biggest being how external variables come into play. Perceptions of how one’s quality of life is one day may come in contrast to the next, due to sudden and unexpected life events, such as a global pandemic.
	At CASL, we are committed to measuring progress, even if that means observing how responses to this instrument changes over the course of several years. As part of CASL’s strategic plan to understand our clients’ needs, this assessment delivers a fresh perspective on what factors contribute to having a high quality of life. Since quality of life is subjective, we can only speculate based on the conclusions available to us through regular observation.
	Considering 2020 was a challenging year in many regards, it comes as no surprise that several scores, overall and by domain, were noticeably lower than others. For instance, where the majority of older participants scored lower than their younger counterparts in the social relationships domain, we can infer that this observation may have something to do with the safety measures CASL implemented in response to the COVID-19 pandemic. More specifically, programs encouraging community activities among seniors presented higher risk for contracting disease given their age and/or underlying health conditions.
	Throughout this pilot exercise, our primary intent was never to single out a variable contributing to the scores participants had. As with many instruments measuring perception of status or ability, environmental variables are constantly in motion, making a formal experimental design impossible. From the baseline results gathered during this round of data collection, we can begin plotting responses on a timeline, where changes for each individual participant can be monitored.
	Limitations

	The pilot was administered to clients selected by program staff. By using a convenience sampling approach, we were limited to a less accurate representation of the CASL client population. However, all clients who participated in this pilot demonstration were active, meaning they had utilized CASL services in the past year. Consistent with the original design of the field trial version of the WHOQOL-BREF, a minimum of 300 participants was met.
	Other limitations we encountered throughout this process included the lack of a standard “cutoff” point, the lack of publicly available micro-use data, the relatively short data collection timeframe, and the onset of a global pandemic. 
	Lessons Learned

	Throughout this process, our team has learned several valuable lessons. From reviewing assessment literature, coordinating with the World Health Organization working group, and assembling dashboards to tell our clients’ stories. We also learned to prioritize organization and map our projects more effectively.
	This pilot provided us the necessary means to establish a baseline of quality of life for all our clients. Although limitations are currently present in the distribution pipeline, we can start identifying gaps in the data which will lead to more focused metrics down the line.
	Using the Data

	What are we doing to improve our clients’ quality of life?
	Having data is good, but it is only one piece to determining what sort of impact we hope to have on our clients—where do we go from here? Based on how clients respond to a particular question, what steps do we take to understand underlying conditions leading to that choice? Many of the questions in the WHOQOL-BREF seek to engage the services CASL provides in relation to our clients’ quality of life--albeit indirectly. The data we collect from the WHOQOL-BREF is just the beginning of what it means to produce “change.” Our conclusions on this pool of participants’ quality of life are preliminary at best, but as time goes on, we will have the opportunity to map changes, define trends, and navigate appropriate solutions.
	While there are many variables that might facilitate improved quality of life, the results from the WHOQOL-BREF capture an incomplete picture. However, where our programs meet the needs of our clients, the data we collect will ultimately help inform the way we communicate and address areas for improvement. For instance, when we collect information on health satisfaction over time as depicted by the overall quality of life score and associated domain scores, we can highlight programs that target those specific needs. The end goal of measuring client quality of life is not simply general improvement, but looking at where we can accompany our clients in attaining their desired outcomes.
	Conclusion
	Quality of life (QoL) is “an individuals' perceptions 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.” Understanding what it means to have a “good” quality of life requires knowing what is “satisfactory” and how that plays a role in everyday life. CASL’s Center for Social Impact is proud to present a valid and reliable quality of life assessment that promises the ability to identify knowledge gaps, raise new questions—to live better, together.
	Appendix A: Quality of Life Instrument Selection
	Selecting a “Quality” assessment:

	When considering an assessment measuring quality of life in a cross-cultural setting, we set the following criteria to guide our selection process:
	● Unidimensional concepts and domains: generally accepted, widely used, clear definitions
	● Non-disease-specific reference populations (general): applicable to patients and/or clients in the absence of disease or diagnosis
	● Test-theoretical construction principles: the measure is consistent both in format and content (i.e. the assessment measures what it is supposed to)
	● Behavior or function-oriented dimensions included: subjective measures looking at behaviors are included
	Each assessment tool was then presented to select staff and program managers to gather informal feedback. Due to the subjective nature being perceived quality of life, we were intent on using existing tools opposed to reinventing the wheel. Other considerations for selecting an appropriate quality of life questionnaire included length of time needed to complete it, ease of response and scoring, in addition to the setting in which it (questionnaire) would be administered.
	Quality of Life indicators and tools observed:

	● Beach Center Family Quality of Life Scale (Hoffman et al. 2006)
	● Family Quality of life Scale-2006 (Brown et al. 2006)
	● GENCAT (Verdugo & Schalock 2011)
	● Immigration Policy Lab Integration Index-12 and -24 Item (Harder et al. 2018)
	● International Well-Being Index (Renn et al. 2009)
	● Multidimensional Quality of Life (Kreitler, S. & Kreitler, M. 2006)
	● Personal Well-Being Index-Adult (PWI-A)
	● Quality of Life Inventory (QOLI) (Frisch, 1995)
	● Quality of Life Profile (QOLP) (Brown et al. 1996)
	● Quality of Life Questionnaire (QOLQ) (Keith & Schalock 1993)
	● Quality of life Scale (QOLS) (Flanagan 1979)
	● The Quality of Life Scale (QOLS) (Burckhardt 2003)
	● The World Health Organization Quality of Life-100 and brief versions (WHOQOL-100 & WHOQOL-BREF)
	The WHOQOL-BREF was selected based on its robust validity and reliability, its diverse applications, and reputation, having been cited in 1,158 articles. Originally developed by the World Health Organization’s Quality of Life Working Group which consisted of fifteen international field centers, the WHOQOL was aimed at assessing quality of life in cross-cultural contexts.
	The WHOQOL-BREF has four domains: physical health, psychological, social relationships, and environment, significantly shorter than the longer instrument it was based off of, the WHOQOL-100. The WHOQOL-BREF incorporates one item from each of the 24 facets per domain in addition to two items from Overall quality of Life and General Health facets, making for a total of 26 questions altogether. Individual facets include activities of daily living, mobility, self-esteem, social support, financial resources, and accessibility and quality of healthcare. 
	WHOQOL-BREF Administration

	The assessment is designed to be self-administered, thereby mitigating the level of bias present between administrators and target populations. The recommendation prescribed by WHOQOL working group relies on the context in which the measure is administered. Furthermore, per field testing guidelines, the instrument is intended to be piloted on at least 300 people. Caution was warranted when distributing the measure in shorter time frames since it could lead to a smaller sample size, thereby limiting the generalizability of results.
	Administration Frequency

	A time frame of two weeks is indicated in the assessment. However, It is recognized that different time frames may be necessary for particular uses of the instrument in subsequent stages of work.
	● Time scales vary, however, patient-reported outcomes are generally dependent on type of diagnosis or targeted (if applicable) populations.
	● Recommendations prescribed by WHOQOL working group:
	▪ Quarterly
	▪ Annually
	▪ Weekly for populations with more intense treatment schedules
	● For CASL, we chose to administer the questionnaire quarterly as a way to identify seasonal differences and map out trends over time.
	Reception of the Assessment

	When the assessment was administered to clients, the reception was neutral, as anticipated (i.e. no particularly strong opinions were voiced by administrators or respondents). Some questions asking for sensitive information produced a heightened level of discomfort for some (e.g. 1 question asks participants to rate their satisfaction with their sex life). Over 85% of respondents answered all or almost all questions with little difficulty. Staff administering the assessments recalled that respondents were generally ambivalent to the instrument and held no particularly strong opinions during the procedure.
	Appendix B: Permission Authorization to use WHOQOL-BREF
	Figure 1: Permission Authorization Exerpt to Use WHOQOL-BREF
	Appendix C: Overview of the WHOQOL-BREF
	/
	Figure 2: Cover page of WHOQOL-BREF report
	Appendix D: Scoring the WHOQOL-BREF
	 Participants respond on a 5-point Likert scales (higher number is better)
	o Calculate raw scores:
	 Domain 1 Physical Health: (6-Q3) + (6-Q4) + Q10 + Q15 + Q16 + Q17 + Q18
	 Domain 2 Psychological: Q5 + Q6 + Q7 + Q11 + Q19 + (6-Q26)
	 Domain 3 Social Relationships: Q20 + Q21 + Q22
	 Domain 4 Environment: Q8 + Q9 + Q12 + Q13 + Q14 + Q23 + Q24 + Q25
	o Then, convert raw scores per domain using 2 methods:
	 Scores can be calculated for each of the 4 domains by transforming raw scores per domain to read between 0-100 (see Table)
	 Scores can be calculated for each of the 4 domains by transforming raw scores per domain to read between 4-20 (see Table)
	o Cutoff values (out of 100):
	 1 standard deviation below the mean score of total sample
	 General rule of thumb, ≥ 60 for overall quality of life
	 No normative data has been definitely determined from the WHOQOL Working Group
	o In some studies, the following values were extracted within disease-specific populations (e.g. diabetes, spinal cord injury):
	 ≤ 45, poor or bad Health Related Quality Of Life (HRQOL)
	 < 45–65, moderate HRQOL
	 65, relatively high HRQOL
	Appendix E: WHOQOL-BREF Raw Scores Transformation
	/
	Figure 3: Table of raw score transformation for WHOQOL-BREF domain scores
	Appendix F: WHOQOL-BREF English & Chinese (Simplified)
	/
	Figure 4: WHOQOL-BREF (obtained with permissions from WHOQOL working group)
	/
	Figure 5: Translated and validated Chinese version of the WHOQOL-BREF (obtained with permissions from original authors)
	Appendix G: Analysis (including regression tables)
	In accordance with scoring procedures outlined by the WHOQOL working group, if more than 20% of the data was found missing from a single assessment, that assessment was thrown out. In other words, if any assessment had more than two items missing in a domain, that domain score could not be calculated since it would have a notable effect on the other domain scores. From our results, there were very few instances of missing data, with over 95% of participants having completed most items in the questionnaire (meaning no more than 2 missing responses from any domain, or approximately 88%).
	By limiting the sample size to unique responses where no more than 20% of the data was found missing in any assessment, we controlled (as much as we could) for statistical “noise”--the introduction of variables clouding the true impact of one over another. Using a 95% confidence interval, we took the p-value for all demographic variables side-by-side with overall quality of life scores. To do this, we used t-tests to infer the difference between two averages, such as the average scores of one domain with another. Since participants for this pilot were slightly older (~6 years) than the overall average of adult CASL clients (62), two regressions were computed, one factoring on account of age and the other, without age as a consideration.
	/
	Figure 7: Sample Regression Analysis by Selected Characteristics
	Appendix H: Dashboard Assembly (Samples)
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	Figure 8: Dashboard screenshot of overall quality of life responses
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	Figure 9: Dashboard screenshot of quality of life domain scores by selected characteristics
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